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Abstract

After the onset of the COVID pandemic, there were significant increases of adolescents with
anxiety, behavioral and conduct problems. These disorders have devasting individual, social, and
economic ramifications and school-based staff play a key role in identification, assessment, and
treatment. Evidence suggested that healthcare providers, school counselors and teachers were not
confident or knowledgeable about adolescent mental health. The purpose of the change in
practice project was to increase knowledge and confidence among school-based healthcare
providers, school counselors and teachers by providing an adolescent mental health tool kit. The
toolkit focused on disruptive behavior and other prevalent mental health disorders and trauma
focused evidence-based resources that can be used with students. For healthcare providers there
is education about an adolescent mental health risk assessment tool and its application. Ethical
considerations included the American Nurses Association code of ethics, University of San
Francisco Jesuit values and the high school mission. The quality improvement project was a two-
group pre-post assessment with educational PowerPoint presentations and integrated concepts of
the Conceptual Model of Nursing and Population Health. One group consisted of the school
counselors and teachers and the other group were healthcare providers. The barriers that were
faced when implementing the innovation were time restriction and resistance to change. Data
analysis results showed the projects aim was achieved with over a 20% learning gain for both
groups and both parametric and nonparametric pre and post differences in means were
significant, there was however an insufficient study population. Qualitative evaluation indicated
positive staff attitudes of the adolescent mental health tool Kit.

Keywords: ADHD, adolescent, children, conduct disorder, oppositional defiant disorder,

pediatric mental health, school-based



School-Based Development and Implementation of Adolescent Mental Health
Educational Toolkits

Background

Behavioral disorders such as conduct disorder (CD) and oppositional defiant disorder
(ODD) have devasting individual, social, and economic ramifications and healthcare providers,
school counselors and teachers play a key role in prompt identification, assessment, and
interventions (Fairchild et al, 2019). A review of the available evidence found that often
healthcare providers, school counselors and teachers are not confident or knowledgeable about
identification and assessment of CD and ODD. Recommendations include educational
interventions in school settings and the use of valid, reliable assessment tool to identify children
with conduct traits and associated common co-morbidities.

The quality improvement project includes educational interventions within a high school
for healthcare providers, school counselors and teachers about disruptive behavioral disorders in
adolescents and other prevalent mental health disorders. Also, there was an integration into
practice for health care providers, the Pediatric Symptom Checklist (PSC, Massachusetts General
Hospital, 2018) which identifies conduct traits consistent for CD and ODD. The PSC has been
used extensively to identify children at risk of conduct traits as well as other childhood mental
health disorders (Burke et al., 2021; Holcomb, 2021; Murphy et al., 2021).

The project costs were modest, however there is an increasing return on investment
overtime as early identification and intervention has been shown to improve children’s lifelong
outcomes (Frick, 2016). The results of the project advanced education within the high school
system and initiated a useful tool for healthcare providers to use, which according to a position

statement by the American Academy of Pediatricians is very much needed (Foy et al., 2019).



Problem Description

Conduct Disorder is a mental health condition which starts in childhood and can cause
detrimental effects well into adulthood. Conduct disorder is described by the American
Psychiatric Association (APA, 2013) as “a repetitive and persistent pattern of behavior in which
the basic rights of others or major age-appropriate societal norms or rules are violated” (p. 469).
Conduct disorder has specific diagnostic criteria in which three out of 15 criteria must be met
and at least one of these must be within the previous six months. Criteria is categorized under the
concepts, aggression to animals or people, destruction of property, deceitfulness or theft and
evidence of serious violations of rules. Oppositional defiant disorder is “a pattern of
angry/irritable mood, argumentative/defiant behavior, or vindictiveness for at least six months”
(APA, 2013, p. 462). To fit diagnostic criteria four out of eight symptoms must be met and these
symptoms are categorized by angry/irritable mood, argumentative/defiant behavior, and
vindictiveness (APA, 2013).

Within the United States of America (USA), national survey data from the Health
Resources and Services administration Maternal and Child Health Bureau (2020) found that
behavioral and conduct problems of children aged three to 17 years of age is 6.9% of the USA
population and is the sixth highest childhood prevalent health condition. Anxiety is the only
childhood mental health condition that is more prevalent. After the onset of the pandemic, there
were significant increases in children diagnosed with behavioral or conduct problems (Lebrun-
Harris et al. 2022). It is important to identify and assess childhood behavioral disorders because
they impact individuals academic progress, increases potential for criminality and increase the
risk for other mental health and substance abuse disorders later in life (Fairchild et al., 2019).

Behavioral disorders such as CD and ODD are also associated with a high societal and economic



burden (Fairchild et al., 2019). Health disparities such as low economic status, poverty and
community violence increase the risk of these behavioral and disruptive disorders (Fairchild et
al., 2019). Early identification of disruptive and conduct type disorders improve life-long
outcomes for children (Frick, 2016).

Specific prevalence of CD and ODD are not available within Alameda County,
California, where the project was implemented. However, children with a serious emotional
disturbance constitute 7.1% of the population within the San Francisco Bay Area (California
Health Care Foundation, 2018). The National Alliance on Mental IlIness (2021) state that in
California, 17% of adolescents between 12-17 years old have a serious mental illness and
64% of adolescents did not receive needed mental health treatment. The U.S Department of
Health and Human Services (2021a) state that mental, emotional, and behavioral disorders begin
early in life and evidence illustrates that prevention through early childhood interventions
produces the best outcomes. The specific Healthy People 2030 objectives that pertain to CD and
ODD are to identify and increase the number of adolescents with a serious emotional disturbance
to receive treatment (U.S Department of Health and Human Services, 2021b). Alameda County
(2020) and the California Mental Health Planning Council (2016) have similar initiative
indicators as Healthy People 2030, regarding increases in mental health services for children and
adolescents.

There is a need for the described educational toolkits not only because of increasing
national prevalence of these disorders, but also evidence suggests that healthcare providers,
school counselors and teachers do not receive enough education and are not confident enough to
identify, assess and manage these behavioral disorders (Balestra, 2019; Baum et al., 2019;

Lempp et al., 2016). Gecker (2022) states that Northern Californian teachers are now having to



expand their mental health knowledge so that they can identify mental health issues with
students. Onsite training has shown a positive relationship between intervention uptake and
change in practice (Baum et al., 2019).
Setting

The project was completed in a high school within Alameda County, California. The high
school has around 1600 students aged between 14 and 18 years of age. Within the high school
the educational interventions were completed by the teachers and school counselors and then a
different educational intervention for the health care providers. There is a primary care health
center on site, which comprises of a family nurse practitioner (FNP) as well as school registered
nurses (RN). There are also intern school counselors and intern psychiatric mental health nurse
practitioners (PMHNP) as well as teachers, school counselors, a social emotional counselor,
therapists, and a librarian.
Specific Aim

Based upon the literature review, the project aim statement was that by April 2023, there
was development, implementation, and evaluation of educational toolkits about adolescent
mental health disorders and management. Also, an assessment tool was implemented so that
healthcare providers can identity mental health risk in adolescents. The desired outcome was that
healthcare providers, school counselors and teachers’ knowledge and confidence will be
increased by 20% post educational intervention and there will be a significant increase in

knowledge and confidence after the implementation of the educational interventions.
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Available Knowledge

PICO(T) Question

A review of the evidence relating to CD and ODD and teachers, school counselors and
healthcare providers confidence and knowledge was performed. The following PICOT
(Population, Intervention, Comparison, Outcome and Time) question was used to help guide the
literature search: Would the development, implementation, and educational toolkit about
adolescent disruptive behavior and prevalent adolescent mental health disorders and the
integration of a mental health assessment tool increase knowledge and confidence among
healthcare providers, school counselors and teachers compared to status quo measures over a
period of four months?
Search Methodology

A systematic search was conducted using the following databases from the University of
San Francisco Library: PubMed, CINAHL, Cochrane Database of Systematic Reviews, APA
Psych Info, AHRQ Evidence reports, Joanna Briggs Institute EBP database and National
Institute for Healthcare and Clinical Excellence Database. The key words used within the
searches were: Conduct disorder, oppositional defiant disorder, primary care, pediatricians,
school counselors, teachers, nurse practitioner, pediatric mental health assessment tool,
assessment tool and physician. Initially when searching the search terms this gave 258 results on
CINAHL, 3000 on PubMed, 100 articles on APA Psych Info and 25 articles on Cochrane
Database of Systematic Reviews. To narrow the scope on Pub Med and CINAHL a combination
of search terms was used from the above mentioned to narrow down the specific focus of CD
and ODD. The search was narrowed down further by using a publication date within the last ten

years and English language and citation backward searching with most recent articles.
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Integrated Review of the Literature

Throughout the literature review and synthesis, the John Hopkins Nursing Evidence-
Based Practice (JHNEBP) appraisal tools were utilized. JHNEBP appraisal tools enable research
and non-research evidence to be analyzed through questioning elements of that evidence. The
user can then establish what level and quality of evidence is appropriate. Levels of evidence
range from level one to level five and are dependent on the strength and type of study design.
The quality of the evidence is categorized as, A is very good quality, B is good quality and C is
poor quality (Dang et al. 2022). All appraised evidence is summarized in a table within
Appendix A of the paper.
Disruptive Behavioral Disorder Mortality Risk and Outcomes

Border et al. (2018) found that mortality hazard for adolescents who have CD, and their
siblings was 4.9 times higher than those children without CD (hazard ratio 1.18, p <.001).
Border et al. (2018) also found that adolescents with CD had higher mortality risk than their
siblings and sibling mortality risk was higher than children without CD. In Border et al. (2018)
prospective, longitudinal, cohort study, children with CD and their siblings were recruited from
court records, juvenile correctional systems, and substance abuse programs within the USA. It is
important for healthcare providers and teachers to recognize that mortality risk is significant not
only for children with CD, but also their siblings, and screening should be completed
accordingly. The JHNEBP appraisal score is Level 1, A.

The earliest age of the participants in Border et al. (2018) study were 16 years of age.
These children were already either part of the juvenile correctional system or in substance abuse
programs. When those participants were diagnosed with CD is unclear, but evidence from

Bevilacqua et al. (2017) found that the younger children present with symptoms, the poorer the
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outcome. So, these results could be potentially even more devasting with these children.
Bevilacqua et al. (2017) also found in their meta-analysis of longitudinal studies that children
who had adolescent onset and childhood limited CD also had poorer psychological outcomes
than children with low levels of CD symptoms. However, early onset CD had the worst
outcomes and identification, and early interventions is recommended to minimize antisocial
behavior. The JHNEBP appraisal score is Level 111, B, good quality. Generally, ODD and CD are
viewed as a continuum or spectrum with ODD sometimes seen as a precursor before CD appears
and then at the opposite end of the spectrum is antisocial personality disorder (Sagar et al. 2019).
However, just because a child may exhibit ODD does not mean that CD will follow or antisocial
personality disorder (Sagar et al. 2019).

Disruptive Behavioral Disorder Comorbidities and Trajectories.

The National Institute for Health and Care Excellence (NICE, 2017) established clinical
guidelines for the management of CD within the United Kingdom (UK). Recommendations are
based on a vast array of evidence-based research. It was found that there are co-morbidities that
can exist with CD, mainly attention deficit hyperactivity disorder (ADHD), and providers need
to be aware of this and screen accordingly. Within the USA there are not any evident clinical
guidelines for CD; only a policy statement which incorporates all pediatric mental health
disorders (Foy, 2019). The clinical guideline states that a general mental health assessment tool
is appropriate for CD screening and gives recommendations for parental training, psychosocial
interventions, and pharmacological therapies (NICE, 2017). Interestingly, these guidelines
advise awareness of diagnostic bias and potential stigma due to diagnosis. The JHNEBP
appraisal score is Level 1V, A. These potential issues were discussed within the educational

interventions.



13

Bakker et al. (2017) performed a meta-analysis, which included the clinical guideline
evidence from NICE, (2017) regarding psychological treatments for CD. These findings
concluded that use of psychological treatments, especially in children under ten years of age are
essential and that the biggest co-morbidity of CD and ODD is ADHD. Bakker et al. (2017) found
in the meta-analysis that there is a lack of evidence supporting what the best treatment is, mainly
because of a lack of rigor in research due to poor study design and sample size. The JHNEBP
appraisal score is Level I, B. Marsh and Cox (2022) found that children with disruptive disorders
have not learnt how to emotionally regulate and then find emotions harder to tolerate and self
soothe. Marsh and Cox (2022) discuss that this can result in severely limited coping and
maladaptive strategies (avoidance strategies, emotional numbing) and survival-based
characteristics (aggressive behavior, impulsivity, emotional disconnection from others).

Patel et al. (2018) found in their quantitative, retrospective analysis of demographic
predictors and comorbidities of hospitalized children with CD in the USA, that there is the
potential for diagnostic bias. Patel et al. (2018) identified that black males under the age of 11
have the highest risk of inpatient admission with CD. These patients also have the highest risk of
co-morbid psychosis and depression. Low-income families have a 1.5 times higher risk of
inpatient admission than high income families. The JHNEBP appraisal score is Level I, B.

Fadus et al. (2019) also identifies how health disparities can increase CD. Fadus et al.
(2019) discusses how bias may misdiagnose Black and Hispanic youth, and these children are
more likely to receive a diagnosis of CD than non-Hispanic white children, who are more likely
to be diagnosed with ADHD. Also, having an unstable support network whether it be
inconsistent, harsh parenting practices, family dysfunction, caregiver neglect and abuse, and or

frequent changes in caregivers has shown to increase the risk of CD (Fadus et al., 2019). Carliner
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et al. (2017) found that externalizing disorders, such as CD and substance abuse disorders that
generally begin in adolescence, are more likely to emerge in adolescents with prior trauma.
Oppositional defiant disorder onset, in contrast, is unrelated to trauma exposure but is associated
with an elevated risk of experiencing trauma later in development. This is important for
healthcare providers, school counselors and teachers to be aware of, as this indicates that
behavioral disruptive disorders such as CD and even aggression in adolescents can be due to
trauma. Children with ODD have a higher risk of trauma in adolescence. Furthermore, the more
trauma youth have experienced, the more likely they are to be diagnosed with CD (Marsh &
Cox, 2022). Therefore, assessment and interventions should be trauma focused.
Healthcare Providers, School Counselors and Teachers Knowledge and Confidence

Baum et al. (2019) study wanted to improve management of pediatric mental health
conditions and did this through onsite training within 29 primary care practices in the USA. The
study is a quantitative, quasi experimental, one group pretest-posttest design and clinical
confidence was measured over time using a linear regression model. A Pearson correlation
coefficient was used to assess the relationship between change in clinical confidence and
program uptake. It was found that clinical confidence increased on average by 20% throughout
the training and there was a positive relationship between intervention uptake and change in
practice. The study concluded that healthcare providers did have a lack of knowledge and
confidence about mental health conditions, including CD, and the onsite trainings did improve
this. Therefore, an educational intervention about CD and ODD, with onsite trainings will be of
value to healthcare providers. The JHNEBP appraisal score was Level I, B.

