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Abstract

Background: Despite high rates of adolescent mental health problems, there are few effective school-based
interventions to address this. Whole-school interventions offer a feasible and sustainable means of promoting
mental health, but few have to date been evaluated. Previously we trialled the Learning Together intervention
comprising local needs assessment, student and staff participation in decision-making, restorative practice, and a
social and emotional skills curriculum. This was effective not only in preventing bullying (primary outcome), but also
in promoting mental well-being and psychological functioning (secondary outcomes).

Objective: We aimed to adapt Learning Together to develop Learning Together for Mental Health, focused on
promoting mental health. This paper reports on how we refined and elaborated intervention materials to produce the
Learning Together for Mental Health intervention including through patient and public involvement and engagement.
Design: We reviewed evidence to inform choice of the curriculum component and the contents of our needs
assessment survey. We conducted patient and public involvement and engagement with school staff and students,
and children and young people from the National Children’s Bureau to adapt the intervention. We also conducted a
systematic review of reviews to inform a menu of evidence-based actions, but this is reported separately.

Setting: Southern England.

Participants: Patient and public involvement and engagement was conducted with four staff and five students from
one secondary school, and a group of two school senior leadership team members from different schools, and about
eight children and young people who were members of the Young National Children’s Bureau.

Interventions: None.

Results: We refined and elaborated our initial plans for Learning Together for Mental Health to generate an
intervention supported by full materials, training and external facilitation. We focused needs assessment on mental
health, added a menu of evidence-based whole-school mental health actions, and switched to a different social and
emotional skills curriculum. We retained restorative practice and staff/student involvement in decisions. No further
refinements were made to the intervention theory of change or overall approach. Patient and public involvement and
engagement was useful, but not all suggestions were acted on either because some participants suggested dropping
pre-determined elements (e.g. needs survey) or because suggestions (e.g. to include aromatherapy) lacked evidence
of effectiveness.

Limitations: Not all of our engagements with patient and public involvement and engagement stakeholders were
sustained over time. Our patient and public involvement and engagement work was affected by its having occurred
within the recovery period from COVID-19 when schools were more stressed than normal. We had planned for the
school involved in patient and public involvement and engagement to be above average in student free-school-meals
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eligibility, but the school initially recruited dropped out at the last minute. Its replacement had a lower-than-average
rate of free-school-meal entitlement.

Conclusions: This paper reports on the process of adaptation and reflects on the various ways in which engagement
and evidence review were useful in this process. We found that it is possible to refine interventions and elaborate them
to provide full materials and support via processes drawing on evidence review and patient and public involvement
and engagement. The latter proved valuable in informing refinement of Learning Together for Mental Health in terms
of ensuring its feasibility, acceptability, and inclusiveness. However, in our opinion, not all suggestions from patient
and public involvement and engagement can or should be acted on, especially when they do not align with the
evidence base.

Future work: A feasibility study to optimise the intervention and assess whether progression to a full trial is justified.
Funding: This article presents independent research funded by the National Institute for Health and Care Research
(NIHR) Public Health Research programme as award number NIHR13159%4.

A plain language summary of this research article is available on the NIHR Journals Library Website
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(https:/doi.org/10.3310/JWGT4863).

Introduction

Mental disorders are the largest cause of disability in the
UK?! with about half starting by age 18 and a third before
age 14 years.? In 2022, 18.0% of children and young
people aged 7-16 years had a probable mental health
disorder.® About 40% of adolescent girls have disordered
eating* and 20% report self-harm.> In the UK, the Green
Paper ‘Transforming Children and Young People’s Mental
Health Provision’ identified a central role for schools.®
Schools aim to implement effective programmes but
have lacked specialist expertise, access to evidence-
based interventions, and resources. This is changing as
schools become part of mental health support teams with
access to a new workforce of educational mental health
practitioners. However, the focus of these initiatives is
largely responding to, rather than preventing, mental
health problems. There is therefore a continuing need to
develop and evaluate universal prevention interventions.”
Such interventions are of even greater importance since
COVID-19 as there is evidence of worsened mental health
post the pandemic.8?

Multiple reviews support a role for school programmes
in addressing young people’'s mental health and
disruptive behaviours,°-13 with evidence across anxiety
and depression,’* body image and disordered eating,'*
and self-harm, and supportive capacities such as self-
regulation.’> A promising approach is the use of whole-
school interventions, which include classroom curricula
plus components aiming to transform the wider school
environment to make this more health-promoting. Such
interventions aim to address multiple determinants of
mental health in the school environment. They also aim
to build ownership among school leaders, staff, and
students, which should promote implementation fidelity.
Observational studies suggest that school environments
can influence mental health in multiple ways through a
sense of school belonging and commitment; exposure to
prosocial or antisocial peers, bullying and social-support
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networks; and learning of social and emotional skills.16-?
Whole-school interventions addressing such factors
have been found to be effective for a range of health
outcomes.”2021  However, such interventions have
received only limited attention in the field of mental health
and the evidence base supporting implementation is
therefore weak.?° The existing evidence on school-based
interventions to promote mental health is also limited
by: small effect sizes;° interventions focused on single
aspects of mental health;?? lack of interventions being
co-created with young people; promising interventions
failing to be effective at scale;” and lack of flexibility
in implementation.?

We previously led a cluster-randomised trial of the Learning
Together (LT) intervention across 40 English secondary
schools.?* Learning Together is a multicomponent,
whole-school intervention aiming to modify the school
environment to reduce bullying. The key elements of LT
are as follows: survey of students to identify needs; action
groups comprising staff and students (supported by an
external facilitator) to review needs data and use this
to plan and co-ordinate local delivery, and revise school
policies and rules; training for school staff in restorative
practices; and a social and emotional learning (SEL)
classroom curriculum. Restorative practice addresses
bullying, antisocial behaviour or conflict by bringing
together victims and perpetrators, victims describing the
harms caused, perpetrators taking responsibility, and work
to improve the relationship and avoid further harms.

The theory of change postulated that implementing
these interventions components triggers a mechanism
involving: building of student sense of belonging at school
via recentring provision on student needs, and improving
relationships between staff and students and between
students’ academic and personal development; and
developing students’ social and emotional skills. Building
sense of school belonging and commitment, and providing
students with social and emotional skills were theorised
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to increase student investment in prosocial groups and
behaviours, and decrease investment in antischool groups
and behaviours including bullying.?#?> We found that
the intervention was implemented with fidelity (other
than for the SEL curriculum), with significant effects on
reduced bullying victimisation (primary outcome) as well
as improved mental well-being and health-related quality
of life, and reduced psychological distress and substance
use (secondary outcomes), with high cost-effectiveness.?
Effect sizes for impacts on mental health and well-being
were approximately 0.1 standard deviation (SD) despite
the intervention not directly addressing mental health
other than through the poorly delivered SEL curriculum.
Refocusing LT to address mental health more directly may
enable even greater impact on such outcomes.

