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Research Portfolio Abstract 

 

Background: Difficulties with anxiety among children and young people are common and 

can impact upon their developmental trajectory leading to adverse outcomes in later life. 

There is, therefore, a need to increase access to early intervention services. Existing 

research has indicated that school-based cognitive behavioural interventions are effective 

for children and young people experiencing difficulties with anxiety, yet there remains a 

proportion of the population for whom they are not effective. In addition, there is a lack of 

research on how these may be implemented in real world settings as opposed to a research 

trial. The present research focuses on the provision of cognitive behavioural school-based 

interventions in two parts: a systematic review of psychological, interpersonal and social 

variables as predictors, mediators and moderators of mental health outcomes following a 

school-based intervention and an empirical mixed methods evaluation of the facilitators 

and barriers to the implementation of a school-based intervention.  

 

Method: A systematic search of electronic databases for studies examining interpersonal, 

psychological and social predictors, moderators and mediators of mental health outcome 

following school-based cognitive behavioural interventions was conducted. Effect sizes for 

these analyses were calculated and the quality of eligible studies was assessed using a 

standardised rating tool. Within the empirical project, the implementation of a school-

based cognitive behavioural intervention was evaluated through a mixed methods 

approach. Semi-structured interviews with stakeholders in the intervention were analysed 

using grounded theory integrated with framework analysis. Quantitative data on the reach 

of the intervention, practitioner evaluation of training and coaching as well as routine 

outcome measures from children and young people receiving the intervention was 

collected. 

 

Results:  Within the systematic review, twenty-two studies (N=22) met the predefined 

eligibility criteria. There was heterogeneity in the variables explored, effect size of these on 

treatment outcome and the quality of the literature within the included studies. Cognitive 

style was found to mediate treatment outcome, but there was limited evidence for other 

predictors, mediators and moderators of treatment outcome within the review. 
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Quantitative results of the empirical project indicated that the model of the intervention 

was acceptable to both practitioners and children and young people, and preliminary data 

indicated a significant improvement in mental health outcomes. Facilitators that emerged 

from qualitative data included an enabling context, therapeutic engagement, motivation 

and congruence, self-efficacy and containment and encouragement.  The exclusivity of the 

intervention, a lack of systemic understanding and transparency as well as demands and 

pressure on resources were barriers to implementation.  

 

Conclusions: Although preliminary evidence for potential predictors, mediators and 

moderators is presented, further research with improvements in the design and reporting 

of explanatory variables on treatment outcome is required prior to informing clinical 

decision-making. The successful implementation of school-based interventions requires 

multi-agency integration and collaboration as well as on-going support in managing 

systemic pressures and skill development.   
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Lay Summary 

 

Background:  

Experiencing difficulties with anxiety is common for children and young people (CYP) and 

can lead to more difficulties in later life. However, it can be difficult for CYP to access 

treatment and there is a need to improve earlier access to treatment, before difficulties 

may become worse. Research has shown that support informed by cognitive behavioural 

therapy in schools can help CYP to manage difficulties with anxiety, but also that there are 

times when this approach is less effective. This may be related to whether it is the right 

treatment for the person but also how the treatment is delivered and put into practice. This 

thesis focuses on learning how we can improve the delivery of school-based cognitive 

behavioural treatment in two parts:  

1) A systematic review of the literature that summarises what psychological, social and 

relationship factors research has considered to date in relation to how or why treatment 

works and if that differs between groups of people.  

2) A research project that evaluates putting into practice, or implementing, a cognitive 

behavioural school-based treatment as well as exploring what factors act as facilitators or 

barriers to this process.  

 

Main Findings:  

1) Twenty-two studies were included in the review and there was great variation in what 

had been explored in these studies. Negative thinking style was the most common factor 

examined in relation to the way treatment may lead to change in mental health outcomes. 

No social factors were found to influence treatment outcome. However, the quality of the 

research also varied, limiting the reliability of conclusions. 

2) The treatment was delivered by non-mental health professionals in schools. Interviews 

were completed with managers and those delivering the treatment to CYP. Themes 

identified as facilitating implementation were practitioners being motivated, encouraged, 

contained and having belief in their own abilities. An enabling context was also facilitative 

alongside collaborating with other people in a CYP’s life. Not understanding or knowing 

how others worked as well as not integrating the treatment with other services was a 
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barrier. Demands and pressure on resources also made implementation more challenging. 

Data evaluating the form of the treatment found that it was acceptable to both 

practitioners and CYP.  Significant improvements were found on initial data on mental 

health outcomes for CYP. 

 

Conclusions:  

1) Although there is some evidence for how treatment may work in relation to thinking 

style, there is a need for more research of better quality exploring how or why school-

based treatments work as well as on factors that may predict who is more likely to benefit 

from treatment before it can be used to make clinical recommendations.  

2) In order to implement school-based treatments well, different agencies (i.e. health and 

education) need to work together and consider how they fit with other services that are 

available. On-going support for those delivering the treatment to CYP helps develop skills 

and overcome barriers. 
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Abstract 

 

Background: Existing research reviews have explored the effectiveness of school-based 

cognitive behavioural interventions, yet there remains a proportion of the population for 

whom they are not effective. To date, reviews have examined a restrictive number of 

potential moderators, mediators and predictors of treatment outcome. The current article 

aims to review what psychological, interpersonal and social variables have been explored as 

possible predictors, mediators and moderators of mental health outcomes following a 

school-based intervention.  

Method: Electronic databases (EMBASE, MEDLINE, ERIC and PsycINFO) were systematically 

searched for studies examining interpersonal, psychological and social predictors, 

moderators and mediators of mental health outcome following school-based cognitive 

behavioural interventions up until June 2018. Effect sizes of analyses were calculated and a 

standardised rating quality assessment tool was used to appraise the quality of included 

studies.  

Results: Of 3501 studies identified, 22 studies met the eligibility criteria. Results indicated 

that there was heterogeneity in the variables examined. Cognitive style was the most 

reported variable and found to be a significant mediator in treatment outcome with a small 

to large effect size. Additional variables were identified as potential areas for future 

research. Analysis of predictor variables was of lower quality in comparison to intervention 

trial design.  

Conclusions: Preliminary evidence for potential explanatory variables is presented. Further 

studies with improved design and reporting of explanatory variables on treatment outcome 

is required prior to informing clinical decision making. 

 

 

 

 

 

Keywords: school-based, mental health, predictors, treatment 

Word Count: 229 
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Introduction  

 

It is estimated that between 13 to 22% of children and young people (CYP) 

experience mental health difficulties in any given year (Merikangas et al. 2010; Polanczyk et 

al., 2015) and one in three before the age of sixteen (Green et al., 2005).  Mental health 

disorders are associated with a range of adverse outcomes for CYP including: lower 

academic performance or school dropout (Essau et al., 2000; Hoagwood et al., 2007); 

suicide & risk associated behaviours (Rajaleid et al. 2015; Stagman & Cooper, 2010); greater 

developmental difficulties (Bain & Diallo, 2016; Creswell & Cartwright-Hatton, 2007) as well 

as problems with family and social life (Wood et al., 2008). 

 It is estimated that 50% of mental health difficulties occur by the age of 14 (Kessler 

et al., 2005; Kim-Cohen et al., 2003) and, without intervention, these can become chronic 

(Keller et al., 1992; Ollendick & King, 1994) and lead to adverse consequences in later life 

(Goodman et al., 2011; Green et al., 2005) as well as being a significant cost for society 

(Snell et al., 2013). Conversely, the promotion of social and emotional skills among CYP has 

been found to be associated with improvement in behaviour, academic performance, 

achievement and attitude (Durlak et al., 2011).  

Despite high prevalence and negative outcomes, it is estimated that only 25 to 40 

per cent of CYP with mental health difficulties receive input from services at a sufficiently 

early age or at all (Children’s Society, 2008; Green et al., 2005; Gulliver et al. 2010). This has 

been partly attributed to a lack of prevention and early intervention provision highlighting 

the need for more services that are accessible to a greater proportion of CYP in universal 

settings (Division of Clinical Psychology, 2015). Schools offer a natural opportunity for 

implementing both universal & targeted interventions to promote mental health and can 

alleviate some barriers to accessing treatment including time, location, cost and stigma 

(Barrett & Pahl, 2006; Masia-Warner et al., 2006).   

The most recent meta-analysis of school-based psychological programs (N=81) for 

anxiety and depression in CYP found a small effect for depression (g=0.23) and anxiety 

(g=0.20) as measured by improvements in symptoms when compared to a control (Werner-

Seidler et al., 2017). Although this was maintained at initial follow up, the effect was 

smaller after 12 months (g=0.11 and 0.13). The authors note, however, that long term 

follow up of over 12 months studies were less frequent (n=14) and effects may therefore 

have been lost due to insufficient power. In addition, control conditions were variable 
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within this review and primarily wait list rather than active. Comparison of control group, 

however, was not found to significantly impact on treatment effect size in meta-regression. 

The overall findings from this review in relation to the effectiveness of school-based 

interventions are comparable to previous reviews. A meta-analysis of cognitive behavioural 

orientated interventions for aggressive behaviour found a small, positive effect (d=-0.14; 

Barnes et al., 2014) as have reviews of both school and community prevention programs for 

depression (d=-0.26 post-intervention; Merry et al., 2004a & risk difference (RD)= -0.09 

post intervention RD= -0.06 at 12 month follow-up; Merry et al., 2012), whilst a review of 

school-based interventions for PTSD symptoms found a moderate to large effect size (d = 

0.68; Rolfsnes & Idsoe, 2011). Reviews that have focused on cognitive behavioural 

interventions for anxiety or depression and not conducted a meta-analysis have found the 

majority of reported studies indicated a significant effect with effect size ranging from small 

(d=0.21 for anxiety, d=0.11 for depression) to large (d=1.41, 1.37, respectively; Calear & 

Christensen, 2010; Neil & Christensen, 2009).  

Cognitive behavioural interventions (CBIs) are a treatment of choice for a range of 

mental health difficulties in CYP (Fonagy et al., 2014; NHS Education Scotland, 2015), 

including at a prevention and early intervention level. Yet, while reviews indicate the small, 

positive effect of school-based CBIs, there remains a proportion of individuals for whom 

such approaches may not be effective. For example, a meta-analysis of cognitive 

behavioural therapy (CBT) with CYP reported that full recovery (i.e. the absence of all 

anxiety disorders) varied from 48% to 66% (Warwick et al., 2017).  

The need to improve understanding of what works for whom and by which 

mechanisms is relevant to the delivery of effective and cost-effective interventions in the 

public sector and promoting positive outcomes for more CYP. Research into predictors, 

moderators and mediators of outcomes has the potential to further such understanding 

and improve clinical practice. Such variables are distinguished in the literature as follows: 

moderators identify subgroups for which there may be differential effects or “who it works 

for and who it does not”; mediators focus on “how” and “why” an intervention works by 

examining the process by which change occurs between intervention and outcome, and 

predictors are baseline variables which impact upon outcome independent of the main 

effect. While moderators may influence decisions around how an intervention should be 

targeted or identifying those who may more likely benefit from alternative treatment, 
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mediators can inform decisions around intervention components to increase efficacy or 

cost-effectiveness (Baron & Kenny, 1986; Kraemer et al., 2002). 

Within the literature on school-based interventions for mental health, there is a 

paucity of reviews that look at factors that may impact on treatment outcome. However, 

predictors, moderators and mediators around treatment modality and demographics have 

initially been explored. School-based interventions may be delivered universally or 

targeted. That is, delivered to all individuals regardless of risk or presentation (e.g. to 

everyone in a school year) or by directing interventions towards those who have sub-

clinical symptoms or risk factors for difficulties in later life (Werner-Seidler et al. 2017).  

Larger effect sizes have been found for targeted rather than universal programs for 

depression (Calear & Christensen, 2010; Merry et al., 2011), whilst the effect size for 

universal and targeted programs is comparable for anxiety (Werner-Seidler et al., 2017). 

However, the literature on universal programs is often underpowered.  

Comparison of delivery by school staff to external staff (e.g. mental health 

professionals) has indicated larger effect sizes from external delivery on depression but not 

anxiety (Calear & Christensen, 2010; Werner-Seidler et al., 2017). Other factors related to 

the delivery of the intervention are less explored, for example, only half of studies included 

a recent meta-analysis reporting a measure of intervention fidelity and the impact of 

parental involvement not established in the literature (Werner-Seidler et al., 2017). 

With regards to age of participant, significantly larger effect sizes were found 

among depression interventions in childhood, than early and older adolescents (Werner-

Seidler et al., 2017). However, age was not found to be a significant predictor of outcome in 

an earlier review of interventions for depression (Calear & Christensen, 2010). Comparison 

of effect sizes across age groups was non-significant when focusing upon anxiety (Neil & 

Christensen, 2009; Werner-Seidler et al., 2017). When focusing on teacher delivered 

interventions only, age did not significantly impact upon mental health outcomes.  

However, effectiveness was moderated by race, gender and tier of intervention with effect 

sizes having a positive, significant association with the proportion of Caucasian students in 

the sample for externalising symptoms, females for internalising symptoms and at a tier 1 

(i.e. universal) in comparison to tier 2 or 3 (i.e. targeted or specialist care; Franklin et al., 

2017). 

To date, existing reviews have examined a restrictive number of potential 

correlates of intervention effectiveness (i.e. age, gender and treatment delivery). In 
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addition, many reviews have included heterogeneous interventions based on varying 

psychological models making it difficult to identify how these variables could differentially 

impact outcomes across different interventions. The objective of the current review was to 

identify potential predictors, mediators and moderators of treatment outcome not yet 

explored in previous reviews, specifically psychological, interpersonal and social factors. 

The current review will also explore the impact of these variables on mental health 

outcomes for CYP in school-based CBIs and to what extent by examination and comparison 

of their effect size.  

 

Method 

 

Protocol and Registration 

 

The review followed the Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses protocols (Moher et al., 2015) guidance for conducting a systematic review. 

The protocol was registered using PROSPERO (CRD42018087396; Appendix B).   

 

Eligibility Criteria 

 

Participants 

 

Eligible studies were those that included CYP enrolled in primary or secondary 

school. Studies reporting on children attending preschool and prekindergarten were 

excluded from the current study.  

 

Interventions 

 

Studies eligible for inclusion were those that reported on interventions informed by 

CBT that aimed to reduce symptoms of mental health difficulties or promote well-being. 

Studies were considered eligible if the description of the intervention specified use of a CBT 

approach or treatment components relating to CBT techniques (e.g. cognitive restricting, 

exposure). Both universal and targeted interventions were included. Interventions were 

required to be based in and supported by schools, either as part of the curriculum or 
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before/after school with delivery of the intervention by other professionals within the 

school setting or by school staff. Interventions that took place in clinic or at home were 

excluded. 

 

 

 

Types of study 

 

Included studies were limited to quantitative outcome studies that were published 

or translated to English and published in peer-reviewed journals. Studies were required to 

have a comparison or control for inclusion. Existing reviews, meta-analysis, case reports 

and series, editorials and commentary pieces were excluded from the review. As there are 

no previous reviews in this area, no date limits were set. 

 

Types of Outcome 

 

The primary outcome for inclusion was measures of emotional, social and 

psychological well-being. Studies were included if an outcome measure relating to general 

mental health and well-being or mental health presentation (e.g. anxiety, low mood or 

trauma) were included at least pre and post intervention.  

 

Types of Predictors, Mediators and Moderators 

 

Studies which analysed interpersonal, social and psychological variables as a 

predictor, moderator or mediator were included in the review. Demographic information, 

symptom severity and variables relating to treatment delivery were excluded from the 

review. 

 

Search Strategy 

 

Electronic databases, consisting of EMBASE, MEDLINE, ERIC and PsycINFO, were 

initially searched up until January 2018 using the following terms: (Predict* OR Moderat* 

OR Mediat*) AND (School* OR School-based) AND (Intervention* OR program*) AND 
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(Mental Health OR well-being). Titles and/or abstracts were screened by GB to determine 

whether they met eligibility criteria. Full texts were then retrieved and assessed for 

eligibility. The reference lists of included studies and recent reviews were also hand-

searched for additional studies. The search was re-run in June 2018 to ensure results were 

up to date. Figure 1 outlines the systematic review process utilised to identify studies 

included in the review. 

 

Data Extraction Process & Management 

 

The following data was extracted into a Microsoft Excel spreadsheet: author(s); 

year of publication; country; participant demographics; details of the intervention; study 

design; control condition; dependent variables (including details of the outcome measure 

and intervention outcome); independent variable (i.e. predictor, mediator and moderator 

including method of measurement); process of analysis and results of analysis. Data 

extraction was completed by the primary researcher. Authors were contacted for any non-

reported data. 

 

Risk of Bias 

 

The quality of all papers that met the inclusion criteria was assessed using a rating 

checklist (see Appendix C). This tool was adapted from the National Institute for Health 

Care Excellence (NICE) quality appraisal checklist for quantitative studies and quality 

appraisal checklist for quantitative studies reporting correlations and associations (NICE, 

2012). For quality control, a second reviewer who was a doctoral level peer appraised 45% 

of the studies (n=10). Inter-agreement across 180 items was found to be ‘good’ (k=0.67, 

SE=0.05, p<0.001; Sim & Wright, 2005). Consensus was reached through discussion in 

instances where there was disagreement to finalise quality ratings. 

 

Calculation of Effect Sizes 

 

Effect sizes were calculated to standardise heterogeneity for both main treatment 

outcome and predictor analysis. Effect sizes were calculated for both significant and non-

significant findings and authors were contacted to try to obtain missing information.  
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Individual study effect sizes for treatment outcomes were calculated using the 

standardised mean difference (Cohen’s d) with 95% confidence interval (Bornstein et al., 

2011; Higgins & Green, 2011; Wilson, n.d.). To facilitate conversion, the standard error was 

converted to the standard deviation in one study (Tomyn et al., 2016). The mean and 

standard deviation of treatment outcome for the intervention and control groups was 

pooled using the formula recommended by the Cochrane Handbook for Systematic Reviews 

of Interventions (Higgins & Green, 2011) where it was split by an additional variable (Possel 

et al., 2005 & Spence et al., 2014). Effect size was calculated for measures of treatment 

outcome included in the predictor analysis at the relevant time-points. Where the outcome 

of a treatment trial was reported across multiple articles, the effect size was reported once.  

Cohen’s d refers to effect sizes of 0.2, 0.5 and 0.8 as ‘small’, ‘moderate’ and ‘large,’ 

respectively (Cohen, 1988).  

For each predictor, mediator and moderator variable, an effect size expressed as 

the correlation coefficient, r, was calculated. The r statistic was calculated from the 

reported statistical outcomes using an effect size calculator (Wilson, n.d.). Reported beta 

values were converted using the formula r = beta + 0.05*lambda, where lambda is 0 when 

beta is negative and 1 when beta is positive (Peterson & Brown, 2005). Effect sizes of are 

0.1, 0.3 and 0.5 are respectively referred to ‘small’, ‘moderate’ and ‘large,’ for r (Cohen, 

1988). 
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Fig.1 PRISMA flowchart of the study selection process 
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Results 

 

Study Selection 

 

A total of 3501 articles were identified and 2378 titles and/or abstracts were 

screened following de-duplication. Full texts were screened for 177 studies and 163 were 

excluded as they did not meet the eligibility criteria resulting in 14 studies eligible studies 

being identified. A further eight studies were identified through hand searching the 

references of included papers and the most recent meta-analyses. In total, 22 studies were 

included in the current review (see Figure 1).  

 

Study Characteristics 

 

The characteristics of included studies are summarised alphabetically in Table 1.  

There were 19 unique studies identified, conducted between 1995 and 2017. One study 

was reported across three articles (Diab et al., 2015; Eloranta et al., 2017; Quota et al., 

2012) and another study was reported across two articles (Gau et al., 2012; Stice et al., 

2010). The studies took place across 10 countries primarily in North America, Europe and 

Australia. Two studies were conducted in South Asia, one in Africa and one in the Middle 

East.  

A total of 12276 CYP (52.6% male) were included across the studies with the 

sample size ranging from 32 to 5633. Age ranged from 7 to 19 years (M= 12.55, SD = 2.14). 

Additional intervention content was included alongside CBI for CYP for six studies including 

positive psychology (Pluess & Boniwell, 2015), creative expression elements (Tol et al., 

2010; 2012; 2014), parent workshops (Dadds et al., 1999) and social problem-solving 

techniques (Gillham et al., 1995).  The number of sessions ranged from 6 to 15 with the 

length of sessions ranging from 0.75 to 2 hours, although length was not reported in nine 

studies. 

Ten articles reported on randomised control trials (RCTs), six cluster RCTs and six 

employed a quasi-experimental design. Control conditions included school as usual, wait 

list control, assessment only, an educational brochure and a community forum only. Three 

studies included comparison with an alternative intervention including Interpersonal 
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Adolescent Skills Training and bibliotherapy (Briere et al., 2014; Horowitz et al., 2007; Stice 

et al., 2010). 

 

Measurement of Treatment Outcome 

 

Treatment outcome was measured post intervention for all studies except one 

which only included follow-up measurement and was reported across three articles (Diab 

et al., 2015; Eloranta et al., 2017; Quota et al., 2012). Follow up period was included in 17 

unique studies and ranged greatly from 1 to 36 months (M = 9.38, SD = 8.38).  Depressive 

symptoms were a primary outcome for 11 studies, anxiety symptoms for four studies and 

post traumatic stress (PTSS) for four studies. One study reported on mental health as a 

latent variable (Eloranta et al., 2017), two used a general measure of mental health and one 

used mental health diagnostic severity (Dadds et al., 1999) as treatment outcome. All 

outcome measures selected were valid and appropriate for the population. Internal 

consistency was good overall, with a median Cronbach’s alpha of 0.84 (Nunnally, 1978). 

This ranged from 0.30 to 0.95, with only one study reporting an unacceptable level of 

internal consistency (0.30; Cooley-Strickland et al., 2011).  

 

Main Treatment Effect 

 

The effect of treatment in comparison to control is reported in Table 2. Overall, ten 

of the included studies demonstrated a significant effect as compared to control at either 

post intervention, follow-up or across multiple measurement time points.  

At post intervention four studies reported significant improvement on outcome 

measures in comparison to control, of which three measured symptoms of depression 

(Briere et al., 2014; Gillham et al., 2012; Horowitz et al., 2007) and one overall mental 

health (Keogh et al., 2006). Two studies reported a non-significant effect post-intervention 

in comparison to control with one measuring anxiety outcomes (Essau et al., 2012) and 

another overall mental health (Cooley-Strickland et al., 2011). The effect size ranged from 

minimal to moderate (d = 0.05 to -0.64) across outcomes at post intervention (Table 2). 

Two studies reported a significant effect of treatment at follow up (Dadds et al., 

1999; Essau et al., 2012) and five a non-significant effect in comparison to treatment (Briere 

et al.,2014; Gillham et al., 2012; Horowitz et al., 2007; Kindt et al., 2014; Pluess & Boniwell, 
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2015). The effect size of treatment at follow up across outcomes ranged from no effect to 

moderate (d = 0.09 to -0.59). A significant difference was only reported across multiple 

measurement time points (i.e. pre, post and follow-up) for an additional three studies, with 

one being reported across two articles (Gau et al., 2012, Gillham et al., 1995; Possel et al., 

2005; Stice et al., 2010).    

 The effect size of studies using measures of depressive symptoms (n=13) ranged 

from minimal to small at both post intervention and follow up (d = 0.03 to -0.41 and d = 

0.09 to -0.41, respectively). Small effect sizes were also found across the four studies which 

measured anxiety post intervention (d = -0.20 to 0.26) and minimal to moderate at follow 

up (d = -0.07 to -0.64; Cooley-Strickland et al., 2011; Essau et al., 2012; Ginsburg et al., 

2012; Tol et al., 2012). Three studies included measures of PTSS post intervention and 

reported minimal to moderate effect sizes post intervention (d = 0.02 and d = -0.64; Tol et 

al., 2010; 2012; 2014). Similar effect sizes were reported at follow up (d = 0.05 to -0.59) 

including one study reported across three articles (Diab et al., 2015; Eloranta et al., 2017 

and Quota et al., 2012). Three studies included measures of overall mental health; at post 

intervention, one study reported a medium effect size (d = -0.47; Keogh et al., 2006) and, at 

follow up, two studies found a small effect size (d = -0.16 to 0.22; Dadds et al., 1999 and 

Diab et al., 2015). 

 
 

Types of Explanatory Variables Included 

 

In total, 47 unique variables were explored across the included studies with the 

number in each study ranging between one and twelve variables. Variables were classified 

mediators, moderators and predictors in 34, 18, and 11 reported analyses, respectively, 

and are presented in Tables 3 & 4. The following variables were reported in multiple 

studies; cognitive style (n = 7), exposure to violence (n = 4), displacement (n = 3) and coping 

behaviour (n = 3). Over half of the variables (n = 33) were included in only one study and 10 

were reported by two studies.  

In total, 60 different measures of the above correlates were used across the 

studies. Measurement of predictive variables were valid and reliable measures in 15 studies 

and constructed locally for the measurement of ten variables. Cronbach alpha was reported 

for 44 out of 60 measures, ranging from 0.54 to 0.97 with a mean of 0.81 (SD = 0.11). 

Overall, internal consistency was adequate according to Nunnally’s (1978) criteria, although 
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4 studies reported Cronbach Alpha below the acceptable level of 0.70 (Diab et al., 2015; 

Eloranta et al., 2017; Essau et al., 2012 and Tol et al., 2010).  
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Ref 

No. 
Author (Year) Country Design 

Population Intervention 

Control 

Measurement 

Points 

(months) N 

Age 

 (Mean, SD, Range)  

(Years) 

% Male Program Content 

Session No. 

x Length 

(Hrs) 

1 Briere et al. (2014) 
Canada RCT 378 

M=15.50, SD=NR 

13 to 19 
32 - CBT 6 x 1 BT/UC Pre, Post, 6, 

2 Cooley-Strickland et 

al. (2011) 
USA QE 93 

M=9.41, SD=1.16 

8 to 12 
52 FRIENDS CBT 13 x 1 WL Pre, Post 

3 Dadds et al. (1999) 
Australia QE 128 

M=9.5, SD=1.60 

7 to 14 
NR CK 

CBT + 

PW 
10 x NR MG 12, 24 

4 

5 

16 

a
Diab et al. (2015) 

Palestine cRCT 482 
M=11.29, SD=0.68 

10 to 13 
50.6 TRT CBT 8 x 2 WL 

Pre, 2, 6 
a
Eloranta et al. (2017) Pre, 3 

a
Quota et al. (2012) Pre, 2, 6 

6 Essau et al. (2012) 
Germany QE 638 

M=10.91, SD=0.86 

9 to 12 
54.2 FRIENDS CBT 10 x NR WL Pre, 6, 12 

7 

18 

b
Gau et al. (2012) 

USA RCT 

173 
M=15.50, SD=1.20 

14 to 19 
42 

- CBT 6 x 1 

EB Pre, 6 

b
Stice et al (2010) 

341 
M=15.60, SD=1.20 

14 to 19 
44 BT/AO/SE Pre, Post, 6 

8 Gillham et al. (1995) 
USA QE 118 

M=11.37, SD=0.64 

10 to 12 
NR DPP 

CBT + 

SPS 
12 x 1.5 UC 

Pre, Post, 6, 

12, 18, 24 

9 Gillham et al. (2012) 
USA RCT 408 

NR 

10 to 15 
52 PRP CBT 10-12 x 1.5 P/NP/UC Pre, Post, 6 

10 Ginsburg et al. (2012) 
USA RCT 32 

M=10.28, SD=2.57 

7 to 17 
37.5 - CBT 12 x NR UC Pre, Post, 1 

11 Horowitz et al. (2007) 
USA RCT 380 

M=14.43, SD=0.70 

NR 
46 - CBT 8 x 1.5 

IPT-AST 

/AO 
Pre, Post, 6 

12 Keogh et al. (2006) UK QE 209 M=15.57, SD=0.50 54 SMI CBT 10 x NR UC Pre, Post 
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15 to 16 

13 Kindt et al. (2014) 
Netherlands cRCT 1343 

M=13.42, SD=0.77 

11 to 16 
47.7 OVK CBT 16 x NR UC 

Pre, Post, 6, 

12 

14 Pluess & Boniwell 

(2015) 
UK QE 363 

M=11.40, SD=0.49 

11 
100 SRP CBT + PP 12 x 1 C 

Pre, Post, 6, 

12 

15 Possel et al. (2005) 
Germany RCT 347 

M=13.82, SD=0.71 

13 to 14 
52.1 LISA CBT 10 x 1.5 C Pre, Post, 3 

17 Spence et al. (2014) 
Australia cRCT 5633 

M=13.08, SD=0.54 

NR 
47 BB CBT 10 x NR CF 

Pre, Post, 12, 

24, 36 

19 Tol et al. (2010) 
Indonesia cRCT 403 

M=9.90, SD=1.20 

7 to 15 
51.4 - CBT+CE 15 x NR WL Pre, Post, 6 

20 Tol et al. (2012) 
Sri Lanka cRCT 399 

M=11.03, SD=1.05 

9 to 12 
61.4 - CBT+CE 15 x NR WL Pre, Post, 3 

21 Tol et al. (2014) 
Burundi cRCT 329 

M=12.29, SD=1.60 

8 to 17 
52.2 CBI CBT+CE 15 x NR WL Pre, Post, 3 

22 Tomyn et al. (2016) 
Australia QE 252 

M=13.62, SD=0.60 

13 to 17 
60 THW CBT 6 x 0.75 WL Pre, Post, 3 

Table 1: Study characteristics of included studies. 

a = Indicates articles report on the same research trial, b= Indicates articles report on the same research trial AO = Assessment Only, BB = Beyondblues, BP = Blues 

Program, BT = Bibliotherapy, C = control. CBI = Classroom Based Intervention, CBT = Cognitive Behavioural Therapy, CE = Creative Expression, CF = Community Forum, 

CK = Coping Koala, cRCT: cluster Randomised Control Trial, DPP = Depression Prevention Program, EB = Educational Brochure,  IPT-AST = Interpersonal Therapy – 

Adolescent Skills Training, LISA = Training the Ease of Handling Social Aspects in Everyday Life, MG = Monitoring Group, NP = No parental involvement, NR = Not 

Reported, OVK = Op Volk Kracht, P = parental involvement, PP = Positive Psychology , PRP = Penn Resiliency Program,  PW = Parental Workshop, QE: Quasi-

experimental, RCT: Randomised Control Trial, SE = Supportive Expression, SMI = Stress Management Intervention, SPS = Social Problem Solving SRP = SPARK Resilience 

Program,  THW = Think Health and Well-being, TRT = Teaching Recovery Techniques, UC = usual care, WL = wait-list, M = mean, SD = Standard Deviation 
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Ref 

No. 