Foy et al. (2019) formulated a manuscript, published by the American Academy of

Pediatrics to outline a revised policy statement about pediatric mental health competencies in
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healthcare. One of the purposes of the policy statement is to improve the assessment and
treatment of children who display disruptive and/or aggressive behavior. Evidence shows that
there is a lack of training and confidence to treat and counsel these children. Evidence similarly
was found by Baum et al. (2019). Foy (2019) gives evidence-based behavioral
recommendations for children with disruptive and aggression problems as well as brief
interventions that healthcare providers can use. Competencies are outlined in the policy
statement that demonstrate that healthcare providers can analyze and interpret results from
mental health screenings. The competencies in the policy statement provide guidance when
considering the scope of practice of healthcare providers treating mental health conditions.
These competencies can be incorporated into clinical decision making. The JHNEBP appraisal
score is Level IV, A, high quality. Lempp et al. (2016) also found that physicians have a lack of
knowledge and confidence when treating children with CD. The researchers surveyed
physicians and pediatricians and found that both ranked four out of five for importance of
knowledge about CD. Additionally, when asked to rank 17 psychiatric diagnoses at level of
need for knowledge, CD ranked eighth with physicians and fifth with pediatricians. The
JHNEBP appraisal score is Level |1, B.

Hanisch et al. (2020) discussed how childhood behavioral disorders such as ADHD,
ODD and CD can impact psychosocial development, including academic underachievement.
Hanisch et al. (2020) developed a school-based coaching (SCEP) for elementary school teachers
of children with these behavioral disorders. Based on a functional behavior assessment, SCEP
addressed teachers of children with severe externalizing behavior problems in an individualized
modular manner. The goals of SCEP were to reduce problem behavior, increase student-teacher

relationship, increase knowledge, and reduce teachers stress levels. Hanisch et al. (2020) found
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that with SCEP there was a significant reduction in problem behaviors and attention span was
significantly increased. However, teachers also pointedly changed their teaching styles.
However, teachers stress levels were not reduced. The SCEP program was very labor intensive,
and the teachers, along with the clinical psychologists worked with one child at a time. Even
though the study design could have been improved through manipulation of the independent
variable with randomization controls, the study is relevant to the project as there are aspects of
the SCEP manual and functional behavioral analysis that can be applied to both teacher and
healthcare providers to reduce problem behavior. Teachers’ knowledge and confidence did
increase with regards to the childhood ADHD, CD and ODD and how to manage these disorders
through the behavioral interventions. The JHNEBP appraisal score is Level Il B.

The American School Counselor Association (2019) specify that school counselors,
unless given additional training cannot provide therapy or long-term counseling services to high
school students, so they may have a limited scope of knowledge centered around therapeutic
modalities. Even though dialectal behavioral therapy resources are used within the project’s
educational interventions, there was mindful consideration to the chosen resources being
selected for both the teachers and school counselors, so they would be appropriate and easily
interpreted by staff and the high school students. Also, the ratio of student to school counselor
within high schools is often extremely high. The current high school has five school counselors
and seven intern school counselors for 1632 students (Education Data Partnership, 2022). It was
therefore also important that the educational toolkit was adaptable and easy to implement by all
school staff.

Therefore, the previous studies are pertinent to the PICOT question: Healthcare

providers, school counselors and teachers do have a lack of knowledge and confidence in
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assessing and treating children with disruptive behavioral disorders. Also, educational
interventions do help increase knowledge and confidence, which in turn will improve outcomes.
Importance of Child Mental Health Assessment Tool Within School and Healthcare Settings

Bloomfield (2022) states that it is important for healthcare providers looking after
children to obtain primary mental health screening tools, which give an overall assessment of the
children and secondary screening tools which focus on specific mental health disorders. Within
the USA, between 13% to 20% of adolescents in one year experience a mental health disorder
and primary and secondary tools can identify and reduce the chances of missing an opportunity
to provide assessment and treatment (Bloomfield, 2022). The American Academy of Pediatrics
recommends two primary screening tools, either the Strengths and Difficulties Questionnaire
(SDQ) or the PSC (Bloomfield, 2022).

Donohue et al. (2015) implemented a quality improvement project within their school
after recommendations from the Connecticut Office of the Child Advocate suggesting that there
should be screening of youth’s behavior and development. The recommendations came after 20
first-grade children and six educators were fatally shot at Sandy Hook Elementary School in
Newtown, Connecticut in 2012. Donohue et al. (2015) believe that schools can be an integral
part of the screening process, connecting school, home, and mental health professionals to
identify students with elevated needs and provide integrated supports. Donohue et al. (2015)
evaluated several tools and chose the Behavior Assessment Scale for Children Two: Behavior
and Emotional Screening Scale (BASC-2 BESS). School counselors input data for 944 children
and t scores were obtained, which determined if children were at no risk or at an increased risk of

a mental health disorder. Those children who were at risk received individual and/or group
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psychotherapy. Parents gave consent for the student self-assessment to be completed and were
informed of the results and interventions.

Donohue et al. (2015) only used the self-report assessment tool and there were issues
with some children not understanding the questions, or the format of the assessment. The study
did not incorporate randomization and controls or measure child outcomes. However, the study
did demonstrate that it is important to monitor children’s mental health within a school setting.
Given the shortcomings of the self-report tool, it seems crucial to utilize a validated, recognized
tool and one that subjects can accurately understand and complete. Monitoring children’s mental
health through a validated assessment tool is also supported by Foy et al. (2019), Hanisch et al.
(2020) and NICE (2017).

Synthesis of the Evidence

All the evidence presented is either of high or good quality and are research based. The
main criticisms of the studies used for the review are from a methodological stance. In four of
the studies (Baum et al. 2019; Border et al. 2018; Donohue et al. 2015; Hanisch et al. 2020) there
is no random assignment, although within quasi-experimental design sometimes this can be
challenging. Also, the meta-analysis conducted by Bevilacqua et al. (2017) used only two
databases to conduct their study search but did implement other sound methodology such as
using effect sizes to ascertain acceptable sample size. However, both the clinical guideline
(NICE, 2017) and policy statement (Foy et al. 2019) were updated within the previous five years,
as recommended by Dang et al. (2022). Also, they both are sponsored by a regulatory body, but
did not utilize appraisal scoring for separate research studies used within the evidence provided.
All studies did use adequate sample sizes apart from Hanisch et al. (2020) and all are

generalizable to healthcare providers, school counselors and teachers in the USA. Even those
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studies outside of the USA, where healthcare and school systems operate differently, are
appliable to healthcare providers and teachers due to the context of those findings. When
applicable, all studies that used assessment tools, used these tools appropriately to guide
assessment, apart from Donohue et al. (2015).

The consensus found in the studies was that the SDQ assessment tool or the PSC were
consistently used to assess risk for disruptive behavioral disorders such as CD and ODD. Gaps
surrounding knowledge of the disorders were identified. The need for education of teachers,
school counselors and healthcare professionals about CD, ODD and the mental health conditions
that coexist with these is evident (Balestra, 2019; Baum et al., 2019; Hanisch et al, 2020). There
is not a mental health assessment tool consistently used to assess for these disruptive, behavioral
disorders within pediatric healthcare or school settings or that screens children’s overall mental
health. The PSC not only assesses for signs of CD and ODD, but also assesses for inattention,
anxiety, and depression (Massachusetts General Hospital, 2018).

Rationale

The theoretical framework that was used for the project is Fawcett and Ellenbecker’s
(2015) Conceptual Model of Nursing and Population Health, displayed in Appendix B. The
model was chosen because it is tailored to improve the health outcomes from a population,
upstream approach within the USA. A central part of the model is the nurse and the influence
that the nurse can have on populations; so, it is not just an individualized approach. The Centers
for Disease Control and Prevention (CDC, 2020) state that population health is an
interdisciplinary approach, which involves communities including teachers and school
counselors.

The primary focus of the theory is the attainment of the highest level of quality of life and



20

the theory concentrates on those nursing activities that can promote well-being and prevent
disease. The constructs within the Conceptual Model of Nursing and Population Health that
were integrated throughout the project were using an upstream approach, population focused as
well as integration of healthcare systems as well as nursing activities (Fawcett & Ellenbecker,
2015). The nursing activities included the actions necessary to improve population outcomes
and mediated the relations of the other constructs so that this can lead to the desired population
outcomes of wellness, disease prevention and improved quality of life. As school counselors and
teachers will also be included in the intervention, they are also an integrative part of population
health because there is a focus on children’s levels of well-being, and this directly impacts
educational achievement (CDC, 2020).

The educational intervention delivered an evidence-based program based on disease
prevention and an upstream approach. The educational intervention also included the social
determinants of health. By utilizing a mental health assessment tool and educational toolkit, the
construct population factors, and behavioral factors of future students were addressed. Health
care system factors was also be included in the project, especially regarding time resources and
relevant competencies and policies.

Methods
Context

The adolescent mental health toolkit comprised of two different educational interventions
that incorporated two PowerPoints that can be used as an ongoing reference. The project was
designed and implemented within four months. The teachers, school counselors, intern school
counselors, assistant principal and librarian stakeholders took one educational intervention. The

healthcare providers including the FNP, intern PMHNPSs, RNs, social emotional counselor and
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the therapist’s stakeholders took the other educational intervention. Two different PowerPoints
were necessary as the groups had different learning needs. After the intervention, healthcare
providers encouraged students to complete the mental health assessment tool. If those resulted in
a high risk, then they would be forwarded to the Coordination of Services Team (COST). The
teachers and school counselors were given education within the intervention about criteria of
who they can refer to COST. The COST team receives referrals from all stakeholders, including
parents and student self-referral. The COST team then coordinates with the psychologist,
therapists, the social emotional counselor, intern PMHNPs, community outreach and special
education to delegate who is the most appropriate provider to manage those student’s needs
(Hayward Unified School District, 2022).

The FNP, intern PMHNPs, RNs, school counselors, intern school counselors, social
emotional counselor, librarian, and teachers are highly interested stakeholders that need to be
managed closely as they are directly related to the assessment and collection of data. The
principal of the school (site advisor) and assistant principal would have less interest levels but
would still need to be managed closely due to the operational effects of the project. All
stakeholders were very interested in taking part in the education and recognized that adolescent
mental health education is important. The generalizability of the project can be compared to most
public, urban high schools within California.

Interventions

The proposed project consisted of two groups and was a pre-post assessment and
educational intervention. There was no comparison between groups. The intervention was live in
person presentations with PowerPoint for the teachers and school counselors and then another for

the healthcare providers. Information included background on disruptive behavior and general
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adolescent mental health including anxiety, ADHD, and complex trauma. The educational
interventions lasted around 30 minutes and provided high school staff with a toolkit of resources
that provided interventions to help students learn emotional regulation skills. Also, there were
resources provided that can be given to students to reinforce this information. Emotional
regulation skills were taken from dialectical behavioral therapy (DBT, Rathus et al. 2014).
Recognition was given to applicable health disparities and risk factors influencing incidence of
the disorders. Also, the mental health assessment tool was discussed within the healthcare
providers presentation, including how to implement the tool and interpret results After meeting
and discussing the educational needs of stakeholders with the principle and assistant principal,
the project lead received a supportive email from the principal of the high school giving consent
to implement the project and this is presented in Appendix C.

The mental health assessment tool that was incorporated within the healthcare providers
tool kit is the PSC and this was designed by Michael Jelinek, psychiatrist, and Michael Murphy,
educational psychologist, at the Psychiatry department at Massachusetts General Hospital. Both
the paper and online version of the tool is free to use and requires no prior copyright
authorization. The online version of the PSC parent version and youth version are provided by
Mental Health America (2022) and its use is endorsed by the PSC authors. The online tool
automatically scores the assessment and provides a score report. Consequently, the administrator
does not have to score the assessment and results are immediate after the youth has completed
the assessment online, all that is required is an email sign up (Mental Health America, 2022).

The Pediatric Symptom Checklist is a brief behavioral screening questionnaire for
children aged 3-18 years old. The 35 questions explore externalizing problems including

attention and conduct problems and internalizing problems such as depression and anxiety. The
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PSC can be completed by healthcare providers and parents. Also, adolescents can self-report but
should be 11 years old and over. The tool is available in over 31 different languages including
Spanish. Student self-report should be encouraged as the children are all over 11 years old in the
high school (Massachusetts General Hospital, 2018).

The Pediatric Symptom Checklist was chosen for many reasons, the test/retest reliability
ranges from .84 to .91. and kappa is .84, internal consistency Cronbach alpha .91 and the tool has
been used within the USA extensively to assess for the childhood mental health risk of CD and
ODD (Massachusetts General Hospital, 2018). Conduct disorder and ODD also has many co-
morbidities that coincide with this disorder such as depression, anxiety, and ADHD (Patel et al.,
2018). ADHD is a high comorbidity that can be frequently present in children with CD and ODD
(Vetter et al., 2019) and is the most common co-existing comorbidity (NICE, 2017). Previous
childhood trauma can also be evident for adolescents with aggression and CD (Marsh & Cox,
2022). So, a brief screening tool that can identify risk for these conditions is important for
healthcare providers to implement. The PSC is the only pediatric mental health assessment tool
that has been endorsed by the National Quality Forum (National Quality Forum, 2013).

The Pediatric Symptom Checklist has been used successfully to identify children at risk
of disruptive and conduct type disorders, ADHD and anxiety and depression (Holcomb, 2021,
Trafalis et al., 2021). The PSC has also been used as a general mental health screening tool in a
school setting and primary care (Burke et al., 2021; Murphy et al., 2021; Trafalis et al., 2021).
Predominately the PSC has been implemented when healthcare providers and/or parents have
been concerned about the child’s behavior and academic progress. It is important to add that the

PSC is not a diagnostic tool but provides an initial gateway into additional clinical inquiry
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(Trafalis et al., 2021). The PSC self-report tool was used within the project. English (USA)
versions of the PSC for youth self-report is presented in Appendix D.
Gap Analysis

There were knowledge gaps identified when searching the evidence. Firstly, all research
about the lack of knowledge and confidence in assessing CD and ODD is formulated from
medical doctors and not nurse practitioners. FNPs and PMHNPs have a fundamental role within
primary care and a school setting. However, in both FNP, PMHNP and medical school
curriculum there is limited education about CD and ODD and family practice doctors have also
identified the need for this education (Balestra, 2019; Baum et al., 2019; Lempp et al., 2016).
The American Academy of Pediatrics (Foy et al., 2019) published pediatric mental health
competencies in primary care to improve the assessment and treatment of children who display
disruptive and/or aggressive behavior. Best practice includes incorporating a childhood
assessment tool into practice and integration of mental health care into primary care. Currently,
apart from the PHQ-A, which is recommended to screen depression in over 12-year old’s
(United States Preventative Services Taskforce, 2016) there are no childhood screening tools
used consistently within primary care or school-based healthcare settings for these disorders.