This paper reports on how we refined LT to produce the
Learning Together for Mental Health (LT-MH) intervention.
The LT-MH intervention retained key elements of LT
while focusing more directly on mental health, including
emotional and behavioural issues, self-esteem, body image
and eating problems, substance use, and self-harm. We also
aimed to replace our poorly delivered SEL curriculum with
an improved curriculum. We set out our initial plans for
LT-MH in a proposal for a refinement and feasibility study,
which was funded by the National Institute for Health and
Care Research. Such studies ensure that interventions can
be optimised prior to phase lll trials.?¢ The initial stage of
the funded work was aimed at refining and elaborating
intervention materials prior to feasibility testing. Existing
frameworks for intervention development and refinement
suggest that this should be based on understanding: the
problem to be addressed and what factors influence its
occurrence; which of these factors are modifiable and how
this will benefit the target population and its subgroups; what
mechanisms of change will be harnessed to modify these
factors; and how these will pragmatically be triggered.?¢2” As
noted above, we had a clear understanding of the problem
to be addressed and the school factors to be influenced.
Learning Together's theory of change also outlined the broad
mechanisms of change to modify these factors. We thus had
an existing sense of how the intervention would work and
sought further information to elaborate and optimise the
methods we would use to do this.

We conducted a systematic review of reviews to inform
our menu of evidence-based actions to promote mental
health, which is reported separately. All other aspects
of adaptation are reported in this paper. We reviewed
existing evidence to inform our choice of a new SEL
curriculum and the measures to use in the needs survey,
which are reported in this paper. We aimed to use
patient and public involvement and engagement (PPIE)
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to inform refinement, ensuring that the intervention
was feasible and acceptable on the ground. Patient and
public involvement and engagement aims to ensure that
the views and experiences of service users, citizens, and
practitioners inform interventions.?®? This orientation
is grounded in a recognition that academics are liable
to develop unfeasible and ineffective interventions if
these are based merely on academic theories which are
inattentive to local contextual contingencies.®® Patient
and public involvement and engagement is intended to
enable the development of more feasible and acceptable
interventions by involving those with experience and
understanding of local contexts.3® However, the use of
PPIE to inform interventions is complex and challenging,
involving different groups and various processes.®? In this
paper, we report on how we refined the LT intervention
components to design LT-MH through a review of research
evidence and PPIE.

Methods

Overall design

We refined LT-MH in collaboration with Place2Be (a
charity specialising in promoting young people’'s mental
health, which subsequently supported delivery of LT-MH
in schools); the National Children’s Bureau (NCB) Young
NCB, a group exclusively for children and young people;
staff and students from one secondary school; and a group
of school senior leadership team members.

Refinement was conducted from November 2021 to
September 2022. As described above, the key elements of
the intervention were determined at the stage of writing
the funding proposal. These are described below. After
this, we turn to the main focus of the paper, how we drew
on evidence and PPIE to refine LT-MH.

Initial plans for intervention

Theory of change

The LT-MH intervention was underpinned by a theory of
change based on that used in the LT intervention (Figure 1)
and drawing on the theory of human functioning and school
organisation.?> We also drew on evidence of the effects of
other whole-school mental health interventions.**-*3 Our
intervention inputs (described below) were intended to
enable implementation of an action group, SEL curriculum,
and restorative practice. Together these would modify
schools’ social environments to: improve relationships
among and between students and staff; provide more
student-centred provision; increase social support for
mental well-being; and teach social and emotional skills.%?
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These were theorised to increase student sense of school
belonging and engagement, and increase social and
emotional skills. Through this, students would develop:
increased emotional security in school; more trusting,
empathetic, forgiving and accepting relationships with
students and staff; increased self-belief (including belief
in the ability to manage and resolve difficulties when
they arise); and increased ability to resolve conflict, avoid
peer pressure and seek support for one's own and others’
mental health needs. These changes were theorised to
mediate intervention impacts on mental health: fewer
emotional problems and less disruptive behaviour;
improved well-being and quality of life; improved body
image and self-esteem; reduced antisocial behaviour, self-
harm, substance use and disordered eating; and reduced
use of NHS crisis services.

Intervention inputs

i.  Needs assessment: We retained the original LT
focus on antisocial behaviours and: (a) strengthened
assessment of various mental health issues as de-
scribed above; (b) strengthened translation of needs
assessment into actions through use of guidance for
schools on matching needs to actions; and (c) guided
and enabled the action group to draw on existing
data to audit existing mental health and well-being
provision in the school.®*

ii.  Facilitator and manual: We updated the manual
to detail all refined intervention components. We
modified the external facilitation of the action group
(identified as being critically important in the suc-
cessful implementation and mechanism of impact
for LT3>%%) to be provided by a Place2Be practitioner
with mental health expertise.

iii. Whole-school training in restorative practice. This
component was not modified because it was accred-
ited training, was rated highly by staff in the original
trial and its focus remained on preventing bullying
and conflict.3¢

iv. The SEL curriculum: we retained a curriculum
because of evidence for the effectiveness of SEL
curricula on mental well-being®” but identified a new
evidence-based curriculum in the refinement phase
because the LT trial and process evaluation indicat-
ed that the LT curriculum was poorly delivered and
unpopular in schools.?

School processes

a. Action group: In each school, a group would be con-
vened to enable staff and students to work together
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to review data on mental health needs, choose op-
tions from a menu of evidence-based actions, revise
policy to support mental health promotion, and plan
and co-ordinate intervention delivery. The exter-

nal facilitator would assist the school staff member
chairing the meetings in terms of convening the
group, interpreting the school’s needs assessment
data, setting initial priorities for action and reviewing
progress. By identifying student needs, providing an
external facilitator and having the action group plan
and co-ordinate actions, we hoped to build school
commitment and hence optimise implementation.
The funding proposal was informed by initial reviews
of evidence and preliminary consultation with the
Young NCB, identifying the following areas and
actions likely to be relevant: self-esteem and body
image (via single®® or multiple lessons®?); anxiety and
depression (via teacher-delivered curricula?? and
single-session interventions*); digital health; inclu-
sion of LGBTQ+ young people (via inclusion policies,
champions and support groups?!); increasing student
voice; mental health awareness sessions; physical ac-
tivity opportunities;*? mental health first aid (MHFA)
training; and various other activities such as well-
being workshops, mental health monitoring, mental
health literacy education, support for exam stress
and signposting services. These were reviewed and
finalised during the refinement stage informed by
review of systematic reviews (reported in a separate
paper).

b. Restorative practice - this was to be implemented
largely unchanged from LT, but would be situated
within a broader focus on mental health and well-
being.

c. Learning social and emotional skills - this was to
occur in classes led by trained teachers using the
materials described above.