 

Study 
Outcome (DV) Measure 

Cronbach 

Alpha 

Cohen’s d (95% Confidence Interval)  

Post 
Follow-Up 

(m = months) 

Significance over 

time-points 

1 Briere et al. (2014) Depression K-SADS 0.78 -0.27 (-0.52 to -0.02)* 6m: -0.06 (-0.31 to 0.18)
NS

 NR 

2 Cooley-Strickland et al. (2011) Anxiety RCMAS 0.30 0.26 (-0.15-0.67)
NS

 - - 

3 Dadds et al. (1999) Mental Health ADIS-P NR - 
12m: 0.17 (-0.18 to 0.52)

NS
 

24m: -0.22 (-0.13 to -0.57)** 
NR 

4, 

5, 

16 

Diab et al. (2015) 

Eloranta et al. (2017) 

Quota et al. (2012) 

PSWB 

Depression 

PTSS 

MHC-SF 

DSRS 

CRIES 

0.82-0.85 

0.71-0.78 

0.61-0.73 

-0.18 (-0.36-0.00)
 NR

 6m:  -0.16 (-0.34 to – 0.02)
 NR

 

6m:  -0.30 (-0.50 to -0.10)
NR

 

6m:  -0.30 (-0.50 to -0.10)
NR

 

NR 

- 
NR 

NR 

6 Essau et al. (2012) Anxiety SCAS 0.90 -0.20 (-0.35 to -0.04)
 NR

 
6m:  -0.46 (-0.63 to -0.31)

NR
 

12m: -0.64 (-0.84  to -0.52)** 
*** 

7, 

18 

Gau et al. (2012) 

Stice et al. (2010) 
Depression BDI 0.89 -0.17 (-0.47 to 0.13)

 NR
 6m:  -0.41 (-0.72 - -0.11)

 NR
 *** 

8 Gillham et al. (1995) Depression CDI NR -0.20 (-0.61 to 0.21)
 NR

 24m: -0.51 (-0.97 to 0.08)
 NR

 ** 

9 Gillham et al. (2012) Depression, CDI NR -0.26 (-0.52 to -0.01)* 6m:  -0.15 (-0.41 to 0.11)
NS

 NR 

10 Ginsburg et al. (2012) Anxiety SCARED 0.84-0.92 0.22 (-0.48 to 0.91)
NR 

1m:  -0.07 (-0.77 to 0.62))
NR

 NS 

11 Horowitz et al. (2007) Depression 
CDI, 

CES-D 

0.89; 

0.86 

-0.41 (-0.66 to -0.17) ** 

-0.30 (-0.55 to-0.06)
NS

 

6m:  -0.22 (-0.49 to 0.04)
NS

 

6m:  0.03 (-0.24 to 0.30)
NS

 
NS 

12 Keogh et al. (2006) Mental Health GHQ 0.92-0.95 -0.47 (-0.93 to -0.04)** - - 

13 Kindt et al. (2014) Depression CDI 0.85–0.90 0.02 (-0.10 to 0.13)
 NR

 
6m:  -0.12 (-0.24 to 0.01)

 NR
 

12m: 0.09 (-0.03 to 0.22)
 NS

 
NR 

14 Pluess & Boniwell (2015) Depression CES-D NR - 12m: -0.15 (-0.39 to 0.08) 
NS

 - 

15 Possel et al. (2005) Depression CES-D 0.83 -0.20 (-0.47 to 0.08)
 NR

 3m:  -0.34 ( -0.62 to -0.06)
 NR

 * 

17 Spence et al. (2014) Depression CES-D 0.90 - 
12m: 0.00 (-0.07 to 0.07)

 NR
 

24m: 0.00(-0.07 to 0.07)
 NR

 
NS 
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19 Tol et al. (2010) PSTD CPSS 0.85 -0.64 (-0.88 to -0.47)
NR

 6m. -0.59 (-0.82 to -0.41)
 NR

 NS 

20 Tol et al. (2012) 
PTSS 

Anxiety 

CPSS 

SCARED-5 

0.84 

0.52 

0.05 (-0.15 to 0.24)
 NR

 

-0.14 (-0.34 to 0.05)
 NR

 

6m. 0.05 (-0.13 to 0.25)
 NR

 

6m. -0.10 (-0.29 to 0.10)
 NR

 
NS 

21 Tol et al. (2014) 
PTSS; 

Depression 

CPSS 

DSRS 

0.84 

0.72 

0.02 (-0.22 to 0.26)
 NR

 

0.03 (-0.20 to 0.26)
 NR

 

6m.-0.17 (-0.41 to 0.07)
 NR

 

6m. -0.20 (-0.44 to 0.04)
 NR

 
NS 

22 Tomyn et al. (2016) Depression SMFQ 0.94-0.95 -0.08 (-0.34 to 0.19)
NS

 NC - 

Table 2: Treatment effect size in comparison to control: negative scores suggest a decrease in symptoms. 

*p<0.05, **p<0.01, ***p<0.001 

ADIS-P = Anxiety Disorders Interview Schedule for Children – Parent Version; BDI = Beck Depression Inventory; CDI = Children’s Depression Inventory; CES-D = Centre 

for Epidemiological Studies Depression Scale; CPSS = Child Post Traumatic Symptom Disorder Scale; CRIES = Children’s Revised Impact Event Scale; DSRS = Depression 

Self-rating Scale for Children; GHQ = General Health Questionnaire; K-SADS = Kiddie Schedule for Affective Disorders and Schizophrenia; MHC-SF = Mental Health 

Continuum Short Form; NA = Not applicable; NC = Not Calculated; NR = Not Reported; NS = Not Significant; PSWB = Psychosocial Well-being; PTSS = Post Traumatic 

Stress Symptoms; RCMAS = Revised Children’s Manifest Anxiety Scale; SCARED = Screen for Child Anxiety Related Disorders; SCARED-5 = = Screen for Child Anxiety 

Related Disorders (5 Item); SCAS = Spence Children’s Anxiety Scale; SMFQ = Short Moods and Feelings Questionnaire. 
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Impact on Treatment Outcome 

 

Psychological Variables 

 

Psychological variables were included in 20 studies. Cognitive style was explored by 

seven studies with more frequent negative cognitions significantly predicting higher levels 

of anxiety post intervention with a large effect (r = 0.45, p = <.05), although this reduced at 

follow up (r = 0.31, p = .08; Ginsburg et al., 2012). However, baseline levels of anxiety were 

not controlled for within this predictor analysis. In studies which reported on depressive 

symptoms at follow-up, negative cognitions were observed to have a very large effect on 

treatment outcome by one study when controlling for baseline symptoms (r = 0.98, p 

<.001; Stice et al., 2011), while another reported a significant indirect effect of negative 

cognitions on treatment outcome but did not report the direct effect of the mediator 

(Gillham et al., 1995). Post intervention, a small effect size for attributional style to act as a 

mediator on depressive outcomes was reported (r = -0.28, p = <.001; Horowitz et al., 2007).  

Mental health outcomes were also found to be fully mediated by a reduction in 

dysfunctional cognitions post intervention (r = 0.71, p <.001; Keogh et al., 2006). However, 

negative attributional style and cognitive style did not act as a moderator for treatment 

outcomes on depressive symptoms (Briere et al., 2014; Possel et al., 2005).  

Two studies examined the role of hope in relation to treatment outcome, with one 

finding that baseline levels of hopelessness had a small significant moderating effect on 

treatment outcome (r = 0.10, p <.05; Gillham et al., 2012). Tol et al., (2012) reported that 

hope did not mediate the impact of the intervention on PTSS at follow-up. Motivation, 

included as mediator by two studies, did not mediate depressive symptoms in one study 

(Gau et al., 2012) although another found motivation during the program to significantly 

mediate the impact of treatment on depressive symptoms at follow up with a small effect 

size (r = -0.12, p <.05; Kindt et al., 2014). Other significant variables with a small effect 

included: perfectionism, found to significantly mediate anxiety outcomes post intervention 

(r = NR, p <.05; Essau et al., 2012); sensory-processing sensitivity as a significant predictor 

of depressive symptoms at treatment follow-up (r = -0.13, p <.05; Pluess & Boniwell, 2015) 

and self-esteem, which predicted change in depression symptoms post intervention (r = -

0.24, p = ns; Tomyn et al., 2016). 
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Three studies examined the mediating role of coping behaviour on PTSS after 

receiving the intervention and found no significant effect (Tol et al., 2010; 2012; 2014). Two 

additional studies examined specific coping strategies (Essau et al., 2012; Horowitz et al., 

2007). Problem solving, rational and active coping style, emotion-based coping and 

assistance seeking were not found to mediate the impact of the intervention on anxiety 

and depression (Essau et al., 2012; Horowitz et al., 2007). Cognitive avoidance and 

behavioural avoidance served as mediators of change in anxiety scores post intervention 

(both p <.05) with a decrease in avoidance leading to more improvement in symptoms 

(Essau et al., 2012). Effect sizes were not calculated due to not reporting sufficient results in 

these studies.  

Self-efficacy was found to have no significant effect on depressive symptoms 

(Possel et al., 2005) while resilience & body satisfaction had minimal effect predicting 

depressive symptoms (Tomyn et al., 2016). Achievement orientation had a small non-

significant moderating effect on depressive outcomes post intervention (r = 0.14, p = 0.24; 

Horowitz et al., 2007) and emotion regulation was not found to significantly mediate 

mental health change (Eloranta et al., 2017). Peritraumatic dissociation was found to be a 

non-significant moderator for both genders across low, medium and high classes of 

dissociation apart from low peritraumatic dissociation in females where a significant 

medium effect size was reported (r = -0.41, p <.05; Quota et al., 2012). 
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Ref DV Analysis IV IV 

measure 

Cronbach 

Alpha 

Post Follow-Up 

R  P Value  R  P Value 

Cognitive Style 

1 Dep ANCOVA Negative Attributional Style
 a

 ACSQ 0.85 - - NC NS 

8 Dep Regression Explanatory Style
b
 CASQ NR - - NR ** 

10 Anx partial correlations Negative Thoughts
c
  CATS 0.91 0.45 * 0.31 0.08 

11 Dep  Multiple Regression Analysis Attributional Style
b
 CASQ-R 0.81 -0.28 *** NR NR 

12 MH Regression Dysfunctional Cognitions
b
 DAS 0.89 to 0.92 0.71 *** - - 

18 Dep 
Random coefficient unconditional 

growth model 
Negative Cognitions

b
  ATQ 0.93 - - 0.98 *** 

15 Dep ANCOVA/partial correlation Negative Cognitions
 b

 ATQ 0.96 - - NC NS 

Other Psychological 

9 
Dep 

 
MM ANOVA Hopelessness

a
 HSC NR - - 0.11 * 

19 PTSS LGCM Hope
b
  CHS 0.62 - - 0.00 NS 

7 Dep HLM Motivation to Reduce Depression
b
 LC 0.93 - - 0.07 NS 

13 Dep Multivariate regression Motivation
b
  LC NR - - -0.12 P<.05 

15 Dep Multiple Regression Analysis Achievement Orientation
a
  SASC 0.86 

CDI: 0.14 
 CES-D: NR 

NS 
NS 

CDI: NR 
CES-D: 

NR 

NS 
NS 

6 Anx Sobel test Perfectionism
b
 CAPS 0.80 – 0.82 NR * - - 

5 MH  SEM Emotional Regulation
b
 ERQ 0.60 to 0.65 - - 0.03 NS 
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14 Dep  HLM - LGCA  Sensory-Processing Sensitivity 
c 
 HSPS 0.74   -0.13 P.03 

22 Dep 

Logistic regression analysis 

 

ANOVA 

Resilience
 c
 RS 0.89 to 0.90 0.07 NS NR NS 

Self esteem
 c
 RSES 0.86 to 0.88 -0.24 NS NR NS 

Body satisfaction
 c
 BIBCI 0.92 to 0.95 0.04 NS NR NS 

16 

PTSS  X
2
 

F 
 Low Peritraumatic Dissociation 

a
 PDEQ 0.77 -0.41 * -0.24 NS 

 Med Peritraumatic Dissociation 
a
 PDEQ 0.77 -0.09 NS 0.00 NS 

 High Peritraumatic Dissociation 
a
 PDEQ 0.77 -0.12 NS -0.11 NS 

M 
 Low Peritraumatic Dissociation 

a
 PDEQ 0.77 0.05 NS -0.17 NS 

 Med Peritraumatic Dissociation 
a
 PDEQ 0.77 -0.13 NS -0.20 NS 

 High Peritraumatic Dissociation 
a
 PDEQ 0.77 -0.25 NS -0.36 NS 

Coping behaviour 

6 

Anx Sobel test 

Assistance Seeking
b
 CSCY 0.84 NR NS - - 

Social and adaptive Functioning
b
 CASAFS 0.67 NR NS - - 

Social Skills
b
 SSQ 0.87 – 0.91 NR NS - - 

Problem Solving
b
 CSCY 0.84 NR NS - - 

Cognitive Avoidance
b
 CSCY 0.84 NR * - - 

Behavioural Avoidance
b
 CSCY 0.84 NR * - - 

11 
Dep  

 

Multiple Regression Analysis 

 

Rational and Active Coping Style
b
 COPE 0.86 NR NS NR NS 

Emotion-based Coping
b
 COPE 0.84 NR NS NR NS 

Avoidant Coping
b
 COPE 0.70 NR NS NR NS 

18 Dep Random coefficient unconditional 

growth model 
Pleasant Activities

b
  PES 0.73 - - -0.06 *** 

19 PTSS LGCM Coping Behaviour
b
 Kidcope NR - - 0.00 NS 

20 PTSS LGCM Coping Behaviour
b
 Kidcope 0.77 - - NC NS 
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Anx LGCM Coping Behaviour
b
 Kidcope 0.77 - - NC NS 

21 PTS LGCM Coping Behaviour
b
 Kidcope TRT: 0.75 - - NC NS 

Table 3: Effect size of psychological predictors, mediators and moderators  

a = moderator; b = mediator; c = predictor NR = Not Reported; NS = Not Significant; NA = Not Calculated (as statistical assumptions not met) 

ACSQ = Adolescent Cognitive Style Questionnaire; Anx = Anxiety; ATQ = Automatic Thoughts Questionnaire, BIBCI – Body Image and Body Change Inventory; CASQ-R = 

Children’s Attributional Style Questionnaire-Revised; CATS = Children’s Automatic Thoughts Questionnaire; CHS = Children’s Hope Scale; COPE = COPE Inventory; Dep = 

Depression; ERQ = Emotion Regulation Questionnaire; F = Female; HSC = Hopelessness Scale for Children , HSPS = Highly Sensitive Person Scale; LC = Locally 

Constructed; M = Male; MH = Mental Health; PDEQ = Peritraumatic Dissociative Experiences Questionnaire; PES = Pleasant Events Schedule; PTSS = Post Traumatic 

Stress Symptoms; SASC = Sociotropy-Achievement Scale for Children 
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Interpersonal and Social Factors 

 

Interpersonal and social variables were analysed in 21 studies. One study, reported 

across two articles, examined the role of attachment in treatment outcome. Diab et al., 

(2015) found that the impact of the intervention on psycho-social well-being post 

intervention and at follow up was not moderated by maternal willingness to serve as an 

attachment figure. Avoidant and preoccupied attachment style did not predict treatment 

outcome at follow-up on mental health as a latent variable, but secure attachment had a 

large effect on decreased mental health symptoms (r = 0.50, p <.001; Eloranta et al., 2017).  

Ginsburg et al. (2012) found that neither parental stress nor symptoms acted as a 

predictor of anxiety symptoms post intervention or at treatment follow up, although a 

nonsignificant trend was observed for parental stress at follow up (r = 0.21, p = -0.07). A 

significant indirect effect for parental stress predicting mental health outcomes following 

treatment was reported at 12 months but not 24 months by one study, although the direct 

effect of the predictor was not reported (Dadds et al., 1999). Family atmosphere and 

connectedness was not found to moderate psycho-social well-being (Diab et al., 2015) or 

PTSS (Tol et al., 2010).  

Perceived social support was not found to moderate PTSS at follow up (Gau et al., 

2012; Tol et al., 2010) or depression post intervention or at follow up (Tomyn et al., 2017). 

Briere et al. (2014) investigated parent and peer support as moderators of depressive 

symptoms but preliminary analysis indicated no effect and further analysis was not 

completed. Low and high family relationship support were found to be significant in 

relation to depression outcomes at follow up with a small effect (high social support: r = -

0.20, p <.001; low social support: r = -0.08, p <.001; Spence et al., 2014). Tol et al. (2010) 

analysed eight forms of social support as mediators of PTSS outcomes following treatment 

of which effect size was minimal (r = -0.01 to 0.09), with parental support having the largest 

effect and only play social support being significant. With regard to the frequency of use of 

social networks and social network size mediating depression symptoms following 

intervention, these had a small non-significant effect (r = 0.11 to 0.16, p = ns; Possel et al., 

2005). Other social variables analysed, namely sociotropy, social skills, and social and 

adaptive functioning and social capital, were not found to be significant mediators or 

moderators of outcome (Essau et al., 2012; Horowitz et al., 2007; Tol et al., 2014).  
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No significant interaction effect was found for negative life events on depressive 

symptoms following treatment by one study (Briere et al., 2014), while another found it to 

be a significant mediator with a small to medium effect (r = 0.19, p <.05; Gau et al., 2012). A 

higher number of urban hassles was a significant predictor of high levels of anxiety 

following treatment with a medium effect (r = 0.35, p <.05; Ginsburg et al., 2012). Exposure 

to violence, conflict and displacement status was not found to significantly moderate PTSS 

(Cooley-Strickland et al., 2011; Tol et al., 2010; 2012; 2014). Current exposure to war 

related stressors significantly moderated treatment effect to a medium to large extent such 

that children in the intervention condition with low levels of such stressors showed larger 

improvements on PTSS than children in wait list (r = -0.41, p <.05; Tol et al., 2012).  

 

Quality of Included Studies 

 

The overall quality of the included studies was variable (see Table 5). Reporting of 

the source population and recruitment procedures in schools was well covered. A whole 

school approach was taken for universal interventions and screening methods across the 

whole school were used to identify CYP for targeted interventions. A strength of the 

included studies was the randomisation in allocation to treatment, although only 10 studies 

reported using random sequence generation methods and six concealment at allocation.  

The description of the intervention was rated as ‘adequately’ to ‘well’ covered by 

all studies (n = 11 and 11, respectively). Potential contamination as a source of bias was 

reduced by six studies through randomisation at the school level using a cluster RCT design.  

Exposure to treatment (i.e. fidelity, use of supervision and attendance) was addressed in 14 

studies, although only six studies reported on the measurement of this.  

Overall, the measures used to assess treatment outcome were of high quality. 

However, those measuring predictor, moderator and mediator variables reduced overall 

quality ratings of measurement through not being valid and reliable measures. For 

example, five studies used locally constructed measures and eight reported low levels of 

internal consistency. Measures were used at a range of follow up periods although two 

studies did not include measurement at follow up. The shortest period was one month and 

the longest 36 months.  Spence et al. (2014) observed high levels of drop out between end 

of treatment and follow up, attributing this to their long follow up period of three years.  
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The theoretical basis of the selection of explanatory variables was well covered by 

only nine studies, with six studies poorly addressing justification for variable selection. 

Failure to report a power calculation was a common methodological limitation but, of the 

eight studies that did, sample size was adequate to detect the desired effect. Analytical 

methods were adequately covered, although two papers reported on the indirect effect of 

a predictor and failed to calculate the direct effect on treatment outcome. However, these 

papers may predate advances in mediation analysis (Kraemer et al., 2002; 2008). Reporting 

of data to allow for the calculation of effect sizes was insufficient in seven studies.  
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Ref DV Analysis IV 
IV 

measure 

Cronbach 

Alpha 

Post Follow-Up 

R 
P 

Value 
R P Value 

Attachment and Family 

4 PSWB Regression Maternal Attachment
a 
(>1 trauma) WSSB 0.68 0.00 NS 0.01 NS 

Maternal Attachment
a 
(<1 trauma) WSSB 0.68 0.01 NS 0.03 NS 

5 
MH (lv) 

 
SEM 

Attachment Style
c
: (SECURE) CSQ/SS 0.63 - - 0.50 *** 

Attachment Style
c
  (AVOIDANT) CSQ/SS 0.66 - - -0.16 NS 

Attachment Style
c
: (PREOCCUPIED) CSQ/SS 0.54 - - 0.32 NS 

3 MH Hierarchical 

Regression 

Parental Anxiety
c
 SADS 

NR - - 
12m  NR 

24m. NR 

* 

NS 

10 
Anx 

Partial 

Correlations 

Parental Symptoms
c
 BSI 0.97 -0.08 NS 0.05 NS 

Parental Stress
c
  PSI 0.93 0.04 NS 0.21 P=0.07 

19 PTSS LGCM Family Connectedness
a
 LC NR - - -0.01 NS 

4 PSWB Regression Family Atmosphere
a 
(>1 trauma) FAS 0.65 -0.01 NS 0.01 NS 

Family Atmosphere
a 
(<1 trauma) FAS 0.65 -0.01 NS 0.01 NS 

Social Support 

1 Dep ANCOVA Parent Support
a
 NRI 0.89 - - NC NS 

Peer Support
a
 NRI 0.88 - - NC NS 

7 Dep 

 
HLM Perceived Social Support

b
 NRI 0.83 - - 0.08 NS 

11 

Dep  

Multiple 

Regression 

Analysis 

Sociotropy
a
 SASC 0.90 

  CDI: 0.15 

  CES-D: NR 

NS 

NS 

CDI NR 

CES-D NR 

NS 

NR 

17 Dep 

 

ANCOVA Family Relationship Support
a
  low MSPSS 0.79 - - -0.20 *** 

Family Relationship Support
a
  high 

 
MSPSS 0.79 - - -0.08 *** 

19 PTSS LGCM Material Social Support
b
  NR - - -0.02 NS 
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Guidance Social Support
b
 SSIS NR - - 0.06 NS 

Parental Social Support
b
 NR - - 0.09 NS 

Sibling Social Support
b
 NR - - 0.05 NS 

Extended Family Social Support
b
 NR - - 0.06 NS 

Social Support from Others
b
 NR - - -0.01 NS 

Peer Social Support
b
 NR - - 0.05 NS 

Play Social Support
b
 NR - - 0.05 * 

21 PTSS LGCM Social Capital
a
  NR - - -0.03 NS 

Dep Social Capital
a
 SASCAT NR - - 0.06 NS 

22 Dep Logistic regression 

analysis 

Perceived Social Support
c
  

 
MSPSS 

0.91 to 

0.93 
0.03 NS NR NS 

15 

Dep  
ANCOVA / partial 

correlation 

Frequency of Use of Network 
B hse

 FESU-F 0.81 - - 0.11 NS 

Frequency of Use of Network 
B
 FESU-F 0.81 - - 0.16 NS 

Social Network Size
 B hse

 FESU-N 0.83 - - 0.13 NS 

Social Network Size
 B

 FESU-N 0.83 - - -0.04 NS 

Life Stressors 

1 Dep ANCOVA 1. Negative Life Events
a
 MLE 0.78 - - NC NS 

2 Anx ANCOVA 1. Exposure to Violence
a
 CREV 0.88-0.90 NR NS   

7 Dep HLM 1. Negative Life Events
b
 MLE NR - - 0.19 * 

10 
Anx 

Partial 

Correlations 
1. Urban Hassles

c
 UHI 0.82 0.35 * 0.20 NS 

15 
Dep  

 

Multiple 

Regression 

Analysis 

1. Conflict
 b

 CBQ 0.88 NR NS NR NS 

19 PTSS LGCM 1. Displacement 
a
 Demo NA - - 0.13 NS 

20 PTSS 

 

LGCM 

 

1. Past Exposure to Violence
a
  LC  NR - - 0.05 NS 

2. Current Experience of War-Related 

Stressors
 a

 
LC NR - - 0.29 ** 

Anx 3. Past Exposure to Violence
a
  LC  NR - - -0.05 NS 
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 4. Current Experience of War-Related 

Stressors
 a

 
LC NR - - 0.12 ** 

21 PTSS 

 

LGCM 1. Displacement Status
a 

 LC NR - - 0.12 NS 

2. Exposure to Violence
a
 LC NR - - -0.02 NS 

Dep LGCM 3. Displacement Status
a 

 LC NR - - 0.07 NS 

4. Exposure to Violence
a
 LC NR - - 0.06 NS 

Table 4: Effect sizes of interpersonal and social predictors, mediators and moderators  
a = moderator; b = mediator; c = predictor NR = Not Reported; NS = Not Significant; NA = Not Calculated (as statistical assumptions not met) 
Anx = Anxiety; BSI = Brief Symptom Inventory; CBQ = Conflict Behavioural Questionnaire; CREV = Children’s Report of Exposure to Violence; CSQ = Coping Strategies 
Questionnaire; Demo = Demographic; Dep = Depression; FAS = Family Ambience Scale; FESU-F = Questionnaire of Social Support (frequency); FESU-N = Questionnaire 
of Social Support (network size); hse = high self-efficacy as measured by general self-efficacy scale; LC = Locally Constructed; lse = low self-efficacy as measured by 
general self-efficacy scale; MH = Mental Health; MLE = Major Life Events Scale; MSPSS = Multidimensional Scale of Perceived Social Support; NRI= Network of 
Relationships Inventory; PSI = Parenting Stress Index – Short Form; PTSS = Post Traumatic Stress Symptoms; SADS = Stress, Anxiety and Depression Schedule; SASC = 
Sociotropy-Achievement Scale for Children; SASCAT = Short Adapted Social Capital Assessment Tool; SS = Security Scale; SSIS = Social Skills Improvement System; UHI 
= Urban Hassles Inventory; WSSB = Willingness to Serve as a Secure Base Scale. 
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Ref 

No. 