There were barriers to implementing the educational intervention, including participants
having insufficient time to attend the educational intervention and resistance with school
counselors wanting to implement the mental health risk assessment. A gap analysis is presented
in Appendix E. Post pandemic due to rising childhood mental health disorders, including
violence and conduct type disorders, teachers are now being expected to identify and manage
these disorders in the classroom. There are some educational interventions recently implemented

by the state of California, which focuses on school-based learning about suicidal risk and
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depression. Conduct type disorders do not appear to be discussed (California Department of
Education, 2020).
Gantt Chart

A Gantt chart is displayed in Appendix F. The Gantt chart outlined the steps for the
project design, and the timeline for the various steps of the project’s completion, including
communication with various stakeholders, designing educational materials, providing staff
educational training and feedback to staff as well as a timeline for completing and presenting the
DNP project. The implementation process of the project was completed in four months.

Work Breakdown Structure

The Work Breakdown Structure (WBS) assisted in identifying how the goals and
objectives were met in the project (Moran et al., 2020). Within the project an outline format of
the WBS was chosen, as this was easier to view and not difficult to amend if changes were
needed (Project Management Docs, n.d.). The WBS analysis is presented in Appendix G.

The WBS firstly outlined the project initiation, steps included, the DNP Project
committee approval, establishing stakeholder buy in from the high school and other relevant
stakeholders, email of support from the organization project site and creation and sharing a
timeline with stakeholders involved with the project. The WBS next outlined the planning of the
project which included a needs assessment with informational interviews with stakeholders, gap
analysis, formulating an aim statement and a GANTT chart to lay out a timeline for the project.
The project planning also included identifying theoretical frameworks that assist with the overall
project and identification of measurable objectives and defining budget items.

Next within the WBS analysis was project development and execution which involved

creating and designing a qualitative question to ask stakeholders to evaluate the educational
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intervention and assessment tool. Then development of the measurement tool questions that
assessed knowledge and confidence of the healthcare providers, school counselors and teachers.
Finally, identification of the format of the PSC (Massachusetts General Hospital, 2018) which
was then integrated into practice.

The project implementation stage of the WBS analysis addressed the delivery of the
educational interventions, with pre and post knowledge and confidence surveys and
communication steps with stakeholders throughout the implementation. The WBS data analysis
outlined the data that was analyzed and the use of statistical software to analyze that data.
Finally, the WBS focused on the project close out, which incorporated presenting findings to
stakeholders and the DNP chair and committee, the recommendations for future applications and
the submission of the final manuscript for the DNP Project.

Communication Plan

The communication matrix is presented in Appendix H and displays essential
stakeholders, frequency and means of communication. The meetings included the initial
stakeholders meeting to establish educational need and if any mental health assessment tools had
been used before and thoughts about the educational intervention and practice change. After the
educational intervention and integration of the mental health assessment tool, an on-site meeting
took place within a week to facilitate integration of the tool and if any issues. Ongoing meetings,
focused on proper documentation and accurate interpretation of results and implementation of
appropriate care. Communication with stakeholders at the project site was through on-site

meetings, email, and phone calls.
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Strengths, Weaknesses, Opportunities and Threats Analysis

The strengths, weaknesses, opportunities, and threats (SWOT) analysis is an assessment
of both “internal and external attributes and threats to a phenomenon of interest” (Moran et al.,
2020, p. 130). Through this analysis, the evaluation provided an overview of the current
situation. The SWOT analysis is presented in Appendix I. The strengths of the project included
that there is evidence within the existing literature to suggest that healthcare providers, school
counselors and teachers have a lack of knowledge and confidence identifying and assessing CD
and ODD in children, so the project was needed. The existing literature suggested that early
interventions and primary and secondary prevention improves lifelong outcomes of children with
these disorders (Frick, 2016). The Pediatric Symptom Checklist has been endorsed by the
National Quality Forum (2013) and lastly, the mental health assessment tool, the PSC
(Massachusetts General Hospital, 2018) has good reliability and validity and has been used
within schools to assess for CD and ODD and overall childhood mental health (Burke et al.,
2021; Murphy et al., 2021; Trafalis et al., 2021).

The weaknesses included the potential for the non-compliance and non-acceptance of the
PSC (Massachusetts General Hospital, 2018). Healthcare providers may have had a preference to
a different pediatric mental health assessment tool. A meeting was scheduled during the planning
stage of the project to investigate this potential issue and the assessment tool was accepted.

The opportunities of the project were to create a culture of primary and secondary
prevention within the high school. Also, the project educated healthcare providers, school
counselors and teachers about adolescent mental health and integrated adolescent mental health
competencies within the school setting. It also encouraged a team approach and collaboration of

teachers, school counselors, the COST team, and healthcare providers.
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The threats to the project were that the workflow maybe too busy to implement the
mental health assessment tool into practice or complete the educational intervention. Due to the
healthcare providers, school counselors and teachers being unionized, the educational
intervention could not be made mandatory, as mandatory education is decided by the California
Board of Education. Stakeholder incentive and buy in was gained from some of the healthcare
providers, school counselors and teaching staff.

Budget and Financial Analysis

The high school participating in the project most recent absenteeism rate is 17%
(Education Data Partnership, 2022). The California Department of Education (2022) cost of
funding per day per student is $85.92. After completing an analysis, the annual loss of funding
based on chronic absenteeism and percentage reasonably attributable to mental illness within that
high school totals $74,234.880 annually. The Cost Avoidance Analysis is presented within
Appendix J.

For the purposes of increasing the sustainability of this project, the PSC (Massachusetts
General Hospital, 2018) which is the selected mental health assessment tool was chosen
specifically because it is free of charge when completing by paper and online and is easily
accessible and reproducible. All costs involved in the development of the project and its
materials have been solely incurred by the project lead. Included within the budget would be the
cost of the educational intervention training, which would take around thirty minutes. The
sustained costs for the program are modest and represented by expenses incurred for the
reproduction of the mental health assessment forms and student resources which could
realistically be incorporated into existing budgets. Total costs including project manager and

training costs and supplies, and resources is $12943.43 and is presented in Appendix I.
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Study of the Interventions

It had already been ascertained from the evidence that behavioral disorders including
conduct are not focused upon in educational curriculum for health providers, teachers, or school
counselors. This results in providers having a lack of knowledge and confidence pertaining to
this area of adolescent mental health. Within the high school it was important to establish what
the education need was for the involved stakeholders. There was a large proportion of the student
self-referrals to COST stating problems surrounding anxiety. So, the project lead felt it
imperative to include anxiety in the toolkit. Also, the resources provided for students do assist in
managing anxiety. According to the stakeholders, the state of California does give a lot of
training about depression and suicidal risk assessment, so it was felt from stakeholders that this
was not necessary. Whilst talking with stakeholders it became evident that a focus on complex
trauma could be beneficial for all staff, so therefore this was incorporated within the educational
intervention.

The educational intervention included resources that all stakeholders can give to the
students. These focus on some of the concepts of DBT. Those resources focus on mindfulness
skills, distress tolerance skills, interpersonal effectiveness, and emotional regulation (Rathus et
al., 2014). These skills are not only appropriate to adolescents with anxiety but also
disruptive/conduct disorders, complex trauma, suicidal ideation, and stress. The resources also
are applicable to an adolescent who does not have mental health symptoms, as all need the skills
to cope with life’s stressors (MacPherson et al. 2013; Marsh and Cox, 2022). Chugani et al.
(2021) state that adolescents who live in low-income areas often have a high need for mental
health supports due to experiences of poverty and trauma, coupled with limited access and

availability of such supports. Within this county, the high school is within a low-income area and
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there is a deficit in mental health community resources. Often the adolescents can only receive
support services within the school. Chugani et al. (2021) states that offering DBT within the high
school is appropriate and teachers can provide this service to students.

There was liaison with one of the psychotherapists at the high school who had previously
given education about classroom calmness. Due to there being many new staff, the
psychotherapist recommended incorporating this as part of the education for the teachers and
school counselors. Also, the coordinator of the COST team recommended incorporating into the
education, criteria for referral to COST. There had been many teachers that had questions
surrounding what students they should refer, so this was an educational need that was
incorporated within the toolkit. The psychotherapist, COST coordinator, principle and assistant
principle all examined the PowerPoint presentations that formed the adolescent toolkit and stated
that they were in alignment with high school’s mission and values. The educational PowerPoint
for healthcare providers is displayed in Appendix K and the teachers and school counselors
PowerPoint is presented in Appendix L. The DBT resources were incorporated into both
PowerPoints and staff who completed the intervention were given pdf files of the student
resources and color photocopies of the resources to give to the students.

Outcome Measures and Data Collection Instruments

Both guantitative and qualitative measures were used to assess and quantify outcomes
and the efficacy of the intervention. Qualtrics was used to develop the survey tools. Quantitative
measures included pre-post assessment scores of both knowledge and confidence. The outcome
measures were compared immediately pre and post education implementation. The confidence

level was measured with a Likert scale. The survey questions concerning confidence was taken
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from research by Baum et al. (2019) in which they measured clinician confidence pre and post
implementation of the integration of mental health services into pediatric primary care.

To measure knowledge, the Mental Health Literacy Scales was incorporated with the
confidence survey. The Mental Health Literacy Scale is also a Likert scale in which mental
health literacy knowledge is measured. The tool has been used to assess mental health literacy of
healthcare professionals working within areas of individuals with mental health conditions and
has been used to evaluate knowledge when developing new programs or interventions. The
Mental Health Literacy Scale was adapted from O’Connor & Casey (2015) and demonstrates
good internal and test-retest reliability. Both Likert scales that measured confidence and
knowledge had a five-point scale ranging from scores one to five respectively, with strongly
disagree, somewhat disagree, neither agree nor disagree, somewhat agree, and strongly agree.
The education was evaluated by stakeholders with qualitative data that was ascertained from a
Qualtrics evaluation open-ended question incorporated into the post educational assessment.

The questions within the Qualtrics survey for the healthcare providers and teachers and
school counselors were the same except for one question within each survey. The Qualtrics
survey for healthcare providers had a different question asking about confidence when using a
mental health assessment tool. The teachers and school counselors did not have the mental health
assessment tool included within their toolkit. The teachers and school counselors also had a
different question from the healthcare providers asking about whether they were confident in
referring students to COST services. The healthcare providers did not need this question as it was
established that this was not an educational need. Both healthcare providers teachers and school
counselors received the survey questions: | am aware of resources that | can use when

adolescents appear overwhelmed or stressed. Are you confident in your overall knowledge of
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adolescent mental health? Are you confident in being able to use resources to help adolescents if
they are having psychological distress? The Qualtrics pre survey designed for the healthcare
providers is displayed in Appendix M, and the post intervention survey in Appendix N. The
Quialtrics pre survey for the teachers and school counselors is displayed in Appendix O, and the
post intervention survey in Appendix P.

Analysis

Quantitative data was analyzed using SPSS and the Intellectus statistics program. As the
interventions were different for both the healthcare providers and the teachers/school counselors,
pre and post testing was separate for the two groups and each survey question was analyzed
separately. Demographic nominal data included job title, age range, gender, race, and highest
level of staff education. Nominal data was measured with frequency distributions.

The independent variable is the educational PowerPoint/adolescent tool kits. The
dependent variable, the pre and post knowledge and confidence levels were analyzed with both
parametric (two-tailed dependent, paired t test) and non-parametric testing (Wilcoxon signed
rank test). An alpha level of less than 0.05 was used to determine statistical significance. The t
test and Wilcoxon signed rank test was used to establish the difference in knowledge and
confidence before and after the educational interventions. A Shapiro-Wilk test was conducted to
determine if the data was a normal distribution. A Cohen’s d was measured to determine effect
size. A significant large effect size of around 0.8 was the ideal of the project to demonstrate that
the educational intervention has a significant increase in providers knowledge and confidence. A
priori power analysis was conducted prior to the intervention to determine what sample size was
adequate. With a set effect size of 0.8, alpha level 0.05, power set at 0.8 the total sample size

needed in each group is N = 34 participants (Universitat Dusseldorf: Psychologie, 2023).



33

Qualitative analysis data was visualized using a word cloud with the most frequent occurring
themes.
Ethical Considerations

The project was approved by the University of San Francisco (USF) School of Nursing
and Health Professions, Doctor of Nursing Practice program. Within the intervention, the Jesuit
core values of USF were adopted by promoting a common good that transcends to the interests
of the stakeholders and respects their diversity of perspectives and experiences (USF, 2022).
Furthermore, the program is in alignment with the mission of the high school in that they should
provide a safe environment that is supportive of all its students (Hayward High School, 2023).

The American Nurses Association (2015) code of ethics was integrated throughout the
project by advancing the profession through research and scholarly inquiry, professional standard
development, reducing health disparities and demonstrating respect for human rights, including
privacy and confidentiality. To maintain privacy and confidentiality all participant data was only
coded by number and HIPAA compliance was met throughout the course of the project. Within
the first survey that was given to healthcare providers, school counselors and teachers was a
description of the quality improvement project and the reassurance that data obtained from the
surveys and exam will be kept confidential and documented without personal identifiers. An
informed consent was obtained through acceptance of the initial survey.

Results

Demographic data from the healthcare providers and the teachers and school counselors
was analyzed with frequency distributions. Within the healthcare provider group there were a
total of N = 10 participants, seven RN’s, one social emotional counselor, one FNP and one

therapist who completed the educational intervention and is portrayed in Appendix Q, Figure 1.
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There were a total N = 20 participants in the other group, 12 teachers, two school counselors,
four school counselor interns, one assistant principal and one librarian that completed the other
educational intervention and is portrayed in Appendix R, Figure 1. The most frequent age range
within the healthcare providers group was 45-54 years of age, as shown in Appendix Q, Figure 2.
The teacher and school counselor group most frequent age range were 35-44 years of age, as
shown in Appendix R, Figure 2. With health care providers nine out of ten were female, as
demonstrated in Appendix Q, Figure 3. Also, with the teacher and school counselors 16 out of 20
participants were female, as demonstrated in Appendix R, Figure 3. Healthcare providers most
commonly occurring race was white, as demonstrated in Appendix Q, Figure 4, and the same
with the teachers and school counselors, as demonstrated in Appendix R, Figure 4. Finally, most
healthcare providers had a graduate level of education, as demonstrated in Appendix Q, Figure 5,
and teachers and school counselors most common educational level were also graduate, as
demonstrated in Appendix R, Figure 5.

The projects aim was achieved in that both educational interventions for the healthcare
providers and the teachers and school counselors resulted in over a 20% increase in knowledge
and confidence after the educational intervention. Healthcare providers learning gain ranged
between 67% to 100%, as portrayed in Appendix S. Teachers and school counselors learning
gain ranged between 46% to 83%, as portrayed in Appendix T.