Intervention refinement

Refinement was informed by an existing framework for
intervention development,*® occurring in phases. Firstly,
the intervention theory of change, logic model, and overall
approaches were reviewed to identify required changes.
Secondly, the student needs survey, the manual guiding the
action group, and needs assessment guide were refined.
Thirdly, an evidence-based SEL curriculum was identified.
For each phase, refinement occurred through a systematic
process involving: reflection on the intervention plans in
light of existing evidence;”10-1320214445 discussions with
PPIE stakeholders; drafting of resources by the research
team informed by PPIE, and research team expertise and
experience; and refinement of resources informed by PPIE.
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Patient and public involvement and engagement involved
multiple activities to provide diverse perspectives. It was
consultative in orientation given that the aim was to adapt
an intervention with existing evidence of mental health
benefits to maximise these benefits. We felt that a more
thoroughgoing reappraisal of the intervention involving
more participant-led PPIE was not appropriate given the
importance of maintaining the existing theory of change
and effective components. Because this was PPIE and not
research, formal consent was not sought for participation,
and sessions were not audio-recorded. Instead, the team
checked that participants were content to be involved and
took detailed notes of views and suggestions. Each meeting
was attended by two researchers, one leading facilitation
and one taking notes. We held two meetings with Young
NCB members. This is a membership group for children
and young people in England, providing opportunities to
speak about and contribute to matters relevant to them.
The first meeting involved presentation of the aims of the
LT-MH intervention by the research team. The Young NCB
group was then split into two breakout rooms to discuss
what young people worry about, distinguishing between
new and existing worries, guided by slides indicating
these topics. One researcher joined each subgroup.
Again, guided by slides, Young NCB members were then
asked for their views on the feasibility and acceptability
in schools of the following intervention components:
the student needs survey; the manual; and the manual
section offering guidance on using the needs assessment
to identify evidence-based actions. The second meeting
involved presentation of the draft components of the
LT-MH intervention and how the intervention was being
refined to address mental health. The draft of the menu
of evidence-based actions was presented. The Young NCB
members were split into two breakout groups to: discuss
the pros and cons of each intervention component;
identify any gaps; and identify the best three actions and
their reasons for choosing these. The group was then
asked to further discuss the feasibility and acceptability
of workshops on how to handle stress and of MHFA
to ascertain young people’s views on how these could
be delivered.

We also conducted two meetings with a purposively
sampled secondary school, one with students and one
with staff. We aimed to involve a school with student
free-school-meal eligibility (as a proxy for student need)
above the national average of 27.1% and a government
school inspectorate rating of good or excellent (as a proxy
for the school having sufficient organisational capacity
to participate). This school was recruited via our existing
contacts. The student meeting involved five boys and girls
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across years 8-11 and the staff meeting comprised four
teachers from the senior leadership team and with pastoral
responsibilities. Schools were asked to involve a diversity
of students and staff, reflecting diversity across the school.
Both meetings involved presentation of the intervention
theory of change and overall components. Guided by the
research team with slides indicating points to discuss,
students were asked: whether the components made
sense as an overall programme; whether students would be
interested in participating; what information schools would
need about student needs to inform choice of actions; and
what information schools would need in order to deliver
actions. Staff were asked: how the intervention should
be presented to maximise school take-up and student
participation; whether the intervention activities looked
appropriate and manageable; whether they made sense
as an overall programme; whether schools would agree
to involve students in decision-making; whether students
would be interested to participate; what information
schools would need to deliver specific actions; whether
schools would value local evidence about need and what
needs they would want evidence about; and what support
they would want from a facilitator and whether this should
be face to face or online. We used standard operating
procedures to deal with any potential safeguarding
concerns becoming apparent during consultation with
students but none arose.

We held one meeting with senior leadership team members
from two different schools. Five schools were initially
contacted for this meeting based on previously indicated
interest. However, only two were able to participate in the
meeting due to COVID-19-related challenges. One senior
leader member per school attended. This meeting involved
presentations to the staff members attending about the
draft manual and menu of evidence-based actions, as well
as how the results of previous meetings had informed
these. Guided by researchers, senior leadership team
members were asked whether: the manual guidance and
menu of actions looked appropriate and manageable;
these provided the right information; and participants
thought these would impact on student mental health.
Senior leadership team members were also asked what
comparators would be most useful when benchmarking
mental health needs.

After PPIE, researchers separately discussed views and
suggestions of PPIE participants from notes, to decide
which suggestions could be incorporated into research
plans. As far as possible, suggestions were taken onboard,
except where they contradicted existing evidence or
were unfeasible.
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Results

Appendix 1 presents the final LT-MH intervention design.
The PPIE suggestions and responses are described below
and summarised in Appendix 2.

Consultation with Young National

Children’s Bureau members

We first met with the Young NCB members in January
2022. This session involved approximately eight members.
Participants reported various worries, such as body image
and self-esteem. Participants mentioned other worries,
including: social media and online reputation; lack of
sense of community; lack of trust in government and
other institutions; sexism and misogyny; the impact of
the COVID-19 pandemic; the climate emergency; and
education and exams pressure. In commenting on LT-MH
components, participants suggested that the need survey
would need to include mostly closed-response questions.
Participants suggested that the manual guiding actions
groups should be read by, and include actions for, young
people to maximise students’ participation.

We held a second meeting with eight Young NCB members
in April 2022. In terms of improving LGBTQ+ inclusion,
young people agreed that this was a good idea because
theyfeltthat LGBTQ+ young people sometimes did not feel
comfortable coming out to others. However, participants
thought that such activities should also encompass other
groups, such as disabled students. Participants suggested
that support should not be restricted to one-off events,
and should include activities such as ongoing lunchtime
clubs and presentations by guest speakers with lived
experiences. The group felt it important that students
involved in such work be well supported.

The group discussed student-led clubs focused on
mindfulness, meditation, dance, and martial arts for
mental health. Participants felt that the success of these
would depend on who led them (possibly a role for older
students) and how well they were supervised. The group
discussed lessons on mental health literacy. Several
thought this was a good idea but suggested that there
might not be enough time in the school day. The group
also discussed lessons on online safety and well-being, as
well as lessons on ethnicity and mental health, there being
limited support for the latter. There was not much support
for an expansion of tutor time.

The group discussed stress-management workshops.
All participants supported this option. Participants
commented that stress comes from a variety of sources,
connected to exams and life in general. They felt that
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this option would need to explore all potential sources
of stress. Participants suggested that it might include
activities such as aromatherapy sessions.