Study Population Method of Allocation to Intervention or 

Comparison 

Outcomes Analyses 

1.1 1.2 1.3 2.1 2.2 2.3 2.4 2.5 2.6 3.1 3.2 3.3 3.4 3.5 4.1 4.2 4.3 4.4 

1 Briere et al. (2014) + ++ ++ + + NR ++ + + ++ + ++ ++ ++ NR NR + ++ 

2 Cooley-Strickland et 

al. (2011) 

++ ++ ++ ++ ++ NR NR NR NR ++ ++ ++ - + ++ NR + - 

3 Dadds et al. (1999) ++ ++ ++ + ++ NR ++ NR ++ + + ++ ++ - NR NR - + 

4 Diab et al. (2015) + + + ++ ++ NR + + + - - ++ ++ - - NR + + 

5 Eloranta et al. (2017) ++ + + NR + NR NR ++ ++ - - ++ ++ ++ ++ NR + - 

6 Essau et al (2012) + + + + ++ NR NR ++ ++ ++ ++ ++ ++ ++ - NR ++ - 

7 Gau et al. (2011) + ++ - ++ + ++ ++ NR + + + ++ + + ++ NR ++ ++ 

8 Gillham et al. (1995) + - - + + - - NR ++ - ++ ++ ++ - ++ NR - + 

9 Gillham et al. (2012) + + - ++ ++ ++ NR + + + ++ ++ + - + ++ ++ + 

10 Ginsburg et al. (2012) + + ++ ++ + NR ++ ++ + ++ ++ ++ - - + NR + + 

11 Horowitz et al. (2007) + + ++ ++ ++ + + + + ++ ++ ++ ++ + ++ ++ ++ - 

12 Keogh et al. (2006) + NR - + ++ NR NR - - ++ ++ + NA ++ - NR + + 

13 Kindt et al. (2014) ++ ++ ++ ++ + ++ + ++ ++ - + ++ ++ + + ++ ++ ++ 

14 Pluess & Boniwell 

(2015) 

++ - ++ - + - NR NR + + ++ - ++ ++ ++ NR + + 

15 Possel et al. (2005) + ++ + + ++ - NR NR + + ++ ++ - ++ NR ++ ++ + 

16 Quota et al. (2012) + + NR ++ ++ NR + + + + ++ ++ ++ ++ - NR + + 

17 Spence et al. (2014) ++ + ++ ++ ++ ++ NR + + + + + - ++ - ++ ++ ++ 

18 Stice et al. (2010)   +  ++ - ++ + ++ ++ ++ + ++ + ++ + + ++ NR + + 

19 Tol et al. (2010) ++ ++ + ++ ++ ++ - ++ ++ - + ++ ++ ++ - NR ++ ++ 

20 Tol et al. (2012) ++ + + + + NR + NR ++ - ++ + ++ + ++ ++ ++ ++ 

21 Tol et al. (2014) ++ - + + + NR NR NR ++ - + ++ + + - ++ + ++ 

22 Tomyn et al. (2016) + + + + ++ - NR NR ++ + + + - - + + + - 

Table 5: Quality ratings of included studies using a standardised rating tool (see Appendix C)  
++ = design of study minimises risk of bias; + =unclear or not all sources of potential bias addressed;  - = Significant source of bias persists; NR = 
Not reported; NA = Not applicable 
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Discussion 

 

The aim of this study was to explore what psychological, interpersonal and social 

variables have been explored as a mediators, moderators and predictors in cognitive 

behavioural school-based interventions for mental health and evaluate their effect size.  

 

Main Findings 

 

Across the 22 included studies, 47 different variables were included as predictors, 

mediators or moderators of treatment outcome. A range of different interpersonal, 

psychological and social variables were identified but there was little overlap between 

them.  Effect sizes of the intervention on primary outcomes ranged from minimal to 

moderate and were comparable to previous reviews (e.g. Neil & Christensen, 2009; 

Werner-Seidler et al., 2017).  

Overall, limited conclusions on the correlates of treatment outcome in school-

based CBT interventions can be drawn due to methodological heterogeneity and low 

powered studies. A high level of heterogeneity across the included studies was observed in 

treatment outcome, measures used, time point of measurement and analytical method. 

Power was not reported by over half of the included studies. Furthermore, variables were 

primarily only included by one study and, for those included in multiple studies, small 

numbers and heterogeneity in outcome prevented meta-analysis. This limits the 

generalisability of findings and the extent to which conclusions can be drawn.  

Variables relating to cognitive style were most commonly included and found to be 

have a small to large mediating effect on a range of primary outcomes (anxiety, depression 

and mental health) but not found to act as a moderator. Overall, sources of potential bias 

were not observed during quality ratings of trial design and analysis although power 

calculations were only reported by three of seven studies. In addition, the follow-up period 

was limited and below six months for two studies. This suggests that cognition may be one 

of the important mechanisms by which change occurs in school-based CBIs, consistent with 

previous literature on CBT in CYP (e.g. Chu & Harrison, 2007; Muris et al., 2008). However, 

how this occurs temporally within treatment is not examined within the included studies. In 

addition, given the focus of CBT interventions, change in cognitive style would be expected 
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alongside mental health outcomes leading to potential tautology in the finding that 

cognitive style mediates treatment outcome.  

Other psychological variables had a small effect size, although the magnitude of 

these is considered in relation to the quality of the studies and limited literature for 

comparison exists.  Sensory processing sensitivity was found to have a small effect 

predicting treatment outcome but this may have been impacted by methodological 

limitations including differences in the treatment of intervention and control groups. 

Motivation was included as a mediator by two studies which reported adequately to well-

designed trials but used measures of motivation without good psychometric properties. 

These methodological issues were also applicable to two studies including hope that found 

contrasting results. No effect and a small effect size was found for hope mediating 

treatment outcome.  

Perfectionism significantly mediated treatment outcome in one study but effect 

sizes were not calculated due to insufficient reporting and consequently inferences on the 

size of this effect cannot be drawn. Coping style was not found to act as a mediator across 

different mental health presentations. However, while few sources of methodological bias 

were observed in trial design, overall reporting in studies was poor with regard to power 

and for calculation of effect size.  Previous research has found that improvements in coping 

efficacy mediates treatment gain in CBT with CYP (Kendall et al. 2016) and an increase in 

coping strategies precedes a decrease in symptoms (Hogendoorn et al., 2013). It is possible 

that these factors have a role in mediating outcomes from school-based CBIs that was not 

observed within the included studies.  Previous studies have noted the clinical implications 

of coping behaviours on  parental involvement in treatment (Simpson et al., 2018). 

While having a secure attachment was found to have a large effect by one study, 

the measure of attachment style was of low quality and power was not reported (Eloranta 

et al., 2017). One additional article examined attachment, but within the same population 

in a separate article with similar methodological caveats (Diab et al., 2015). Previous 

literature with adults is mixed around the moderating role of attachment on CBT outcomes 

but there are potential implications for treatment selection (McBride et al., 2006; Neilsen 

et al., 2018; Newman et al., 2015). Conclusions cannot be drawn in relation to outcomes of 

school-based CBIs for CYP without further evidence.  

Parental mental health has been shown to contribute to the maintenance of 

mental health difficulties in CYP and impact on CBT outcomes in specialist mental health 
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services (Breinholst et al., 2012). Within the current review, only two studies were found to 

examine parental mental health as a predictor of treatment outcome. Within one study the 

direct effect of parental mental health on treatment outcome was not examined and, while 

the indirect effect was significant, power was not reported (Dadds et al., 1997). A small 

effect size with a trend towards significance was observed in another study at follow-up, 

although was potentially underpowered to detect an effect as this was not reported. 

Similar limitations in methodology were observed in relation to family atmosphere and 

connectedness where no effect was found alongside poor measurement of the moderating 

variable.  

Overall, social support emerged as having a minimal effect as a mediator, 

moderator or predictor but the quality of the studies was limited. Several studies reported 

well-designed trials but not power, and for those studies which included a power 

calculation, allocation and exposure to the intervention was not reported. However, one 

study found a small effect size in relation to social network size and use with few sources of 

possible bias observed in quality ratings (Possel et al., 2005). In addition, on-going stress i.e. 

current exposure to war related stressors and negative life events was found to potentially 

play a role in relation to treatment outcome across symptomology.  

 

Limitations 

 

The current review has limitations however. While the search strategy employed 

was aimed to be comprehensive, it is possible that studies were missed and therefore not 

included in the current review. For example, by not including specific presentations (such as 

anxiety, depression and trauma) as search terms, studies may have been omitted. Hand 

searching of reference lists may have helped balance this limitation. In addition, the search 

strategy may have subjected the review to publication bias by reporting on RCTs and quasi-

experimental trials, rather than unpublished or grey literature and cultural bias by 

excluding non-English studies.  

With regards to eligibility criteria, the current review includes both universal and 

targeted interventions, similarly to previous reviews where these have been merged in the 

literature yet there is some evidence to suggest that these may have different effects 

(Werner-Seidler et al., 2017). The review also does not take into account whether the 

practitioner delivering the intervention was a mental health or school professional. 
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Methodological design for examining treatment outcome was of higher quality 

than exploring predictor, moderator and mediator analysis. Low quality ratings stemmed 

from a tendency to not report details of the randomisation method. It is therefore likely 

that the trial design of included studies was of adequate quality and did not affect 

treatment outcome. Cluster randomisation, used by several studies, can protect trials from 

contamination between research groups. A number of methodological issues including not 

adjusting for multiple predictors or grounding the selection of the variable in a sound 

theoretical basis emerged across studies. Over half of studies did not report a power 

calculation (n=14) in relation to detecting an effect despite it being good practice to report 

this irrespective of reaching adequate power. Methodological and statistical design also did 

not account for the time point in which change may occur.  

 

Implications for clinical and research 

 

The current review included a broad range of variables and outcomes in order to 

provide a comprehensive overview and effect sizes were calculated where possible for all 

results. However, the heterogeneity and low quality of the literature restricts the extent to 

which conclusions are drawn. Limited data exists around each explanatory variable and 

additional evidence which addresses methodological limitations is required to establish the 

effect of these variables. There is a need for improvement in the rigour and quality of the 

research undertaken in this area, and in the reporting of study methodology and outcome. 

The review does highlight areas for future consideration. For example, cognition 

was identified as a mediator on treatment outcome, offering evidence that it is could be an 

important component to target in treatment. Additional variables which have been shown 

to have a preliminary effect also warrant further exploration (e.g. on-going life stressors, 

parental mental health and attachment) in relation to contextual factors which may 

influence decisions around treatment planning. Social support was not found to mediate, 

moderate or predict treatment outcome but would benefit from additional research and 

replication.  

An a priori rationale, where psychological theory underpins the selection of an 

explanatory construct, is pertinent, particularly when aiming to inform decisions around 

treatment planning and possible areas that can be targeted for change. Furthermore, while 

they are not included in this review, there is little literature to date on how therapeutic 
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variables and baseline symptoms may influence treatment outcome, which would be of 

interest to further research and reviews. Measurement of educational outcomes was 

lacking in the included studies but of interest given the school setting of the intervention. 

Future research which addresses these methodological caveats will continue to 

contribute to the evidence-base and offer increasing opportunity to answer more specific 

questions around predictors of intervention outcome and investigate how to improve 

intervention effects for CYP with poorer outcomes. This, in turn, may inform decision-

making around the provision of school-based early interventions and their long-term 

implications. 

 

Conclusion 

 

School-based interventions aim to be accessible to a wide audience, yet variance in 

treatment outcome remains unaccounted for. The identification of predictors, mediators 

and moderators of treatment outcome is an important goal for improving the effectiveness 

and cost-effectiveness of an intervention, as well as finding alternatives for non-

responders. While this evidence is growing, the current state of the literature does not 

provide sufficient evidence to inform clinical decision-making about who does and does not 

benefit from school-based cognitive behavioural interventions, or the mechanisms around 

how and why change occurs. Before recommendations towards clinical practice can be 

made, future research of greater consistency, which replicates findings and is grounded in 

theory is needed, in addition to improving the transparency in the reporting of study 

details. 
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Abstract 

Background: Difficulties with anxiety are common in children and young people and there is 

a need for increased access to evidence-based early intervention. Research suggests that 

school-based cognitive behavioural interventions for anxiety can be effective, but there is a 

lack of research on how these are implemented in real world settings. The current study 

aims to explore the facilitators and barriers to the implementation of a school-based 

intervention for anxiety through a mixed methods process evaluation.  

 

Method: Evaluation of the installation and initial implementation of Let’s Introduce Anxiety 

Management (LIAM), a six session school-based cognitive behavioural intervention, was 

conducted. LIAM was implemented by non-mental health professionals who received 

training and coaching on the model. Qualitative data consisting of semi-structured 

interviews from stakeholders in LIAM was analysed with grounded theory integrated with 

framework analysis. Quantitative data was collected on the reach of LIAM, practitioner 

evaluation of training and coaching as well as routine outcome measures from children and 

young people receiving the intervention. 

 

 Results: Forty-one practitioners attended training and coaching on LIAM, with thirty-five 

children and young people receiving the intervention within the initial implementation 

period. Quantitative evaluation of training and coaching indicated sustained skill 

development by practitioners and that the model of LIAM was acceptable to both 

practitioners and those receiving the intervention. Preliminary analysis of routine outcome 

data indicated that LIAM was implemented and effective. Themes emerging from 

interviews included systemic collaboration, an enabling context, therapeutic engagement, 

motivation and congruence, self-efficacy and containment and encouragement which 

facilitated implementation. The exclusivity of LIAM, a lack of systemic understanding and 

transparency as well as demands and pressure on resources were barriers to 

implementation.  

 

Conclusions: Implementing school-based interventions is complex and requires the 

involvement of multiple stakeholders. Progress of the implementation in relation to 

facilitators and barriers is discussed. 
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1. Introduction 

Half of lifelong mental health difficulties are thought to present in individuals before 

the age of 14 years (1, 2), yet up to 75 per cent of children with mental health disorders are 

not in contact with mental health services at a sufficiently early age or at all (3, 4, 5). This 

has been partly attributed to a lack of resources in the system including psychological 

health promotion, prevention or early intervention provision and recognition of mental 

health problems (6).  

In order to tackle some of these barriers within Scotland, there is a need for increased 

provision of early intervention services using a multi-agency, whole system approach (7) 

and this is supported by national policy (8). This sets out the need to up skill the workforce 

in universal settings and increase the availability of low-intensity community based 

interventions in order to enable early access to services for children and young people 

(CYP). The relationship between social and emotional well-being and enhanced academic 

achievement is also recognised (9, 10) with a focus placed upon well-being as a means to 

raise attainment within Scotland (11).  

Schools are well positioned to promote the health and well-being of CYP through 

school-based interventions (7, 12, 13). Rones and Hoagwood (14) defined school-based 

interventions as any program or intervention delivered in a school setting aimed at 

improving students behavioural, emotional or social functioning.  These may overcome 

typical barriers to accessing treatment, such as time, location and cost (15, 16) as utilising 

the school system provides a natural and accessible way to reach CYP. Additionally, as a 

place of learning, school-based interventions have the potential to support CYP to develop 

skills or strategies in relation to promoting mental health and well-being (7).  

Anxiety is one of the most common mental health difficulties for CYP (4) with 

prevalence found to range between 6.5% to 31.9% (17, 18, 19) and is a key target for early 

intervention due to it preceding more complex mental health problems (1). These are 

associated with adverse outcomes including lower educational attainment, peer 

relationships and overall family quality of life as well as social, health and educational 

outcomes in later life (20, 21, 22, 23).  
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The current evidence-base for low intensity anxiety management is primarily for 

cognitive behavioural therapy (CBT) informed interventions (24, 25) although other 

interventions (e.g. interpersonal therapy (IPT) and mindfulness) have a growing evidence 

base (26, 27). Studies have shown that the delivery of these interventions within the school 

setting are effective for promoting mental health and well-being. A recent meta-analysis of 

eighty-one studies examined manualised school-based programmes for the prevention of 

anxiety and depression in CYP and found a small, positive effect post intervention (28). 

Within this review, 84 per cent of interventions were based on CBT with other studies using 

IPT, mindfulness and psychoeducation. Larger effects were found for targeted rather than 

universally delivered programmes for depression but were comparable for anxiety. These 

findings are similar to previous meta-analyses (29, 30), although there was heterogeneity in 

the design of included studies. For example, a range of professionals including mental 

health and non-mental health practitioners delivered interventions. 

Although CBT informed school-based interventions have modest, positive effects post 

treatment, the culture in which evidence-based interventions are delivered in real-world 

settings differs to that of an experimental trial. It is due to the recognition of the impact of 

participant and contextual characteristics on intervention outcomes that Randomised 

Control Trials (RCTs) aim to control for confounding variables with randomisation (31). 

Implementing interventions is acknowledged to be a complex process and documentation 

of intervention and policy failures (33) has demonstrated that interventions are not self-

implementing, highlighting ‘a science to service gap’ and quality chasm (34). The 

association between the quality of implementation with positive outcomes as well as the 

importance of considering how interventions are implemented to bridge this gap has been 

evidenced leading to rapid growth in the field of implementation science (35, 36) and 

process evaluation. While multiple models of these processes exist (e.g. the active 

implementation framework (37, 39, 40) and process evaluation (31)), taken together both 

are broadly concerned with “how an intervention is put into practice, how it operates to 

achieve its intended outcomes, and the factors that influence these processes” (p9, 43)  

 

 

Overall, the implementation of evidence-based interventions in schools is thought to be 

low (45) and , it is widely recognised within the existing literature that although training in 
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the knowledge and skill of an intervention is necessary, it is not sufficient to drive 

implementation alone (37). In order to sustain an intervention, access to on-going expertise 

and support, resources and a supportive organisational context including policy are 

required. Without this, degradation in implementation can occur (46). In addition, there is 

limited empirical evidence around the later stages of implementation such as embedding in 

routine practice and adaption and evolution (47).  

 

Literature on the implementation of interventions within the school setting has 

reported on factors relating to the characteristics of the intervention, client, individual 

implementer and system alongside the importance of preplanning prior to implementation 

and an on-going support system in line with implementation frameworks (37, 43). A review 

of health promotion programmes in UK schools acknowledged the complexity of this 

process and that these factors do not occur in isolation. (47) Intervention specific factors 

included training and performance feedback as well as the acceptability of the intervention. 

Individual factors included include self-efficacy, professional burnout and professional 

support alongside skill, attitude, and beliefs but may be separated into professional 

characteristics, perceptions and attitudes regarding the intervention and their psychological 

characteristics (43, 48). Organisational factors include the attitudes, beliefs and behaviours 

of managers, administrators and other stakeholders as well as policy and procedures (49, 

50). 

 There is limited literature on how these factors occur in relation to CBT school-based 

interventions but previous studies have echoed the structure of implementation 

frameworks (51, 52). Greater organisational structure, peer support and administrative 

support allowed sites to overcome barriers to implementation of a trauma-focused 

intervention (51), whilst complex difficulties were a barrier to implementation of an 

intervention for anxiety (52). 

 

1.1. Rationale 

 

Despite the growing demand for school-based mental health interventions, there is 

limited literature focusing on their implementation and how they may be scaled up with 

fidelity in real world settings. Previous studies on school-based interventions for mental 

health and well-being are primarily restricted to effectiveness and efficacy research trials 
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which do not report on implementation (53) despite variability in implementation being 

noted in the literature (43) and impacting upon outcome (49; 54).  Existing literature on 

school-based implementation has primarily focused on a broad range of health promotion 

programs and there is paucity in the literature on what processes are involved in bringing 

mental health interventions to a wider audience, how this may be sustained over time and 

the factors that affect this process (43). In addition, existing literature often focuses on the 

assessment of implementation factors that have previously been identified in the general 

literature (46) and it is possible that ‘hidden mechanisms’ are not identified and results are 

thus skewed (47). 

The aim of the current study is to explore the potential barriers and facilitators to the 

implementation of a CBT informed school-based intervention for anxiety.  The ‘installation’ 

and ‘initial implementation’ phases of implementation are focused upon within the current 

study, as defined by Fixsen et al. (37) with a mixed methods design. Through qualitative 

interviews with stakeholders, barriers and facilitators to the implementation will be 

examined through themes which emerge from the data whilst acknowledging the existing 

framework of the intervention. The context to the implementation in which facilitators and 

barriers sit will be examined through quantitative data on the reach of the intervention and 

intervention outcomes for CYP. Quantitative data on the evaluation of the training and 

coaching model will contribute to the exploration of facilitators and barriers to 

implementation within these components of the intervention model. Analysis will consider 

how data interacts. It is hoped that through the identification of these factors that the 

current study will inform and improve the implementation of future school-based mental 

health interventions.  

 

2. Method 

 

2.1. Design 

 A mixed method design was employed in which quantitative and qualitative datasets 

were collected and analysed concurrently with a complimentary function to explore the 

overall implementation of the intervention. Greater emphasis was placed upon qualitative 

data than quantitative. This is represented diagrammatically in Figure 3.  

Process evaluation aims to capture real-world practice and mixed method design is 

particularly suitable for research on implementation as it allows the study to capture 
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multiple viewpoints, outcomes and causal pathways (31, 55).  Due to the complexity of 

real-world settings, process evaluation research places emphasis on understanding context 

as well as the interactive, dynamic nature of processes to which qualitative methods are 

well suited (55-57). Quantitative data is more suited to examining intervention and 

implementation outcomes rather than process and may relate to multiple dimensions. For 

example, intervention fidelity, dosage, quality, reach, adaptations or participant 

responsiveness (43). Within the current study qualitative data consisted of individuals 

interviews and quantitative data was composed of implementation outcomes including the 

evaluation of the training and coaching model and reach of the intervention as well as 

intervention outcomes for CYP including acceptability.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.2 Ethics 

 Approval was sought from the Quality Improvement Team within the Child and 

Adolescent Mental Health Service as well as Caldicott approval from the local NHS health 

board. Ethical approval was obtained from a local authority and The University of 

Edinburgh, School of Health in Social Science (see Appendix E). 

2.3. Context and Aims 

 Let’s Introduce Anxiety Management (LIAM) was developed by NHS Education 

Scotland (NES, 58) in response to the national need for increased provision of evidence-

based, early intervention services set out in national policy (8). School Nurses (SN) were 

identified as potential practitioners due to the refocusing of their role to nine priority areas 
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Figure 3: Diagrammatic representation of mixed methods  
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which address public health concerns including a focus on mental health and well-being 

(59).  Adjacent to this within the local area, recognition of the relationship between 

difficulties with social and emotional well-being and the poverty related attainment gap led 

to local authority development of a Pupil Support Officer (PSO) role within education. This 

role focuses on emotional well-being and is funded in relation to the Scottish Attainment 

Challenge (11). PSOs, along with other staff in education, were also identified as potential 

LIAM practitioners. The current study reports on the multi-agency installation and initial 

implementation of the intervention during the school year 2017 to 2018. The aims of the 

project are displayed in Figure 4.  

 

Short Term  Long Term 

 

Systemic: Promote psychological awareness 

in this area and enable workers in children’s 

services to recognise and respond to anxiety.  

 

Practitioner: Improve skills of those 

professionals who might have contact with 

anxious children.  

Practitioners develop manualised evidence-

based CBT informed techniques and an 

understanding of anxiety.  

 

CYP: CYP are identified and  receive 

evidence-based treatment with fidelity. 

CYP learn strategies to manage anxiety.  

  

Systemic: Develop pathways that increase 

access to psychologically informed care and 

interventions for the large groups of CYP 

could benefit from this.  

 

Practitioner: Upskill the broader workforce, 

outside of tier 3 CAMHS, in children’s services 

across Scotland.  

Develop self-sustaining systems of training, 

supervision, coaching and implementation to 

include outcome monitoring.  

 

CYP: Better outcomes, early intervention, 

reduce impact of mental health difficulties.  

 

 

 

Figure 4: Aims of Let’s Introduce Anxiety Management 

 

 2.4. Let’s Introduce Anxiety Management (LIAM) 

 

 LIAM is a manualised, CBT informed intervention designed for CYP (aged Primary 5 to 

Secondary 6) experiencing mild to moderate difficulties with anxiety. The intervention 

consists of six modules and is described in Table 1. The intervention was developed in 

conjunction with the author of ‘Think Good, Feel Good’ (60) and incorporates these 
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resources. Individual sessions, within the school-setting are expected to last between 30 to 

60 minutes. Inclusion criteria was mild levels of anxiety and exclusion criteria was moderate 

to severe anxiety or low mood, past or current self-harm or suicidal ideation, diagnosis of 

ASD and not attending school (see Appendix G).    

 The sample of practitioners (n = 41) consisted of 58.5% School Nurses, 34.1% Pupil 

Support Officers, 7.3% Other Education Staff. All identified practitioners were new to LIAM 

although they had varying backgrounds, qualifications and previous experience. Prior to 

LIAM delivery, practitioners attended a two day training event between October 2017 and 

January 2018 led by a Clinical Psychologist on raising awareness about anxiety and CBT 

based techniques. This was supported by an e-learning component. Following training, on-

going group coaching sessions facilitated by a Clinical Psychologist from the Child and 

Adolescent Mental Health Service (CAMHS) were attended fortnightly by practitioners to 

promote skill development and fidelity. Groups generally consisted of two to four LIAM 

practitioners. A minimum caseload of two to three cases was requested to be held at a time 

in order to enhance skill development and implementation of the intervention was guided 

by the Active Implementation Framework (37). LIAM coaches estimated prior to 

implementation that, given the number of practitioners identified (n = 41) holding two to 

three cases each for a six week intervention, around 135 CYP would receive LIAM within 

the initial implementation period. 
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Module Content 

1.Psycho-education 
Normalisation, fight or flight, avoidance 

trap 

2.Self-monitoring 
Link between thoughts feelings behaviours,  

Feelings diaries and thermometer 

3.Emotional Awareness & Management 
Physiological response to anxiety, 

relaxation, distraction 

4.Coping Thoughts 
Unhelpful thoughts, thinking styles and 

helpful thoughts 

5. Exposure 
Graded exposure through fear ladder and 

thermometer 

6.Reinforcement 
Rewards, Record of Achievement, 

Maintaining Progress 

 

Table 1: Overview of the intervention, Let’s Introduce Anxiety Management. Adapted 

from the session guide in LIAM Trainer’s Manual (NES, 58) 

 

2.5. Quantitative Data 

 

2.5.1. Reach of Intervention 

 

Data was collected on the number of practitioners trained, attending coaching and 

delivering LIAM as well as the number of CYP being seen to understand the proportion of 

practitioners who had implemented the intervention as well as the extent to which CYP had 

come into contact with the intervention (31). This provided context to the facilitators and 

barriers of implementation.  

 

2.5.2. Training and Coaching Evaluation 

 

Training was delivered in October 2017, December 2017 and January 2018. Prior to 

training practitioners were asked to rate their current confidence on a scale of 1 to 10 (10 

highest) in their knowledge and skills on six Intended Learning Outcomes (ILOs; see table 2). 

Following training, participants (n = 34; 82.92% response rate re-rated the ILOs to capture 

knowledge gain. In June 2018, six to eight months after training, ILOs were re-rated by 

practitioners (n = 15; 36.59% response rate) along with questions relating to their 

experience of coaching (Appendix H). 
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2.5.3. CYP Outcomes 

 

2.5.3.1. Participants  

 

Participants included in analysis of Routine Outcome Measures (ROMs) were CYP (n 

= 23) who had received LIAM in Lothian, Scotland aged between 9 and 16 years old 

(Primary 5 to Secondary 6; 68% female). Schools involved in the pilot were either the base 

of the PSO or identified as appropriate for piloting LIAM by their allocated SN.  All CYP who 

received LIAM and completed ROMs were included in the study. For those CYP where the 

LIAM was on-going (n = 8), data was not returned by practitioners and included in analysis.  

 

2.5.3.2. Procedure 

 

Referrals to LIAM were made to the practitioners and discussed for suitability 

during coaching sessions. Guidance for referrals including inclusion and exclusion criteria is 

detailed in Appendix G. In addition, the pilot focused on targeting the transition to 

secondary school (CYP between Primary 5 and Secondary 2) although older ages were also 

included.  

CYP and/or their parents received a treatment information sheet and written 

consent to use anonymised data for research and evaluation purposes was obtained (see 

Appendix J).  Measures for intervention outcomes were selected by NES as part of the 

national LIAM pilot and administered by LIAM practitioners.  The Strengths and Difficulties 

Questionnaire - Parents Version (SDQ; 61) and Revised Children’s Anxiety and Depression 

Scale (RCADS; 62) were completed prior to the intervention and at the final session. The 

Young Person-Core (YP-Core; 63) and Goal Based Outcomes (GBOs; 64) were completed 

during every session. In addition, the Experience Service Questionnaire (ESQ; 65) was 

completed by CYP following LIAM. Anonymised data was returned to a central database for 

scoring and analysis. 

 

  2.5.3.3. Measures 

 

2.5.3.3.1. Revised Children’s Anxiety and Depression Scale (RCADS) 
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The RCADS is a 47 item self-rating questionnaire for young people aged 8 to 18 

years that measures DSM-IV relevant symptoms of anxiety and depression. Separate 

anxiety and depression scores are obtained as well as sub-scales for generalised anxiety, 

separation anxiety, social anxiety, obsessive compulsive behaviour and panic disorder. 