A two-tailed dependent paired t test with an alpha level of .05 was conducted on all the
questions from both groups and all questions found that there was a significant difference in both
means. However, the Shapiro-Wilk test showed for all questions in both groups (except for
question eight in the healthcare providers group, which asked if participants were confident in

their overall knowledge of adolescent mental health) that there was a violation of the normality
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assumption. Therefore, a non-parametric two-tailed Wilcoxon signed rank test, which does not
have a requirement of meeting a normal distribution, was completed for all the other questions at
an alpha level of .05 and all resulted in significance, indicating that the differences in means are
not likely due to random variation.

As two-tailed dependent paired testing was performed, there was data visualization to
ensure that the pre intervention mean scores were always less than the post intervention mean
scores. The biggest mean difference in pre and post intervention scores for the healthcare
providers was 3.2, indicating they were more confident in using an adolescent mental health
assessment tool. The smallest mean difference in pre and post means was 1.6 in which healthcare
providers were asked about their confidence in overall knowledge of adolescent mental health.
The biggest mean difference in pre and post intervention scores for the other group, teachers and
school counselors was a mean of 1.4 indicating that they were more confident about which
students to refer for COST services. The smallest mean difference in pre and post means was 1.1,
in which teachers and school counselors were asked about their confidence in overall knowledge
of adolescent mental health, this was also the smallest mean difference for healthcare providers.

The lowest Cohen’s d which measured effect size with both groups was 1.14 and the
highest was 2.82. SPSS standardized Cohens d, which also measured effect size but gave the
lowest standardized Cohen’s d as .67082 and the highest as 1.135. The statistical analysis of the
healthcare provider group is presented in Appendix U in tables one through seven. The statistical
analysis of the other group, the teachers and school counselors are presented within Appendix V
in tables one through eight.

The evaluation of the educational intervention was completed, and participants were

asked to state words that described the intervention. The qualitative data was manually
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transcribed and evaluated for frequencies of words with a visual representation through a word
cloud for each group. Within the healthcare provider responses, the words confidence, helpful,
love, interesting and learning were identified twice and the other words once, this is portrayed
within Appendix W. Within the teachers and school counselor’s responses, the word confidence
was mentioned three times and all the other words mentioned once, this is portrayed within
Appendix X.

Discussion
Summary

Guided by the Conceptual Model of Nursing and Population Health (Fawcett and
Ellenbecker, 2015) the findings of the educational intervention have demonstrated improvements
with healthcare providers knowledge and confidence surrounding adolescent mental health, the
use of a validated adolescent mental health tool and increased confidence to use DBT skills and
resources with students at the high school. The other educational intervention for teachers and
school counselors also increased knowledge and confidence surrounding adolescent mental
health and increased confidence to use DBT skills and resources with students in the high school.
Also, there was increased knowledge and confidence of techniques that can assist in creating
calmness in the classroom.

There were multiple methods of data analysis used including frequency distributions for
nominal demographic information and use of a priori power analysis prior to the educational
intervention to establish needed sample size. Also, there was use of a Shapiro-Wilk test to
determine if data was within a normal distribution and when some of the data violated this
assumption for use with parametric t testing then the non-parametric Wilcoxon signed rank test

was used to see if there was still significance in the data that had been previously shown in the t
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test, which there was. A Cohen d test was used to assess effect size. However, after the data
analysis there were some methodology concerns specifically related to sample size and
parametric testing, which will be discussed within the next section.

Interpretation

The priori power analysis identified that 34 participants were needed for each group.
Both the healthcare providers group (N = 10) and the teachers and school counselors’ group (N =
20) sample number were not achieved. There were only ten available participants screened
within the healthcare providers group because that is the total availability of the healthcare
providers at the high school. The lack of sample size with the teachers and school counselors was
due to time constraints of staff not being able to complete the educational intervention.

Not managing to reach the sample size indicated by the priori power analysis could cause
data to not be of a normal distribution. The use of the Shapiro-Wilk test showed a violation in
normal distribution for all but one of the scores, then addition non-parametric testing with the
Wilcoxon signed rank was completed to test if mean differences in pre and post educational
intervention scores were all still significant. A two-tailed t test and two-tailed Wilcoxon signed
rank test was used instead of a one-tailed to reduce the incidence of a type Il error.

All Cohen d effect sizes for the t test were over 0.8, which indicates a large effect size.
However, the Cohens d test effect size could have been affected due to the lack of the
assumption of a normal distribution, so those results should be met with caution. An alpha level
of probability was set at 0.05, this does increase power but in turn increases the risk of a type |
error. A lower probability level could have been used, however the biggest concern with the data

analysis was the inadequate sample size. There is also a debate as to whether Likert scales are
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ever normally distributed, with no clear consensus, so the use of using both parametric,
nonparametric and percentage learning gain testing seems appropriate.
Limitations

The barriers that the project leader faced when implementing the innovation were time
restriction and resistance to change and new learning. When assessing the educational needs for
the adolescent mental health toolkit the project lead did receive some resistance to change. The
introduction of the school counselors being able to use the PSC mental health assessment tool
was met with a lot of resistance. The PSC is not diagnostic, however was viewed as such. After
giving information about the PSC, it was still deemed not to be appropriate for the school
counselors to implement. Goodcase et al. (2022) study, also based within an urban city school,
found that school counselor to student ratios is very high and this impacts time resources and was
also a contributing factor. The PSC is already endorsed by Medicaid in California for use by
mental health providers with any Medicaid patients. So, the school counselors had only seen its
use by mental health providers, so this reinforced that only specific health care providers can
implement the assessment and that it is diagnostic.

Another limitation was that the education could not be made mandatory as this was not
endorsed by the California State Board of Education, plus all education must be agreed upon by
the staff unions. Therefore, leaders at the school advised to ask staff if they would want to
participate in the intervention, which consequently reduced the possible sample size that could
have been achieved. Consequently, this would reduce sample size which led to data analysis
conclusions being met with caution and resulted in a decreased amount of DBT resources that

would reach the students.
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Conclusions

Adolescent mental health disorders can impact children for the rest of their lives and has
a high societal and economic burden (Fairchild et al., 2019). Healthcare providers, school
counselors and teachers are often the professionals that see the child and have interactions with
the family at a consistent level while the child attends high school. Therefore, staff can form a
trusting relationship with both child and family and are key to not only following the child’s
academic and physical development, but also that child’s mental health. Through the literature
review it became evident that a lack of education and confidence about most adolescent mental
health conditions is lacking within these settings (Balestra, 2019; Baum et al., 2019; Lempp et
al., 2016). It is evident from the literature review that early identification and assessment of
children with these disorders is imperative to improve outcomes and prevent future lifelong
sequela.

An educational intervention in the school setting for healthcare providers, school
counselors and teachers and the integration of the PSC (Massachusetts General Hospital, 2018)
into practice for health providers does assist in identifying adolescents at risk of mental health
conditions. Early identification and intervention have been shown to improve outcomes and will
reduce overall societal economic burden (Frick, 2016). The results of this project show that staff
education within the high school that centers around adolescent mental health conditions, and the
implementation of skills and resources, increases staff knowledge and confidence. Therefore,
resulting in better outcomes for adolescents within a high school setting. The project emphasizes
that mental health education within schools should be based upon the education need of the
various professional disciplines and is this project is generalizable to the urban, inner-city

schools within California.
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to manage
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knowledge 17 CAP Mann- need. Out of | what PCP and
and skills related Whitney test, |the 17 CAP | pediatricians
do primary knowledge Kruskal- related need to know
care and 13 CAP Wallis test, knowledge, | within current
physicians related skills Wilcoxon test | physicians | practice. High
need to by and Spearman | ranked CD | return rate of
have. A survey | importance Correlation to | 8" rank of | surveys.
in general in daily evaluate the importance | Weaknesses:
practitioners practice. association and Lack of
and between CAP | pediatricians | randomization
paediatricians. exposure and | ranked CD | and random
European perceived as of 5% assignment of
Child & importance of | importance | surveys. Lack
Adolescent skills and of validated
Psychiatry, knowledge. knowledge
25(4) 443 base
451. competencies
used.
Potential

biased need of
providers and
not objective
daily practice
requirements.
Worth to
Practice:
Give’s
guidance on
needed
education for
medical
school
curriculum.
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Citation Design Sample Variables | Measurements Findings Appraisal
Method Studied & Worth to Practice
Data Analysis
National Systematic | Nota Not Expert Assess for other | Level IV, A High
Institute for review and | research appliable | opinion and potential co- Quality.
Health and synthesis studybut |asa synthesis of morbidities that | Gives providers from
Care of audience is | Clinical studies so no occur with CD: all disciplines a
Excellence. evidence- | children Guideline. | direct data ADHD, consistent, evidence-
(2017, April). | based with CD analysis used. | substance based approach.
Antisocial research. and those misuse, Feasibility appropriate
behaviour Expert in contact depression & and could be applied
and conduct | opinion. with the PTSD. to other countries.
disorders in No Criminal Initial Strengths: Evidence
children and | conceptual | Justice assessment: is vast, up to date and
young people: | framework | System SDQ. included in separate
Recognition evident. within the Complete documents. Revised
and UK. comprehensive | within the past five
management assessmentand | years. Stakeholders are
(No. CG158). care plan. listed with roles and
Parent training responsibilities
programs. throughout guideline.
Offer group Researcher’s mention
social and that the SDQ
cognitive assessment tool
problem-solving | internal reliability.
and multimodal | Weaknesses:
programs to Individual studies
children. presented does not
Offer have a stated level or
Methylphenidate | strength of evidence.
or Atomoxetine
for management
of ADHD in
children with
CD.
Providers to be
aware of
diagnostic bias
and potential
stigma due to

diagnosis.
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Citation Design Sample Variables | Measurements Findings Appraisal
Method Studied & Worth to Practice
Data Analysis
Patel, R., The Nationwide Independent | Nationwide African Level II B Good
Amaravadi, quantitative | inpatient Variables: Inpatient Americans Quality.
N., Bhullar, study is a sample, total | Primary Sample. under 11 Alert’s providers of
H., Lekireddy, | retrospective | N=442,824 | diagnosis of | International | years of age | the existence of
i 1 analysis. No | children CD. Classification | are at highest | health disparities
& Win, H. conceptual under 18 Primary of Diseases risk for and co-morbidities.
(2018). framework years old diagnosis of | Diagnosis inpatient Research can be
Understanding | mentioned. with CD (n = | other Codes (ninth | admission. replicated so
the 32,345) and | psychiatric revision). Higher risk feasible.
demographic a comparison | conditions. Logistic of Strengths:
predictors and group of Dependent Regression psychosis Knowledge and
associated children with | Variables: Model used to | and knowledge gaps are
comorbidities another Demographic | generate odds | depression. identified and there
in children psychiatric Predictors: ratios between | It is also was a control group
hospitalized diagnosis (n | Age, gender, | both groups. | found that which was in the
with conduct =410,479) race, median children with | same setting.
disorder. who had household CD in low- Variables outlined
Behavioral been income. income clearly. Sample size
Sciences, 8(9) hospitalizedn | Co- families have | is adequate
80 the USA. morbidities: a 1.5 times although no power
Alcohol higher risk of | analysis is
abuse, drug inpatient mentioned. Results
abuse, admission and conclusions are
psychosis, than high discussed and
and income presented clearly.
depression. families. Weaknesses:
Discusses Instrument
diagnostic reliability and
bias. validity not

mentioned. In the
literature review,
many studies over
ten years old.
Readmission
numbers not
included in the
sample.
Diagnostic bias
potential as results
based on clinical
diagnostic coding.

Definition of abbreviations for tables: Adolescent Limited (AL). Attention Deficit Hyperactivity
Disorder (ADHD). Composite International Diagnostic Interview (CIDI). Conduct Disorder
(CD). Continuous Medical Education (CAP). Life Course Persistent (LCP). Oppositional Defiant
Disorder (ODD). Post-traumatic stress disorder (PTSD). SDQ (Strengths and Difficulties

Questionnaire). Randomized Clinical Trial (RCT). United Kingdom (UK). United States of
America (USA).
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Fawcett and Ellenbecker’s Conceptual Model of Nursing and Population Health (2015)

>

Upstream Factors
Dimensions:

Socioeconomic Environment
Physical Environment

!

Population Factors
Dimensions:

Genetic Factors

Behavioral Factors
Physiologic Factors
Resilience

Health State

!

Nursing Activities

Dimensions:

Population-Based Nursing
Practice Processes

Culturally Appropriate Wellness
Promotion, Restoration, and
Maintenance

Culturally Appropriate Disease
Prevention
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Health Care System

Factors

Dimensions:

Providers

Organizations and Institutions
Payers

Policies

\ 4

Population Health

Outcomes

Dimensions:

Population-Level Wellness
Population-Level Disease Burden
Population-Level Functional Status
Population-level Life Expectancy
Population-Level Mortality
Population-Level Quality of Life
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Appendix C

Support from Agency




Appendix D

Pediatric Symptom Checklist (PSC-Y Youth Self Report)

Please mark under the heading that best fits you:

Never Sometimes Often

1. Complain ofaches or pams.......cccccoeevvereenne . L .
2. Spend more time alone........ccoceeeevviiiieiinnnen, . T s
3. Tire easily, little energy.......cccccvvevviecnennen, . . s
4. Fidgety, unable to sit still........c.cceoeerennnnee. ik i .
5. Have trouble with teacher.................. - . s
6. Less interested in school............... . . L
7. Actas ifdriven by motor...........cceevevivennne. . e .
8. Daydream too much.........cceviieiiiiiiiinnnnne, . . .
9. Distract easily......ccoceeeeererrcceeee - e o
10. Are afraid of new situations..........ccceovuvruneeeen . . .
11. Feelsad, unhappy......ccoovoroiinnnicee. _ . L
12. Are irritable, angry.......cocv i, - e =
13. Feel hopeless...ccoivinnicceiniiiicin - - =
14. Have trouble concentrating............ccccoeuneeeee. _ _ .
15. Less interested in friends........ccoovvirennn, . - =
16. Fight with other children..........ccccccovviienenes . - =
17. Absent from school ........ccovvviveini... . o -
18. School grades dropping. ............c.eeee. . s =
19. Down on yourself............cccoooiiiiiinnnen. _ _ L
20. Visit doctor with doctor finding nothing wrong........ __ . =
21. Have trouble sleeping........ccccvvivienencnnnens - . =
22. Worry a ot il il s
23. Want to be with parent more than before............... it i =
24. Feel that you are bad......ccoocoocieeeeeenees _ . L
25. Take unnecessary risks.....c...cocevecnvnnnennnne it ik =
26. Get hurt frequently.........c..oceeeiiiiiinene. it i =
27. Seem to be having less fun.............ccceoeenee. _ . L
28. Act younger than children your age.......cc.oceeee. i i =
29. Do not listen to rules........oceeeeeeeiinnnenne. i i =
30. Do not show feelings...........ccoocereieeencnne i i s
31. Do not understand other people's feelings............. - i -
32. Tease others.....ccocoeieiecei _ _ .
33. Blame others for your troubles..........cccoeeeee.. it i =
34. Take things that do not belong to you................. it i =
35. Refiuse to share.....ocoveveeies e s e i
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Gap Analysis
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Best Practice

Best Practice
Strategies

How Site Practices
Differ from Best
Practices

Barriers to Best Practice
Implementation

Childhood
mental health
assessment tool

Integration of
mental health
care into
healthcare and
classroom
workflow

Collaboration
between
healthcare staff,
school
counselors,
teachers & mental
health providers

Standardized
mental health
assessment tool

Absence of assessment

tool used by
stakeholders.