The group discussed the potential for expanding
school extracurricular activities, with some participants
commenting that students have very different interests
so diverse options would need to be available. The
group considered MHFA. One participant pointed out
that this option is not preventative in nature. There was,
however, widespread support for this option as many of
the young people felt that their peers currently would not
be properly equipped to deal with a peer who was, for
example, having a panic attack. The group suggested that
there could be a role for older students delivering this. The
group discussed yoga, with some young people viewing
this as a helpful option. However, others pointed out that
this would not be suitable for all young people, such as
those with disabilities. Therefore, a meditation option
might be helpful.

There was little support for additional support for students
transitioning from primary schools as participants felt
that there was already provision in this area. The group
discussed outdoors lessons and the use of physical activity
in lessons. Although there was some support for these in
that they would make lessons more engaging, participants
highlighted that the time required should be considered.

The group discussed themed mental health weeks.
Participants felt that mental health should be a priority all
of the time and not just in particular weeks or months.
They reported that the volume of awareness weeks in
schools meant that they were not perceived as effective
by students. When discussing posters and other resources
on mental health, young people expressed some interest
but believed that the quality of these would need to be
improved. Of the options identified above, participants
nominated the following as priorities: improving LGBTQ+
inclusion; lessons on mental health literacy; workshop on
how to handle stress (including exam stress); MHFA; and
posters and other resources on mental health.

The group then further discussed workshops on how to
handle stress and MHFA, to ascertain young people’s views
on how these activities could be best delivered. Regarding
workshops on how to handle stress, participants thought
that two sessions per week of between 30- and 60-minute
duration would be appropriate. The group recommended
that sessions would need to be delivered outside normal
lessons by an external professional. Regarding MHFA,
the group recommended that this should be delivered
yearly or twice yearly, and should be for a whole day.
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One participant believed that a minimum level of training
should be available for everyone, with optional training for
selected students. All agreed that training needed to be
delivered by external specialists.

Consultation with school students and staff

The school originally selected to participate matched our
criteria of rate of free-school-meal entitlement above
27.1% and outstanding Ofsted inspection but dropped out
at the last minute. We replaced this school at short notice.
The school recruited to participate had an outstanding
government inspectorate rating but below-average rate
(approximately 15%) of free-school-meal entitlement.
The meetings with students and staff occurred in May
2022 and involved presentations by the team followed
by discussion. A staff member from Place2Be also helped
facilitate discussions.

The student meeting involved discussion with two boys
and three girls from across years 8-11. In terms of needs
assessment, the students indicated that they would be
happy for the needs survey to include mental health scales.
The students emphasised the importance of participant
anonymity. Students were concerned that surveying
only one year group would not identify all mental health
needs across different age groups. Participants thought
that comparing each schools’ prevalence of mental health
needs with broader data would be useful.

In terms of the action group, students agreed that it
would be valuable to have staff and students meeting
together. Students thought that, if participation were
on the basis of students coming forward to volunteer,
this would make for less-diverse participation. There
was a suggestion that students could be approached
to participate and could initially observe the meeting
without committing to participate, as way to encourage
participation among a broader group. There was a concern
that selecting students on the basis of their mental health
could cause participants to feel stigmatised. Participants
thought that the action groups should be as student-led
as possible. They suggested that meetings should be
monthly and comprise six staff, six students, and the
external facilitator.

In terms of the menu of actions, students were supportive
of these addressing: physical activity sessions; stress
management; and lessons or other activities occurring
outdoors. Physical activity was viewed as something that
might help improve some students’ attitudes to learning.
Students commented that some of the planned activities
were things already done in schools, though not linked
together as a coherent programme. Students thought that
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there was no need for activities to be labelled as explicitly
focused on mental health promotion. Some participants
described stress as a problem linked to studying, not just
exams, and that mindfulness or walks might help. Yoga was
viewed as something that would appeal to some students.
Participants also proposed that doing more group activities
in classes might help promote mental health, ensuring that
all students participated. In terms of restorative practice,
students were supportive of this but suggested it should
only be done when all parties to a conflict consented.
Finally, students suggested that ‘Learning Together for
Mental Health’ was too long a name.

The meeting with teachers involved four staff from the
senior leadership team and with pastoral responsibilities.
In terms of needs assessment, the teachers said that they
would expect students to answer questions differently
at different ages. There was a concern that results from
year-7 students would not be representative of other year
groups. Teachers thought that a different year group, such
as year 8 or 9, might be better. There was also concern
about survey overload, given that the school already
carried out surveys.

In terms of action groups, staff thought that schools
would be willing to involve students in decision-making.
While they said that participation should be voluntary,
they cautioned that the group should not comprise only
the most vocal. It was important that membership of the
group was not stigmatising of those with mental health
needs. Staff suggested that students from a range of year
groups should be included to give insights from across the
school and, if necessary, compensate for the narrowness
of focus of the needs survey on year-7 students. Teachers
commented that, in terms of staff participation, all schools
should have a mental health lead, who should be included
in the group.

In terms of choice of actions, staff liked the idea of
presenting a menu of evidence-based actions with
indications of the strength of evidence, size of effects and
costs. Staff were also interested in knowing where there
was little or no evidence for other actions. They liked
the idea that guidance should advise that if there were a
certain need apparent then this would suggest the value
of implementing a particular activity. It should be clear
whether an action aimed to target a particular group
or address the broader ethos and culture of the school.
Teachers thought that actions should address the whole
school, such as school rules, policies and staff training.
There were some concerns about the implications of
actions for teachers’ time. Teachers identified bullying
prevention as a key priority and said that they would like to
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see evidence for interventions to address this. In terms of
the SEL curriculum, staff said their school would be unlikely
to adopt a new curriculum because they had already
developed a curriculum meeting their requirements.

Teachers said that they would value an external facilitator
for the action group. They suggested it should be provided
for at least 2 years. Participants thought that in-person
facilitation would be preferable but thought that a hybrid
approach could work with half of meetings in person and
half online. Staff felt that the facilitator should act as a
critical friend, motivating and supporting implementation,
and providing expertise about how to maximise outcomes.
The facilitator should set and monitor success criteria for
each meeting.

Consultation with school senior

leadership team members

This meeting occurred in June 2022 and involved
presentations by our team to a staff member each from
two schools about the draft contents of the manual and
the menu of evidence-based actions, as well as how the
results of previous meetings had informed these.

Participants liked the whole-school, universal approach,
suggesting that targeted interventions could sometimes
miss those students in most need. One participant
commented that the intervention and manual provided the
outline and direction of what was required. Participants
commented that schools would then need to identify
what was required of them to implement the intervention
and determine who would be responsible for delivery and
oversight. The group recommended a greater emphasis
on engaging parents. One participant commented that
the needs assessment was very useful in quantifying
need, given schools sometimes had to rely on anecdotal
information. Comparisons, especially with national
data, would be useful. Participants commented that the
resources could be presented during Ofsted inspections,
showing data on student needs and how these had
been addressed.