Items are rated on a 4 point scale (0=never, 1=sometimes, 2=often and 3=always). The 

RCADS has been shown to have good reliability, internal consistency and validity (66, 67). 

This was completed by all CYP receiving LIAM. 

 

2.5.3.3.2. Young Person-Core (YP-Core) 

 

The YP-Core is a 10 item self-report measure for use with CYP aged 11 to 16 years. 

It has been found to have good psychometric properties and to detect small to medium 

effect size (68).  This was completed by CYP who were 11 years and above only.  

 

2.5.3.3.3. Strengths and Difficulties Questionnaire (SDQ); parent version.  

 

The Strengths and Difficulties Questionnaire (SDQ) Parent-report including impact 

supplement was completed by parents of primary school aged children only. The 

questionnaire has 5 items for each of the 5 subscales; emotional symptoms, conduct 

problems, hyperactivity, peer relationship problems and pro-social behaviour. It has been 

shown to have moderate test-retest reliability (69), good concurrent and discriminant 

validity (71, 72) and varying between 0.73 and 0.81 for internal consistency (69, 72).  

 

2.5.3.3.4. Goal Based Outcomes (GBOs)  

 

GBOs are a way to evaluate progress towards goals in clinical work with CYP and 

their families or carers at each session. Individuals are asked to rate their progression 

towards their individualised goal since the beginning of the intervention using a scale of 0-

10 (10 being closest to meeting the goal). GBOs has been shown to have strong clinical 

utility (73) and progression towards goals has been found to positively correlate with 

symptom improvement (74). There is no current evidence on GBO psychometric properties. 

GBOs were completed by all CYP receiving LIAM. 
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2.5.3.3.5. Experience of Service Questionnaire (ESQ) 

 

The ESQ is a measure of service satisfaction with CAMHS. It consists of 12 items 

rated on a 3 point scale and 3 items with room for open comment on what they liked about 

the service, what needed improved and any other comments. Two underlying constructs 

have been indicated: Satisfaction with Care and Satisfaction with Environment (75). Due to 

the questions relating to Satisfaction with Environment not being relevant to the nature of 

the school-based intervention, only the 9 items on the Satisfaction with Care scale were 

analysed in the current study. This was completed by all CYP receiving LIAM.  

 

 

2.5.3.4. Analysis 

 

Analysis of the quantitative data on the reach of the intervention and the 

evaluation of coaching was descriptive. Open questions relating to the facilitators and 

barriers were included and used for triangulation of qualitative interviews.  

Analysis of ILOs was inferential using comparison between multiple groups, yet 

exploratory. It was hypothesised that training would lead to an increase in confidence as 

rated on ILOs in comparison to pre training ratings and that, at follow up, levels of 

confidence would be maintained or continue to increase from post training ratings. 

 Inferential analysis of ROMs was preliminary due to the anticipated small sample 

size. It was hypothesised that LIAM would lead to a significant reduction in symptoms of 

anxiety and mental health, as measured by pre and post ROMs. To test this a paired sample 

t-tests was conducted comparing pre and post ROMs and Cohen’s d calculated (76). 

Analysis of the ESQ was descriptive. 

A priori power calculations were not completed as it was not appropriate for this 

design to recruit a larger sample for statistical analysis due to process evaluation being 

responsive to the stage of implementation and not reliant on or driven by statistical 

analysis. Access to the full sample of routinely collected data was available for analysis and 

reflective of the progress of the implementation. 

 

2.6. Qualitative Data 
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2.6.1. Design 

 

As prior constructs and knowledge were imposed on the data through the 

predefined model of LIAM training and coaching, grounded theory (77) was used in 

conjunction with framework analysis (78). This allowed for both a priori issues and 

emergent themes grounded in data to simultaneously guide analysis. Drawing on an explicit 

framework is recommended when conducting a process evaluation in order to guide 

understanding of new insights into the interactions between different processes and the 

systems in which they occur (31). 

A Social Constructivist version of Grounded Theory (77) was used to analyse the 

interviews; a reflective stance was taken in relation to the gathering and interpretation of 

the data whilst acknowledging the role of the researcher as an active participant in 

meaning making and interpretation. A ‘critical realist’ epistemological stance was adopted 

in line with constructivism (77).   

Other qualitative methodologies were considered. The planned heterogeneity in 

the sample (i.e. varying stakeholders and different time points) and possible large number 

of interviews would conflict with the core idiographic nature of Interpretative 

Phenomenological Analysis (IPA). Accordingly, IPA was thought to be unsuitable for the 

current study. Discourse analysis was also not thought to be appropriate as the study 

seeks to understand people’s experiences rather than constructing meaning through 

language. 

 

2.6.2..Participants 

 

Stakeholders, including managers or LIAM practitioners, were eligible and invited to 

take part in individual interviews. A total of 15 participants took part in the study consisting 

of SNs (n = 7), education staff (n = 5) and managers (n = 3). Education staff included PSOs (n 

= 4), and an additional support for learning teacher (n = 1), while managers included an 

Educational Psychologist (n = 1), SN Manager (n = 1) and Clinical Psychologist (n = 1). 

Demographics for participants are summarised in Table 3 but not fully specified by 

profession to protect participant anonymity. 
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Sampling was purposive and directed to capture a range of experiences across the 

stages of implementation, the number of CYP seen for LIAM and different perspectives 

between professionals in order to gather rich data (77). Of those approached, two PSOs 

declined to take part. Theoretical sampling was used (79) to guide data collection and 

refine the emerging categories from initial coding and analysis (80, 81). 

 

Participant Profession Months 

post initial 

training 

Implementing  Interview 

Length 

(mins) 

1 School Nurse 0 No  55 

2 School Nurse 1 No  34 

3 School Nurse 2 No  33 

4 School Nurse 2 No  63 

5 School Nurse 4 No  52 

6 Manager 4 N/A  51 

7 Manager 5 N/A  63 

8 Education Staff 5 No  50 

9 Manager 6 N/A  47 

10 Education Staff 6 Yes  47 

11 Education Staff 6 Yes  44 

12 Education Staff 6 Yes  80 

13 School Nurse 7 Yes  38 

14 School Nurse 7 Yes  36 

15 Education Staff 7 Yes  69 

 Table 3: Participant characteristics 

 

2.6.3. Procedure 

 

Potential participants were made aware of the current study during LIAM training 

or the subsequent coaching sessions via the lead researcher (GB) or LIAM coach (JO). Those 

who expressed an interest in participating in the study following invitation, were contacted 

to arrange a time to meet with the lead researcher (GB). The purpose of the study and an 
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information sheet were provided. Written consent was obtained prior to the interview (see 

Appendix I).  

 

2.6.4. Interviews 

 

Prior to the initial interview, a pilot interview was conducted by the lead researcher 

with a Pupil Support Worker who they knew personally from outside the health board. This 

allowed the researcher to become familiar with the interview technique and for reflection 

within supervision with JO and MS on this process and any difficulties encountered.  

Interviews were conducted over an eight month period following the initial training 

workshop. The interviews followed an open, in-depth format and flexible administration in 

response to the participant’s concerns. Initial questions were around the participant’s role, 

their perception of CYP’s needs and how LIAM would be alongside this (see Appendix K). 

This was used to create a discussion led by the participants concerns rather than specific 

questions around barriers and facilitators to implementation. Interviews evolved 

throughout sampling as themes emerged through initial coding, use of memos and 

reflective discussion within supervision. These were used to inform questions for 

subsequent interviews. Probes were used when appropriate, for example, ‘you mentioned 

X, can you tell me more about that’, ‘how did you feel?’ and ‘what was that like?’ 

Participants were encouraged to share autobiographical memories through use of probes 

such as ‘Do you have any examples of that?’ in order to gain rich data (77).  

Interviews ranged from 33 to 80 minutes (M = 50.8; SD = 13.52) and were audio 

recorded then transcribed verbatim from a digital file. Data was anonymised at the point of 

transcription and stored and analysed using NVivo 11.  

 

2.6.5. Quality 

 

Consideration of the validity of qualitative research is recognised as pertinent to 

best practice and good quality research (82). The current study considered the following 

core principles presented in the framework by Yardley (83, 84): sensitivity and context; 

commitment and rigor; coherence and transparency and impact and importance.  

Memos were used to throughout the research process to ensure transparency 

and sensitivity to the context of the research process. Memos documented emerging 
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themes and highlighted any potential biases from the researcher (77) while discussion 

and review of coding within supervision ensured interpretation was not confined to a 

single perspective. An audit trail of the research process was kept linking the data to 

final analysis.  

The researcher’s role as an active agent in the collection and interpretation of 

the data was considered (77) in analysis. The lead researcher was aware of their own 

preconceptions such as knowledge of existing implementation frameworks and CBT 

based interventions for CYP. In addition, the researcher had involvement in the 

implementation of LIAM outside the research process (e.g. delivering training, attending 

coaching sessions or stakeholder events) and experience delivering low-intensity CBT 

based interventions with CYP. Participants were also aware of the lead researcher’s 

connection to the LIAM coach and co-author (JO as placement and research supervisor 

for GB) introducing potential for responses to be biased by social desirability. The impact 

of the researcher on participants and dynamics were considered in analysis through 

reflection in supervision and use of memos.  

 

2.6.6. Analysis 

 

Analysis of the interviews followed the grounded theory approach outlined by 

Charmaz (77). Memos were included in the analytic process to ensure transparency in 

interpretation. Line-by-line coding of the raw data, reflecting the language of participants, 

was completed to identify key descriptive concepts grounded in the data and reduce the 

imposition of pre-analytic assumptions on analysis. In a reductive process, low level 

categories emerged from initial coding and were used to generate new interview questions 

and a conceptual understanding of the data.  

Subsequent interviews employed theoretical sampling to refine emerging high level 

categories. This process was repeated until theoretical sufficiency occurred. Theoretical 

sufficiency (85) was sought rather than theoretical saturation (81) to account for the on-

going nature of the implementation of the intervention and possibility of changes in 

perspective during analysis. 

Constant comparison across interviews was used to examine the relationships 

between categories and facilitate the generation of theory alongside the exploration of 

negative cases to add depth to analysis and examine diversity and contrasts in the data. 



74 

 

Abstraction from the data and theoretical categories were repeatedly examined until the 

data was represented in the most fitting way.   Diagrams and memo writing accompanied 

clustering of data into the framework (77). A framework of facilitators and barriers across 

different stakeholders was used as a tool to explore themes within the context of the 

intervention and the systems in which it was implemented.  Examples of coding and 

analysis are displayed in Appendix L. 
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3. Results 

 

3.1. Quantitative Data 

 

3.1.1. Reach of the Intervention 

 

LIAM training was attended by 41 practitioners (58.5% School Nurses, 34.1% Pupil 

Support Officers, 7.3% Other Education Staff) between October 2017 and January 2018. Of 

these, two were no longer delivering LIAM (due to their role being focused on family liaison 

work, rather than directly with CYP) and 6 practitioners were no longer in post by June 

2018. Therefore, 33 (80.4%) continued to attend coaching and, of these practitioners, 24 

(58.5%) had consented CYP to receive LIAM. LIAM was implemented with CYP within the 

initial implementation period by 19 practitioners (46.3%).  

In total, 53 CYP were consented to LIAM during the period of the current study, lower 

than the initial estimate of 135 CYP (39.3%). Delivery of the intervention was initially 

started with 35 CYP (66.0%) prior to June 2018 with 16 CYP pending beginning LIAM 

following the school summer holiday (30.2%). Of the 25 CYP who concluded the 

intervention prior to June 2018, 74% completed the intervention with 16% did not 

complete due to not engaging. Data on ROMs was returned by practitioners for 23 CYP who 

completed LIAM. Cases where pre or post data was missing were excluded from analysis. 

 
 

3.1.2. Training and Coaching Evaluation 

 

 As follow-up data was not matched to data collected pre and post training to 

protect anonymity in feedback it was not possible to conduct analysis within subjects.  A 

Shapiro-Wilko test of normality indicated that data was not normally distributed and a 

Kruskal-Wallis analysis was completed treating data as independent groups.  

Practitioners (n = 36) rated themselves as being significantly more confident in: 

understanding cognitive behavioural approaches to working with CYP post training (M = 

7.62, SD = 1.14) as compared to pre training (M = 3.89, SD = 1.67) and this was maintained 

at follow up (M = 7.40, SD = 1.50, F (2, 86) = 53.37, p<.001); being able to carry out 
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assessments of anxiety with CYP post training (M = 7.29, SD = 1.25) as compared to pre 

training (M = 3.50, SD = 1.81) and this was maintained at follow up (M = 6.93, SD = 1.83, F 

(2, 86) = 51.58, p <.001); being able to carry out assessment of anxiety with parents, carers 

and systems post training (M = 6.99, SD = 1.35) as compared to pre training (M = 3.25, SD = 

1.88) which was maintained at follow up (M = 6.07, SD = 2.25, F (2, 86) = 44.56, p <.001); to 

deliver psycho-education about anxiety post training (M = 7.25, SD = 1.61) as compared to 

pre training (M = 3.03, SD = 1.78) and this was maintained at follow up (M = 7.20, SD = 1.32, 

F (2, 85) = 52.29, p <.001); select approaches to support CYP with anxiety presentations to 

make effective change post training (M = 7.37, SD = 1.48) as compared to pre training (M = 

3.61, SD = 1.67) and this was maintained at follow up (M = 6.67, SD = 1.68, F (2, 85) = 48.37, 

p <.001) and evaluate the use of cognitive behavioural approaches to support CYP with 

anxiety presentations post training (M = 7.26, SD = 1.45) as compared to pre training 

(M=3.36, SD=1.85) which was also maintained at follow up (M = 6.60, SD = 1.60, F (2, 85) = 

47.22, p <.001; Table 2). Post-hoc analysis supported this and indicated that there was a 

significant increase in ratings of confidence between pre and post training but not when 

comparing post training to follow up. A post-hoc power calculation indicated that the total 

sample size would have 80% power to calculate a medium effect size. 

Evaluation of coaching, on a 10-point Likert scale from very poor to excellent, 

indicated that practitioners had a positive experience of coaching. Rating of the evaluation 

items were as follows: the size of the coaching group (M = 8.67, SD = 1.91); the content of 

coaching (M = 9.47, SD = 0.64); the frequency of the coaching sessions (M = 8.80, SD = 

1.70); the expectation of coaching to level of training (M = 8.90, SD = 1.49) and the support 

within coaching (M = 9.40, SD = 0.83). 
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3.1.3. Routine Outcome Measures 

 

Following tests of normality which indicated normal distribution, a paired-samples 

t-test was conducted to compare initial data on ROMs pre and post LIAM. There was a 

significant difference in the scores for pre and post intervention across all ROMs (see Table 

4). CYP reported a significant reduction from pre (M = 57.14, SD = 12.98) to post scores (M 

= 49.86, SD = 13.69, t (20) = 3.17, p <.01, d = -0.69) on RCADS Total t scores.  T scores were 

also significantly lower post intervention on the low mood and anxiety subscales of the 

RCADS (M = 46.48, SD = 11.27 and M = 50.95, SD = 13.51, respectively) in comparison to pre 

intervention (M = 53.38, SD = 13.65, t (20)=3.17, p<.01 and M = 56.90, SD = 14.25, t (20) = 

2.60, p <.05, respectively) with moderate effect sizes (d = -0.49 to -0.56 respectively). A 

significant reduction post intervention (M = 9.36, SD = 7.26) compared to pre (M = 17.86, 

SD = 6.31, t (13) = 4.53, p<.01) was observed on the YP-Core with a large effect size (d = -

1.31). CYP rated themselves as moving significantly closer to meeting their goals (GBOs) 

post intervention (M = 7.29, SD = 1.68) in comparison to pre (M = 2.62, SD = 2.29, t (20) = -

8.18, p<.001, d = 1.57).Parents rated primary school aged CYP as lower post intervention (M 

= 11.00, SD = 6.71) than pre intervention although this difference was not significant (M = 

14.45, SD = 5.01, t (10) = 2.08, p = .064, d = -.64) 

Intended Learning Objective 

Pre  

(n=36) 

Mean 

(SD) 

Post 

(n=34) 

Mean 

(SD) 

Follow-up 

(n=15) 

Mean 

(SD) 

df F p 

A. Understanding cognitive behavioural 

approaches to working with children 

and young people  

3.89 

(1.67) 

7.62 

(1.14) 

7.40 

(1.50) 
2 53.37 *** 

B. Carrying out assessment of anxiety 

with CYP 

3.50 

(1.81) 

7.29 

(1.25) 

6.95 

(1.83) 
2 51.58 *** 

C. Carrying out assessment of anxiety 

with parents, carers and systems 

3.25 

(1.88) 

6.99 

(1.35) 

6.07 

(2.25) 
2 44.56 *** 

D. Delivery of psycho education about 

anxiety 

3.03 

(1.78) 

7.25 

(1.61) 

7.20 

(1.32) 
2 52.29 *** 

E. Selecting approaches to support CYP 

with anxiety presentations to make 

effective change 

3.61 

(1.67) 

7.37 

(1.48) 

6.67 

(1.68) 
2 48.37 *** 

F. Evaluating the use of cognitive 

behavioural approaches to support 

CYP with anxiety presentations 

3.36 

(1.85) 

7.26 

(1.45) 

6.60 

(1.60) 
2 47.22 *** 

Table 2: Intended Learning Objectives from training.  
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Post-hoc power calculations for a two-tailed hypothesis were completed based on 

the calculated effect size. These indicated that there was sufficient power to detect 

changes on GBOs (91.16%) but that analysis of initial ROMs was limited for the YP-Core 

(61.29%) and underpowered for the RCADS Total Score (30.67%), RCADS Anxiety subscale 

(21.79%) and Low Mood subscale (17.70%) and SDQ total score (14.24%). 

With regards to acceptability to CYP, descriptive analysis of the nine items on 

the ESQ relating to Satisfaction with Care indicated that the mean total score was 17.29 (SD 

= 1.04) out of a possible total of 18 (Table 4).  

 

3.2. Qualitative Data 

Figure 5 displays the key categories which arose from exploration of the facilitators and 

barriers to the implementation of LIAM, a school based cognitive behavioural informed 

intervention for CYP. Themes, grounded in the data and interpreted by the researcher, are 

arranged in a framework of the facilitators and barriers alongside the different stakeholder 

levels (systemic, practitioner, school, parents and CYP). There is, however, overlap and 

complexity between these. Excerpts from interviews are presented to increase 

transparency and illustrate the emerging themes. Stakeholder levels were identified with 

reference to previous literature on school-based interventions (47) and adapted to the 

Measure Time N Mean SD df 
t 

value 
p value 

Cohen’s d  

( 95% CI) 

SDQ 
Pre 11 14.45 5.01 

10 2.082 0.064 
-0.64 

(-1.63 to 0.11) Post 11 11.00 6.71 

GBO 
Pre 21 2.62 2.29 

20 -8.18 0.000 
1.57  

(0.88 to 2.27) Post 21 7.29 1.68 

YP-Core 
Pre 14 17.86 6.31 

13 4.53 0.001 
-1.31  

(-2.13 to -0.49) Post 14 9.36 7.26 

RCADS: Low Mood 
Pre 21 53.38 13.65 

20 3.17 0.005 
-0.49 

(-1.11 to 0.12) Post 21 46.48 11.27 

RCADS: Anxiety 
Pre 21 56.90 14.25 

20 2.60 0.017 
 -0.56 

(-1.17 to 0.06) Post 21 50.95 13.51 

RCADS: Anxiety & Low 

Mood 

Pre 21 57.14 12.98 
20 3.17 0.005 

-0.69 

(-1.34 to -0.09) Post 21 49.86 13.69 

ESQ:  Satisfaction with 

Care 
Post 17 17.29 1.04 

 

Table 4:  Within subjects t test for pre and post routine outcome measures 
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current multi-agency model of LIAM. Through presentation of sub-themes, Figures 6 and 7 

display a more detailed diagrammatic representation of emerging themes.  

 Due to the constraints of working within the school calendar, it was not possible to 

present the findings of the interviews to participants to ensure their views were accurately 

represented. However, reflections on the facilitators and barriers to implementation were 

captured during the evaluation of coaching, and informal feedback from the wider sample 

of practitioners during the implementation echoed the emerging themes (see Appendix M). 
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Figure 5: Facilitators and barriers to the implementation of LIAM 
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Figure 6: Themes and sub-themes as facilitators to implementation across stakeholders 
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Figure 7: Themes and sub-themes as barriers to implementation across stakeholders 
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3.2.1. Explanation of theoretical categories 

 

3.2.1.1. Facilitators 

 

3.2.1.1.1. Systemic Collaboration 

 

 “Systemic Collaboration” emerged as a facilitative higher level theme across 

stakeholders: 

 

“We would endorse the kind of national and local strategies about 

early intervention and to do that well I think we have to work in 

partnership.” (M6) 

 

This involved taking a multi-agency approach to pathway development at a 

systemic level, with participants reflecting on collaboration between different 

professionals and systems (i.e. education and health) in relation to service provision. This 

connected with the theme of creating an “Enabling Context” which acted as facilitative 

towards LIAM. 

Falling between the practitioner and school stakeholder level was the relationship 

between them. An established, positive relationship with schools, and in particular, the 

senior management team, emerged as key to facilitating implementation and identifying 

referrals. Facilitative relationships between practitioners and schools were promoted 

through visibility and their length of time working with a school, whilst having no 

relationship would mean that it would be difficult for SNs, as a visiting service, to work 

with them, and therefore they were less receptive to LIAM: 

 

 

 “I think the visibility is really important. I suppose you can be at the 

end of a phone but I just feel, especially with, when you're working with 

children, I think they need to see you quite a bit and get used to you and 

vice versa and you know, build a trusting kind of relationship.” (SN4) 

 

“You couldn't go in. You couldn't. If a school..and it sounds 
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terrible…you wouldn't get in because the school nursing service is very 

much we just go in when we are asked. We're not compulsory. You don't 

have to do. So it would be really difficult.” (SN14) 

 

 This primarily emerged from interviews with SNs, however PSOs who were new to 

working with their school also identified the importance of building new relationships as 

facilitative to working.  

 Participants reported that taking a whole school approach was important at both 

the practitioner and school stakeholder level. Practitioners, who did not know the needs of 

the school population well, discussed that in order to identify referrals they needed to 

collaborate with school staff who did know the pupils well. This was more common for 

practitioners who were new to the school or for SNs. Although the support of the school 

senior management team (SMT) was important for implementation, it was observed that, 

to identify CYP who may benefit from the intervention, it was best placed to work in 

partnership with teachers and guidance teachers due to their more in-depth knowledge of  

their presentation:  

 

 “I think the class teachers are with them 6 hours a day and 

management just sees them from a distance of being really, really bad or 

they have overheard something. Whereas with teachers if there is 

somebody who sitting in the class anxious...[SMT] are not going to notice if 

they are sitting with their head down in class moping, sitting with lots of 

layers of clothes on all the time or maybe looks a bit hot and sweaty a lot. 

Those are things a teacher would notice and those are the signs to look out 

for. And it's not their fault, it’s their job to be on the management side but 

I have definitely found that especially for LIAM it is better to go through 

teaching staff for the referrals and for getting to know the children 

anyway...” (ES15) 

 

 A whole school approach, was a facilitator that enabled individuals to overcome the 

“Lack of Understanding and Transparency” barrier around LIAM within the school system 

and improve identification of referrals by working with school staff at different levels. 

  SNs also reported that pragmatic support from schools on other aspects of LIAM 
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was facilitative as a visiting service. School support around obtaining resources, contacting 

families and managing issues around risk was facilitative to practitioners as they were not 

based in the school:  

  

“But I think just being able to phone up, just for simple things, that you 

can phone the secretary and they can organise a room for you or they can 

send out a text for you to say oh [name] is coming to see you tomorrow just 

as a reminder. I think that's really important. “ (SN13) 

 

“I think I've been really quite lucky because the school have been quite 

active and actually spoke to the parent and said look we've got this thing I'm 

going to refer them is that ok? So they kind of planted the seed and when I 

sent all the information over they sent it over. So they kind of chased the 

permission slips up so I didn't really have to do the ...ground work. So it 

helpful cos I don't think I would have been able to so the school kind of took 

onus for that.” (SN14) 

 

 The impact of the system around CYP, particularly in relation to parents and carers 

was frequently discussed by practitioners and the need to have parental involvement in 

LIAM emerged as sub theme within “Systemic Collaboration” at the parental stakeholder 

level. Working with parents to involve them in plans and discussions around CYP was seen 

as important, particularly when working with primary school ages: 

 

 “I’ll also use it as an opportunity to ask her how things are at home 

especially if any of the goals are related to anything at home....I think it is 

important to share the child’s goals with the parents because then if there is 

anything home wise the parent can update you on how it is going…” (ES15) 

 In addition, practitioners discussed collaborating with the system around the child, 

including teachers and parents, to share the progress of LIAM for CYP and managing any 

additional concerns such as risk. 

3.2.1.1.2. Enabling Context 
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An “Enabling Context” emerged as a theme across stakeholders in relation to the 

context in which LIAM was being implemented. Participants discussed a sense of openness 

to the intervention across stakeholders and that there was a need for more early 

intervention making them ready or willing to implement LIAM. This stemmed from various 

levels and early intervention as a priority emerged across stakeholders. Participants 

reported being aware of the high prevalence of mental health difficulties, the long-term 

implications and the need for CYP to have access treatment, whilst managers highlighted 

the need for this to be evidence based. 

Within the systemic stakeholder level national and local policy was observed to be 

a facilitator. The focus on early intervention in the Mental Health Strategy 2017 – 2027 (8) 

along with educational policy, meant that policy supported the implementation of LIAM by 

prioritising the need to create universal capacity for early intervention in schools: 

 

  “I think the mental health strategy is a kind of overarching driver 

which, with all the focus there on early intervention and effective work in 

schools, and very much looking at [all of] the parts of the system rather than 

just the special piece mental health plays.” (M6) 

 

 Managers talked about undertaking pre-implementation preparation during the 

exploration and installation phases of implementation leading to “readiness” (M6) in the 

system at management level as well as resources to do so: 

 

“I guess what my role has been is probably setting the scene 

from a kind of strategic and managerial point of view, and getting 

things set up. So once we had the LIAM resources we were pretty set up 

and ready to run with implementation because we had already done 

quite a lot at a managerial level about what would be required.” 

(CPM6) 

 

LIAM’s fit with wider professional changes emerged as a sub-theme facilitator at 

the practitioner level in a similar way to national and local policy at a systemic level. Mental 

health was identified as one of the key areas of focus within the new SN pathway, as was 
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emotional well-being for the PSO’s job role. LIAM, recognised as early intervention, 

emerged as fitting with current professional priorities.  

The investment in LIAM also contributed to an enabling context and readiness in 

the system. Within this sub-theme, participants discussed that not only investment in time, 

resources and staff facilitated the delivery of LIAM, but that the commitment to following 

plans through and protecting their time gave practitioners a sense of confidence and value 

in relation to their delivery of LIAM: 

 

“I definitely feel like it's something that is taken serious and it is 

something that it is highly looked after because we do have that 

protected time and it was quite nice because it is rare to actually get a 

nice two full day training.” (SN14) 

 

Participants compared this to previous training and that a lack of support can lead 

to less investment from practitioners:  

 

“It's a bit disheartening when you think that they want you to do 

a job but they don't put everything behind it whether that be money 

or time or… photocopies of things…and I think a lot of the time we get 

hyped up this is what we're going to do, this is what we want you to 

do and we'll support you all the way and that doesn't always 

happen..” (SN13) 

 

Tolerance towards the pilot status of LIAM also emerged from the interviews as a 

sub-theme within the “Enabling Context”. Participants were open to learning from the pilot 

of LIAM, tackling barriers to implementation, and working with aspects of LIAM they were 

unsure because it was a pilot. In addition, practitioners talked about a sense of openness in 

developing pathways in collaboration with coaches and schools as LIAM was being 

delivered in a new, multi-agency way. Participants appeared supportive of the pilot and 

offered ideas about the scope of LIAM or how it may evolve in the future:  

 

 “But that's just the nature of setting up anything new and working 

with schools, setting up processes but once that's hopefully all 
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embedded in we'll get slicker at doing it, the schools will get slicker at 

referring in and it will feel a more natural, just part of the job they are 

doing.” (M9) 

 

Parental support for intervention was also important in order to create an enabling 

context in order to facilitate engagement with CYP and application of the intervention at 

home:  

 

“So there is a big difference between engaging parents and non-engaging 

parents as well because one they won't engage with us and also they probably 

won't engage with that child either so there's not the support here to help them. So 

in relation to using LIAM it would probably be the same, the one parent that I did 

speak about, about the boy that we thought we were going to be able to use, she 

was up for it because she was desperate, her parent was really, really unhappy, he 

was struggling to stay in classes, he was very anxious, he wasn't doing what the 

doctors had suggested and she was genuinely just looking for any help” (ES8) 

 

3.2.1.1.3. Motivation and Congruence 

 

“Motivation and congruence” towards LIAM emerged as a facilitator to 

implementation. All participants reported feeling positive towards LIAM and supportive of 

the project overall, including those who criticised aspects of LIAM and made suggestions for 

the future. At a school and practitioner level, the sub-theme of LIAM being beneficial 

emerged for both the school and CYP:  

 

 “I don't see LIAM as a challenge, I see it as something that, that....I 

think it will be great for the school and I think it'll be great for the kids and 

like the one I'm going to be working with. I think it is going to be good and my 

hope for him is that I'm going to increase his confidence and he is going to put 

his hand up in class and he is going to be able to play with his friends and that 

would just be great because I know that's in him somewhere, I know that is 

there. He just needs it...yeah...” (ES10) 
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“I think LIAM will work in the school because I think the school, the 

teachers are so open to trying anything to making these kids lives better 

that they will of course engage in this” (ES8) 

 

Practitioners discussed that mental health and well being is a large part of their 

current job role and that they were involved in other ways of working with mental health. 