Siloed stakeholder
activities

Perceived lack of time
resources.

Lack of knowledge and
confidence

Historical lack of teachers
focused upon childhood
mental health & collaboration
and is a new way to practice
within school system
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Gantt Chart

Appendix F
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Appendix G

Work Breakdown Structure

1. Healthcare Staff, School Counselors and Teachers Based Educational Intervention and
Integration of Mental Health Assessment Tool: Improving Outcomes Through Increasing
Knowledge and Confidence of Behavioral Disorders in Children.

1.1 Project Initiation

1.1.1 DNP committee approval of project.

1.1.2 Establish stakeholder buy-in from healthcare staff and Teachers.
1.1.3 Organizational support letter from identified project site.

1.1.4 Create and share project timeline with stakeholders.

1.2. Project Planning
1.2.1 Perform needs assessment.

1.2.1.1 Conduct informational interviews.
1.2.1.2 Create Gap, SWOT analyses.
1.2.1.3 Formulate Aim Statement.

1.2.1.4 Formulate GANTT chart.

1.2.2 ldentify theoretical frameworks.
1.2.3 ldentify measurable objectives.
1.2.4 Define budget items.

1.3. Project Development/Execution

1.3.1 Create educational intervention toolkits.
1.3.1.1 Select mental health screening tool determined by best
practice.
1.3.1.2 Design educational interventions about adolescent mental health.
1.3.1.3 Design qualitative questions on thoughts of use of mental health
assessment tool and educational interventions.

1.3.2. Create measurement tools: pre-and post-education, knowledge, and confidence
level Likert scale.

1.3.3 Identify if mental health assessment tool will be used on hand-held device or pen
and paper.
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1.4. Project Implementation

1.4.1 Deliver pre-intervention knowledge and confidence Likert scales directly before
educational PowerPoint presentation.

1.4.2 Administer educational PowerPoint and introduce mental health assessment tool.
1.4.3 Conduct post-intervention knowledge and confidence Likert scales directly after
educational PowerPoint presentation. With qualitative question about educational
intervention.

1.4.4 Meet healthcare staff and teachers within one week following intervention to
establish if any questions about implementing mental health assessment tool and
resources.

1.5. Data Analysis

1.5.1 Using SPSS analyze confidence level Likert scales pre-post intervention.
1.5.2 Using manual transcription and evaluation, determine key themes in post-
intervention qualitative responses.

1.6. Project Close Out
1.6.1 Present findings to site-specific and district stakeholders.

1.6.2 Make recommendations for future applications.
1.6.3 Present to DNP Chair and Committee.
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Communication Matrix
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Contact Person Frequency Communication Method
DNP Chair As needed Phone, email, Zoom meetings
Dr. Trinette Radasa
DNP Committee Members As needed Phone, email
Site Advisors Once a week Phone, email, text, face to
face meetings
Participants As needed Phone, email, face to face

meetings
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Strengths, Weaknesses, Opportunities and Threats Analysis of Educational Intervention

Strengths (+)

Weaknesses (-)

Strong evidence to suggest that healthcare
staff, school counselors and teachers have a
lack of knowledge and confidence identifying
and managing disruptive disorders in
children.

Primary and secondary prevention increases
lifelong outcomes of children with these
disruptive disorders and associated
comorbidities.

The mental health assessment tool is free, has
good reliability and validity and is endorsed
by the National Quality Forum.

Potential for the non-compliance and non-
acceptance of mental health assessment tool.

Due to constraints with unions, staff cannot
be mandated to complete this training.

Opportunities (+)

Threats (-)

Create a culture of primary and secondary
prevention on a district wide scale.

Address pediatric mental health competencies
within school setting.

Encourage a team approach and collaboration
with mental health services.

Healthcare staff, school counselors and
teacher workflow too busy to implement
mental health assessment tool into practice.
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Budget and Financial Analysis
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Budget Item Description Estimated Cost

Project Manager, Staff &

Training Expenses

RN Salary in project planning | $84.00 x 135 hours $11340.00

Travel time Mileage at $0.625/mile (16 $500.00
trips at 50 miles round trip)

Educational Intervention for | $100.00 x 30 minutes $50.00

FNP Total Providers 1

Educational Intervention for | $50.00 x 30 minutes $475.00

Assistant Principal, Teachers, | Total providers 19

School Counselors &

Librarian

Educational Intervention for | $84.00 x 30 minutes $378.00

other Health Care Providers | Total Providers 9

Supplies and Resources

Pediatric Symptom Checklist | Free unlimited use on paper $0
and electronically.

Office Supplies Paper, binder, printer ink and $200

sheet protectors

Total = $12943.43
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Cost Avoidance Analysis

Calculated Funding per Student Day

Annual expenditure cost per average daily attendance (ANA) $15,465.33
Divided by Number of School Days 180
Cost per Student/Day $85.92

Calculated Daily Loss of Funding Amount Due to Chronic Absenteeism (California)
Project School Site Total Enrollment 1632 students
2020/2021 Chronic Absenteeism Rate (14.7%) 240 students
Percentage Reasonably Attributable to Mental Health (MH) 17% 48 students
Multiplied by Cost per Student/Day $85.92
Daily Loss of Funding d/t MH $4124,16

Annual Loss of Funding d/t MH (based on school year 180 days) $74,234,880

Data from the California Department of Education (2022) and Education Data Partnership

(2022).



Appendix K

Educational PowerPoint for Health Care Providers

UNIVERSITY OF
SAN FRANCISCO

- m— ... Adolescent Mental Health Educational Toolkit

By Chantel Kilford, MSN, APRN, FNP-C, BSc, RN

Please complete the Pre-Survey
" This will take around 2 minutes
Thank-you

https://usfca.qualtrics.com/jfe/form/SV d4k4aSuP1QdpRWe

Childhood Mental Health Issues

In the USA:
« Behavioral & conduct problems of children aged three to 17 years of %

age is 6.9% & is the 6th highest childhood prevalent health condition .@

« These includes attention deficit hyperactivity disorder, oppositional
defiant disorder and conduct disorder

Anxiety is the most prevalent childhood mental health disorder
In California 17% of adolescents between 12-17 years old have a serious mental illness

In San Francisco Bay area 7.1% of children have a serious emotional disturbance

California Health Care Foundation (2018); HRSA Maternal and Child Health Bureau (2020); National Alliance on Mental Illness (2021)
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General Mental Health ASSESSIMENT oo s checsss -vout kepmmovrscs
Pediatric Symptom Checklist

k under the heading that best fits you

The self report questionnaire is for adolescents
aged 11-18. Parents can also complete for
children aged 3-18

Not diagnostic, but gives a risk of conditions such as

anxiety, depression, lack of attention & disruptive/conduct
disorders f
u‘cucr find mn.nu;r.\i\;:.wr\mu.. —

Thirty-five questions & available in over 31
different languages

o be having kess ...
ikdrem your a

Used in the USA within school system & primary :
care offices i

Massachusetts General Hospital. (2018)

General Mental Health Assessment —
Pediatric Symptom Checklist Peditric Symplom Checklis

Test/retest reliability ranges from .84 to .91 & over
case/not case classification ranges from 83% to 87% &
kappa = .84, internal consistency Cronbach alpha = .91

Link to access more info about the tool and obtain in
different languages
https://www.massgeneral.org/psychiatry/treatments-and-
services/pediatric-symptom-checklist

Mental Health America
Website to complete the assessment tool

For self survey child over 11
https://screening.mhanational.org/screening-tools/youth/

For parents
https://screening.mhanational.org/screening-tools/parent/

Disruptive Behavior & Complex Trauma

Complex trauma is prolonged, severe, or repeated traumatic experiences
beginning in childhood & continuing into adolescence that include interpersonal
violence, failures of protection & disrupted relationships.

Disruptive behavior is often the reaction to complex trauma and all forms of abuse

and neglect. Often the behavior is dealt with but not the cause of the behavior. If behavior
is interpreted from a trauma focused lens its possible to see the adolescent’s strengths and
creates space for empathy.

All forms of abuse and neglect can result in severely limited coping
and maladaptive strategies (avoidance strategies, emotional
numbing) and survival-based characteristics (aggressive behavior,
impulsivity, emotional disconnection from others).

Marsh & Cox (2022)
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Disruptive Behavior & Complex Trauma

Overtime experiencing trauma is linked to a decrease in cortisol response to stress
which leads to more externalizing behaviors, reduced attention span & resisting
distraction, difficulty in processing mistakes, regulating emotions & inhibiting
behavioral responses. This becomes even more pronounced when strong emotions,
trauma reminders or perceived threats occur.

Adolescents who have experienced complex trauma do not get as much enjoyment from
rewards and are more likely to seek out high dopamine activities such as risk taking.

AT

Importance of Emotional Regulation

Marsh & Cox (2022)

Substantial research to support the role of early attachment relationships as
forming the physiological templates for emotion regulation strategies
throughout the lifespan—both the development of self-regulation strategies,
as well as our ability to coregulate with others

Difficulties with emotional regulation are the most noticeable ey ‘“‘4

characteristics of many of the externalizing and internalizing disorders - B
v

Children with high levels of negative emotional reactivity tend to display ad - ®

poor frustration tolerance, impulsive outbursts in response to stressors or
provocation, reduced empathy, & poor understanding of emotions, all of
which play a large role in antisocial/disruptive behaviors

Marsh & Cox (2022)

Emotional Regulation Resources
Resources centered around Dialectical Behavioral Therapy

« Effective treatment for teens who have difficulty controlling their emotions
and behaviors

* Replace problem behaviors with skillful behaviors

* Help teens experience a range of emotions without necessarily acting on
those emotions

« Help teens navigate relationships with family, school & peers

= Anyone can implement these skills not just a therapist

These evidence-based skills help teens with and without mental health issues:
* Mindfulness Skills
» Distress Tolerance Skills
« Emotion Regulation Skills
« Interpersonal Effectiveness
Rathus et al. (2014).



Deep Breathing & Progressive Muscle Relaxation

» Progressive muscle relaxation reduces physical & mental tension

by tensing & relaxing specific muscle groups

« Both can be done anywhere

* Both can be done before an exam or performance to

reduce anxiety

« Both calm when overwhelmed

« Both can be used before bed or after a stressful event
Deep Breathing Video https://youtu.be/lyZr2D1Zky0

Muscle relaxation Video https://youtu.be/8Ky7M4Jegl k

MINDFULNESS MEDITATION

IMAGERY MEDITATION

ot sty e vk wtiog il resthin, Thin of s plce thets caing fo you. Tht ok be

e b, Grest o at bt T kg bt g phcs What do you see? What
wv-«w What can you haat? For example, if you are on « mountain, imegine thet you can
Foul the Sun on your Face and The cool breaze. Laan info The experience, braathe and reisx

Sit ity and rebax using mindful breathing Now imagine & rarrom band of white light moving
down your enfire body. As it moves. netice sensations on these parts of your body that pass beiow
the band Do your best fo observe those sensations without judging. Relax further with each breath

Mus
To do this you will be purposely tensing sach ruscle and releasing the tension. This will help you relax
wvery muscle in your pody. Stwrt by tensing the wuscles in your foes by curling them into your foot

Viokd the temsion for 5 seconds and then relense. Notice how your muscles relas. Repeat this process.

in your legs. pelvis. forse, shoulders arms. hands. neck and jow.

WALKING MEDITATION

Stand up STRATOHT wiith your back upright but vt stif¥. Foel your feet touching the ground and fet

your weight distribute eventy. Stop out with your WPt FOOT. Feel it swung. foel the heol hit the

Slghtly skowor-then in daily lifs but not furwreal. When your attertion wanders. bring 1t back fo the
Sansations of your feet fouching the ground

MEDITATION

Averd locking at anything with « screen Stow mwiny your tablat, phor. computer, mnd TV for the
gt - the light can keap you avake and slart. Ten minutes before bedtime. begin a focused
mindfulrass exarcisn. Sit in @ Comfortuble chair in the same dimby Kt room. Tmagine the outine of

toss. Spored around five mirutes breathing mirdfully. 16 your mird begins fo wander, netice that i
imrared el got busk on track Try o avoid Judging yourself Get in bed ared focus on your breath.
16 you are unable to Gall asieep, get up, 5t in the comFortable char again ard repeat the exercise.
Dorrt get back info bed wntil youre sleepy - arel don't sleep in the char!

STOP SKILL

The STOP skill helps us respond
instead of immediertely reacting

St Freezs in your tracks. Dort move. Try visualizing
Top a red STOP sign in front of you. Dont react when
Your emations are hot and filled with energy, Dorrt
let your emations control you,
n = i You can do this in your mind o you can physically
ke a step pack

fake a step back. This helps you ungiue yoursei¢
from the infensity of the urge to react. Once youve
taken a step back, notice how youre presthing

e T there are othar people around you, notice whet
P theyrs doing or saying. Notice what youte thinking
and feeling. What is the situation? Think apout the
bigger picture.

 Act with awareness. Tn deciding what fo do, consider
Froceed Mindfully your thoughts and feslings, the situation, and ather
people's thoughts and feelings. Think about your
goals. Ask your wise mind what to do.

Pontz (2018); Hillsborough County (2021)

SELF-SOOTHE
WITH THE 5 SENSES

¥

3 Look at pictures online that you find soothing
jatch & movie with peautiful scenes
Go outside and look at nrture

VISION Go 1o @ museum or gallery and enjoy the art
G) » Listen fo soothing or invigoreting music
L), > Talk fo @ person that you like and who makes you happy
= Listen fo an audio book, a podcast or a TV show

HEA}{ING »Go o @ park nearby and enjoy the sounds around you

5 Wear  perfume or cologne whose small you enjoy
(= =) 5 Cook el that seeis delicious o you

Burn incanse or light a scertted candie
SMELL Open the window and smell the air

3> Cook your favorite meal. eat it slowly and savor its tuste
> Make yourself a cup of coffee, Tea or a smodthie

Chew gum or eat some sweets

> Sample flavors in an ice cream store

> Take  long hot bath or shower
> Wrap yourself in @ soft. warm planket
> Get o massage or massage yourseld

5 Put a cold compress on your forshead

TIPP SKILLS FOR
EXTREME DISTRESS

When emctions are out of control, you can use TIPP skills to bring
down the intensity. There are four TIPP skills described in dialectical
behavior therapy (DBT). Using them in a crisis can calm things to the
point that we can then use other coping skills. These skills are meant
fo be used when you are in extreme distress- when at your max.