Commenting on the menu of evidence-based actions,
both participants liked the presentation of the menu
and the links to all resources. A participant liked the
format, given that schools were familiar with that of the
Educational Endowment Foundation menu of evidence-
based interventions to promote attainment. Participants
agreed that it was also useful to summarise costs. One
participant asked whether it could be made clear whether
the evidence base referred to the actions in general or the
specific materials linked to. A participant also suggested
that the menu should include a disclaimer indicating that
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the intervention team did not necessarily endorse every
resource. One participant commented that, in relation
to MHFA, it would be useful to have guidance materials.
This participant reported that, although many staff already
received training in this, they were often unsure how to
implement it without written guidance. Participants also
supported the inclusion of daily miles and mental health
check-ins. These have been used more in primary schools
but secondary schools could also implement them.

Refinement of the intervention theory of

change, logic model and overall approaches

No further refinements were made based on our review of
existing systematic reviews and PPIE to the intervention
theory of change and overall approach. The evidence
from systematic reviews had already informed our theory
of change as described above. Most PPIE comments
aligned with our existing plans but some suggested
possible changes, some of which we made. We did not,
as one student suggested, shorten the name of the
intervention as the name was judged to represent a link
with an existing effective intervention and signalled the
new focus on mental health. In response to a comment
from senior leadership team participants to increase
the focus on parents, we included various suggestions
in the manual on how to win support from and involve
parents but did not amend the overall theory of change
or components.

Modifications to needs survey and

guidance for determining actions

We retained the needs survey despite one staff member
commenting that it would overload schools. This was
both because it was a core component of tailoring the
intervention to the school and because other participants
were positive about its usefulness. We also could not
act on the suggestions that the survey should broaden
its focus from only year-7 students. This was because
the survey of year-7 students was a central part of the
evaluation protocol. However, we amended the manual so
that it recommended schools draw on other data, including
from other year groups, as part of the needs assessment.
In response to a comment from senior leadership team
participants, the manual also encouraged schools to share
needs assessment findings with Ofsted inspectors where
appropriate. Other comments from PPIE aligned with our
existing plans.

The needs questionnaire retained the following measures,
which had been included in the LT questionnaire: the
Strengths and Difficulties Questionnaire (SDQ);® the
Gatehouse Bullying Victimisation Scale;* questions on
smoking, alcohol consumption, cannabis and other illicit
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drug use;*” the Beyond Blue School Climate Questionnaire
(BBSCQ);*®¢ and the Feeling Safe at School measure.?
The following items were added: the Eating Disorder
Examination Questionnaire Short (EDE-QS) (which
included questions on body image);* the Generalised
Anxiety Disorder-7 (GAD-7) Scale; the Short Mood and
Feelings Questionnaire (Child Report - Depression);>°
the Health Behaviour in School-aged Children (HBSC)
measure of self-harm;>* and the DAPHNE Il measure of
cyberbulling.>? Decisions about which measures to include
were informed by our expertise in young people’s mental
health and current evidence about children and young
people’s mental needs.>®

In the needs assessment report, we included plans to
report on the following measures overall and stratified by
gender: SDQ as a measure of general mental health as well
as its subscales; EDE-QS as a measure of eating disorders;
GAD-7 as a measure of anxiety; SMFQ-C as a measure
of depressive symptoms; the HBSC measure of self-harm;
the GBS measure of bullying victimisation; the DAPHNE
Il measure of cyberbullying; our measures of smoking,
alcohol use and drug use; the BBSCQ measure of school
commitment and its subscales; and our Feeling Safe at
School measure. Where possible, we would compare
school prevalence to national comparative data. Where no
national data were available, we would refer to prevalence
across all LT-MH schools as the comparator. We did not
report mental well-being as we felt that that this overall
measure would not provide useful information for schools
in determining what mental health actions to take.

Drafting the intervention manual

We drafted the manual informed by the previous LT
manual, the recommendations emerging from PPIE and
experience within the research team developing group-
facilitation manuals. The systematic reviews were not
informative because they did not contain the necessary
detailed information about interventions. Guidance
on implementing and facilitating the action group was
elaborated and given a more prominent role in the manual,
given the action group’s central role in implementation of
the programme. Meeting objectives, agenda items and
practical exercises and tools were added to guide action
groups. As recommended by students and staff, we
refined the manual so that this supported the recruitment
of diverse students to the action group. In response to
student comments, the manual was worded to encourage
schools to include students both with and without
mental health problems, but did not aim to encourage
staff to target students with mental health problems
for recruitment.
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We did not act on the suggestions that action groups should
meet monthly or be student-led. The former contradicted
evidence from the LT trial that meetings should not occur
too frequently.?* While students were to be empowered
to actively contribute to decision-making, we decided
the groups should be chaired by senior staff to support
implementation of decisions, informed by the LT trial.?* In
response to staff comments, we included meeting-specific
objectives in the suggested agenda, included as part of the
manual. We also moved to a mixture of face-to-face and
virtual external facilitation as this had been normalised
post the pandemic and would enhance efficiency and
scalability, which was supported by staff views. Other
PPIE comments aligned with our existing plans.

Drafting of the menu of evidence-based

actions

The systematic review of reviews that informed the menu
is described in a separate paper. The PPIE comments were
very helpful in drafting the menu. The PPIE participants
supported our plans to indicate the strength of evidence,
size of effects and costs of recommended actions. Our menu
distinguished between general approaches and specific
guidance materials and interventions, and indicated the
level at which actions were to be delivered, as suggested
by senior leadership team participants. We did not act on a
staff suggestion that the menu should also indicate which
actions were not supported by evidence since this would
not be possible to do comprehensively within a short
document. Most of the mental health topics and actions
suggested in PPIE did feature in our menu. However,
some, such as aromatherapy and mental health check-ins,
did not feature because there was no evidence that these
were effective. We also did not address some of the more
upstream determinants of mental health suggested by
students, such as lack of trust in government, since there
is a lack of evidenced interventions to address these. We
did not act on suggestions from Young NCB members
about what specific actions should look like, such as how
many sessions stress workshops should involve, because
we were guided instead by the evidence base regarding
the details of implementation. We amended the manual
to encourage schools to consider the implications of
actions in terms of staff time and their ability to continue
other activities.

Refinement of restorative practice

We made few changes to the restorative practice
component informed by PPIE since the suggestions aligned
with our existing plans. We changed some terminology to
ensure this was suitable for secondary-school students.
For example, ‘circle time’ was instead referred to as ‘class
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group activities that promote positive behaviour and peer-
to-peer support’. Informed by PPIE, we decided that the
training on restorative practice should be delivered via
a mixture of face-to-face and virtual sessions to reduce
costs and enhance scalability.