LIAM therefore had, congruence with job roles, and this emerged as a facilitative sub-theme 

at the practitioner stakeholder level. Within this, participants acknowledged that, due to a 

lack of training prior to LIAM, the intervention met a training need for practitioners giving 

them motivation towards it: 

 

 “Although not mental health trained, I've always done a lot of mental 

health stuff so yeah I think it just formalises it a bit more...gives us a better 

idea of what we're doing and what we're aiming for. We've always kind of 

had these kids sent to us and you go in and chat to them and see what their 

issues are and offered strategies but we've never done specific training in 

low level mental health. I think that'll be quite good. (SN3)” 

 

Practitioners also discussed that learning new skills from the training was relevant 

to their role outside of LIAM and would generalise to other ways of working. Practitioners, 

including those that had implemented and not implemented LIAM, discussed “picking and 

choosing (SN14)” bits of LIAM when working with other CYP: 

 

“Some of the kids have got issues with sleeping at night, so 

it has been good. Cos we've been able to sit down and not use 

any of the LIAM stuff, but the way we were talking in the course, 

just about how you speak to the kids and look at the positives, 

and trying to relax and calm down and your mindfulness... so 

being able to do a wee bit of psycho-education with them has 

been good cos I would never have known about that without 

being on the course and doing all the LIAM stuff.” (ES8) 
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LIAM was reported to be congruent with practitioner’s priorities. They identified 

that making a difference to CYP was the core, rewarding part of their role and that seeing 

the difference that LIAM could make to CYP was motivating towards implementation: 

 

 “I suppose once you have finished your couple of people that you 

have done the program with and maybe seen on the strengths and 

difficulties or on the RCADS if you see improvement. I suppose for us 

that's when we can see oh I've done a good job so I'm looking forward to 

getting to that and seeing what the results are, and the difference that 

you have maybe made...that'll be good after all this training and all this 

coaching...and all this time...that's what you are looking forward to...” 

(SN13) 

 

3.2.1.1.4. Self-Efficacy 

 

“Self-efficacy” emerged as a facilitator at the practitioner level. Participants 

discussed that you needed confidence to begin the implementation of LIAM in a similar way 

to learning anything new. Self-efficacy was also reported to be facilitative to building 

relationships with new teams.  

In particular, self-efficacy was relevant to the use of ROMs and selecting resources. 

Practitioners reported feeling anxious about delivering LIAM with CYP without the resource 

pack from NES, although acknowledged receiving this would not change the delivery of the 

intervention. Although some of these difficulties were attributed to demands on time, 

practitioners reported feeling uncertain about selecting and preparing resources, 

particularly when there were multiple to choose from: 

 

“The start it was quite difficult because we didn’t’ have the packs 

and a lot of people were saying where’s this resource, should we be 

using that one, shouldn’t we be using that one. So I think that was a 

factor as well.” (PSO15) 

 

Experience was related to building self-efficacy and, as practitioners had a range of 

different backgrounds and skill sets, the level of confidence in the implementation of LIAM 
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varied. Previous relevant experience professionally was connected to increased self-efficacy 

alongside different educational backgrounds and completing LIAM cases: 

 

“It's the confidence thing of being able to pick up something and 

run with it and I suppose it is just because I come from a different 

background ” (ES12) 

 

Practitioners reported feeling confident about the part of LIAM that involved 

engaging CYP as this was a core part of their role already. Where there was a gap between 

training and LIAM delivery with CYP, practitioners reported concerns around losing 

confidence. This was in keeping with a number of minimum cases being built into the 

model in order to promote skill development. Gaining experience was associated with 

feeling more confident in relation to skill development:  

 

 “I know if I was going to do it again with another young person I 

would be way more comfortable knowing right we do the YP-Core 

every week, all that stuff, but initially that was a bit daunting cos that 

is completely new to me.” (ES11) 

 

3.2.1.1.5. Containment and Encouragement 

 

“Containment and Encouragement” emerged as a theme which facilitated the  

implementation of LIAM at a practitioner level. Participants reflected that the format of the 

training was well received and at an appropriate level and it would be beneficial for their 

wider staff teams. Although participants felt that training contained a lot of information, 

the on-going support of coaching facilitated learning over time. Coaching was a key 

facilitator and supported practitioners to overcome the barriers to implementation. 

Participants reflected that coaching was containing, kept the momentum of the 

implementation going and allowed practitioners to build confidence: 

 

 “Her role is very much this is session 2, this is the pack, I have 

photocopied it for you, do this, do this and do this and simplifying it. 

And I think she has recognised that within the group so she will bring 
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one pack at a time because I think people get very quickly overwhelmed 

and it's fine cos you can concentrate on it in here but as soon as you go 

out of that building the demands will be put on you and a hundred and 

one things that, best will in the world, you are not going to remember. 

So I like, I think that she is very good at breaking things down for the 

people that need it, broken down and offering you know, phone me, 

send me an email, have you got everything you need. So always 

available, or that's how it feels. You know, in that position, a very 

supportive in that way and I think, that is what I said earlier, that is 

what makes the difference. It's that, somebody who is there, you're not 

just left to run with it.” (ES12) 

 

The consistency of coaching sessions and their protected time was also observed to 

be facilitating and provide reassurance, as was the informal support practitioners received 

from the coach:  

 

“I was able to phone her and she phoned back. It was quite good 

just to have the reassurance that I did the right thing and to have, like 

obviously we have our [Child Protection protocol]  we follow but 

obviously [coach] had shown us that that she has an action plan and she 

had a safety net in place.” (SN14) 

 

A supportive relationship with the coach was also encouraging towards 

implementing LIAM: 

 

 “It's been great working with [coach], she's so accommodating 

with the staff and flexible and easy to work with in a very you know non-

threatening, non-judgmental way which is really important for staff to 

undertake this work. They need to feel comfortable with the person who 

you know is driving this and providing the supervision. So I don't think 

she could have been more accommodating than she has. It has been 

really nice working with her and I think if you had got the wrong person 

right at the beginning that would have had quite a negative affect but 
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she has only brought positive things to it even with all the challenges. 

She has worked really hard”.(M9) 

 

Coaching was also reported to prevent drift, improve consistency and ensure safe 

delivery of the intervention. It emerged that practitioners also acknowledged an awareness 

of the limitations of LIAM and the importance of working in their area of expertise: 

 

“Within that caveat obviously you need to recognise when it's not 

appropriate to very much work within your boundaries and your role and 

not try and over commit to something you're not totally trained to do.” (M9) 

 

 In addition, the manualised structure of LIAM was observed to be clear and 

containing, allow practitioners to feel more prepared and structured when undertaking 

mental health work than the work they were doing prior to LIAM. Coaching allowed people 

to become familiar with resources and continue to develop skills: 

 

“I think the resources are really good cos it highlights the wee 

boxes of everything you need to remember for that session so you are 

always reminded that you need to have that sheet out with yp core the 

goal based outcomes which is really helpful.” (ES15) 

 

Peer support emerged as a facilitator for practitioners in encouraging them to 

implement LIAM. They described being used to working in a team and having colleagues 

available for informal support. However, time demands meant that it was not always 

available. Within coaching groups, practitioners who were more experienced with the 

educational setting were able to offer those new to working in the school environment 

support. Peer support was observed to normalise and contain experiences working with 

LIAM, allow for sharing ideas, learning about a wider range of referrals and offer a more 

informal way of being supported: 

 

“I think it just shares…one it shares that everybody is kind of 

feeling the same because it is new but it also helps bounce ideas 

off...That was brilliant, just being able to bounce off each other and I 
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think that is key. So for staff when you are seeing somebody so 

afterwards I think it is really important to have a discussion with 

someone. And I know that [coach] is going to be part of that but even 

just talking to another member of staff sometimes is just.. because at 

the time when you are in there, and you are focusing, you might think 

one things happening but sometimes it takes somebody else to say 

well maybe it's that. The person who is doing it might be absolutely 

right, the other person might be talking absolute rubbish but 

sometimes it can make you ask different questions especially if it is 

something new.” (SN5) 

 

One practitioner who attended individual coaching discussed feeling isolated and 

wanting more peer support, but this was related to their wider role as a PSO rather than 

specifically around LIAM: 

 

“Just to speak to somebody who else is doing the same job, 

who has got the same job title as me and saying what are you doing 

in your school and how are you finding it” (ES11) 

 

Although aspects of management and support were discussed by 10 participants, 

themes did not emerge at a management stakeholder level.  “Managerial support,” 

including collaborating to develop the role, good communication, emotional support and 

overall support for LIAM as a priority were identified by practitioners as encouraging them 

to overcome implementation barriers: 

 

“You know what, I don't find it hard to balance it because I feel 

really well supported in this school. I've got a really good 

management and I've got a really supportive management. I've got 

a really supportive colleague in the principle teacher who we started 

this role together.” (ES10) 
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In addition, SNs discussed that their existing referral pathway, and the pathway of 

discussing referrals at coaching sessions was containing as it meant that the number of 

referrals that they received was managed and triaged. 

 

3.2.1.1.6. Therapeutic Engagement 

 

“Therapeutic Engagement” emerged as the key facilitator for working with parents 

and CYP. Therapeutic engagement was obtained through considering appropriate and 

accessible delivery of LIAM and that this was appropriate to the needs of the CYP. For 

example, by considering the length of the session, when they would meet during the week, 

setting individualised goals and using materials that suited their style or learning. Several 

practitioners discussed that use of videos was helpful in engaging CYP and also reduced 

“pressure” on CYP who perhaps found it more difficult to engage due to their anxiety. In 

addition, practitioner’s discussed the need to create a safe, consistent space for CYP, where 

they would feel heard and supported by the practitioner summarised by the sub-theme of 

therapeutic relationship. It was acknowledged that this could take time to develop and 

PSOs, as practitioners embedded in the school, discussed being able to informally build 

relationships with CYP prior to implementing LIAM. 

“Therapeutic engagement” also emerged as a theme at a parental level. One 

practitioner talked about how some parents, particularly those with their own difficulties 

could find it challenging to engage with services. SNs reported that families tended to 

engage well with them as they were seen as a “non-threatening service,” (SN5) whilst PSOs 

discussed how parent’s own experiences of school could influence their beliefs around 

school for their child and it was important to work with them to overcome this barrier. It 

was therefore facilitative for parents to work with practitioners embedded in schools and  

have relationships with practitioners similar to those captured by the non-judgmental, 

supportive nature of the therapeutic relationships sub theme.  

 

3.2.1.2. Barriers 

 

3.2.1.2.1. Lack of Systemic Understanding and Transparency 
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“Lack of Systemic Understanding and Transparency” emerged as a theme around 

the understanding of one another’s roles, systems, priorities and intervention aims.  At a 

systemic level, the different perspectives between health and education were highlighted 

as a barrier, particularly for practitioners working within education:  

 

“Sometimes the solutions that health finds to help us with that are 

constrained within a health model and don't really, properly understand 

the educational model of working.” (M7) 

 

Educational Psychology talked about health and education coming from different 

“underlying world views” (EP7) as health was focused on a deficit model while education 

was moving towards a more strength based approach. A deficit model was observed to   

not fit with the strength-based approach of GIRFEC and this was reflected in the use of 

language and evaluation in LIAM:  

 

”That is definitely, what has felt so new about it cos I've always... I 

was previously a teacher but I've come into this role very much from the 

education side of things and the LIAM part is, has felt very much like it is 

coming from..What’s the word, coming from health, NHS, it's just very 

new, very new.. “ (ES11) 

 

PSOs who had not observed differences between these system, attributed this to 

LIAM being well placed as embedded in schools and SNs noted that this was their typical 

way of working and did not observe this to be a barrier: 

 

“It's not something I've heard school nurses say they struggle with 

in any way. And you know all school nurses have good relationships with 

guidance so there is that link with education and health in that respect.” 

(M9) 

 

Due to the differences in these systems, several practitioners from an educational 

background suggested coaching around their other work on emotional well-being in 

schools would be useful as well as having a more educational perspective to LIAM coaching.  
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Identifying referrals emerged as a barrier to implementation and, on further 

exploration, this was attributed not only to the theme “Exclusivity of LIAM” but to the sub-

themes of a lack of systemic understanding of the project aims and not having shared 

knowledge of CYP’s needs.  

Not having a shared understanding of CYP’s needs led to difficulties in identifying 

referrals if practitioners did not know CYP well enough to establish whether LIAM was 

appropriate. Improving identification of CYP who would be appropriate for LIAM jointly 

between practitioners and schools was discussed frequently by participants. It was thought 

more people who were appropriate for LIAM exist but that school staff may not have the 

knowledge required to identify anxiety at an appropriate level and share the needs of the 

CYP with LIAM practitioners. However, LIAM practitioners were also required to make 

decisions about referrals within coaching with limited information. This was particularly 

difficult if the practitioner was not well known in the school: 

 

 “I think that is just because of my specific circumstances is that I 

am in a new school, with new staff, with new pupils, in a new job that's 

never been done before so I wasn't able to compare to some of the PSOs 

who had maybe been working in their schools for years and maybe just 

taken on this role and they know the pupils so they would be able to say 

well I know that that child and that child would be perfect for this. I didn't 

know who I was working with and that has really been my main barrier 

and until I get to know more and it's a big school, with 1000s of pupils so I 

kind of have to rely on other members of staff bringing forward the 

referrals that's my main barrier.” (ES11) 

 

Those that were new to their school or a visiting service had to rely on others to 

identify CYP who may be appropriate while those that were more readily able to implement 

LIAM knew the pupils well due to being established in their role and having an overview of 

the needs of the school.  

  

 

A lack of systemic understanding of the project aims also emerged. The SMT 

were reported to not always be aware of LIAM and, within schools, if a small 
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number of people were aware of the project, they were likely to not understand the 

details of the program, who it was appropriate for and what the intervention 

modality involved:  

 

“Even just down to me saying to you, the head teacher won't 

even know what [LIAM] is. Because when you're doing your courses, you 

can imagine how many courses you're doing, you couldn't go down this 

and say this is what I've done, this is what I'm doing this is what I've 

learnt and this is what I'm going to do...” (ES8) 

 

“I think even the members of staff that do know are aware of 

LIAM and roughly what it is and there's been a couple of times when 

they’ve been like of maybe you could do a bit of that with X and if you 

could maybe do that for the next 3 or 4 weeks until this happens or that 

happens and I'm maybe thinking no no, you can't do it in 3 or 4 weeks it is 

a slightly longer program. “  (ES11) 

 

Participants reported that the initial referral criteria in relation to the project aims 

was not clear with one participant reporting that it was “mis-sold” to the SMT (ES12). This 

lack of understanding around the project’s aims led to more inappropriate referrals initially 

and pressure on time made it more difficult to promote understanding within the school:  

 

“I think that is one thing I don't think.. I don't think the criteria 

was discussed at the LIAM training. It would be good to know 

straight off what the criteria was... “(SN14) 

 

  “we had just sent our referrals out first, but I think in the 

future if we were going to do this again I would go in and I would 

speak to my schools, but it is just a matter of time constraints we 

have on it. I would go into school and maybe just have a half hour 

session or even speak to the teachers that deliver like an 

information session before and then say because I think this time 

we just got anything and everything because it was so new. “(SN14) 
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 Participants discussed that in order to promote the understanding of the project 

aims to the school they needed to communicate the required resources to school clearly 

and take a whole school approach, highlighting a need to increase knowledge of anxiety 

presentations in schools and how LIAM fits in. 

In addition, a lack of understanding around job roles between different professional 

was a barrier for practitioners. SNs discussed frustration at their role not being known in 

schools and the on-going need to promote it as part of their wider professional changes 

whilst PSOs, who were working in a new role, discussed the difficulties becoming 

established in a newly created post. At a practitioner level, the larger professional changes 

led to a lack of understanding and uncertainty for SNs around what was happening with 

their current job role:  

 

“[We] had 2 days CPD and I know that caused a lot of anxiety and 

worry with staff but I think staff are beginning to feel like they are being 

asked to do too much you know, there is lots of stuff happening at the 

same time. There is going to be training coming up, we've got the LIAM 

stuff, we've got to do this, we've got child planning meetings to attend, 

we've got case conferences to attend, we've got our normal workload as 

well as all this new stuff and I think some staff are finding that quite 

stressful.“ (SN5) 

 

At a parental stakeholder level, participants reported that a lack of understanding and 

transparency between parents and schools emerged as a barrier. For example, participants 

notes that parents not feeling heard by the school or holding negative beliefs about the 

school based on their own prior experiences was a barrier to working together. 

 

3.2.1.2.2. Exclusivity of the Intervention 

 

The “Exclusivity of the Intervention” emerged as a barrier across systemic, practitioner 

and school stakeholder levels. Participants mentioned concerns around the referral criteria 

being too restrictive or “specific” and that this had led to difficulties identifying referrals 

and initiating the implementation of LIAM: 
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“I guess it's just that concept of it might appear to the school nurse 

that they need to be in a little set package of what's wrong with them, 

anything extra we can't deal with, any ASD features, self-

harm…anything which can often go hand in hand with an anxiety, not 

always obviously…but from what I'm hearing quite a few referrals are 

brought to the table but are not going to be acceptable because there 

are other things going on at that time and you just think... it probably 

feels for them quite frustrating because not many people do just fall into 

that nice little niche..” (M9) 

 

  Within this sub-theme of the restrictive referral criteria, participants discussed 

disagreement with the exclusion of CYP with Autism Spectrum Disorder in particular, 

despite having experience of CYP engaging with LIAM in an adaptation: 

 

“Like you can’t have a children with autism on it, but that is 

quite interesting because the young person I started with, that I am 

working with, he has now been given a formal diagnosis of ASD, but it 

has been approved that I can continue with it, but for me this kind of 

highlights the fact that it could actually be working for it...” (ES15) 

 

On reflection within the interviews, some practitioners discussed that the criteria 

was developed by mental health specialists and must be grounded in the evidence base, 

although the delay in identifying referrals was frustrating. Practitioners in the education 

system attributed the current referral criteria to the ‘piloting’ of the intervention and 

anticipated that this may change in the future as it did not account for the context of CYP 

that they work with. Participants reported working with a range of needs across age 

groups, levels of deprivation, exposure to trauma, in relation to sexuality and systemic 

difficulties. The limited scope of LIAM as a low intensity intervention for anxiety to address 

diverse presentations emerged as a sub-theme barrier to implementation. Excluding 

individuals with more complexity was not seen as sustainable by practitioners, as it did not 

meet the priorities of some practitioners or schools: 
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“I also feel in my current role in… a lot of the time you are dealing 

with the high tariff, and it is fire fighting daily, so the difficulty of this 

program is because the supports are really, really low intensity on the 

spectrum” (ES12) 

 

 Schools were reported to primarily refer those that they were most worried 

about irrespective of whether they were appropriate specifically for the intervention, but  

there was limited scope for LIAM to address these needs. Rather, participants frequently 

discussed that LIAM was one part of their wider role and not “stand alone.” PSOs discussed 

that they offered other forms of support and interventions around mental health and well-

being with CYP as part of their role while SNs discussed that they may continue working with 

someone even if they did not meet the criteria for LIAM and that referrals should not be so 

exclusive and they may need support through a different intervention: 

  

“For them to think of someone, in my opinion, there is obviously some 

level of need in the first place or they wouldn’t be saying that name in the 

first place so you have to... it’s not that if LIAM is a no for that person…in 

my opinion, you have to find another route of support” (ES15) 

 

Practitioners also discussed difficulty excluding referrals personally. Not offering an 

intervention conflicted with the way that PSOs and SNs worked and they reported feeling 

“uncomfortable” or not “fulfilling my job role professionally” (SN14) if they rejected a 

referral for LIAM, particularly when presenting difficulties were not severe enough to meet 

CAMHS referral criteria. Practitioners reported a need to offer another service because if 

felt like “Letting people down a bit when you say no” (SN13). Overall, participants reported 

that engagement with LIAM at different stakeholder levels would be reduced engagement if 

it did not meet systemic priorities. However, a manager reported that LIAM was not 

inappropriate for complex cases per say, but may be a small part of the input a CYP received 

and in relation to a specific anxiety and a need for LIAM to be more integrated with the 

provision of other services in schools was highlighted. 

 

3.2.1.2.3. Demands and Pressure on Resources 
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The impact of the “demands and pressure on resources” was discussed by 

practitioners. While this was primarily related to time, practitioners also discussed 

pressure on other resources such as accommodation. Practitioners reported finding it 

challenging to manage both the variation and volume of demands on their time. This was 

associated with the implications of limited resources in the public sector. Practitioners 

discussed feeling constrained in their ability to implement LIAM because there were less 

staff “on the shop floor” (SN4), yet the demands of their role had not changed. SNs 

discussed their holistic approach to health in their role and the need for them to work with 

a large range of presentations. The diversity of their role emerged as a sub-theme within 

this theme and was reported to be challenging, with one participant describing themselves 

as “jack of all trades and master of none“ (SN13). Participants reported finding it difficult to 

give their focus to one aspect of their role, including LIAM, and it could be a “full time job” 

(SN13): 

 

“Because it's one part of a very big role you know it just depends 

who we get, as a school nurse you're always a bit of a juggler, you've 

got all these balls in the air and you've got child protection stuff coming 

in right, left and centre and this needs to be done and that needs to be 

done.” (SN3) 

 

One PSO reported pausing the implementation of LIAM due to not having enough 

time to begin within their part-time hours whilst simultaneously setting up other new 

services within their school. Other PSOs discussed their changing role day to day and 

apprehension about implementing LIAM without being able to dedicate adequate time to 

the work. Both SNs and PSOs reported that their time was taken away from LIAM by 

unexpected or competing priorities. For SNs this was primarily concerns around Child 

Protection and attending case conferences whilst PSOs reported that they would have to 

react to any difficulties arising in the school: 

 

“It is really tricky, it's really tricky because if we've got like a child 

protection case conference that might pop up but you've already got a 

meeting scheduled for this little one and maybe they've been waiting all 

week and maybe they are relying on that appointment. That's really 
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difficult to actually say, well you know what I can't do today but I can do 

tomorrow.”(SN14) 

 

“To be pulled away from what your original idea was because it 

is very difficult to protect that time within a school because you have 

to be reactive and if you are that body that is needed at that time then 

I think that is a difficulty of the program…even though I'm timetabled, 

I've put these children in on my timetable, as soon as something like 

that happens you have to drop everything and that is the frustration of 

it.” (ES12) 

 

Practitioners acknowledged that the CYP who they were meeting with for LIAM had 

needs to be met but that, due to the demands and pressure and time, it was difficult but to 

prioritise low level needs and early intervention: 

 

 “But how do you protect that just because this one is kicking off 

here why is this one not got exactly the same rights. They do, their needs 

need met just as much but in that moment, that's always going to be 

the tricky thing in teaching, always.” (ES12) 

 

Working round the school calendar was also observed to be challenging 

practitioners to build in 6 weekly sessions due to holidays and timetabling:   

 

“So for me to do it with a pupil they obviously have to be taken out of a 

class on a weekly basis and sometimes that can be tough just from a 

timetable point of view I guess it would be a bit different in a primary 

school where the day is a little bit more flexible but in a secondary 

school you've got the blocks, and the subjects and can you afford to 

have them missing a certain subject for 6 to 8 weeks . So that can be 

quite frustrating.“ (ES11) 

 

In addition, a sub-theme around LIAM being time intensive emerged at the 

practitioner level. The demands on time for LIAM were higher than anticipated and, in 
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particular, the work around gathering information about referrals, obtaining consent, 

preparing resources, use of ROMs and attending coaching. Practitioners reported not 

initially building this time in and that the initial frequency of coaching had been “too 

frequent” (M09) when there were not cases to discuss but as delivery of the intervention 

had begun it was more justified. Practitioners who were part time were reported to find 

the demands of LIAM more challenging as the proportion of time on LIAM was greater for 

them. As a result of this barrier, practitioners expressed concerns around their caseload 

capacity:  

 

“I think for staff that is a worry because if you work 20 hours a 

week that could be quite a lot of time. I think, for myself, I work full-time 

so, but I think for me it will be ok. I think I would manage it ok. You have 

to be, we have to be very careful how many kids we take on at a time as 

well” (SN5) 

 

Practitioners that overcame this barrier reported protecting time through use of a 

timetable, sharing this with the wider school and having support from management: 

 

“That is going to be protected. So we kinda made sure of 

that at the beginning because that was something that we didn't 

want to interrupt, because I'm going to be in a place with this 

child, I'm going to be in a room and we're going to have that 1:1 

and we're not going to be interrupted no matter what's going on 

kinda like outside.” (ES10) 

 

“Actually having a few sessions on your timetable saying you 

are with the child but actually this is your preparation time. People 

don't build in preparation time and if you start at 9 and you finish at 

3 you don't get preparation time. Sometimes you don't even get 

your lunch depending on what is happening in the day… “ (ES12) 

 

The demands and pressure on time in the wider system out with LIAM was 

discussed by participants. Teachers were reported to find it difficult to offer targeted 
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support for CYP in class and the impact of difficulties accessing other services such as 

CAMHS due to the length of waiting times was discussed: 

 

“Obviously CAMHS themselves have such a high waiting list and 

everybody knows that it's not hidden and because of this schools are 

now reluctant to refer on because that child might wait. Obviously if 

there are serious issues they will refer on but they would rather have 

something more accessible or a quick-fix...which it might not work but 

you know you can try” (SN5) 

 

Participants reported frustration from various stakeholders at the difficulties accessing 

specialist mental health services and the consequences of this on the systemic expectations 

of whose needs LIAM could meet.  
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4. Discussion 

 

The study aimed to explore the facilitators and barriers to the implementation of 

LIAM, a school-based cognitive behavioural intervention for anxiety involving multi-agency 

collaboration between health (CAMHS & SNs) and education. The intervention aimed to 

create more capacity for targeted mental health interventions embedded in schools for CYP 

through up skilling practitioners.  

 

4.1. Main Findings 

 

The results of the study report on the installation and initial implementation 

period, within which, LIAM was implemented. Practitioners received training in LIAM which 

led to a significant increase in confidence in cognitive behavioural skills and continued to 

attend coaching following this. While at a slower rate than estimated, practitioners met 

with CYP to implement LIAM leading to a significant reduction in symptoms of anxiety and 

other mental health difficulties for CYP.  Barriers and facilitators to implementation were 

explored within qualitative data. Facilitators that emerged across stakeholders included 

systemic collaboration and an enabling context while motivation and congruence emerged 

at the practitioner and school level. Self-efficacy and containment and encouragement 

emerged as facilitative only for practitioners while therapeutic engagement was facilitative 

to working with CYP and their parents/carers. The exclusivity of LIAM, lack of systemic 

understanding and transparency and demands or pressure on resources emerged barriers 

to implementation.  

Two practitioner groups implemented LIAM; SNs based within the health system 

and education staff. Overall, few differences were identified within the themes between 

different practitioner groups despite SNs not being embedded in schools. This indicates 

similarities in issues around implementation across contexts. Both professional groups were 

under-going wider role changes which were congruent with the aims of LIAM and 

responded in similar ways to coaching and training. While both groups of professionals 

reported the need to collaborate with the system, this could be difficult if there was not 

understanding between different professionals and within systems. 