Tip the Temperature - by changing our body temperature, we can quickly
docroase the intensity of an emation. Dip your face in cold werter (not less than
50 degrees) and hold your breath. Try to hold it there for 30 o b0 seconds.
You can also Try an ice pack on your face around your eyes and cheeks

= « ~ by engaging in intense cardiolaerobic exercise, you engage
” ycurbo&ym-wﬂytmd'm; intense emations. Tdeally, try fo exercise
for 20 minutes or more, but if thats nat possible, do whet you can

Pucod Breathing —1ry fo slow your breathing down 1o § or b breaths per
minute. Try to ait for a full breath lasting 10 to 12 seconds. You can also
use 4-7-8 preathing: breath in while slowing counting to 4. hold your preath
while quickly counting to 7 and breth out while very slowly counting to 8

Paired Muscle Relaxation — practice tensing your muscles as you breathe in
for 5-b seconds. Natice that feeling. Then relax them as you breathe out.
Ppaying attention fo how thert feels as you do it. Notice the difference between
the feeling of tension and the fesling of relaxation. Do this for every muscle in
your body, scanning from the top of your head to your foes.
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EMOTIONS LIST

Angry
Arweryed

Engaged Grateful Loving  Powerful Shame  Vulnerable
Accapting Adverturous  Cbarvassed

Thak el
Touchad

Hopeful
Croowraged

Nt
Gngrossad
Enranced
[
Interested
ntrued
Trewived
Stmulated

Confident Excited
Evpoared  Amsed

IR

EMOTIONAL REGULATION SKILL

PLEASE

Reduce emational vulnerability. Take care of your mind by faking care of your pody.

Treat Physical ILiness Tend fo your body. See @ doctor
and take proceriped

Foods that make you Fesl overty

Avoid ilicit drugs, and use alcohol in moderation

o A HAltecing (§F ot all). Avoid any drugs thert affec
betances at alb, any At your
4 omational stapility.

sleop that helps you feel good.
Keep 1o a consistent sleep schedule, especially
1€ you are having difficulty siesping.

daily exercise, You can n increments.
of & minutes throughout the dery.
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EMOTION WHEEL

Noticing naming emotions gives us the chance to take
@ step back and make choices about what to do with them.

EMOTIONAL REGULATION SKILL

ACCUMULATE POSITIVES

Do one pleasant activity a day to increase positive emations.

doctor when necessary
meds and vitaming as neaded.

Dort eart too much or too little. Ext regularly and
mindfully throughout the dery. Sty aviery from
emotional

Try fo get 7-9 hours of sleep a night. or t least
the amount of

Exercise daily. Try fo build up to 20 minutes of
exercise

IMAGINE YOUR EMOTIONS AS A WAVE

— T ——

Say to yourself “T am fesling anious® or *T am feeling ____ .~ Tmagine those feeling:

> Have a cup of tea or coffee 3> Do nathing all day % Exercise

2 Find @ new hobby > Take a nap > Listen to an audio pook
7 Plan a new career 7 Make a gift for someone 2> Take a warm path

% Go o or watth a movie 5 CookinglBaking > Meet people online

55 Lay in the sun % Go hiking % Do somathing new

% Listen to music > Write a poem % Color in « coloring book
2 Laugh (watch a comedy) " Read a pookimagazine > Do your nails.

% Go for a walkljog » Go to the spa > Join @ book clup

> Go buy indoor plants 5 Daydream 2 Origami

2 Think apout past good times > Go for a drive > Camp in the backyard

2 Start a collection

> Wartch a TV show

> Cormect on social media

dont hold onrfo it or amplify it. Instead, ride the wave of emotion.

S
@

2]

ELF-VALIDATION

IDENTIFY YOUR EMOTIONS
33> Newe the emation or emations that youte feeling = “T am feeling..~
5 Dont Judge yourself or put yourself down for feeling this way

ACKNOWLEDGE YOUR EMOTIONS
73> Remind yourself that its ok to feel this way, use stutements like:
- *Tt's okary to feel the way T do right now.”
- "Emations are . this will pass.~
- “T'n allowed to feel this way.*
- *Tt makes sense thart I feel this way.*
- *Tt's going fo be ok, T can get through this.*
UNDERSTAND WHY YOU FEEL THIS WAY
3> Focus on the facts, not judgments or assumptions
3> Does this emotion make sense given the situation?
»3> Have past events led 1o this emotion? Is there a trigger?
3> What's causing you fo feel this way?
3> Be gentie with yourself, dont insult or blame yourself
RADICALLY ACCEPT YOUR EMOTIONS AND THE STTUATION
5“1 fully accept how T Feel right now.
5 *T fully accept what happened and how I feit during. -
55 T accept the things I said end how T acted
3 *1 accept what others said and how they acted *
PRACTICE SELF-LOVE AND SELF-COMPASSION

33 Think about whart you feel grerteful for
33> Give yourself a hug or hold your own hend

7 Spend time with friends > Make a To-Do list > Plan & vacation

> Eat something special > Photography > Put on makeup

5 Look at peautiful scenery > Play with & pet 3 Look at the moon/stars
 Croate « budget 5 Have some alone time > Say T love you"

3 Practice yoga " Journal > Go outside

2 Repairing around the house 3> Dance around the house > Redecorate the house
5 Think of loved ones words > % Lowrn @ now language
#2 Declutter/clean 2 Dress up for no reason > Send & text

5 Take care of plantsigarden > Call @ friend % Window shop

% Create artipaint > Light candles. 3 Plary @ video game

> Reflect on past kindness > Fantasize apout the future .2 Listen fo sounds of nature
> Sing around the house "> Cross StitchiknitiCrochet 5 Put on some perfume
5 Arrange flowers 5 Do a crossword 25 Complate a task

5 Think, °T accept myself= > Get a massage % Volunteer

SETTING BOUNDARIES

Boundaries should be based on your values, the things that are most important fo you. Your

Physical health. prioritize fime taking care of yourself over being available fo others.

WHAT TO SAY
“I'm not comfortmple with this*  *I can't do thet for you= “This is not acceptuple”
“Id love fo, but T cant= “This doesnt work for me*  *I'm drawing the line at __*
“Please dont do that~ “I've decided not tor “I dorrt want to do thet=
“Not at this time= “Ancther time might work® “Not right now*

HOW TO SAY 1T

SIS

o o e

Rehearse

of voice youd like to use.

e e s e e et s s

Be Confident Be Respectful
Have confident pody language and Avoid being aggressive or angry. No
use & Firen voice. Sit or up insutts or put-downs. Try fo be kind
straight. make eye contuct, wnd use humor to diffuse the situation.
fidget and keep your voice steady. Listen and be present. Ge mindful of
Be clear apout whert you want- the other persoms thoughts and feelings.

S ——

Try to Compromise
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Maintaining a balanced sleep pattern will decrease your emotional vulnerability. Importance Of Sle ep Hygiene

Stick to a schedule and don't sleep late on weekends. If you sleep late on
Saturday and Sunday moring, you will disrupt your sleep pattern. Instead, go
to bed and get up at about the same time every day.

2. Establish a bedtime routine. This might include shutting off screens [TV,
computer, cell phone), changing info comfy PJs, sipping herbal teq, lowering
bright lights and reducing noise, and reading.

3. Don’t eat or drink a lot before bed. Eat a light dinner at least 2 hours before
sleeping. If you drink too many liquids before bed, you'll wake up repeatedly
for trips to the bathroom. Watch out for spicy foods, which may cause
heartburn and interfere with sleep.

4. Avoid caffeine and nicotine. Both are stimulants and can keep you awake.
Caffeine should be avoided for 8 hours before your desired bedtime. 9. Use your bed only for sleep. Make your bed comfortable and appealing. Use
5. Exercise. If you're frying to sleep better, the best time to exercise is in the only for sleep—not for studying or watching TV. Go fo bed when you feel tired
morning or afternoon. A program of regular physical activity enhances the and turn out the lights. If you don't fall asleep in 30 minutes, get up and do
quality of your sleep. something else relaxing like reading books or magazines—NO SCREENS! Go
6. Keep your room cool. Turn the temperature in the room down, as this back to bed when you are tired. Don't stress out! This will make it harder to fall
mimics the natural drop in your body’s temperature during sleep. Use an air asleep.
conditioner or a fan to keep the room cool. If you get cold, add more layers. If
you are hot, remove some layers. 10. Soak and sack out. Taking @ hot shower or bath before bed helps relax tense
muscles.

~

Sleep primarily at night. Daytime naps steal hours from your nighttime sleep.

Limit daytime sleep fo less than 1 hour, no later than 3:00 pm 11. Don't rely on sleeping pills. If they are prescribed o you, use them only under
8. Keep it dark, quiet, and NO SCREENS. Use shades, blinds, and turn off adoctor’s close supervision. Make sure the pills won't inferact with other

lights. Silence helps you sleep better. Turn off the radio and TV. Use earplugs. medications!

Use a fan, a white noise machine, or some other source of constant, soothing,

background noise fo mask sounds you can't confrol. No laptops, iPads, 12. Don't catastrophize. Tell yourself “I's OK; I1lfall asleep eventually.”

phones, or screens for at least 1 hour before bedtime.

Please complete the Post-Survey
This will take around 2 minutes
Thank-you so much

https://usfca.qualtrics.com/jfe/form/SV 1WSuNnxoeGw7y2G

) 4
f i
gy j '™
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Appendix L

Educational PowerPoint for Teachers and School Counselors

UNIVERSITY OF
SAN FRANCISCO

—— T ... Adolescent Mental Health Educational Toolkit

By Chantel Kilford, MSN, APRN, FNP-C, BSc, RN

Please complete the Pre-Survey
This will take around 2 minutes
Thank-you

https://usfca.qualtrics.com/jfe/form/SV 0xf2cMPozmZwzEG

Childhood Mental Health Issues

In the USA:
+ Behavioral & conduct problems of children aged three to 17 years of %
age is 6.9% & is the 6th highest childhood prevalent health condition

" Getiant disorder and conduct disorder o CPPoSOne <
Anxiety is the most prevalent childhood mental health disorder
In California 17% of adolescents between 12-17 years old have a serious mental illness
In San Francisco Bay area 7.1% of children have a serious emotional disturbance

California Health Care Foundation (2018); HRSA Maternal and Child Health Bureau (2020); National Alliance on Mental Iliness (2021)
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What Students Can I Refer to the COST Team? = ¥

< Have lost interest in things that they used to enjoy A
< Disruptive behavior/Frequent absences
« Sleep too much or too little or seem sleepy throughout the day G
« Are spending more and more time alone and avoid social activities with friends or family
» Diet or exercise excessively, or fear gaining weight
< Engage in self-harm behaviors (such as cutting or burning their skin)
* Smoke, drink, or use drugs
< Engage in risky or destructive behavior alone or with friends
« Have thoughts of suicide
« Have periods of highly elevated energy and activity and require much less sleep than usual
« Say that they think someone is trying to control their mind or that they hear things
that other people cannot hear
< Are bullying others or have been bullied
« Sexually inappropriate behavior
* You know your students, trust your gut instincts

https://www.nimh.nih.gov/sites/default/files/documents/health/publications/children-and-mental-health/children-and-mental-
health-is-this-just-a-stage.pdf National Institute of Mental Health. (2021).

Disruptive Behavior & Complex Trauma

Complex trauma is prolonged, severe, or repeated traumatic experiences
beginning in childhood & continuing into adolescence that include interpersonal
violence, failures of protection & disrupted relationships.

Disruptive behavior is often the reaction to complex trauma and all forms of abuse

and neglect. Often the behavior is dealt with but not the cause of the behavior. If behavior
is interpreted from a trauma focused lens its possible to see the adolescent’s strengths and
creates space for empathy.

All forms of abuse and neglect can result in severely limited coping
and maladaptive strategies (avoidance strategies, emotional
numbing) and survival-based characteristics (aggressive behavior,
impulsivity, emotional disconnection from others).

Marsh & Cox (2022)

Disruptive Behavior & Complex Trauma

Overtime experiencing trauma is linked to a decrease in cortisol response to stress
which leads to more externalizing behaviors, reduced attention span & resisting
distraction, difficulty in processing mistakes, regulating emotions & inhibiting
behavioral responses. This becomes even more pronounced when strong emotions,
trauma reminders or perceived threats occur.

Adolescents who have experienced complex trauma do not get as much enjoyment from
rewards and are more likely to seek out high dopamine activities such as risk taking.

Marsh & Cox (2022)



Importance of Emotional Regulation

Substantial research to support the role of early attachment relationships as
forming the physiological templates for emotion regulation strategies
throughout the lifespan—both the development of self-regulation strategies,
as well as our ability to coregulate with others

Difficulties with emotional regulation are the most noticeable Py “4

characteristics of many of the externalizing and internalizing disorders -
| 4 |

Children with high levels of negative emotional reactivity tend to display 4 a L

poor frustration tolerance, impulsive outbursts in response to stressors or
provocation, reduced empathy, & poor understanding of emotions, all of
which play a large role in antisocial/disruptive behaviors

Marsh & Cox (2022)

Creating Calmness in the Classroom or School Counselors Office

Self-regulating emotions is an important skill for all high schoolers

Could start the class or session with either breathing
exercises or progressive muscle relaxation

o
Check in/Check out: w

Change up your entry routine to create ways
for students to self-reflect on how they are feeling

Calming Corners: = ;i -

Create a safe space in the classroom to chill out if IM%"“@%‘ i
students are feeling overwhelmed 3 }?Mfﬂﬁﬁ
Self-Care Station:

This station can be placed by the door. Have tissues, aromatherapy lotions, hand sanitizer,
peppermints and other tangible items that students can access during class

Emotional Regulation Resources

Resources centered around Dialectical Behavioral Therapy

« Effective treatment for teens who have difficulty controlling their emotions
and behaviors

» Replace problem behaviors with skillful behaviors

» Help teens experience a range of emotions without necessarily acting on
those emotions

» Help teens navigate relationships with family, school & peers

» Anyone can implement these skills not just a therapist

These skills help teens with and without mental health issues:
» Mindfulness Skills

» Distress Tolerance Skills

» Emotion Regulation Skills

* Interpersonal Effectiveness

Rathus et al. (2014).
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Deep Breathing & Progressive Muscle Relaxation

« Progressive muscle relaxation reduces physical & mental tension
by tensing & relaxing specific muscle groups

« Both can be done anywhere

« Both can be done before an exam or performance to
reduce anxiety

e Both calm when overwhelmed

 Both can be used before bed or after a stressful event

Deep Breathing Video https://youtu.be/lyZr2D1Zky0

Muscle relaxation Video https://youtu.be/8Ky7M4Jegl k
Pontz (2018); Hillsborough County (2021)

MINDFULNESS MEDITATION

IMAGERY MEDTTATION

s?wmﬂnhuwmd‘ulhﬂw Think of  place that's caliming for you. This could be

The beach, in a forest, or at howe. Tmagine being in this Calmng piace. What do you see? Whet
wvw'b«dﬂ Whatt can you haar? For example, v‘yﬂmmamnmnﬂmmm
Foel the sun on your face and The cool breeze. Laan into The experience, braathe

Sit quitly and relax using mindful breathing Now imagine & rarrow band of white light moving
down your entire body. AS it moves, notice sensations on these parts of your body that pass beiow
the band Do your best 1o observe those sensations without judging. Relax further with ench breath

MUSCLE RELAXATION
To do this you will be purposaly tensmg each muscle and relsasing the tencion. This will belp you relax
every muscle in your pody. Start by tencing the muscles in your foes by curling them info your foot

Vokd the fencion for  seconds and then release. Notica how your muscles reles. Repoat this process
0 your legs. pelvis. torso, shoulders arms. hands. neck and jaw.