Identification of evidence-based social

and emotional learning curriculum

We retained our plans for a SEL curriculum despite
one staff member commenting that their school would
be unlikely to use this since they had developed their
own. We judged that other schools would welcome this
component given its effectiveness. The team identified
and assessed various curricula cited in the systematic
reviews, and assessed these based on criteria of: evidence
of effectiveness; quality of materials; cost; age focus;
training availability; and number of lessons. The Healthy
Minds curriculum was judged most appropriate on ground
of: involving a manageable number of lessons; having
strong evidence in promoting multiple health outcomes,>*
being inexpensive according to Education Endowment
Foundation criteria; being suitable for students in years
8 and 9; and being deliverable by teachers with training
provided by experts. The Healthy Minds curriculum is
informed by the Penn Resilience Program and other
evidence-based interventions.*

All schools would be provided with training to deliver the
six-lesson ‘Bounce Forward Resilience Skills’ section of the
SEL curriculum. Teachers would be provided with 1.3 days
of online training to support delivery. Schools could, if
they deemed it appropriate, also deliver other Healthy
Minds lessons: ‘Social Media Investigated’ (six lessons for
10- to 12-year-olds and eight lessons for 12- to 14-year
olds); ‘Resilience Revisited’ (six lessons designed for
10- to 12-year-olds); ‘From School to Life’ (nine lessons
designed for 12- to 14-year-olds); and/or ‘Mental lliness
Investigated’ (seven lessons designed for 13- to 14-year-
olds). Training and materials were provided by the Bounce
Forward charity.

Discussion

Summary of key findings

The finalised LT-MH intervention is a novel whole-school
mental health intervention in that, like some existing
whole-school interventions'’?°2! bput unlike previous
mental health interventions,'°*® it uses an evidence-
based menu to inform local decision-making. We refined
and elaborated the initial plans for LT-MH to generate
an intervention supported by full materials, training and
external facilitation. In line with this, we retained key
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components and did not modify the theory of change. The
reviews of existing evidence proved useful in informing
the questions on mental health included in the needs
assessment survey (as well as in developing the menu of
evidence-based actions which are described in a separate,
forthcoming paper). However, the reviews of existing
evidence did not prove very useful in informing refinement
of other aspects of the intervention. These aspects of
refinement involved detailed questions about delivery
in English schools and existing research was generally
conducted in other countries and did not engage at this
level of detail concerning delivery. However, existing
evidence had earlier proved useful in developing the initial
plans for LT-MH in terms of what broad approaches to
promoting mental health in schools had previously been
effective.”202!

Patient and public involvement and engagement proved
valuable in informing refinement of LT-MH in terms of
ensuring its feasibility, acceptability, and inclusiveness. The
PPIE participants were well placed to comment on some
aspects of our planned intervention. Teachers and senior
leadership team members were well placed to comment
on the likely feasibility of LT-MH in their schools. For
example, they offered useful suggestions about the need
to consider the implications of schools choosing actions
from the menu. Students had a good understanding of
student mental health needs, exemplified by the close
alignment between the mental health topics suggested
by the students and those emerging from our review of
research evidence.

However, we did not act on some recommendations from
PPIE. Sometimes this occurred when recommendations
ran counter to the evidence, for example when students
suggested the value of aromatherapy for mental health,
an intervention for which there is little evidence of
effectiveness.® It was also sometimes necessary to
prioritise the evidence base over PPIE suggestions when
it came to the detail of particular evidence-based actions,
such as our not acting on student recommendations of
how many sessions stress workshops should involve.
We also did not act on PPIE recommendations when
these were practically unfeasible. Our proposal had been
funded based on a clear initial plan for the intervention.
We could amend some aspects of this but did not feel
we had the scope to radically change the intervention.
Therefore, we could not act on recommendations that
proposed radical reformulations, such as those proposing
dropping the needs assessment survey or broadening
which student year groups were surveyed. Finally, we did
not act on some comments when we judged that these
took an overly conservative approach to defining what
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is and is not possible in a setting. This was illustrated in
some staffs’ view that needs assessment surveys would
overload schools when there was no evidence that this
was the case from previous evaluation.?

Limitations

There is a spectrum of participation for PPIE, ranging from
consultation to fully participative co-production.? The
processeswe describe here are appropriate butnotinnovative,
and nearer the consultation than the co-production end of
this spectrum. This was appropriate given our aim to adapt
an intervention with existing evidence of mental health
effectiveness. The research team maintained control over
final decisions. However, the refinement was done ‘with’
members of the public. With the exception of the Young NCB
members, the engagements with PPIE stakeholders were
one-offs, not sustained over time. Sustained engagement
might have allowed a more participative approach, in
which we used repeated meetings to present how we had
reflected on earlier advice and which suggestions from
participants we had made use of and which we had not.
This could have allowed discussion with participants about
whether they thought that these decisions were reasonable.
Nonetheless, participant views did influence how we refined
LT-MH. Despite the meetings with most stakeholders being
one-offs, we still took a phased approach to PPIE with
sessions occurring at different points during the process of
refinement of the intervention. This enabled us not only to
get stakeholders' initial views but also to seek stakeholders’
opinions on the emerging plans. A consultation approach
is appropriate where there is limited scope for adapting
interventions. The numbers of participants involved in PPIE
was in line with protocol and appropriate given these aims.

The PPIE work was affected by its occurring during the
recovery period of the COVID-19 pandemic when schools
were more stressed than normal. We had planned for the
school involved in PPIE to be above average in student
free-school-meals eligibility but the school initially
recruited dropped out and its replacement had a lower-
than-average rate of entitlement. This may have resulted
in the students involved being less disadvantaged and
educationally disengaged. Participation at the meeting
for senior leadership team members was also lower than
anticipated due to COVID-19-related challenges faced by
schools. We did not record demographic characteristics
for participants given that this was PPIE and not research.

Implications for policy and research

It is possible to refine interventions and elaborate them
to provide full materials and support via processes
drawing on evidence review and PPIE.?*7 Patient and
public involvement and engagement is extremely useful
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in addressing questions of feasibility, acceptability and
equity.?? In this regard, the views of those who would
participate in an intervention as providers or participants
are critically important. Patient and public involvement
and engagement is also useful in assessing whether
intervention components are likely to align with the felt
needs of the population being involved in or targeted by
an intervention.

Not all the suggestions from PPIE can or should be
accepted and acted on.*? It can be challenging to use PPIE
to refine or co-produce interventions in parallel to drawing
on existing evidence when the recommendations emerging
from these diverge.*® Neither providers nor affected
populations will necessarily know what interventions are
likely to be most effective in meeting population needs. It
makes most sense to be guided by the evidence of what
has proven effective while listening to PPIE views about
how things might need to be refined to maximise the
likelihood of success in a new context.