  

4.1.1. Progress of Implementation  
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The reach of LIAM was considered in relation to the progress of implementation. Of 

those that completed LIAM training, 80.4% continued to attend LIAM coaching and 58.5% 

had consented CYP to participate in LIAM after the initial implementation period.  However, 

only 46.3% of practitioners had begun to deliver LIAM with CYP during this period. This 

indicates that while focus on the implementation of LIAM was sustained and progressing 

after the initial implementation period, moving from training to delivering the intervention 

with CYP was difficult for some practitioners and, therefore, barriers to implementation 

occurred.  

With regards to the reach of LIAM to CYP, the majority who consented within the 

initial implementation period either completed or were on-going with the intervention and, 

for those that received LIAM, completion rates were high. This suggests that, once CYP 

were identified and consented to taking part, implementation of LIAM occurred. ROMs 

indicated that, when implemented, LIAM significantly reduced symptoms of anxiety and 

other mental health difficulties in CYP. Although these analyses were preliminary and 

underpowered (with the exception of GBOs), effect sizes in the current study (d = 0.56 to 

1.57) were larger in comparison to previous meta-analysis (e.g. g = 0.20 to 0.23, 28). Other 

CYP who had consented to treatment were waiting to start LIAM due to the constraints of 

the school calendar, a barrier echoed in the theme of demands and pressure on time and 

previous literature (86).  

The reach of implementation to CYP was, however, lower than estimated (39.3% of 

the estimate consented). Given the high completion rate for CYP who received the 

intervention once identified, and that only half of practitioners implemented LIAM, 

descriptive data on the reach of the intervention suggests that barriers occurred prior to 

beginning LIAM with CYP as opposed to drop-out during the intervention. This fits with the 

themes that emerged as barriers from qualitative data around the lack of systemic 

understanding and transparency and the exclusivity of LIAM. These themes acted as 

barriers by making it more challenging for practitioners to identify CYP who met the referral 

criteria for the intervention.  

 

4.1.2. Barriers and Facilitators to Implementation 

 

  4.1.2.1. Characteristics of LIAM Model 
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Themes that emerged as barriers and facilitators to implementation complement 

aspects of existing implementation frameworks and previous literature. The importance of 

initial training and on-going support to develop and sustain intervention competencies has 

been extensively noted throughout the literature (37, 46, 49). Within the current study, the 

data revealed that the model of training and coaching in LIAM was facilitative to 

implementation at the practitioner stakeholder level. Training led to an increase in 

confidence in the skills associated with LIAM, and analysis indicated these were sustained 

at follow-up. Although, this data captures only the lower levels of Kirkpatrick model of 

training, reaction and knowledge gain, to indicate practitioners learnt cognitive-behavioural 

skills following training, it does not necessarily indicate changes in the behaviour of the 

practitioner or wider system (44). However, data on the reach of the intervention indicates 

that practitioners met with CYP to use these skills in practice, but at a slower rate than 

estimated.  

Coaching is a key competency driver within the active implementation framework 

(37) and was included in the initial design of the LIAM model. Quantitative data 

demonstrated that practitioners found regular coaching to be valuable, and interviews 

revealed that it facilitated implementation through containing and encouraging 

practitioners. This is in line with previous literature echoing the need for on-going support 

and expertise (46). Coaching enabled practitioners to overcome their anxiety around LIAM 

as well as some barriers relating to demands on time, managing resources and being ‘stuck’ 

with delivering the intervention. Previous research has indicated that the qualifications or 

training of the coach, the outcomes expected from coaching and logistics around accessing 

coaching can be problematic (39) but embedding coaching into the LIAM model from the 

exploration stage of implementation may have meant that barriers to coaching previously 

identified did not emerge within the current study. In addition, support from peers 

emerged from the data as being containing and encouraging, another factor which previous 

qualitative research on the implementation of school-based cognitive behavioural 

interventions has found that as being facilitative to implementation (51).  

Good completion rates for those CYP who began the intervention could be 

attributed to the themes that emerged as facilitators at the parental and CYP stakeholder 

level. Similarly to previous findings practitioners reported that adapting the delivery of 

LIAM to make it accessible to the individual, positive therapeutic relationships and 

embedding services in the school were important in engaging families (47). However, this 
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warrants further exploration in later implementation stages when practitioners have more 

experiences of delivering LIAM to CYP to draw upon and compare as well as through the 

involvement of CYP and their parents/carers in research.  

Participant responsiveness and adaptations to interventions are a key aspect of 

evaluating implementation (43) and, within the current study, practitioners highlighted the 

need to use different modalities to engage CYP (e.g. video or worksheets) and adjust the 

frequency and length of sessions. Further examination of the impact of these adjustments 

on intervention outcomes was not feasible using the data obtained in the current study, 

but adaptations are likely to interact with the intended dose and fidelity of the 

intervention, although the processes by which this occurs are not established in the 

literature (31, 49).  

 

4.1.2.2. Individual Factors 

 

Factors specific to individuals are recognised as pertinent to implementation 

processes due to the occurrence of natural human variation (37). Previous literature has 

identified professional (e.g. skills and experience) and psychological characteristics (e.g. 

self-efficacy, burnout and stress) as well as perceptions and attitudes towards the 

intervention (e.g. congruence) as factors that influence implementation at the practitioner 

level (48; 53). Within the current study, the self-efficacy of practitioners emerged as 

facilitative to implementation at the practitioner level, in line with previous studies (37). 

Relevant previous experience led to greater self-efficacy which, in turn led to confidence in 

accessing resources and implementing LIAM. Similarly to other studies on implementation 

(53), LIAM was delivered by existing staff members, so individual characteristics that are 

facilitative to intervention were not considered in individual staff selection, although 

potentially factored in when identifying practitioner staff groups. These findings offer 

potential areas for consideration when selecting staff who would make effective 

implementers in the future but also areas that could be targeted in on-going support (37). 

Existing staff who may not have previous knowledge or skills, or associated self-efficacy, 

can be supported through on-going coaching as within the current study (53).  

Motivation and congruence also emerged as facilitative themes relating to the 

individual practitioner. Participants reported that, as LIAM aimed to make a difference to 

CYP, this was congruent with their job role and motivated them towards implementation, 



110 

 

as fundamentally, they wanted to support CYP to make changes. Participants also reported 

that practitioners believed LIAM would be beneficial for CYP. This is in line with previous 

literature that has found that practitioner willingness to implement is most strongly 

influenced by beliefs about acceptability and efficacy (53), and acceptable interventions are 

more likely to be implemented (33, 51). This has been linked to perceptions around the 

characteristics of the intervention being adaptable (49) and not difficult to use (33; 51). The 

manualised nature of LIAM was perceived within the current study to be encouraging and 

containing and adaptations possible to facilitate the therapeutic engagement.  

4.1.2.3. Contextual Factors 

Implementation processes in schools are complex, and the context in which 

implementation occurs, (e.g. school organisation, policy and external agencies) is a key 

aspect of the process evaluation framework (31) alongside organisational drivers within the 

active implementation framework (37). Systemic collaboration emerged as a theme across 

stakeholders, highlighting the need to take a whole system approach that includes external 

collaborators, whole schools and CYP and their families. Successful implementation was 

facilitated by working systemically in this multi-agency manner and the importance of 

fundamental relationships within the system is highlighted as a key factor in 

implementation within the present study.  

Previous literature has highlighted organisational factors relevant to school-based 

implementation as the attitudes, beliefs and behaviours of managers, administrators and 

other stakeholders (49, 50). The support of senior management within a school is 

facilitative in encouraging wider staff to take on the additional responsibilities associated 

with a new intervention (47, 53). However, this literature stems from teachers 

implementing universal classroom interventions and LIAM is a targeted intervention by 

both staff external to the school and education staff. Support from the school, and in 

particular, senior management still emerged as important but in relation to being able to 

identify CYP who would benefit from LIAM as well as pragmatic support with 

accommodation and resources, although better identification of CYP occurred with those 

who knew them best (e.g. teachers).  Dissemination of information pertaining to LIAM was 

at a managerial level and there is a need to improve the inclusion of wider school staff who 

are more readily able to identify CYP. 
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Motivation and congruence interacted with the theme of an enabling context, 

which emerged across stakeholder levels. A sense that people were willing to implement 

the intervention emerged, particularly due to the early intervention being a priority and the 

practitioner’s jobs having a focus on mental health and well-being. An enabling context was 

further enhanced at a practitioner level by the investment from stakeholders in LIAM 

similarly to previous findings on willingness to implement being associated with 

perceptions of the presence of organisational resources and support (53). Pre-planning 

prior to implementation and support in the context of policy has emerged as a key stage in 

implementation throughout the literature (37, 46, 47, 49, 50).  Both of these factors 

emerged as sub-themes that created an enabling context for initial implementation at a 

systemic level.  Although anticipated, themes did not emerge at a managerial stakeholder 

level.  This may be due to context that had been created through policy, the stage of pre-

implementation, and “scene-setting” occurred prior to study. While managerial support 

was acknowledged within the interviews, themes did not emerge at a management 

stakeholder level within the framework, rather their support was related to practitioner 

experience. 

Despite pre-implementation planning seeking to protect staff time and on-going 

role changes facilitating the realignment of staff (a critical aspect of intervention 

installation; 37) as well as systemic support for LIAM, participants reported that having 

limited time and other demands pulled their focus away from LIAM. Practitioners reported 

that they needed to react to urgent situations in the classroom (education staff) and child 

protection matters (SNs).  Such competing responsibilities were identified as a primary 

barrier by previous research on the implementation of cognitive behavioural interventions 

(51) and within the current and previous studies this barrier was overcome with protected 

time and managerial support. The time involved with LIAM was greater than practitioners 

anticipated and the cost-benefit of time for an intervention can influence willingness to 

implement (53).  

A barrier emerged from interviews around a lack of systemic understanding and 

transparency, which was not conducive to systemic collaboration. The aims and scope of 

LIAM were not clearly known throughout the school system, making it difficult to identify 

CYP who were appropriate for the intervention. Staff who were able to overcome this knew 

the CYP well in schools and were able to identify CYP without collaborating with wider 

school staff. This was not feasible for staff who were either new to the school or not 
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embedded within it. In addition, a lack of understanding between the health and education 

system, and between different professional’s roles and responsibilities and how LIAM could 

be co-ordinated with alternative interventions could make it challenging for systemic 

collaboration to occur. Disseminating the aims of an intervention and how they fit with a 

school’s need or ethos are key stages of implementation (47).  

Within the current study, the themes of motivation and congruence and enabling 

context also emerged as facilitators at the level of the school organisation. To afford ‘buy 

in’ at an organisational level, interventions need to fit with school need and ethos as well as 

be viewed as leading to positive outcomes for CYP (47). Participants indicated that schools 

observed LIAM to be beneficial and acceptable but barriers emerged around the exclusivity 

of LIAM. At times LIAM was not congruent with the needs of the practitioner or school but 

reflective of the original scope and aims of the intervention. 

 It could be difficult for practitioners to prioritise LIAM, particularly if the referral 

criteria was seen as too restrictive or having limited scope to meet the needs of CYP they 

worked with. Wider contextual factors meant that it was difficult for the system to 

prioritise early intervention as CYP with higher levels of need were seen to demand more 

resources.  This was seen to be exacerbated by pressures on services external to LIAM and 

school (e.g. CAMHS) which was perceived to heighten barriers to implementing early 

intervention. LIAM was not implemented with a view to support CYP with complex social 

and emotional difficulties, yet schools have an on-going need for this level of support as 

well as early intervention. There is limited literature on how baseline levels may impact 

outcomes for school-based early intervention and whether the scope of the intervention 

could be increased and have positive outcomes.  

 

4.2. Limitations 

 

Limitations were present in the analysis of quantitative data. Standardised 

quantitative measures of implementation would be beneficial but there is a lack of 

established measures that can be used across different interventions with sound psycho-

metric properties and, consequently, it is common for the use of bespoke measures as with 

the evaluation of training and coaching within the current study (43). Due to the current 

stage of implementation and limited reach of the intervention, there was insufficient 

routine data to look at how implementation may vary based on context (e.g. participant 
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characteristics, different school systems, or between health and education practitioners). 

Analysis of ROMs was underpowered and, therefore, should be interpreted with caution. In 

addition, the analysis of ILOs was completed by treating data as independent rather than 

within groups. Variability between participants was therefore not accounted for and could 

potentially mean erroneous conclusions were drawn in relation to skill development.  

With regards to limitations to the qualitative analysis, although data sufficiency was 

obtained, there is potential for the on-going emergence of themes because of the 

progressive nature of implementation. Full and sustainable implementation is considered 

to take two to four years, yet the current study was completed within an eight month 

period over the initial implementation. Future studies that explore and compare later 

stages of implementation and any adaptations in practice could be beneficial. In addition, 

the current study did not include interviews with the wider school system, parents or CYP 

who are key stakeholders in the intervention. Themes largely emerged at the practitioner 

level and this may be attributed to them being the primary source of data. 

While the lead researcher’s role in the implementation was considered and 

reflexivity highlighted, it is likely that their background influenced the way in which data 

was interpreted. Feedback of themes to those interviewed did not occur due to the 

constraints of the school holidays and potential reporting or selection bias may have also 

been introduced as participants were volunteers and aware of the lead researcher’s 

involvement in the project. For example, participant’s responses and, therefore, themes 

emerging from the data may have been biased by social desirability, limiting the objectivity 

of the interview process. For example, during sampling, those practitioners who were not 

able to implement LIAM and were asked to participate in the study were reluctant to be 

involved meaning that some potential barriers to implementation were not captured. While 

LIAM is a national project, the scope of the findings is taken from a single health board and 

findings may not all be applicable to those involved in the wider project. In addition, 

although coaching was in place to promote fidelity to the model, there was no formal 

measure of fidelity to examine this dimension of implementation.  

 

4.3. Implications for future research and clinical practice 
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The current study contributes to the literature on the implementation of school-

based cognitive behavioural interventions within complex multi-agency settings. To date, 

existing literature is sparse and the current study has good utility in being applicable to real 

world settings. Mixed method approaches allow for multiple aspects of implementation to 

be captured but priority is often afforded to quantitative data in mixed method research on 

school-based implementation (43). The emphasis on qualitative interviews offered 

opportunity for unknown implementation processes to emerge. Although the current study 

was specific to LIAM, the themes that emerged from the current study did not vary 

between practitioner groups and are congruent with existing literature on implementation.  

This indicates that they may generalise beyond the specific context of LIAM, although due 

to the preliminary and small-scale nature of the research project, findings would benefit 

from further examination and replication.  

Areas remain that would be useful to explore further in research, particularly the 

later stages of implementation of LIAM, which is lacking in the literature (Pearson). 

Exploration of the facilitators and barriers to engaging CYP and their families in school-

based interventions through their involvement in research as well as when practitioners 

have greater experiences to compare or contrast would offer further understanding of 

engaging different stakeholder levels. The impact of implementing the intervention on the 

wider system (e.g. schools and mental health services) is also a potential area for future 

research in relation to the long term aims of LIAM (Figure 4).  

Future research designs may include relational quantitative analyses to establish 

whether implementation variability in LIAM is predictive of outcome variability and to 

identify critical intervention components. Further exploration of the impact of practitioner 

characteristics (e.g. self-efficacy and previous experience), CYP baseline severity or 

diagnosis (e.g. ASD) may also benefit from quantitative exploration in predicting outcomes 

and informing the scope of LIAM.  

 With regard to how the aspects of implementation interact (e.g. fidelity, dose and 

acceptability), this is not established in the literature (43, 49). While facilitators and barriers 

to implementation emerged within the current study, the relative importance of each 

factor was not established and there remains sparse literature on this (87). In addition, 

research must focus on how common challenges can be overcome.  

The implications of the current study on clinical practice are discussed in relation to 

the aims of the intervention and wider clinical practice. LIAM was acceptable across 
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stakeholders and the need for the provision of early interventions emerged indicating 

support to progress the implementation. Future implementation processes in clinical 

practice would benefit from pre-implementation planning in order to create an enabling 

context where an intervention is acceptable. 

The manualised nature of LIAM as well as the training and coaching model has 

utility in promoting skill development for practitioners as well as reducing symptoms of 

anxiety in CYP line with the aims of the intervention. Coaching emerged as particularly 

important for on-going skill development, encouragement and sustaining implementation 

when faced with barriers. Factors relating to staff selection are also implicated to promote 

practitioner self-efficacy. 

A key part of the implementation process is the intervention passing through 

critical feedback loops (37, 47, 50). Interventions are considered to need refinement over 

time through data driven decisions to optimise implementation. Within the current study 

the number of CYP who engaged with the intervention was smaller than estimated and may 

be attributed to the barriers identified.   Future implementation efforts would benefit from 

addressing these in order to increase the reach of the intervention to CYP. For example, 

reviewing the criteria  for inclusion and improving the processes by which appropriate CYP 

are identified. Systemically, greater attention should be paid to collaborating with the 

whole school system in order to work towards the aims of promoting psychological 

awareness and knowledge of anxiety in CYP. This may increase the feasibility and utility of 

an intervention by allowing difficulties to be more readily identified and direction to 

appropriate services. In addition, to promote acceptability within schools the aims and 

scope of the intervention need to be disseminated and reviewed in relation to current 

school needs (e.g. reviewing the exclusion criteria around self-harm and ASD) . 

The amount of protected time practitioners have available is pertinent to the 

feasibility of an intervention. Within this, consideration needs to be given to the demands 

on time outside specifically delivering LIAM (e.g. preparation time and learning) and how 

the proportion of time relates to their wider job role and number of cases. 

 

4.4. Conclusions 

 

The impact of implementation variability on outcomes is established, yet the literature 

on understanding implementation processes for cognitive behavioural school-based 
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interventions for mental health and well-being is sparse. The current study supports the 

findings that school-based implementation is a complex, dynamic process involving 

multiple stakeholders and numerous interactive factors which act as facilitators and 

barriers. However, there is a need for service planning to consider and integrate all of these 

aspects in order to move towards sustained and responsive implementation. 
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 For vector graphics, the preferred format is EPS; for halftones, please use TIFF 
format. MSOffice files are also acceptable. 

 Vector graphics containing fonts must have the fonts embedded in the files. 

 Name your figure files with "Fig" and the figure number, e.g., Fig1.eps. 

Line Art 
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the figures are legible at final size. 
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 Vector graphics containing fonts must have the fonts embedded in the files. 

Halftone Art 
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 Halftones should have a minimum resolution of 300 dpi. 

Combination Art 

 Definition: a combination of halftone and line art, e.g., halftones containing line 
drawing, extensive lettering, color diagrams, etc. 

 Combination artwork should have a minimum resolution of 600 dpi. 

Color Art 

 Color art is free of charge for online publication. 

 If black and white will be shown in the print version, make sure that the main 
information will still be visible. Many colors are not distinguishable from one another when 
converted to black and white. A simple way to check this is to make a xerographic copy to 
see if the necessary distinctions between the different colors are still apparent. 

 If the figures will be printed in black and white, do not refer to color in the captions. 

 Color illustrations should be submitted as RGB (8 bits per channel). 

Figure Lettering 

 To add lettering, it is best to use Helvetica or Arial (sans serif fonts). 

 Keep lettering consistently sized throughout your final-sized artwork, usually about 
2–3 mm (8–12 pt). 

 Variance of type size within an illustration should be minimal, e.g., do not use 8-pt 
type on an axis and 20-pt type for the axis label. 

 Avoid effects such as shading, outline letters, etc. 

 Do not include titles or captions within your illustrations. 

Figure Numbering 

 All figures are to be numbered using Arabic numerals. 
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 Each figure should have a concise caption describing accurately what the figure 
depicts. Include the captions in the text file of the manuscript, not in the figure file. 

 Figure captions begin with the term Fig. in bold type, followed by the figure 
number, also in bold type. 

 No punctuation is to be included after the number, nor is any punctuation to be 
placed at the end of the caption. 
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reference citation at the end of the figure caption. 

Figure Placement and Size 

 Figures should be submitted separately from the text, if possible. 

 When preparing your figures, size figures to fit in the column width. 
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and not higher than 234 mm. 
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Permissions 

If you include figures that have already been published elsewhere, you must obtain permission from 
the copyright owner(s) for both the print and online format. Please be aware that some publishers 
do not grant electronic rights for free and that Springer will not be able to refund any costs that may 
have occurred to receive these permissions. In such cases, material from other sources should be 
used. 

Accessibility 

In order to give people of all abilities and disabilities access to the content of your figures, please 
make sure that 

 All figures have descriptive captions (blind users could then use a text-to-speech 
software or a text-to-Braille hardware) 

 Patterns are used instead of or in addition to colors for conveying information 
(colorblind users would then be able to distinguish the visual elements) 

 Any figure lettering has a contrast ratio of at least 4.5:1 
ELECTRONIC SUPPLEMENTARY MATERIAL 

Springer accepts electronic multimedia files (animations, movies, audio, etc.) and other 
supplementary files to be published online along with an article or a book chapter. This feature can 
add dimension to the author's article, as certain information cannot be printed or is more 
convenient in electronic form. 
Before submitting research datasets as electronic supplementary material, authors should read the 
journal’s Research data policy. We encourage research data to be archived in data repositories 
wherever possible. 

Submission 

 Supply all supplementary material in standard file formats. 

 Please include in each file the following information: article title, journal name, 
author names; affiliation and e-mail address of the corresponding author. 

 To accommodate user downloads, please keep in mind that larger-sized files may 
require very long download times and that some users may experience other problems 
during downloading. 
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Audio, Video, and Animations 
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 Minimum video duration: 1 sec 

 Supported file formats: avi, wmv, mp4, mov, m2p, mp2, mpg, mpeg, flv, mxf, mts, 
m4v, 3gp 

Text and Presentations 

 Submit your material in PDF format; .doc or .ppt files are not suitable for long-term 
viability. 

 A collection of figures may also be combined in a PDF file. 

Spreadsheets 

 Spreadsheets should be submitted as .csv or .xlsx files (MS Excel). 

Specialized Formats 

 Specialized format such as .pdb (chemical), .wrl (VRML), .nb (Mathematica 
notebook), and .tex can also be supplied. 

Collecting Multiple Files 

 It is possible to collect multiple files in a .zip or .gz file. 

Numbering 

 If supplying any supplementary material, the text must make specific mention of 
the material as a citation, similar to that of figures and tables. 

 Refer to the supplementary files as “Online Resource”, e.g., "... as shown in the 
animation (Online Resource 3)", “... additional data are given in Online Resource 4”. 

 Name the files consecutively, e.g. “ESM_3.mpg”, “ESM_4.pdf”. 

Captions 

 For each supplementary material, please supply a concise caption describing the 
content of the file. 

Processing of supplementary files 

 Electronic supplementary material will be published as received from the author 
without any conversion, editing, or reformatting. 

Accessibility 

In order to give people of all abilities and disabilities access to the content of your supplementary 
files, please make sure that 

 The manuscript contains a descriptive caption for each supplementary material 

 Video files do not contain anything that flashes more than three times per second 
(so that users prone to seizures caused by such effects are not put at risk) 
ETHICAL RESPONSIBILITIES OF AUTHORS 

This journal is committed to upholding the integrity of the scientific record. As a member of the 
Committee on Publication Ethics (COPE) the journal will follow the COPE guidelines on how to deal 
with potential acts of misconduct. 
Authors should refrain from misrepresenting research results which could damage the trust in the 
journal, the professionalism of scientific authorship, and ultimately the entire scientific endeavour. 
Maintaining integrity of the research and its presentation can be achieved by following the rules of 
good scientific practice, which include: 

 The manuscript has not been submitted to more than one journal for simultaneous 
consideration. 
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 The manuscript has not been published previously (partly or in full), unless the new 
work concerns an expansion of previous work (please provide transparency on the re-use of 
material to avoid the hint of text-recycling (“self-plagiarism”)). 

 A single study is not split up into several parts to increase the quantity of 
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publishing”). 

 No data have been fabricated or manipulated (including images) to support your 
conclusions 

 No data, text, or theories by others are presented as if they were the author’s own 
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marks are used for verbatim copying of material, and permissions are secured for material 
that is copyrighted. 
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work has been carried out, before the work is submitted. 
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beyond reasonable doubt, this may result in the Editor-in-Chief’s implementation of the following 
measures, including, but not limited to: 

 If the article is still under consideration, it may be rejected and returned to the 
author. 

 If the article has already been published online, depending on the nature and 
severity of the infraction, either an erratum will be placed with the article or in severe cases 
complete retraction of the article will occur. The reason must be given in the published 
erratum or retraction note. Please note that retraction means that the paper is maintained 
on the platform, watermarked "retracted" and explanation for the retraction is provided in 
a note linked to the watermarked article. 

 The author’s institution may be informed. 
COMPLIANCE WITH ETHICAL STANDARDS 

To ensure objectivity and transparency in research and to ensure that accepted principles of ethical 
and professional conduct have been followed, authors should include information regarding sources 
of funding, potential conflicts of interest (financial or non-financial), informed consent if the research 
involved human participants, and a statement on welfare of animals if the research involved animals. 
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Authors should include the following statements (if applicable) in a separate section entitled 
“Compliance with Ethical Standards” when submitting a paper: 

 Disclosure of potential conflicts of interest 

 Research involving Human Participants and/or Animals 

 Informed consent 
Please note that standards could vary slightly per journal dependent on their peer review policies 
(i.e. single or double blind peer review) as well as per journal subject discipline. Before submitting 
your article check the instructions following this section carefully. 
The corresponding author should be prepared to collect documentation of compliance with ethical 
standards and send if requested during peer review or after publication. 
The Editors reserve the right to reject manuscripts that do not comply with the above-mentioned 
guidelines. The author will be held responsible for false statements or failure to fulfill the above-
mentioned guidelines. 
DISCLOSURE OF POTENTIAL CONFLICTS OF INTEREST 

Authors must disclose all relationships or interests that could influence or bias the work. Although an 
author may not feel there are conflicts, disclosure of relationships and interests affords a more 
transparent process, leading to an accurate and objective assessment of the work. Awareness of real 
or perceived conflicts of interests is a perspective to which the readers are entitled and is not meant 
to imply that a financial relationship with an organization that sponsored the research or 
compensation for consultancy work is inappropriate. Examples of potential conflicts of interests that 
are directly or indirectly related to the research may include but are not limited to the following: 

 Research grants from funding agencies (please give the research funder and the 
grant number) 

 Honoraria for speaking at symposia 

 Financial support for attending symposia 

 Financial support for educational programs 

 Employment or consultation 

 Support from a project sponsor 

 Position on advisory board or board of directors or other type of management 
relationships 

 Multiple affiliations 

 Financial relationships, for example equity ownership or investment interest 

 Intellectual property rights (e.g. patents, copyrights and royalties from such rights) 

 Holdings of spouse and/or children that may have financial interest in the work 

In addition, interests that go beyond financial interests and compensation (non-financial interests) 
that may be important to readers should be disclosed. These may include but are not limited to 
personal relationships or competing interests directly or indirectly tied to this research, or 
professional interests or personal beliefs that may influence your research. 
The corresponding author collects the conflict of interest disclosure forms from all authors. In author 
collaborations where formal agreements for representation allow it, it is sufficient for the 
corresponding author to sign the disclosure form on behalf of all authors. Examples of forms can be 
found 

 here: 
The corresponding author will include a summary statement on the title page that is separate from 
their manuscript, that reflects what is recorded in the potential conflict of interest disclosure 
form(s). 
See below examples of disclosures: 
Funding: This study was funded by X (grant number X). 
Conflict of Interest: Author A has received research grants from Company A. Author B has received a 
speaker honorarium from Company X and owns stock in Company Y. Author C is a member of 
committee Z. 

https://www.springer.com/gp/authors-editors/journal-author/journal-author-helpdesk/publishing-ethics/14214
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If no conflict exists, the authors should state: 
Conflict of Interest: The authors declare that they have no conflict of interest. 
RESEARCH INVOLVING HUMAN PARTICIPANTS AND/OR ANIMALS 

1) Statement of human rights 

When reporting studies that involve human participants, authors should include a statement that 
the studies have been approved by the appropriate institutional and/or national research ethics 
committee and have been performed in accordance with the ethical standards as laid down in the 
1964 Declaration of Helsinki and its later amendments or comparable ethical standards. 
If doubt exists whether the research was conducted in accordance with the 1964 Helsinki 
Declaration or comparable standards, the authors must explain the reasons for their approach, and 
demonstrate that the independent ethics committee or institutional review board explicitly 
approved the doubtful aspects of the study. 
The following statements should be included in the text before the References section: 
Ethical approval: “All procedures performed in studies involving human participants were in 
accordance with the ethical standards of the institutional and/or national research committee and 
with the 1964 Helsinki declaration and its later amendments or comparable ethical standards.” 
For retrospective studies, please add the following sentence: 
“For this type of study formal consent is not required.” 