WALKING MEDTTATION
Stand up STRATGHT wiith your back upright bt vt s1i¢¥. Foel your feat touching the ground and fet

your weight distripute evenly. Stup out with your lePt FOOT. Feel it Swng. foel the hool hit the ground,

o the b, now the Tous. FEEL The seme a5 the right foot comes forward Walk ot a STEADY pwce.
slightty slower than in daily life but not furwreal. Whan your attention wanders. bring it back fo the
sansations of your feet touching the

BEDTIME MEDITATION

Avoid looking at anything with a screen. Stow awiey your tublat, phone. computer, and TV for the

vigrrlered arel get besk on track, Try o avoid Judaing yourself Get in bed and focus on your preath
1§ you are unable to ful aciesp, get up, 51t in the comfortable Chair again and repent the exercise.
back into ped wntil youre sleepy - and dowt sleep in the char!

STOP SKILL

The STOP skill helps us respond
instead of immediately reacting

i Freeze in your tracks. Dot move. Try visualizing
Stop a red STOP sign in front of you. Dont react when
your emations are hot and filled with energy. Dont
let your emations control you,

_ You can do this in your mind or you can physically
Take a step pack. This heips you ungiue yourseif
from the infensity of the urge to react. Once youve
faken a step back. natice how you'e preathing

PR T£ there ave other people around you, natice what
bserve Fheyve doing or saying. Notice what youre thinking
and feeling. What is the situation? Think about the
bigger picture,

Act with awareness. Tn deciding what o do, consider

Proceed Mindfully .y thoughts and feslings. the situstion, and ather
peoplers thoughts and feslings. Think about your
gonls. Ask your wise mind what o do.

SELF-SOOTHE
WITH THE 5 SENSES

z Go outside and look at nerture

VISION 6o o a museum or gallery and enjoy the art

('—) » Listen fo soathing of invigorating music
L), 5 Talk o @ person that you like and who makes you happy
= Listen fo an audio book, @ podcast or a TV show
»Goto and enjoy the sounds around
HEARING a park nearby and enjoy the sounds around you

%> Lok at pictures online that you find socthing
jarteh @ movie with peautiful scenes

> Wear a perfume or cologne whose smell you enjoy
(= =) 5 Cook a sl that smatis dekcious o you
Burn incense or light a scented candie
SMELL Open the window and smell the air
T\, "> Cook your favorite meal, eat it slowly and savor ifs taste
SIS 5 Make yourself a cup of coffee, tea or a smocthie

> Chew gum or eat some sweats
TASTE > Sample flavors in an ice cream store

> Take a long hot barth or shower
5 Wrap yourself in a soff, warm blanket
7 Get @ massage or massage yourself

5 Put @ cold comprass on your forshead

TIPP SKILLS FOR
EXTREME DISTRESS

When emotions are out of control, you can use TIPP skills to bring
down the intensity. There are four TIPP skills described in dialectical
behavior therapy (DBT). Using them in a crisis can calm things fo the
point that we can then use other coping skills. These skills are meant
fo be used when you are in extreme distress- when at your max.

Tip the Temperature - by changing our body temperature, we can quickly
decrease the intensity of an emation. Dip your face in cold water (not less than
50 degrees) and hold your breath. Try to hold it there for 20 to L0 seconds.
You can also try an ice pack on your face around your eyes and cheeks.

Intense « ~ by engaging in intense cardiolaerobic exercise, you engage
mranmM#Msmmms Tdeally, try to exercise
For 20 minutes or more. put if tht's not possible, do whart you can

d Breathing — vy fo slow your breathing down 1o § or b breaths per
winte Try to aitm for a full breath lasting 10 fo 12 seconds. You can aiso
use 4-7-8 preathing: breath in while slowing counting to 4. hold your preath
while quickly counting to 7 and breath out wihile very slowly courting o 3

Paired Muscle Relaxation — practice tensing your muscles as you preathe in
For 5-b seconds. Natice thet Feeling. Then relax them as you preathe out.
perying attention fo how thert feels as you do it. Notice the difference between
the fesling of tension and the fesling of relaxation. Do this for every muscle in
your body, scanning from the top of your head to your toes.
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EMOTIONAL REGULATION SKILL

PLEASE

Reduce emational vulnerapility. Take care of your mind by taking care of your pody.

Treat Physical TLiness Tend fo your body. See « doctor when necessary
and take proscribod mads and vitamins as nesded.

Dot et too much or too little. Ext regularly and

Avoid Mood-Altering  Avoid illicit drugs, and use alcohol in
(i€ at all). Avoid mmy drugs tht affect your
emational stapility.

Try to get 7-91 hours of sleep a night. or af least

the amourtt of sleep thet halps you fesl good.
sleep schedule,

i€ you are having difficulty slesping.

Exercise daily. Try fo build up to 20 minutes.

daily exercise. You cem exercise i increments

of & minutes throughout the day.

IMAGINE YOUR EMOTIONS AS A WAVE

Say to yourself “T am feeling avxious” or “T am feeling .~ Tmagine those feslings
liks waves in the otean You cant stop & styong wavs from coming towards you. Dont
Atternatively,

IDENTIFY YOUR EMOTIONS
53> Nerve the emation or emations that youre feeling = “T am feeling..~
53> Dont judge yourself or put yourself down for feeling this way

@) ACKNOWLEDGE YOUR EMOTIONS
3> Remind yourself that its ok to feel this wery, use sturtements like:
- *It's okay fo feel the way T do right now.*
- "Emations are temporary. this will pass.~
- *I'm allowed to feel this way.*
- *Tt makes sense that I feel this way.*
- *It's going to be ok, T can get through this.*
@ UNDERSTAND WHY YOU FEEL THIS WAY
3> Focus on the facts, not judgments or assumptions.
3> Does this emotion make sense given the situation?
5 Have past events led 1o this emotion? Is there a trigger?
53> Whats causing you fo feel this way?
3> Be gentie with yourself, dont insult or blame yourself
@) RADICALLY ACCEPT YOUR EMOTIONS AND THE STTUATION
55 *T fully accept how T feel right now.*
2 T fully accept whert happened and how T felt during.*
33> *T accept the things T said and how T acted
3 1 accept what others said and how they acted *
@ PRACTICE SELF-LOVE AND SELF-COMPASSTON

53> Think about whert you feel greteful for
3> Give yourself a hug or hold your own hand

%ELF—VALIDATION

EMOTI

ON WHEEL

emotions gives us the chance to take

Noticing naming
a step pack and make choices apout what to do with them.

EMOTIONAL REGULATION SKILL

ACCUMULATE POSTTIVES

Do one pleasant activity a day to increase positive emations.

% Have @ cup of tea or coffee > Do nothing ail day

2 Find @ new hobby

2 Plan @ new career

> Go fo or watch a movie
% Lay in the sun

% Croate a udget

% Practice yoga

2 Repairing around the house
> Think of loved ones words
2 Declutter/clean

+» Take care of plantsigarden
% Create artipaint

> Reflect on past kindness.
*» Sing around the house

% Arrange flowers

 Think, °T accept myselé

» Go fo the spa

5 Daydream

> Go for a drive

> Watch a TV show
> Make a To-Do list
> Photography

2 Play with a pet

> Have some alone time

> Exercise

> Listen o an audio pook
> Take a warm path

5 Meet people online

% Do something new

% Color in a coloring book
5 Do your nails

> Join @ pook club

> Origami

> Camp in the backyard

> Cormect on social media
2 Plan & vacation

% Put on makeup

> Look at the moonistars
> Say *T love you"

> Go outside

> Redecorate the house

> Learn & new language

> Send & text

> Window shop

3 Play a video game

> Listen to sounds of nerture
P Put on some perfume

5 Complete a task

> Volunteer

SETTING BOUNDARIES

Boundaries should be based on your values, the things that are most important to you. Your

ary Change based on the situ,
value spending time with family, st
Physical heatth. prioritize time taking care of yourself over

wrtion, velationship or culture. For example. i€ you

WHAT TO SAY

“I'm not comfortuple with this*

“I'd love to, but I cant~
“Please don't do thet=
“Not at this time=

“I cant do that for you=
“This doesnt work for me*
“I've decided not for
“Ancther time might work®

“This is not acceptmble
“I'm drawing the line «at __*
“I dorrt want fo do thert
“Net right now"

HOW TO SAY IT

of voice youd like to use.

Be Confident
Vave confident body language and

Be Respectful

g e e e e e

Try to Compromise
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Maintaining a balanced sleep pattern will decrease your emotional vulnerability. Imp Ortance Of Sle ep Hygiene

Stick to a schedule and don't sleep late on weekends. If you sleep late on
Saturday and Sunday moring, you will disrupt your sleep pattern. Instead, go
to bed and get up at about the same time every day.

2. Establish a bedtime routine. This might include shutting off screens (TV,
computer, cell phone), changing info comfy PJs, sipping herbal teq, lowering
bright lights and reducing noise, and reading.

3. Dont eat or drink a lot before bed. Eat a light dinner at least 2 hours before
sleeping. If you drink too many liquids before bed, you'll wake up repeatedly
for trips to the bathroom. Watch out for spicy foods, which may cause
heartburn and interfere with sleep.

4. Avoid caffeine and nicotine. Both are stimulants and can keep you awake.

Caffeine should be avoided for 8 hours before your desired bedtime. 9. Use your bed only for sleep. Make your bed comfortable and appealing. Use
5. Exercise. If you're frying to sleep better, the best time to exercise is in the only for sleep—not for studying or watching TV. Go fo bed when you feel tired

morning or afternoon. A program of regular physical activity enhances the and furn out the lights. If you don't fall asleep in 30 minutes, get up and do

quality of your sleep. something else relaxing like reading books or magazines—NO SCREENS! Go
6. Keep your room cool. Turn the temperature in the room down, as this back to bed when you are tired. Don't stress out! This will make it harder to fall

mimics the natural drop in your body’s temperature during sleep. Use an air asleep.

conditioner or a fan to keep the room cool. If you get cold, add more layers. If

you are hot, remove some layers. 10. Soak and sack out. Taking a hot shower or bath before bed helps relox tense
7. Sleep primarily at night. Daytime naps steal hours from your nighttime sleep. musdes.

Limit daytime sleep fo less than 1 hour, no later than 3:00 pm 11. Don't rely on sleeping pills. If they are prescribed o you, use them only under
8. Keep it dark, quiet, and NO SCREENS. Use shades, blinds, and turn off adoctor’s close supervision. Make sure the pills won't inferact with other

lights. Silence helps you sleep better. Turn off the radio and TV. Use earplugs. medications!

Use a fan, a white noise machine, or some other source of constant, soothing,

background noise fo mask sounds you can't confrol. No laptops, iPads, 12. Don't catastrophize. Tell yourself “H's OK; I1lfall asleep eventually”

phones, or screens for at least 1 hour before bedtime.

Please complete the Post-Survey
This will take around 2 minutes
Thank-you for much
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Appendix M

Pre-Intervention Qualtrics Survey for Healthcare Providers

UNIVERSITY OF
SAN FRANCISCO

CHANGE THE WORLD FROM HERE

Please take a couple of minutes to answer the questions. All answers will be kept confidential,

anonymous and will not be published.

What is your current Job Title?

o Principle

o Assistant principal

o Therapist

o School counselor

o Teacher Family nurse practitioner
o Registered nurse

o Librarian

o School counselor intern

o PMHNP intern

o Social emotional counselor
How old are you?

o Under 18

o 18=24 years old
o 25-34years old

o 35to44 yearsold
o 45-54 years old

o 55-64 years old

o 65+ years old

84



How would you describe yourself?

o Male

o Female

o Non-binary/third gender
o Prefer to self-describe:

o Prefer not to say

What race/ethnicity do you identify with?

o White

o Black, or African American

o American Indian or Alaskan Native
o Native Hawaiian, or Pacific Islander
o Hispanic

o Asian:

o Other

What is the highest level of education you have completed?

o Some high school or less

o High school diploma or GED

o Some college but no degree

o Associate or technical degree

o Bachelor’s degree

o Graduate, or professional degree

o Prefer not to say
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| am aware of resources that | can use when adolescents appear overwhelmed or stressed.

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

Are you confident in your overall knowledge of adolescent mental health?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

Are you confident in being able to use resources to help adolescents if they are having

psychological distress?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

Are you confident in using a general adolescent mental health assessment tool?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree
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Appendix N

Post-Intervention Qualtrics Survey for Healthcare Providers

UNIVERSITY OF
SAN FRANCISCO

CHANGE THE WORLD FROM RERE

| am aware of resources that | can use when adolescents appear overwhelmed or stressed.

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree
Are you confident in your overall knowledge of adolescent mental health?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

Are you confident in being able to use resources to help adolescents if they are having

psychological distress?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree
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Are you confident in using a general adolescent mental health assessment tool?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

Can you describe two to three words of how you feel after the educational session?

Thank-you so very much for completing the surveys and completing the education.



Appendix O

Pre-Intervention Qualtrics Survey for Teachers and School Counselors

UNIVERSITY OF
SAN FRANCISCO

CHANGE THE WORLD FROM HERE
Please take a couple of minutes to answer the questions. All answers will be kept confidential,

anonymous and will not be published.

What is your current Job Title?

o Principle

o Assistant principal

o Therapist

o School counselor

o Teacher

o Family nurse practitioner
o Registered nurse

o Librarian

o School counselor intern
o PMHNP intern

o Social emotional counselor
How old are you?

o Under 18

o 18=24 yearsold
o 25-34years old

o 35to44 yearsold
o 45-54 years old

o 55-64 years old

o 65+ years old



How would you describe yourself?

o Male

o Female

o Non-binary/third gender
o Prefer to self-describe:

o Prefer not to say

What race/ethnicity do you identify with?

o White

o Black, or African American

o American Indian or Alaskan Native
o Native Hawaiian, or Pacific Islander
o Hispanic

o Asian:

o Other

What is the highest level of education you have completed?

o Some high school or less

o High school diploma or GED

o Some college but no degree

o Associate or technical degree

o Bachelor’s degree

o Graduate, or professional degree

o Prefer not to say
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Are you confident about which students to refer to the COST team?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

| am aware of resources that | can use when adolescents appear overwhelmed or stressed.