Patient and public involvement and engagement
recommendations are challenging to incorporate when
they do not align with existing plans for the intervention.®?
Those facilitating PPIE should be clear with stakeholders
about which aspects of intervention design are negotiable
and which are non-negotiable. It may be that, in some
cases, funding proposals need to be less prescriptive
so that there is more scope for intervention refinement
informed by PPIE. Patient and public involvement and
engagement recommendations can also sometimes be
challenging to incorporate when there is a feeling that
they might simply reflect participants thinking aloud or
where stakeholders might be moving beyond their area
of expertise or experience when offering comments.
As with some previous analyses of public participation
in health decision-making,® we recommend that PPIE
involves more open dialogues between researchers and
PPIE stakeholders. Researchers and PPIE stakeholders
should feel able to probe and challenge each other’s
views, and examine what light evidence can shed on the
questions being discussed. Patient and public involvement
and engagement would also benefit from sustained
engagement so that, where recommendations are not
accepted, this can be reported back to participants and
further discussed if necessary.

The approach to adaptation was not informed by recent
guidance® because it was planned prior to publication
of this. Furthermore, the focus was slightly different:
adapting an existing intervention to maximise its effects
on mental health rather than adapting it to a new context.
Nevertheless, the approach was consistent with this
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guidance in terms of: involving diverse participants;
being clear about decision-making authority; ensuring
appropriate consistency with the intended theory of
change; considering contextual influences on feasibility
and acceptability; and ensuring intervention materials are
amended appropriately. Despite the consultative approach
to PPIE and the challenge recruiting a disadvantaged
school, PPIE was useful in informing the limited adaptation
of LT-MH required. Future work will include a feasibility
study to optimise the intervention and assess whether
progression to a full trial is justified.

Equality, diversity and inclusion

School environment interventions such as that adapted in
this study have reach across the whole school to influence
all students regardless of socioeconomic status. This
universal reach avoids the tendency for individual-level
interventions to have greater uptake and benefits among
the more educated and affluent. Given the previous LT
intervention had greater impact on those with greater
behavioural problems, this intervention may particularly
benefit those from more disadvantaged families, given
the strong association between deprivation and mental
health problems. All intervention materials were designed
to be accessible and appropriate for individuals regardless
of socioeconomic status, gender, ethnicity and sexual
identity. The intervention is universal but aims to benefit
those with most baseline need. The pilot phase will assess
how socioeconomic status as well as other characteristics
affect the experience of implementation and receipt. The
research team was diverse in terms of gender, ethnicity,
nationality, seniority, and discipline.

Patient and public involvement

Patient and public involvement and engagement is at
the heart of the work reported in this paper. We worked
collaboratively with the staff and students from one
secondary school, children and young people from the
Young NCB and a group of senior staff from other schools
to inform adaptation of the intervention. This is described
in full throughout the paper.
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Appendix 1 Learning Together for Mental Health design as piloted

s

1. MH needs assessment and report

e MH needs assessment survey (year-7 students).

o Including: SDQ3; EDE-QS*’; GAD-7; SMFQ-C*8; HBSC*?; GBS>?;
DAPHNE 111 ; smoking, alcohol consumption and cannabis

and other illicit drug use®2; BBSCQ?? Feeling safe at school
measure.?

e Report summarising school-specific survey results.

-

p
2. Facilitator

e School support from a Place2Be.

e In-person facilitation of 4 action group meetings and virtual
support for 2 meetings.

e Ongoing remote support from facilitator to assist the action
group chair with planning and implementation.

-

( N
1. Action group

e Consisting of about 6 staff (including an SLT member and staff
with pastoral, MH, PSHE and behaviour management
responsibilities) and about 6 students (including some year-8
students) and varying by age, gender, ethnicity, and education
achievement.

e 6 (more if needed) facilitated 45 to 90-minute meetings
throughout the academic year, reviewing MH needs report
and other relevant data; identifying changes to school
policies and systems; selecting MH actions to address
student MH needs;, overseeing implementation of the LTMH

s

3. Intervention manual and menu of evidence-based

actions

e Intervention manual guiding delivery of LT-MH, including:
overview of the programme; launching the programme;

guidance on implementation of six action group meetings;
Bounce Forward Resilience Skills SEL Curriculum; and restorative
practice.

e Menu of 19 evidence-based actions supporting MH and
wellbeing.

(&

programme.
|

2. Restorative practice

o Action group discusses and makes recommendations to SLT
on:

a) How RP will be implemented and introduced; and

b) How school policies and systems might be revised to
support implementation of RP.

s

4. Restorative practice (RP) training

e RP training provided by L30 Relational Systems, including:
a) 90-minute virtual training for all teaching staff on
‘Introduction to Restorative Practice’

b) 3-day ‘Intensive Restorative Practice’ training (2 days in-
person and 1 day face to face) with key school staff identified
to resolve conflict via conducting RP meetings with students.

-

- J

3.SEL curriculum

o Staff trained by Bounce Forward to deliver the Foundation
Resilience Skills module to all year-8 students.

o SLT and action groups decide if other year groups should
also receive curriculum, and if any adaptations are required.
o SLT and action groups decide if additional, non-core
Healthy Minds SEL modules should be offered.

s

5.SEL curriculum and training

e Bounce Forward resources supporting implementation of
the Healthy Minds curriculum to year-8 students; 5 modules
in 6 one-hour lessons: Foundation Resilience Skills; Social
Media Investigated - Media Navigator; Social Media
Investigated - Media Influences; From School to Life; Mental
Illness Investigated.55'

e 1.3 days of online training provided to schools by Bounce
Forward on the module ‘Foundation Resilience Skills’.
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Appendix 2 Patient and public involvement and engagement suggestions and responses

Intervention Accepted (v)
component Suggestion/comment Source or not (X) Details of how addressed
Overall Learning Together for Mental Students X We kept the name to retain the link to an effective
Health is too long a name intervention and emphasise the new focus on mental
health
Whole-school approach Senior v This aligned with the existing plans
is good given targeted leadership team

interventions can miss those
most in need

Increase the focus on parents Senior v The manual now refers to consulting with parents,
leadership team marketing the intervention to parents, dealing with
any parental opposition, using other data from parent
surveys, encouraging parents to sit on the action
group and involving parents in restorative practice.
The menu of actions includes yoga led by parent

volunteers
Needs Very useful in quantifying Senior v This aligned with the existing plans
assessment need leadership team
Will be useful to share with ~ Senior v The manual now refers to Ofsted inspections
Ofsted inspectors leadership team
Surveying one year group Students X It was not possible to broaden the survey due to this
will not identify needs across Staff being part of the evaluation protocol
other year groups
v The manual now recommends schools drawing on

other data as part of needs assessment

Surveying year-8 or -9 Staff X It was not possible to modify this due to this being
students might be a better part of the evaluation protocol
guide

v The manual now recommends schools drawing on

other data as part of needs assessment

Survey should include mental Students v This aligned with the existing plans
health questions