2) Statement on the welfare of animals 

The welfare of animals used for research must be respected. When reporting experiments on 
animals, authors should indicate whether the international, national, and/or institutional guidelines 
for the care and use of animals have been followed, and that the studies have been approved by a 
research ethics committee at the institution or practice at which the studies were conducted (where 
such a committee exists). 
For studies with animals, the following statement should be included in the text before the 
References section: 
Ethical approval: “All applicable international, national, and/or institutional guidelines for the care 
and use of animals were followed.” 
If applicable (where such a committee exists): “All procedures performed in studies involving animals 
were in accordance with the ethical standards of the institution or practice at which the studies were 
conducted.” 
If articles do not contain studies with human participants or animals by any of the authors, please 
select one of the following statements: 
“This article does not contain any studies with human participants performed by any of the authors.” 
“This article does not contain any studies with animals performed by any of the authors.” 
“This article does not contain any studies with human participants or animals performed by any of 
the authors.” 
INFORMED CONSENT 

All individuals have individual rights that are not to be infringed. Individual participants in studies 
have, for example, the right to decide what happens to the (identifiable) personal data gathered, to 
what they have said during a study or an interview, as well as to any photograph that was taken. 
Hence it is important that all participants gave their informed consent in writing prior to inclusion in 
the study. Identifying details (names, dates of birth, identity numbers and other information) of the 
participants that were studied should not be published in written descriptions, photographs, and 
genetic profiles unless the information is essential for scientific purposes and the participant (or 
parent or guardian if the participant is incapable) gave written informed consent for publication. 
Complete anonymity is difficult to achieve in some cases, and informed consent should be obtained 
if there is any doubt. For example, masking the eye region in photographs of participants is 
inadequate protection of anonymity. If identifying characteristics are altered to protect anonymity, 
such as in genetic profiles, authors should provide assurance that alterations do not distort scientific 
meaning. 
The following statement should be included: 
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Informed consent: “Informed consent was obtained from all individual participants included in the 
study.” 
If identifying information about participants is available in the article, the following statement should 
be included: 
“Additional informed consent was obtained from all individual participants for whom identifying 
information is included in this article.” 
RESEARCH DATA POLICY 

The journal encourages authors, where possible and applicable, to deposit data that support the 
findings of their research in a public repository. Authors and editors who do not have a preferred 
repository should consult Springer Nature’s list of repositories and research data policy. 

 List of Repositories 

 Research Data Policy 
General repositories - for all types of research data - such as figshare and Dryad may also be used. 
Datasets that are assigned digital object identifiers (DOIs) by a data repository may be cited in the 
reference list. Data citations should include the minimum information recommended by DataCite: 
authors, title, publisher (repository name), identifier. 

 DataCite 
Springer Nature provides a research data policy support service for authors and editors, which can 
be contacted at researchdata@springernature.com. 
This service provides advice on research data policy compliance and on finding research data 
repositories. It is independent of journal, book and conference proceedings editorial offices and does 
not advise on specific manuscripts. 

 Helpdesk 
AFTER ACCEPTANCE 

Upon acceptance of your article you will receive a link to the special Author Query Application at 
Springer’s web page where you can sign the Copyright Transfer Statement online and indicate 
whether you wish to order OpenChoice, offprints, or printing of figures in color. 
Once the Author Query Application has been completed, your article will be processed and you will 
receive the proofs. 

Copyright transfer 

Authors will be asked to transfer copyright of the article to the Publisher (or grant the Publisher 
exclusive publication and dissemination rights). This will ensure the widest possible protection and 
dissemination of information under copyright laws. 

 Creative Commons Attribution-NonCommercial 4.0 International License 

Offprints 

Offprints can be ordered by the corresponding author. 

Color illustrations 

Online publication of color illustrations is free of charge. For color in the print version, authors will 
be expected to make a contribution towards the extra costs. 

Proof reading 

The purpose of the proof is to check for typesetting or conversion errors and the completeness and 
accuracy of the text, tables and figures. Substantial changes in content, e.g., new results, corrected 
values, title and authorship, are not allowed without the approval of the Editor. 
After online publication, further changes can only be made in the form of an Erratum, which will be 
hyperlinked to the article. 

Online First 

The article will be published online after receipt of the corrected proofs. This is the official first 
publication citable with the DOI. After release of the printed version, the paper can also be cited by 
issue and page numbers. 

http://www.springernature.com/gp/group/data-policy/repositories
http://www.springernature.com/gp/group/data-policy/faq
https://www.datacite.org/
http://www.springernature.com/gp/group/data-policy/helpdesk
http://creativecommons.org/licenses/by-nc/4.0/
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OPEN CHOICE 

Open Choice allows you to publish open access in more than 1850 Springer Nature journals, making 
your research more visible and accessible immediately on publication. 
Benefits: 

 Increased researcher engagement: Open Choice enables access by anyone with an 
internet connection, immediately on publication. 

 Higher visibility and impact: In Springer hybrid journals, OA articles are accessed 4 
times more often on average, and cited 1.7 more times on average*. 

 Easy compliance with funder and institutional mandates: Many funders require 
open access publishing, and some take compliance into account when assessing future grant 
applications. 
It is easy to find funding to support open access – please see our funding and support pages for more 
information. 
*) Within the first three years of publication. Springer Nature hybrid journal OA impact analysis, 
2018. 

 Open Choice 

 Funding and Support pages 

Copyright and license term – CC BY 

Open Choice articles do not require transfer of copyright as the copyright remains with the author. 
In opting for open access, the author(s) agree to publish the article under the Creative Commons 
Attribution License. 

 Find more about the license agreement 
EDITORIAL PROCEDURE 

Double-blind peer review 

This journal follows a double-blind reviewing procedure. Authors are therefore requested to submit: 

 A blinded manuscript without any author names and affiliations in the text or on 
the title page. Self-identifying citations and references in the article text should be avoided. 

 A separate title page, containing title, all author names, affiliations, and the contact 
information of the corresponding author. Any acknowledgements, disclosures, or funding 
information should also be included on this page. 
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139 

 

Appendix B: Systematic Review Protocol (PROSPERO) 
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Appendix C: Quality Rating Tool 

 

Reference: 

Section 1: Population 

1.1 Is the source population or source area well described? Was the country (e.g. 
developed or non-developed, type of healthcare system), setting (primary schools, 
community centres etc.), location (urban, rural), population demographics etc. 
adequately described? 

++ 
+ 
- 

NR 
NA 

1.2 Is the eligible population or area representative of the source population or area? 
Was the recruitment of individuals, clusters or areas well defined (e.g. 
advertisement, birth register)? Was the eligible population representative of the 
source? Were important groups under-represented? 

 

++ 
+ 
- 

NR 
NA 

1.3 Do the selected participants or areas represent the eligible population or area? Was 
the method of selection of participants from the eligible population well 
described? What % of selected individuals or clusters agreed to participate? Were 
there any sources of bias? Were the inclusion or exclusion criteria explicit and 
appropriate? 

 

++ 
+ 
- 

NR 
NA 

Section 2: Method of allocation to intervention (or comparison) 

2.1 Allocation to intervention (or comparison). How was selection bias minimised? Was 
allocation to exposure and comparison randomised? Was it truly random ++ or 
pseudo-randomised + (e.g. consecutive admissions)? If not randomised, was 
significant confounding likely (−) or not (+)? If a cross-over, was order of 
intervention randomised? 

 

++ 
+ 
- 

NR 
NA 

2.2 Were interventions (and comparisons) well described and appropriate? Were 
interventions and comparisons described in sufficient detail (i.e. enough for study 
to be replicated)? Was comparisons appropriate (e.g. usual practice rather than no 
intervention)? 

 

++ 
+ 
- 

NR 
NA 

2.3 Was the allocation concealed? Could the person(s) determining allocation of 
participants or clusters to intervention or comparison groups have influenced the 
allocation? Adequate allocation concealment (++) would include centralised 
allocation or computerised allocation systems. 

 

++ 
+ 
- 

NR 
NA 

2.4 Were participants or investigators blind to exposure and comparison? Were 
participants and investigators – those delivering or assessing the intervention kept 
blind to intervention allocation? (Triple or double blinding score ++) If lack of 
blinding is likely to cause important bias, score − 

 

++ 
+ 
- 

NR 
NA 

2.5 Was the exposure to the intervention and comparison adequate? Is reduced 
exposure to intervention or control related to the intervention (e.g. adverse 
effects leading to reduced compliance) or fidelity of implementation (e.g. reduced 
adherence to protocol)? Was lack of exposure sufficient to cause important bias? 

 

++ 
+ 
- 

NR 
NA 
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2.6 Was contamination acceptably low? Did any in the comparison group receive the 
intervention or vice versa? If so, was it sufficient to cause important bias? If a 
cross-over trial, was there a sufficient wash-out period between interventions? 

 

++ 
+ 
- 

NR 
NA 

 
3.1 Were outcome measures reliable? Were outcome measures subjective or 

objective? How reliable were outcome measures (e.g. inter- or intra-rater 
reliability scores)? Was there any indication that measures had been validated 
(e.g. validated against a gold standard measure or assessed for content validity)? 

 

++ 
+ 
- 

NR 
NA 

3.2 Were outcomes relevant? Where surrogate outcome measures were used, did 
they measure what they set out to measure? (e.g. a study to assess impact on 
physical activity assesses gym membership – a potentially objective outcome 
measure – but is it a reliable predictor of physical activity?) 

 

++ 
+ 
- 

NR 
NA 

3.3 Were there similar follow-up times in exposure and comparison groups? If groups 
are followed for different lengths of time, then more events are likely to occur in 
the group followed-up for longer distorting the comparison. Analyses can be 
adjusted to allow for differences in length of follow-up (e.g. using person-years). 

 

++ 
+ 
- 

NR 
NA 

3.4 Was follow-up time meaningful? Was follow-up long enough to assess long-term 
benefits or harms? Was it too long, e.g. participants lost to follow-up? 

++ 
+ 
- 

NR 
NA 

3.5 Was the selection of explanatory variables based on a sound theoretical basis? How 
sound was the theoretical basis for selecting the explanatory variables? 

 

++ 
+ 
- 

NR 
NA 

   

4.1 Were exposure and comparison groups similar at baseline? If not, were these 
adjusted? Were there any differences between groups in important confounders 
at baseline? If so, were these adjusted for in the analyses (e.g. multivariate 
analyses or stratification). Were there likely to be any residual differences of 
relevance? 

 

++ 
+ 
- 

NR 
NA 

4.2 Was the study sufficiently powered to detect an intervention effect (if one exists)? A 
power of 0.8 (that is, it is likely to see an effect of a given size if one exists, 80% of 
the time) is the conventionally accepted standard.Is a power calculation 
presented? If not, what is the expected effect size? Is the sample size adequate? 

 

++ 
+ 
- 

NR 
NA 

4.3 4.5 Were the analytical methods appropriate? Were important differences in 
follow-up time and likely confounders adjusted for? If a cluster design, were 
analyses of sample size (and power), and effect size performed on clusters (and 
not individuals)? Were subgroup analyses pre-specified? 

++ 
+ 
- 

NR 
NA 

4.4 Was the precision of intervention effects given or calculable? Were they 
meaningful? Were confidence intervals or p values for effect estimates given or 

++ 
+ 
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possible to calculate? Were CI's wide or were they sufficiently precise to aid 
decision-making? If precision is lacking, is this because the study is under-
powered? 

 

- 
NR 
NA 

Checklist items are worded so that 1 of 5 responses is possible: 

++  Indicates that for that particular aspect of study design, the 
study has been designed or conducted in such a way as to 
minimise the risk of bias. 

+  Indicates that either the answer to the checklist question is 
not clear from the way the study is reported, or that the study 
may not have addressed all potential sources of bias for that 
particular aspect of study design. 

−  Should be reserved for those aspects of the study design in 
which significant sources of bias may persist. 

Not reported 
(NR)  

Should be reserved for those aspects in which the study under 
review fails to report how they have (or might have) been 
considered. 

Not applicable 
(NA)  

Should be reserved for those study design aspects that are not 
applicable given the study design under review (for example, 
allocation concealment would not be applicable for case–
control studies).  
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Appendix D: Author Guidelines for Empirical Project 

The current study has followed the author guidelines for the BMC Public Health journal. The 
author has adapted these guidelines to be appropriate for the submission of a thesis as a 
requirement of the Doctorate of Clinical Psychology.  

 

BMC Public Health Author Guidelines 

Aims and scope 

BMC Public Health is an open access, peer-reviewed journal that considers articles on the 
epidemiology of disease and the understanding of all aspects of public health. The journal has a 
special focus on the social determinants of health, the environmental, behavioral, and occupational 
correlates of health and disease, and the impact of health policies, practices and interventions on 
the community. 
 

Research article 

Criteria 

Research articles should report on original primary research, but may report on systematic reviews 
of published research provided they adhere to the appropriate reporting guidelines which are 
detailed in our editorial policies. Please note that non-commissioned pooled analyses of selected 
published research will not be considered. 

Authors who need help depositing and curating data may wish to consider uploading their data 
to Springer Nature’s Research Data Support or contacting our Research Data Support 
Helpdesk. Springer Nature’s Research Data Support provides data deposition and curation to help 
authors follow good practice in sharing and archiving of research data, and can be accessed via an 
online form. The services provide secure and private submission of data files, which are curated and 
managed by the Springer Nature Research Data team for public release, in agreement with the 
submitting author. These services are provided in partnership with figshare. Checks are carried out 
as part of a submission screening process to ensure that researchers who should use a specific 
community-endorsed repository are advised of the best option for sharing and archiving their data. 
Use of Research Data Support is optional and does not imply or guarantee that a manuscript will be 
accepted. 

Preparing your manuscript 

The information below details the section headings that you should include in your manuscript and 
what information should be within each section. 

Please note that your manuscript must include a 'Declarations' section including all of the 
subheadings (please see below for more information). 

Title page 

The title page should: 

 present a title that includes, if appropriate, the study design e.g.: 

o "A versus B in the treatment of C: a randomized controlled trial", "X is a risk factor 
for Y: a case control study", "What is the impact of factor X on subject Y: A systematic review" 

o or for non-clinical or non-research studies a description of what the article reports 

http://www.biomedcentral.com/about/editorialpolicies
https://www.springernature.com/gp/authors/research-data-policy?utm_source=BMC_website&utm_medium=Website_links&utm_content=MatAst-SN-OD-Multidisciplinary-Global&utm_campaign=RD_AWA_BMCIFARDSAWA
http://www.springernature.com/gp/authors/research-data-policy/helpdesk/12327114?utm_source=BMC_website&utm_medium=Website_links&utm_content=MatAst-SN-OD-Multidisciplinary-Global&utm_campaign=RD_AWA_BMCIFAHELP
http://www.springernature.com/gp/authors/research-data-policy/helpdesk/12327114?utm_source=BMC_website&utm_medium=Website_links&utm_content=MatAst-SN-OD-Multidisciplinary-Global&utm_campaign=RD_AWA_BMCIFAHELP
https://springernaturedata.typeform.com/to/IHH4HW?utm_source=BMC_website&utm_medium=Website_links&utm_content=MatAst-SN-OD-Multidisciplinary-Global&utm_campaign=RD_SUB_BMCIFARDSSUB
https://springernaturedata.typeform.com/to/IHH4HW?utm_source=BMC_website&utm_medium=Website_links&utm_content=MatAst-SN-OD-Multidisciplinary-Global&utm_campaign=RD_SUB_BMCIFARDSSUB
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 list the full names, institutional addresses and email addresses for all authors 

o if a collaboration group should be listed as an author, please list the Group name 
as an author. If you would like the names of the individual members of the Group to be searchable 
through their individual PubMed records, please include this information in the 
“Acknowledgements” section in accordance with the instructions below 

 indicate the corresponding author 

Abstract 

The Abstract should not exceed 350 words. Please minimize the use of abbreviations and do not cite 
references in the abstract. Reports of randomized controlled trials should follow 
the CONSORT extension for abstracts. The abstract must include the following separate sections: 

 Background: the context and purpose of the study 

 Methods: how the study was performed and statistical tests used 

 Results: the main findings 

 Conclusions: brief summary and potential implications 

 Trial registration: If your article reports the results of a health care intervention on human 
participants, it must be registered in an appropriate registry and the registration number and date of 
registration should be in stated in this section. If it was not registered prospectively (before 
enrollment of the first participant), you should include the words 'retrospectively registered'. See 
our editorial policies for more information on trial registration 

Keywords 

Three to ten keywords representing the main content of the article. 

Background 

The Background section should explain the background to the study, its aims, a summary of the 
existing literature and why this study was necessary or its contribution to the field. 

Methods 

The methods section should include: 

 the aim, design and setting of the study 

 the characteristics of participants or description of materials 

 a clear description of all processes, interventions and comparisons. Generic drug names 
should generally be used. When proprietary brands are used in research, include the brand names in 
parentheses 

 the type of statistical analysis used, including a power calculation if appropriate 

Results 

This should include the findings of the study including, if appropriate, results of statistical analysis 
which must be included either in the text or as tables and figures. 

Discussion 

This section should discuss the implications of the findings in context of existing research and 
highlight limitations of the study. 

http://www.consort-statement.org/
https://www.biomedcentral.com/getpublished/editorial-policies
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Conclusions 

This should state clearly the main conclusions and provide an explanation of the importance and 
relevance of the study reported. 

List of abbreviations 

If abbreviations are used in the text they should be defined in the text at first use, and a list of 
abbreviations should be provided. 

Declarations 

All manuscripts must contain the following sections under the heading 'Declarations': 

 Ethics approval and consent to participate 

 Consent for publication 

 Availability of data and material 

 Competing interests 

 Funding 

 Authors' contributions 

 Acknowledgements 

 Authors' information (optional) 

Please see below for details on the information to be included in these sections. 

If any of the sections are not relevant to your manuscript, please include the heading and write 'Not 
applicable' for that section.  

Ethics approval and consent to participate 

Manuscripts reporting studies involving human participants, human data or human tissue must: 

 include a statement on ethics approval and consent (even where the need for approval was 
waived) 

 include the name of the ethics committee that approved the study and the committee’s 
reference number if appropriate 

Studies involving animals must include a statement on ethics approval. 

See our editorial policies for more information. 

If your manuscript does not report on or involve the use of any animal or human data or tissue, 
please state “Not applicable” in this section. 

Consent for publication 

If your manuscript contains any individual person’s data in any form (including any individual details, 
images or videos), consent for publication must be obtained from that person, or in the case of 

http://www.biomedcentral.com/submissions/editorial-policies#ethics+and+consent
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children, their parent or legal guardian. All presentations of case reports must have consent for 
publication. 

You can use your institutional consent form or our consent form if you prefer. You should not send 
the form to us on submission, but we may request to see a copy at any stage (including after 
publication). See our editorial policies for more information on consent for publication. If your 
manuscript does not contain data from any individual person, please state “Not applicable” in this 
section. 

Availability of data and materials 

All manuscripts must include an ‘Availability of data and materials’ statement. Data availability 
statements should include information on where data supporting the results reported in the article 
can be found including, where applicable, hyperlinks to publicly archived datasets analysed or 
generated during the study. By data we mean the minimal dataset that would be necessary to 
interpret, replicate and build upon the findings reported in the article. We recognise it is not always 
possible to share research data publicly, for instance when individual privacy could be compromised, 
and in such instances data availability should still be stated in the manuscript along with any 
conditions for access. 

Data availability statements can take one of the following forms (or a combination of more than one 
if required for multiple datasets): 

 The datasets generated and/or analysed during the current study are available in the [NAME] 
repository, [PERSISTENT WEB LINK TO DATASETS] 

 The datasets used and/or analysed during the current study are available from the corresponding 
author on reasonable request. 

 All data generated or analysed during this study are included in this published article [and its 
supplementary information files]. 

 The datasets generated and/or analysed during the current study are not publicly available due 
[REASON WHY DATA ARE NOT PUBLIC] but are available from the corresponding author on 
reasonable request. 

 Data sharing is not applicable to this article as no datasets were generated or analysed during the 
current study. 

 The data that support the findings of this study are available from [third party name] but 
restrictions apply to the availability of these data, which were used under license for the current 
study, and so are not publicly available. Data are however available from the authors upon 
reasonable request and with permission of [third party name]. 

 Not applicable. If your manuscript does not contain any data, please state 'Not applicable' in this 
section. 

More examples of template data availability statements, which include examples of openly available 
and restricted access datasets, are available here. 

BioMed Central also requires that authors cite any publicly available data on which the conclusions 
of the paper rely in the manuscript. Data citations should include a persistent identifier (such as a 
DOI) and should ideally be included in the reference list. Citations of datasets, when they appear in 
the reference list, should include the minimum information recommended by DataCite and follow 
journal style. Dataset identifiers including DOIs should be expressed as full URLs. For example: 

https://resource-cms.springernature.com/springer-cms/rest/v1/content/6633976/data/v2
http://www.biomedcentral.com/submissions/editorial-policies#consent+for+publication
http://www.springernature.com/gp/group/data-policy/data-availability-statements
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Hao Z, AghaKouchak A, Nakhjiri N, Farahmand A. Global integrated drought monitoring and 
prediction system (GIDMaPS) data sets. figshare. 
2014. http://dx.doi.org/10.6084/m9.figshare.853801 

With the corresponding text in the Availability of data and materials statement: 

The datasets generated during and/or analysed during the current study are available in the [NAME] 
repository, [PERSISTENT WEB LINK TO DATASETS].
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Confirmation of Quality Improvement Team Approval for Service Evaluation within 
CAMHS, NHS Lothian 

 
From: Griffiths, Helen   
Sent: 20 September 2017 12:53  
To: Richards, Cathy; Brown, Gemma K; Owens, Jane  
Cc: Mortimer, Sarah  
Subject: RE: QIT registration form 
 
Thanks for checking everything out Gemma 
Cathy and I can grant QIT approval in that case on the basis of the original application.  Saz, could 
you please log that? 
It sounds like the only outstanding issue is the Caldicott one – info available on the intranet in the  
information governance section.   Please don’t contact the Caldicott guardian directly but I suggest if  
you need further advice then Gemma should contact Ros Evans.  If you are using NHS data then you  
will need to apply for this as our guidance currently stands, and should do this as soon as possible as 
a recent approval has taken more than 4 months to come through.  However, if the cases are not 
open to CAMHS you may decide that you are not using NHS data, in which case Caldicott doesn’t 
apply 
Hope that helps with the decision making 
Bw 
Helen 
 
 
From: Richards, Cathy   
Sent: 19 September 2017 18:01  
To: Brown, Gemma K; Owens, Jane; Griffiths, Helen  
Subject: RE: QIT registration form 
 
My reading of this is that from an NHS point of view nothing else is needed? Helen however, is 
always much clearer on these things than me 
Bw 
c 
 
Cathy Richards 
Lead Clinician/ Head of Psychology CAMHS 
Royal Edinburgh Hospital 
Edinburgh EH10 5HF 
0131 537 6364 
Work days Mon-Thurs 
 
From: Brown, Gemma K   
Sent: 19 September 2017 10:21  
To: Owens, Jane; Griffiths, Helen; Richards, Cathy  
Subject: RE: QIT registration form 
 
Hi all,  
 
Thank you all for help with this.  I have spoken with R&D and ACCORD and they have advised the  
following in relation to my thesis: 
 
Charlotte Smith (Research Governance Co-Ordinator, ACCORD/Uni) has reviewed my thesis summary  
and checked with colleagues in ACCORD. She has advised that they both agree that this is an  
evaluation of a service not research and should only require QIT approval as well as any local  
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council/school approvals. She has confirmed it  does not require sponsorship and she does not need 
to review any  study documentation. 
 
Last week R&D advised I would need to go through R&D but they did not review a summary of my  
thesis at the time. I followed up re Charlotte’s response with R&D this morning who said that if it has  
been deemed as service evaluation and QIT approval is given then I will not require R&D.  
 
I have also submitted for approval from City of Edinburgh Council. 
 
I’d be grateful for your advice on how to take this forward.  
 
Many thanks,  
Gemma 
 
From: Owens, Jane   
Sent: 18 September 2017 17:01  
To: Griffiths, Helen; Richards, Cathy; Brown, Gemma K  
Subject: RE: QIT registration form 
 
Hi all,  
 
Helen – thank you so much for your help with this – and very helpful email below. I’m just getting 
back into the swing of things after some extended and unplanned leave (will fill you in when I see 
you!) so apologies for being a little off the radar. 
 
Just to follow up on a few of the points you mention – and a few additional queries if that’s ok: 
 
1. Whether QIT approval is needed 
Very happy to take yours and Cathy’s views on whether QIT is necessary – However as grey my  
instinct is to go ahead with QIT approval if possible.  While no CYP will be open to CAMHS, CYP seen 
by school nurses will be NHS patients.  Those seen by local authority employee’s won’t be NHS 
patients however we will still be very much working in partnership regarding these CYP and will be 
asking to collect and hold data in relation to them.  
 
2. Research or service evaluation 
It sounds like we can be clear that this is the implementation of an evidence based intervention and  
therefore service development/evaluation.  This fits with discussions with NES who were clear that  
what they/we are proposing is service development.  As part of this we will collect a number of  
routine outcome measures (ROMS).  We’ll keep anonymised data relating to ROMS and will register  
any data bases as an information asset with NHS Lothian Information Governance Department.  
We’ve included information sheets and consent forms relating to the collection and use of this data. 
 
Gemma will be collecting additional data (qualitative interviews/questionnaires) from NHS and Local  
government staff.  This is novel data rather than Routine outcome data.  I believe Gemma has had  
confirmation from Helen Newbery that she does not need REC approval for this but does need to  
register collection of this data with R&D which she is doing. She is following this up separately for 
non- NHS staff also.  So although this part of the project is research, Gemma is pursuing any required  
approvals separately for this.  
 
Does that all sound ok? 
 
3.  Any additional approvals needed 
 
* One query that has come up is whether we need additional approval – specifically from  
Caldicott, to allow the data that is being routinely collected to be used as part of research  
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either now (therefore allowing Gemma to use the ROMs as part of her thesis) or in the future.  
 We have included this in the consent form but I’m not sure if anything additional is needed.   
We’ve proposed that consent forms will be held as part of the CYP school record – therefore  
negating the need for us needing access to any identifiable information but I’m wondering if  
this would cause problems in terms of using data collected. Having said all that – some of the  
demographic information that we were thinking of collecting (age, gender, school, SIMD  
(Scottish Index of multiple Deprivation) may be considered to be identifiable information. NES  
hasn’t suggested we collect this data however it would be relevant to the evaluation of the  
implementation. Helen I wondered if you’ve come across anything like this before and had any  
idea’s or whether we should best go directly to Caldicott in relation to this? 
                
 
Thanks very much again for your help, 
 
Best wishes,  
 
Jane 
 
From: Griffiths, Helen   
Sent: 14 July 2017 17:40  
To: Owens, Jane  
Cc: Richards, Cathy; Brown, Gemma K  
Subject: RE: QIT registration form 
 
Hi Jane 
 
This all looks really interesting and well thought out.  My one big query about all of it – and that I  
flagged with Gemma -  is whether participants are being recruited on the basis of being NHS 
patients.  I think the answer is probably not, but I think the fact it is a partnership between schools 
and NHS Lothian makes it a bit grey in my opinion.   
 
If participants are recruited on the basis of being NHS patients, then you need to be clear whether 
it’s research, audit or service evaluation.  If this is a local implementation of something that we know  
works,  it’s likely to be service evaluation/audit.  If it’s looking at whether a new intervention works  
then it probably is more research. 
 
If you’re clear that participants are not being recruited on the basis of being NHS patients, then it’s  
probably debatable whether you need NHS CAMHS QIT approval but everything looks good to me so 
I am happy to give approval anyway!  I did say to Gemma that regardless she should check with NHS  
Lothian R+D (not ethics; R+D are supposed to be consulted when staff time is involved if it’s  
research)– the contact is Helen Newbury.  If you have any  concern that it might be research that  
involves NHS participants, then you should probably also discuss that with Helen.  She can provide a  
written statement that it doesn’t require approval from a REC which is sometimes helpful.   And 
finally, have you also thought about whether you would need approval from school authority? 
 