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

Are you confident in your overall knowledge of adolescent mental health?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

Are you confident in being able to use resources to help adolescents if they are having

psychological distress?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree
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Appendix P

Post-Intervention Qualtrics Survey for Teachers and School Counselors

UNIVERSITY OF
SAN FRANCISCO

Are you confident about which students to refer to the COST team?

(@]

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

| am aware of resources that | can use when adolescents appear overwhelmed or stressed.

o

o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

Are you confident in your overall knowledge of adolescent mental health?

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree



Are you confident in being able to use resources to help adolescents if they are having
psychological distress?

o Strongly disagree

o Somewhat disagree

o Neither agree nor disagree
o Somewhat agree

o Strongly agree

Can you describe two to three words of how you feel after the educational session?

Thank-you so very much for completing the surveys and completing the education.
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Appendix Q

Healthcare Providers Demographic Data

Figure 1

Frequency Distribution of Job Title
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Figure 3

Frequency Distribution of Gender
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Figure 5

Frequency Distribution of Education Level
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Appendix R

Teachers and School Counselors Demographic Data

Frequency Distribution for Job Title
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Figure 3

Frequency Distribution for Gender
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Figure 5

Frequency Distribution for Education Level
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Appendix S

Healthcare Providers Percentage Learning Gain from Educational Intervention
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Appendix T

Teachers and School Counselors Percentage Learning Gain from Educational Intervention
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Appendix U
Statistical Analysis of Healthcare Providers
Question Seven: I am Aware of Resources that | can use When Adolescents Appear

Overwhelmed or Stressed.

Table 1
Two-Tailed Paired Samples t Test for the Difference Between Q7 Pre and Q7 Post Education
Q7 Pre Q7 Post
M SD M SD t p d Standardizer*
2.90 0.88 4.90 0.32 -7.75 <.001 2.48 .816

Note. N = 10. Degrees of Freedom for the t-statistic = 9. d represents Cohen's d. *The
standardizer denominator used in estimating the effect sizes. Cohen's d uses the sample
standard deviation of the mean difference.

Table 2

Two-Tailed Wilcoxon Signed Rank Test for the Difference Between Q7 Pre and Q7 Post
Education

Q7 Pre Q7 Post
o Vv z p
.05 0.00 -2.84 .005
Note. N =10.

Question Eight: Are you Confident in Your Overall Knowledge of Adolescent Mental
Health?

Table 3
Two-Tailed Paired Samples t Test for the Difference Between Q8 Pre and Q8 Post Education
Q8 Pre Q8 Post
M SD M SD t p d Standardizer*
2.60 0.97 4.20 0.92 -6.00 <.001 1.90 70711

Note. N = 10. Degrees of Freedom for the t-statistic = 9. d represents Cohen's d.
*The standardizer denominator used in estimating the effect sizes. Cohen's d uses the sample
standard deviation of the mean difference.
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Question Nine: Are you Confident in Being Able to use Resources to Help Adolescents if

They are Having Psychological Distress?

Table 4
Two-Tailed Paired Samples t Test for the Difference Between Q9 Pre and Q9 Post Education
Q9 Pre Q9 Post
M SD M SD t p d Standardizer*
2.90 0.88 5.00 0.00 -7.58 <.001 2.40 .87560

Note. N = 10. Degrees of Freedom for the t-statistic = 9. d represents Cohen's d.
*The standardizer denominator used in estimating the effect sizes. Cohen's d uses the sample
standard deviation of the mean difference.

Table 5

Two-Tailed Wilcoxon Signed Rank Test for the Difference Between Q9 Pre and Q9 Post
Education

Q9 Pre Q9 Post
A \Y z p
.05 0.00 -2.84 .005
Note. N =10.

Question Ten: Are you Confident in Using a General Adolescent Mental Health Assessment

Tool?

Table 6
Two-Tailed Paired Samples t Test for the Difference Between Q10 Pre and Q10 Post Education
Q10 Pre Q10 Post
M SD M SD t p d  Standardizer*
1.80 1.14 5.00 0.00 -8.91 <.001 2.82 1.135

Note. N = 10. Degrees of Freedom for the t-statistic = 9. d represents Cohen's d.
*The standardizer denominator used in estimating the effect sizes. Cohen's d uses the sample
standard deviation of the mean difference.
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Table 7

T\(/jvo-TaiIed Wilcoxon Signed Rank Test for the Difference Between Q9 Pre and Q10 Post
Education

Q10 Pre Q10 Post
o Vv z p
.05 0.00 -2.87 .004

Note. N =10.
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Appendix V
Statistical Analysis of Teachers and School Counselors

Question Six: Are you Confident About Which Students to Refer to the COST Team?

Table 1
Two-Tailed Paired Samples t Test for the Difference Between Q6 Pre and Q6 Post Education
Q6 Pre Q6 Post
M SD M SD t p d Standardizer*
330 1.17 4.70 0.47 -5.09 <.001 1.14 1.231

Note. N = 20. Degrees of Freedom for the t-statistic = 19. d represents Cohen's d.
*The standardizer denominator used in estimating the effect sizes. Cohen's d uses the sample
standard deviation of the mean difference.

Table 2

Two-Tailed Wilcoxon Signed Rank Test for the Difference Between Q6 Pre and Q6 Post
Education

Q6 Pre Q6 Post
1% \Y z p
.05 0.00 -3.35 <.001
Note. N =20.

Question Seven: I am Aware of Resources That | can use When Adolescents Appear
Overwhelmed or Stressed.

Table 3

Two-Tailed Paired Samples t Test for the Difference Between Q7 Pre and Q7 Post Education
Q7 Pre Q7 Post
M SD M SD t p d Standardizer*
3.25 0.97 4.40 0.50 -7.67 <.001 1.71 .67082

Note. N = 20. Degrees of Freedom for the t-statistic = 19. d represents Cohen's d.
*The standardizer denominator used in estimating the effect sizes. Cohen's d uses the sample
standard deviation of the mean difference.
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Table 4

Two-Tailed Wilcoxon Signed Rank Test for the Difference Between Q7 Pre and Q7 Post
Education

Q7 Pre Q7 Post
o V Z p
.05 0.00 -3.76 <.001
Note. N =20.

Question Eight: Are you Confident in Your Overall Knowledge of Adolescent Mental
Health?

Table 5
Two-Tailed Paired Samples t Test for the Difference Between Q8 Pre and Q8 Post Education
Q8 Pre Q8 Post
M SD M SD t p d Standardizer*
3.15 0.88 4.25 0.44 -6.85 <.001 1.53 718

Note. N = 20. Degrees of Freedom for the t-statistic = 19. d represents Cohen's d.
*The standardizer denominator used in estimating the effect sizes. Cohen's d uses the sample
standard deviation of the mean difference.

Table 6

Two-Tailed Wilcoxon Signed Rank Test for the Difference Between Q8 Pre and Q8 Post
Education

Q8 Pre Q8 Post
o Vv z p
.05 0.00 -3.64 <.001

Note. N =20.
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Question Nine: Are you Confident in Being Able to use Resources to Help Adolescents if
They are Having Psychological Distress?

Table 7
Two-Tailed Paired Samples t Test for the Difference Between Q9 Pre and Q9 Post Education
Q9 Pre Q9 Post
M SD M SD t p d Standardizer*
3.15 1.09 4.30 0.47 -5.88 <.001 131 0.875

Note. N = 20. Degrees of Freedom for the t-statistic = 19. d represents Cohen's d.
*The standardizer denominator used in estimating the effect sizes. Cohen's d uses the sample
standard deviation of the mean difference.

Table 8

Two-Tailed Wilcoxon Signed Rank Test for the Difference Between Q9 Pre and Q9 Post
Education

Q9 Pre Q9 Post
o \Y z p
.05 0.00 -3.42 <.001

Note. N =20.
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Appendix W

Word Cloud of Healthcare Providers Evaluation of Education
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Appendix X

Word Cloud of Teacher and School Counselors Evaluation of Education
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Appendix Y

Statement of Non-Research Determination

UNIVERSITY OF
SAN FRANCISCO

Doctor of Nursing Practice
Statement of Non-Research Determination (SOD) Form

General Information

Last Name: Kilford First Name: Chantel

CWID Number: 20625529 Semester/Year:  Spring 2023

Course Name & DNP Project. NURS-789

Number:

Chairperson Dr. Trinette Radasa Advisor Name: Dr. Trinette Radasa
Name:

Second Reader  Dr. Susan Mortell

Name:

Project Description

Title of Project: School-Based Development and Implementation of Adolescent Mental

health Educational Toolkits

Brief Description of Project

The idea for the Doctorate in Nursing project is an evidence based educational toolkit for
healthcare staff and then school counselors and teachers within a high school about
disruptive behavior in adolescents and the importance of emotional regulation. There will
also be integration of a relevant mental health assessment tool in which healthcare
providers will be given education and then follow up support on its use. It is important
for identification of disruptive behavioral disorders such as conduct disorder (CD) and
oppositional defiant disorder (ODD) and associated co-morbidities because these increase
mortality risk, further mental health issues and substance misuse later in life. These issues



111

also impact a child’s academic progress and potential for criminality and is associated
with a high societal and economic burden (Fairchild et al., 2019).

There is also evidence to suggest that healthcare workers, school counselors and teachers
are not educated enough or confident about identification and/or management of these
disorders. Healthcare staff, school counselors and teachers do not receive adequate
training about these disruptive disorders within the schooling curriculum (Balestra, 2019;
Baum et al., 2019; Hanisch et al. 2020).

School based providers are key to identify, assess, give brief intervention, and refer (if
necessary) to mental health providers. School based providers are often the first to see the
child and on a regular basis, so a trusting relationship with child and caregivers can form.
Early preventive interventions have been consistently shown to reduce the risk of
disruptive behaviors escalating and does improve lifelong outcomes (Frick, 2016).

AIM Statement: What are you trying to accomplish?

By April 2023, develop, implement, and evaluate educational toolkits surrounding
childhood behavioral disorders and use of a mental health assessment tool in children for
high school-based providers. Healthcare providers will include a family nurse
practitioner, psychiatric nurse practitioner interns, registered nurse, therapists, and social
emotional counselor and then another educational toolkit will be given to school
counselors, school counselor interns, teachers, librarian, and assistant principal. The
desired outcome is that school based providers knowledge of childhood disruptive
behavioral disorders and confidence when encountering and providing interventions for
these disorders, will be increased by at least 20% post educational intervention and will
show a significant increase in knowledge and confidence with an alpha level of less than
0.05.

Brief Description of Intervention:

There were discussions with all stakeholders prior to designing the educational toolkit to
ascertain what educational needs they require, and it was ascertained that there is a
general interest in completing the educational intervention. There will be two educational
toolkits. One for healthcare providers and one for teachers and school counselors as they
have different educational needs. A survey immediately before the educational
intervention will establish known knowledge and confidence about assessment and
management of children disruptive disorders. The educational intervention will be both
an online learning module PowerPoint presentation and in made available in person for
those interested. The educational toolkit will focus on assessment, strategies, and
resources to assist in management of children with disruptive disorders and emotional
regulation skills that are applicable to all children, not just those with disruptive
behavioral and mental health issues. For the healthcare providers in their educational
intervention there was education about a reliable, valid assessment tool that can be used
to assess risk of having mental illness. Immediately after the intervention, a survey with
the same questions will be given to staff to assess if knowledge and confidence improved.
On-site visits will be integrated throughout the process to assist with the utilization of the
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assessment tool and general support. A qualitative question will be implemented with the
post survey to evaluate staff thoughts about the educational toolKits.

How will this intervention be implemented?

The project will be implemented within a high school in Alameda County, California.
The stakeholders will be informed about the educational toolkit through on-site visits and
email. The educational toolkits will be both online and in person. On-site visits will be
offered afterwards to provide support.

Outcome measurements: How will you know that a change is an improvement?
Measurement will be ascertained through pre and post scores about confidence and
knowledge, which was measured by validated mental health literacy tool and validated
confidence tool. There will be measurement of both knowledge and clinician confidence
pre and immediately post administration of the educational toolkit. Both knowledge and
confidence levels will be increased by 20% and there will be a statistically significant
alpha level below .05. To protect privacy and confidentiality, stakeholder’s participation
in surveys and exams will not have any personal identifiers. Consent for the surveys and
exam will be obtained before completion.
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DNP Statement of Determination
Evidence-Based Change of Practice Project Checklist
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Title of Project: School-Based Development and Implementation of an Educational Toolkit

Mark an “X” under “Yes” or “No” for each of the following statements:

Yes

No

The aim of the project is to improve the process or delivery of care with established/
accepted standards, or to implement evidence-based change. There is no intention of using
the data for research purposes.

The specific aim is to improve performance on a specific service or program and is a part
of usual care. All participants will receive standard of care.

The project is not designed to follow a research design, e.g., hypothesis testing or group
comparison, randomization, control groups, prospective comparison groups, cross-
sectional, case control). The project does not follow a protocol that overrides clinical
decision-making.

The project involves implementation of established and tested quality standards and/or
systematic monitoring, assessment, or evaluation of the organization to ensure that
existing quality standards are being met. The project does not develop paradigms or
untested methods or new untested standards.

The project involves implementation of care practices and interventions that are
consensus-based or evidence-based. The project does not seek to test an intervention that
is beyond current science and experience.

The project is conducted by staff where the project will take place and involves staff who
are working at an agency that has an agreement with USF SONHP.

The project has no funding from federal agencies or research-focused organizations and is
not receiving funding for implementation research.

The agency or clinical practice unit agrees that this is a project that will be implemented
to improve the process or delivery of care, i.e., not a personal research project that is
dependent upon the voluntary participation of colleagues, students and/or patients.

If there is an intent to, or possibility of publishing your work, you and supervising faculty
and the agency oversight committee are comfortable with the following statement in your
methods section: “This project was undertaken as an Evidence-based change of practice
project at X hospital or agency and as such was not formally supervised by the
Institutional Review Board.”
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Answer Key:

e |f the answer to all these items is “Yes”, the project can be considered an evidence-based
activity that does not meet the definition of research. IRB review is not required. Keep a
copy of this checklist in your files.

e If the answer to any of these questions is “No”, you must submit for IRB approval.

*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human
Research Committee, Partners Health System, Boston, MA.

To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the
criteria outlined in federal guidelines will be used: http://answers.hhs.gov/ohrp/categories/1569
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outlined in the Project Checklist (attached). Student may proceed with implementation.

[]This project involves research with human subjects and must be submitted for IRB
approval before project activity can commence.
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