I hope all that makes sense – though my brain is very tired on a Friday evening! I’m in Weds/Thurs or 
get hold of me at the uni if you want to discuss anything more 
Bw 
Helen 
 
From: Owens, Jane   
Sent: 10 July 2017 14:38  
To: Griffiths, Helen  
Cc: Richards, Cathy; Brown, Gemma K  
Subject: QIT registration form 
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Hi Helen,  
 
I’ve attached a QIT registration form for the work I’ll be doing in my new post.  Please also see  
attached methodology document and appendices.  
 
Gemma Brown will be assisting with the evaluation of the project implementation as part of her  
thesis.  I’m aware that she has already contacted you about this.  For this she will be using 
quantitative  data that will be routinely collected as part of the project and, as an addition, will be 
conducting focus groups and qualitative interviews with key staff members in the NHS and in 
Schools.  I’ve worked this into the QIT form and methodology however Gemma will be contacting 
Local NHS ethics to see if further approval is needed regarding the NHS staff interviews (I believe 
that was the advice from her discussion with you).   
 
The data that we will have access to for evaluation will be routinely collected questionnaires and  
figures regarding number of people seen, average sessions attended etc.  These will be collected by  
those delivering the interventions in schools(e.g. nurses, pupil support workers) and we (CAMHS) 
will keep an anonymised data base containing demographic information and questionnaire scores 
only.  As this is a partnership between schools and NHS Lothian I was hoping that consent 
forms/original questionnaires could be keep in school records only.  As such, NHS Lothian would not 
need access to identifiable information.  Cathy and I wondered if you had any thoughts on this?  
 
Please do let me know if further information would be helpful. I’ve attached draft information sheets 
and consent forms based on those already approved  for the guided self help service in CAMSH.  
These may change and are yet to go though communications but will give you a sense of what we 
are proposing.  
 
Thanks very much in advance for any thoughts on this,  
 
Best wishes 
 
Jane  
 
  
Our Values Into Action  
  
Quality | Dignity and Respect | Care and Compassion | Openness, Honesty and Responsibility |  
Teamwork  
  
For more information visit: http://www.nhslothian.scot.nhs.uk/values 
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Confirmation of Caldicott Approval within NHS Lothian 

 
 From: Evans, Rosalind  
Sent: Wednesday, February 07, 2018 04:59 PM 
To: Brown, Gemma K  
Cc: Owens, Jane; Richards, Cathy  
Subject: RE: Advice re Caldicott 17185- Approval granted 06/02/2018  
  
Hi Gemma 
I only have delegated responsibility re Caldicott for small scale research projects. If R&D have 
advised that they don’t require you to apply for Caldicott approval in relation to your thesis, that’s 
fine. I’ll add this email trail to the file with Cathy’s Caldicott application and accept that you’re 
covered within that application.  
Bw 
Ros 
 
Dr Rosalind Evans 
Local Tutor / Consultant Clinical Psychologist 
Mackinnon House, Royal Edinburgh Hospital     
Tel: 0131 537 6958 
Monday & Tuesday all day, Thursday am   
Clinical Psychologist 
CAMHS, 3 Rillbank Terrace, Royal Hospital for Sick Children 
Tel: 0131 536 0534 
Wednesday   
Blackberry: 07972 247 880 
 
From: Brown, Gemma K  
Sent: 07 February 2018 13:26 
To: Evans, Rosalind 
Cc: Owens, Jane; Richards, Cathy 
Subject: RE: Advice re Caldicott 17185- Approval granted 06/02/2018 
 
Hi Ros, 
I am using some of this data for my thesis. It has been approved by the University (pending 
confirmation around Caldicott approval), Quality Improvement Team within CAMHS and REC 
approval was not required.  It was reviewed by R&D who felt that it was a service evaluation and did 
not need approval from them. I had thought that the project’s overall approval would include me 
accessing this data for research/thesis purposes. Would you be able to clarify whether this approval 
will cover my thesis as well?  
I’m not sure if it’s relevant to this but, regarding learning objectives, I have previously completed a 
Caldicott form for my SSRP which was on another topic.  
 
Best wishes,  
Gemma 
 
From: Richards, Cathy  
Sent: 06 February 2018 15:01 
To: Evans, Rosalind 
Cc: Owens, Jane; Brown, Gemma K 
Subject: Re: Advice re Caldicott 17185- Approval granted 06/02/2018 
Thanks Ros 
That's really helpful 
Best wishes 
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Cathy  
Sent from my BlackBerry 10 smartphone on the O2 network. 

From: Evans, Rosalind 
Sent: Tuesday, 6 February 2018 14:07 
To: Richards, Cathy 
Subject: RE: Advice re Caldicott 17185- Approval granted 06/02/2018 

 
Hi Cathy 
I’m a bit surprised to be checking your Caldicott application, as my understanding was that my 
delegated responsibility was purely for small scale projects being carried out by DClin Psyc trainees. 
I’ve read your Caldicott form though and it’s absolutely fine. I haven’t re-attached it as I haven’t 
made any adjustments to it.  Alison McCallum has suggested though, that there should be a data 
sharing agreement in place, so I’ll draft one for you, that covers data sharing for this project, 
between NHS Lothian (CAMHS), NES, schools and local authorities. I’ll send it to you and you can 
make changes as you see fit. You (or perhaps Saz) would then simply need to email it to the relevant 
schools, LAs and NES for agreement.  
Could trainee clinical psychologists who are accessing this data for small scale projects please still 
complete their own individual Caldicott forms to send to me, with a clear outline of how they create 
their deidentified data sets. Alison wants all trainees to complete Caldicott applications for their 
small scale projects. Trainees doing doctoral thesis projects go through NHS Lothian R&D, and it’s up 
to R&D colleagues to decide whether a Caldicott application is required.  
I’ll email the data sharing agreement to you within the next week..... hopefully tomorrow  
bw 
Ros 
Dr Rosalind Evans 
Local Tutor / Consultant Clinical Psychologist 
Mackinnon House, Royal Edinburgh Hospital     
Tel: 0131 537 6958 
Monday & Tuesday all day, Thursday am   
Clinical Psychologist 
CAMHS, 3 Rillbank Terrace, Royal Hospital for Sick Children 
Tel: 0131 536 0534 
Wednesday   
Blackberry: 07972 247 880 
 
From: Richards, Cathy  
Sent: 31 January 2018 15:01 
To: Evans, Rosalind 
Subject: Fw: Advice re Caldicott 17185 
 
Hi Ros 
Is there any feedback about this? Sorry if I've missed it  
Bw 
Cathy  
 
Sent from my BlackBerry 10 smartphone on the O2 network. 

From: Guardian, Caldicott <caldicott.guardian@nhslothian.scot.nhs.uk> 
Sent: Wednesday, 31 January 2018 14:50 
To: Richards, Cathy 
Cc: Guardian, Caldicott 
Subject: RE: Advice re Caldicott 17185 

 
Hi Cathy 

mailto:caldicott.guardian@nhslothian.scot.nhs.uk
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This application was passed to Dr Ros Evans on the instruction of Professor Alison McCallum, please 
see emails below.  Alison has given Ros delegated Caldicott approval for straightforward Psychology 
student small scale projects. 
Let me know if I can be of further help. 
BW 
Denise 
 
From: Richards, Cathy  
Sent: 31 January 2018 14:26 
To: Guardian, Caldicott 
Cc: Foley, Denise; Owens, Jane 
Subject: Re: Advice re Caldicott 17185 
 
Hi Denise 
Is there any update about this?  
Best wishes  
Cathy  
 
Sent from my BlackBerry 10 smartphone on the O2 network. 

From: Mortimer, Sarah 
Sent: Thursday, 30 November 2017 10:25 
To: Guardian, Caldicott 
Cc: Richards, Cathy 
Subject: FW: Advice re Caldicott 17185 

 
Good morning,  
Signed form attached.  
Many thanks, 
Sarah 
Sarah J Mortimer 
Management Support PA 
Child & Adolescent Mental Health Services (CAMHS) 
Tipperlinn Road, Edinburgh, EH10 5HF 
Reception: 0131 537 6364 
Desk: 0131 537 6523 
**PLEASE NOTE WORKING HOURS** 
Monday Off, Tuesday-Thursday 7.30am-5.30pm and Friday 7.30am-5pm 
 

From: Guardian, Caldicott < > 
Sent: Wednesday, 29 November 2017 14:37 
To: Richards, Cathy 
Cc: Guardian, Caldicott 
Subject: RE: Advice re Caldicott 17185 

 
Dear XXXX 
Many thanks for your email and apologies for delay in responding, I have been outwith the office. 
Your Caldicott application has been passed to me for log and initial review. I will now pass it to the 
Data Protection Officer and when I hear further I will be back in touch. 
Meantime, we do require a signed copy and you can either email a copy to this mailbox or post a 
copy to the address in my signature box below. 
Best regards 
Denise 
Denise Foley  
Caldicott Administrator Tel 0131 465 (3)5452 
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Appendix F: Empirical Project Protocol 

 
Project Summary: The implementation of school-based low intensity anxiety management: a 
mixed methods process analysis 
 
Background 

 

 Up to 20% of children and young people will experience a depressive episode or anxiety 

disorder before the age of 18 years (Werner-Seidler et al., 2017); with many more experiencing sub-

threshold difficulties with emotional and mental well-being.   While evidence-based interventions are 

recommended for these children and young people (The Matrix, 2015), access to these is limited.  

 Prevention and early intervention is identified as a key priority of the Scottish Government’s 

Mental Health Strategy 2017-2027.  Furthermore, the strategy highlights that every child and young 

person should have appropriate access to emotional and mental well-being support in school and that 

training for non-mental health staff should be available across health and social care services. NHS 

Lothian aim to work in partnership with schools and local authorities to increase access to safe and 

effective evidence based, low intensity psychological interventions in schools.  This will involve 

providing training and supervision to key staff groups as well as consultation on implementation 

strategies.  

 

 Current Policy 

 
The Mental Health Strategy 2017 – 2027 (Scottish Government, 2017) has set out the need 

for increased provision of tier one and two services using a multi-agency, whole system approach. 

This involves upskilling the workforce in universal settings such as schools and increasing the provision 

of low-intensity community based interventions. This aims to address the factors identified as a 

barrier to the treatment of problems earlier, reduce the flow of referrals to more intense services and 

facilitate access to preventative and early intervention services. 

 

 Intervention 

 

 The CAMHS Matrix (2015) sets out the evidence base for interventions at tiers one and two 

with cognitive behavioural therapy based interventions being the primary recommendations for 

anxiety and depression (NES, 2015).  The intervention will be based on materials developed by NES 

(NHS Education Scotland), specifically the ‘LIAM’ (Low intensity anxiety management) approach and 

Paul Stellard’s  ‘Think Good Feel Good’ resources (Stellard, 2002).   The intervention will generally take 

place over 6-8 sessions and delivering initially in a 1-1 setting by school nurses and pupil support 

officers.  The incorporation of anxiety workshops for parents and anxiety groups for CYP will also be 

considered. Initial training in a CBT informed low intensity intervention for anxiety will take place over 

2 days and will be support by an e-learning component.  Training will continue via fortnightly 

supervision and coaching sessions delivered by a clinical psychologist. 

 

 Implementation Science 

 

 Although CBT based interventions have demonstrated a positive effect post intervention, the 

culture in which evidence-based interventions are delivered in real-world settings differs to that of an 
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experimental trial. Documentation of intervention and policy failures has demonstrated that 

interventions are not self-implementing and highlighted ‘a science to service gap’ and quality chasm 

(Fixsen et al., 2015). The importance of considering how innovations in clinical practice are 

implemented to bridge this gap and produce good outcomes has been evidenced (Meyers et al., 

2012) leading to rapid growth in the field of implementation science.  

 Implementation science draws from theories of diffusion, dissemination and implementation 

to develop active guidance for managing the gap between research and services in the use of 

evidence based interventions. Within this field, an active framework for implementation (figure 1) was 

developed from a synthesis of transdisciplinary research (Blasé et al., 2012 & Fixsen et al., 2005, 2013) 

which provides guidance for practice and developing testable hypotheses to guide research in 

implementation.  

 

 Current Study 

 

 The current project seeks to apply the active implementation framework (Fixsen et al., 2005) 

to the developing provision of early intervention services for anxiety within schools. This will be based 

on low-intensity CBT for anxiety for children aged five to eighteen. A mixed method process analysis 

will seek to explore the barriers and facilitators to the initial implementation of this intervention. This 

will contribute to the literature on implementation of school-based mental health interventions and 

the ‘science to service gap. 

 

Methodology 

 

 Design 

 

 A mixed method design will be used for the process analysis. The design will combine 

sequential and concurrent design structures as both quantitative and qualitative datasets are 

collected and analysed to explore the overall implementation of the intervention.  The data will 

converge within phases and the overall phase results will be built upon in an explanatory process. The 

researcher intends to place equal waiting to both quantitative and qualitative data although this may 

vary between phases. An example of this is represented diagrammatically in Figure 2.  

 

 

Figure 2: A pictorial representation of the multiphase mixed method design. 

 

 Due to the nature of the process analysis, the study will not follow a traditional fixed approach 

but be responsive to the observations the researcher makes about the implementation of the 
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intervention, maintaining an open, flexible stance in data collection.  The study may be more or less 

than 3 phases depending on the progression of the intervention and constraints of the research 

project. Quantitative and/or qualitative data will be collected at each phase. 

 

Additional Ethics 

 

Approval has been sought from the Quality Improvement Team within CAMHS, NHS Lothian. 

The researcher will seek any relevant approvals within the NHS (i.e. REC, R&D and Caldicott) 

and other local authorities  if required. Where it is not required, written confirmation will be 

obtained. 

 Sample 

 

The sample will be within NHS Lothian and the corresponding local authorities (Midlothian, 

West Lothian, East Lothian and City of Edinburgh Council).  

 

Novel Data Collection:  
 

Stakeholders involved with the implementation of the intervention will be recruited and 
interviewed for the purpose of the study. This may include:  

 Practitioners (i.e. School Nurses or Pupil Support Officers (City of Edinburgh Council only)) 
delivering the intervention 

 Supervisor/Coaches 

 Educational System – guidance teachers, educational psychology, head teachers etc. 

 Leaders and managers 
 

Novel data will not be collected from children and young people.  
 

Routine Data: 
 

 Routinely collected, non-identifiable data relating to children and young people (i.e 

demographic data, attendance, attainment and outcome measures) will be accessed.   

 Routinely collected, anonymised data relating to staff (i.e. experience of training) will be 

accessed.  

 

 Routine data is collected by staff involved in delivering the intervention. The researcher will 

not directly collect data from children and young people but access an anonymised database within 

NHS Lothian CAMHS. Data will be analysed by the researcher on an electronic database within the 

NHS. Routine data will include outcome measures, demographic details and other factors relating to 

outcome (i.e. school attendance or attainment). 

In addition the researcher will conduct individual semi-structured interviews and/or focus groups 

with various stakeholders/staff to explore the facilitators and barriers to implementation. This may 

include, but is not limited to, discussion around organisational and individual factors. Interviews will 

be conducted throughout the process analysis and will last approximately 60 minutes. An interview 

schedule will be prepared to guide the semi-structured interview and ensure questions are framed in 

an open form. The interview will not be fixed but led by the participant’s concerns where relevant to 

the research question and in response to the researcher’s observations around the implementation of 

the intervention.  
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Examples of when novel data may be collected: 

 

Collected from practitioners: 

 pre training 

 post training 

 1 month / first supervision 

 6 months / sixth supervision 

 

Collected from other stakeholders: 

 Prior to the initial implementation (i.e. around expectations) 

 6 months after the implementation begins (i.e. reflections on how the intervention is 

progressing) 

 

 Procedure 

  

 The primary researcher will be involved in the implementation of the intervention and 

immersed in the process. To complete the process analysis the researcher will utilise routinely 

collected data, make observations throughout the process and interview key stakeholders. Data 

collected will relate to the factors identified in the Active Implementation Framework (Blasé et al., 

2012 & Fixsen et al., 2005, 2013). 

 

Consent Procedures 

 

Young people and their parent/carers 

 

 Only routinely collected data by the service relating to young people and their 

parent/carers will be accessed. Although the research will not directly seek the consent of 

young people and their parent/carer, written consent for treatment prior to the intervention 

commencing will be obtained including details regarding providing written consent for routine, 

anonymised data to be used in current and future research.  

 

Other Stakeholders/Staff 

  

 Routinely collected data on the staff will also be accessed.  Informed consent will be 

obtained from staff prior to conducting interviews. Interviews will be audio recorded for the 

purpose of interview transcription and data analysis. Data transcripts will be anonymized prior 

to analysis.  All data will be securely stored in line with University of Edinburgh, local authority 

and NHS Lothian procedures. 

 

 Intervention 

 

 The intervention will be clearly defined prior to implementation in accordance with guidance 

for conducting process analysis (Moore et al., 2004). Approximately, 16  school nurses and 20 pupil 

support officers will complete a two day training event supported by an e-learning component on the 

provision of a manualised, cognitive behavioural therapy informed, individual Low Intensity Anxiety 

Management programme (LIAM; NHS Education Scotland) and ‘Think Good, Feel Good’ (Stallard, 

2002).  Interventions will be approximately six to eight sessions with children and young people aged 
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5 to 18 years with mild levels of anxiety (see Section 9 for further inclusion/exclusion criteria). Those 

delivering the intervention will hold two to three cases at a time. They will receive supervision and 

coaching fortnightly from a clinical psychologist. 

 

 Analysis 

 

 A multiphase mixed method design will be used for the process analysis. The design will 

combine sequential and concurrent design structures as both quantitative and qualitative datasets 

are collected and analysed to explore the overall implementation of the intervention.  The data will 

converge within phases and the overall phase results will be built upon in an explanatory process.  

 

Quantitative Data  

 

Analysis of the data may be exploratory in nature due to the available sample size. The 

process analysis is not reliant on statistical analysis. 

 

Qualitative Data 

 

 Qualitative data will be analysed using framework analysis (Ritchie & Spencer, 1994) which 

allows for a priori issues and emergent data driven themes to simultaneously guide the 

development of the analytic framework. As the analysis will involve the exploration of areas 

predefined by implementation frameworks whilst also being open to discovering new themes, 

framework analysis was thought to be more appropriate for the current study than grounded 

theory where the focus is on generating new explanatory conceptualisations. In addition, 

framework analysis allows for flexibility in analysis as it is not bound by a specific epistemological 

position and allows for the management of a large dataset.  As the study seeks to understand 

people’s experiences a framework analysis was felt to be more appropriate than discourse analysis 

where the meaning is constructed through language. 

 
 
Novel Data Storage 
 

Staff who consent to taking part in the research study will be given a unique research key. 

This will bear no relation to their personal information and only be linked to their names on the 

consent forms. Consent forms will be stored separately and securely to the data. The data will 

therefore be deidentified from the beginning.  

Consent forms: Collected in paper form and stored in locked facilities in NHS Lothian. Interviews will 

be audio recorded then transcribed.  

Audio recordings:- Audio recordings will be securely stored on encrypted NHS audio recorders until 

transferred then deleted immediately. Audio recorders will only be accessible to the primary 

researcher and clinical/academic supervisors.  Recordings will be kept by the primary researcher. 

Recordings will be removed from the audio recorder within 48 hours of the interview and uploaded to 

a University of Edinburgh’s secure shared drive then deleted. 

Electronic transcripts: Transcripts will be anonymised at the point of transcription.  NVivo projects will be 

stored on OneDrive. NVivo projects will be deleted 10 years after all data analysis is complete Recordings 
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will be stored in line with NHS Lothian and/or University of Edinburgh’s Information Security Policy. 

Consideration will be given to the use of quotes and collateral information that may lead to a participant 

fearing identification, and steps taken to avoid such an outcome at every stage of reporting. 

 
Gemma Brown 
Trainee Clinical Psychologist 
CAMHS, NHS Lothian 
 
Supervised by: 
 
Dr Jane Owens 
Clinical Psychologist 
CAMHS NHS Lothian 
 
Professor Matthias Schwannauer 
Professor of Clinical Psychology,  
Head of Clinical & Health Psychology 
University of Edinburgh 
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Appendix G: LIAM Referral Guidance Sheet 

 

 

  

 

 

LIAM referral criteria: 
LIAM (Low Intensity Anxiety Management) is an early intervention approach 
targeting mild levels of anxiety that are persistent and having an impact of a 
young person’s wellbeing and quality of life. 
Inclusion criteria: 
Mild levels of anxiety 
This may include:   

 Separation anxiety: Fear of being separated from attachment figures 

 Specific Phobias: Fear of specific things (e.g. dogs) or places (e.g. the 

dentist) 

 Generalised anxiety:  Fear of the unknown or uncertainty 

 Social anxiety: Fear of social situations 

 Panic: Fear of disaster or being out of control 

Exclusion Criteria: 

 Absent from school (attending on a part-time timetable is OK) 

 Moderate to severe anxiety 

 Moderate to severe low mood 

 Current or past self harm 

 Past or current suicidal thinking 

 Diagnosis of Autism spectrum Disorder (ASD) 

Considering a LIAM referral: information to gather from referrers 
Once information is gathered, referrals should be discussed in LIAM coaching 
groups before agreeing whether or not to offer this intervention.  These 
questions are guides only, not all information may be known and additional 
questions may be relevant.    
Views of parents and children and young people 

 Are the CYP/Parent/Carer  aware of the potential referral to LIAM? 

 If yes, What are their key concerns and goals? 

What do we know about the young person’s experience of anxiety 

 What has prompted the referral -  What are the referrers main 

concerns/goals of referral.  

 Can you describe what you know about the CYP’s anxiety (how does 

it present, how does it impact the CYP).  Inclusion criteria may 

provide helpful prompts. 

 How long has this been present? 

 Are there any known triggers? 

 What impact is it having (i.e. level of distress, impact in area of life, 

school) 

Have any other interventions been considered/tried? 
Are CAMHS or other agencies currently involved? 
Are there any additional concerns for this CYP 
Exclusion criteria:  Is there a history of Low mood, self harm, suicidal 
thinking. Does the CYP have a diagnosis of ASD.  
Does the CYP have a diagnosis of ASD 
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Appendix: H: Coaching Evaluation Questionnaire 
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Appendix I: Information Sheet & Consent Form (Staff Interviews) 
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Appendix J: Information Sheet & Consent Form (Parents & CYP) 
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Appendix K: Interview Schedule 

Initial interview Schedule: 

 Can you tell me a bit about your role? 

 What do you think a YP needs to meet their potential? 

 How will LIAM relate to your role?  

 

Final Interview Schedule: 

 Can you tell me about your experience of LIAM so far? 

 Can you describe delivering LIAM with CYP? 

 How does it sit alongside your role? 

 What has support for LIAM been like? 

 What has it been like identifying CYP for LIAM? 

 

Prompts: 

 How did you feel? 

 What was that like? 

 What do you think about that? 

 Can you tell me more about that? 

 Do you have any examples? 
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 Appendix L: Example of coding and analysis  

Text (SN14) Coding Low Level 

Category 

Higher Level 

Category 

Theme 

“I've found it really quite helpful in my role as a 

school nurse because sometimes we get 

referrals and from teachers for one thing and 

actually if you kind of take away all of the other 

things that you think there is issues with it is 

usually anxiety. So it is quite nice to be trained 

and have some sort of knowledge in this. 

Because for me personally I've found it really 

helpful cos I've actually been using parts of LIAM 

for other, other things. Obviously not the full on 

sessions but it has been good to have a fuller 

understanding because we don't really cover 

that in our role, as much as we know about it, 

we don't really have any training in it.” 

LIAM has been helpful 

 

Anxiety underlies many 

SN referrals 

 

It is good to receive 

training in anxiety 

LIAM has been helpful 

 

Using LIAM material  

outside of delivering 

LIAM 

SNs don’t get mental 

health training 

LIAM is helpful to 

role 

 

Mental health and 

well being is part of 

job role 

 

LIAM generalises to 

current role 

 

Gap in mental 

health training prior 

to LIAM 

 

 

 

 

 

LIAM is beneficial 

 

 

 

LIAM fits with current 

role 

 

 

 

 

 

 

 

Motivation and 

Congruence 
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Appendix L: Example of clustering during analysis 
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Appendix M : Quotes from Coaching Evaluation  

 

What has helped you to begin delivering LIAM? 

 Regular supervision, support of management, support of school, room in school 

 Previous and ongoing training of supporting mental health and wellbeing. Support from 
[coach] and school team/environment 

 Coaching and resourcing 

 Many years of working with children and young people. Good communication with 
education to select appropriate young people. The worksheets and supervision sessions 

 Working closely with children and YP with my role at work. The training at CAMHS. Further 
reading at home 

 Coaching and discussion with other school nurses helpful-unfortunately all cases I 
presented where not appropriate due to other concerns-self harm, too young 

 Training was at the right levels for content and length. Coaching/ongoing telephone contact 
with coach was vital. Peer support was really helpful, working alongside peer for first 
delivery was vital support from school re accommodation. Availability/contactability of 
parent 

 The coaching provided by [coach] had been invaluable. I feel relatively confident from the 
training but having someone to check in with makes me feel as if I have a real grasp on the 
materials. It also feels reassuring to have the check-ins as sometimes the way a session goes 
is not exactly to plan but I do not feel panicked due to the ongoing contact. The school 
making the time and space for the provision of LIAM. As I already had an existing role within 
the school having a positive relationship with the children has helped as they feel 
comfortable speaking to me. 

 My previous experience of working with young people. I have a COSCA certificate in 
counselling skills which also helped me to actively listen to the young person. The training in 
October provided me with all the materials alongside the online resources. Coaching 
sessions with [coach] were crucial and provided the back up and reassurance required to 
see through the programme. Without these it would have been extremely challenging  

 Previous experience and training as well as current training. Coaching/supervision has been 
invaluable. Support and understanding of role in school has been negligible. 

 Lots of information to take in, which left me feeling confused on what, I was to do. The 
things which have helped me the most of all are 

o 1.1 coaching sessions 
o Support from [coach] and others within my coaching group. It has been useful to 

share information with one another 
o Support from class teacher and Place2be to help identify a young person for LIAM 
o Getting to know the young person using different resources, such as 

questionnaires and well-being web to help build a clear picture of the young 
person’s worries and fears.  

 My previous role as a community forensic mental health and learning disability nurse put 
me in good stead, the resources are very good, coaching excellent. 

 Meeting with team and clinical psychologist to discuss individual children on our caseloads. 
Going through the sessions before delivering the sessions with those children.  

 Supervisions. Support from peers. Being organised 

 Regular support from peers and trainers. Resources which are easy to work with young 
people. School being enthusiastic 

 I have a very supportive SMT who have protected my time to deliver LIAM. I also already 
had and still have a very positive relationship with the young person I delivered LIAM to. 
The coaching sessions with [coach] have been invaluable! Her patience and guidance 
throughout has been great!! 

 Fantastic support from [coach], school management team when required and the chance to 
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go at a slow pace and go over it at coaching sessions. 
 

Have there been any barriers to delivering LIAM? 

 My own fears of getting in wrong. Primary school being so full and no accommodation  

 Time and resources 

 Picking the right candidates/time/staff shortage 

 Getting appropriate accommodation within schools. Time of year-lots going on in schools – 
end of year concert etc 

 Time management within my role as a school nurse. No giving this type of intervention the 
time and evaluation it merits 

 Some schools have not been forthcoming with nay referrals-PS due to management 
changes within school. Referrals that I have received and presented for triage where not 
appropriate due to self harm, child too young, other emotional concerns 

 CYP availability can be difficult to meet about important events in school curriculum in that 
CYP don’t want to miss particular parts of curriculum or special events. This was 
manageable when only delivering to one but might not be possible to part time school 
nurse diary if more than one at a time. CYP and parent did not equate appointment to meet 
in school to a hospital setting appointment. Current time commitment, coaching, travel and 
delivery and reflection is quite a lot on weekly hours 

 N/A 

 Identifying young people suitable for LIAM. Scheduling within timetables in high schools to 
regularly meet with a young person. Access to a computer to print out resources etc.  

 Lack of protected time and resources in school. Lack of understanding re. Role in school. 
Fitting in with other roles in school e.g. Guidance & EWO 

 It was challenging to identify the young person because of the referral criteria and amount 
of questionnaires to complete, however I now completely understand why these are 
relevant. The resources you have given me have been great; the handbook has been a 
helpful tool for me to deliver the programme more effectively. 

 Barriers were the school’s parent’s attitudes towards the intervention. The times I started 
getting candidates (close to school holidays), rooms in the some schools limited.  

 P7 pupils going through transition therefore not in school. Medical room sometimes 
cluttered therefore had to move things around.  

 Time and capacity 

 Time-P7 transitioning to high school 

 I’ve not come across any barriers that’s made my delivering LIAM impossible 

 Confidence at first with first young person. As its new, but the more you do it the better you 
become 
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