Survey should mostly include Young NCB v This aligned with the existing plans
closed-response questions members
Participant anonymity is Students v This aligned with the existing plans
important
Comparison with broader Students This aligned with the existing plans
data on mental health Senior
indicators is useful leadership team
Risk of survey overload in Staff X Given other positive views on needs assessment, we
schools retained this component
Manual - Should include actions for Young NCB v This aligned with the existing plans
action group teachers and young people members
The manual provides the Senior v This aligned with the existing plans
necessary outline and leadership team
direction
Valuable for staff and Students v This aligned with the existing plans

students to meet together

Schools willing to involve Staff v This aligned with the existing plans
students in decision-making
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Intervention Accepted (v)
component Suggestion/comment Source or not (X) Details of how addressed
Groups should be student-led Students X The groups involve and empower students but are
chaired by a staff member since there is evidence
from the LT trial that the chair needs to have the
authority to make and implement decisions
Monthly meetings comprising Students X Monthly meetings would be too frequent according to
6 staff, 6 students, and a the LT trial
facilitator would be good
v The recommended membership aligned with the
existing plans
Action groups should not Staff v This aligned with the existing plans
comprise only the most vocal
students
Students could be Students v The manual now encourages recruitment of diverse
approached to participate students including via direct invitation
Selecting students on basis Students v The manual now indicates that the group can consist
of mental health would lead of students with or without self-expressed mental
to stigma health challenges; does not recommend pro-actively
recruiting those with known mental health challenges
Students from various year Staff v The manual recommends recruitment of students
groups should be included to diverse by year group
compensate for survey focus
on year-7 students
School mental health lead Staff v The manual recommends this
should be member of the
action group
External Valuable and should be Staff v External facilitation is to be provided for 2 years in the
facilitator provided for at least 2 years phase lll trial (but not in this 1-year pilot)
Should act as critical friend: ~ Staff 4 This aligned with the existing plans
motivating, supporting and
providing expertise
Should set/monitor success  Staff v Outcomes have been incorporated into draft agenda
criteria for each meeting for each meeting included in the manual
Hybrid approach to facili- Staff v This approach has been adopted for this pilot
tation could work with half
meetings in person and half
online
Menu of Good that guidance links Staff v This aligned with the existing plans
actions identified needs to recom-
mended actions
Valuable and liked indicators  Staff 4 This aligned with the existing plans
of strength of evidence, size  Senior
of effects and costs leadership team
Should be clear whether Senior v The menu distinguishes between general actions (and
evidence refers to general leadership team evidence for these) and then where to go for addi-
approaches or specific tional information on specific interventions/materials
materials/interventions
Should include disclaimer Senior X This was not implemented as it was not felt to be
indicating intervention team  leadership team necessary
do not necessarily endorse all
resources
Also flag where there is little ~ Staff X This was not implemented as providing a comprehen-
evidence for actions sive summary of interventions for which there is little
evidence would be unfeasible given the word length
this would require
54
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Intervention Accepted (v)

component Suggestion/comment Source or not (X) Details of how addressed
Indicate whether actions Staff v The menu indicates the level at which the action is to
target particular group or be delivered

address whole school; with
preference for latter

Activities should not be Students v Some actions in the menu are explicitly described in
labelled as explicitly focused terms of mental health, but most are not
on mental health

Address body image, stress  Young NCB v We addressed the following: body image, academic/
(not just exam stress), members other stress, self-esteem, social media use
self-esteem, social media/

online reputation/safety, lack X We did not address the following due to lack of

of community, lack of trust evidence-based actions: lack of community, lack of
in government/institutions, trust in government/institutions, sexism/misogyny,
sexism/misogyny, impact of pandemic impact and climate emergency

pandemic, climate emer-
gency, and education/exam

pressure

Include mindfulness, Young NCB 4 We addressed the following: mindfulness/meditation,
meditation, dance, martial members martial arts/physical activity, mental health literacy,
arts/physical activity, mental extracurricular activities, mental health first aid and
health literacy, aromatherapy, yoga

extracurricular activities,

mental health first aid and X We did not address aromatherapy due to lack of
yoga evidence-based actions

Priorities are LGBTQ+ inclu-  Young NCB v These were all addressed

sion, mental health literacy, members
stress management (including

exam stress), mental health

first aid, posters, and other

resources on mental health

Train older students to Young NCB v This was addressed

deliver mental health first aid members

For stress workshops, Young NCB X The specific guidance was informed by the evidence
recommend 2x weekly members base and not by PPIE

30-60 sessions delivered
outside of normal lessons by
an external professional

For mental health first aid, Young NCB X The specific guidance was informed by the evidence
recommend 1 or 2x yearly members base and not by PPIE

for whole day by trained

external professionals

For LGBTQ+ inclusion, also Young NCB X This was not implemented because the evidence base
include other groups, for members was for LGBTQ+ and not broader groups
example disability inclusion

For LGBTQ+ inclusion, should Young NCB v The actions in the menu are broader than one-off
be more than a one-off event members events and involve support for students

and students involved should

be supported

Do not include actions relat-  Young NCB v Ethnicity and health and tutor time were not

ing to ethnicity and mental members addressed since there was no evidence base for these
health, expansion of tutor

time, support for transition to X We retained theme weeks as there was evidence for
secondary school and mental these as action

health theme weeks

Address physical activity, Students v This was included in the menu
stress
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Intervention
component Suggestion/comment Source
Include group activities Students
in classes, yoga, outdoor
activities and mindfulness
Include daily mile and mental Senior
health check-ins
For mental health first aid, Senior
recommend that supported leadership team
by written guidance
Consider implications Staff
of actions for staff time
and ability to continue
other activities outside
intervention
Restorative Bullying prevention is priority Staff
practice

Only use restorative practice  Students

when all parties consent

SEL curriculum Our school would be unlikely  Staff
to adopt new SEL curriculum
because we have developed
our own

leadership team

Accepted (v)
or not (X)

v

v

v

Public Health Research 2026 Vol. 14 No. 1

Details of how addressed

Group activities were included in the social and
emotional skills curriculum. Yoga, outdoor activities,
and mindfulness were included in the menu of actions

The daily mile was included as there was an evidence
base

Mental health check-ins were not included as these
were not an evidenced action, but the restorative
practice includes regular emotional check-ins

The actions include written guidance

This was included in the manual as something for
schools to consider in choosing actions

This aligned with the existing plans to retain use of
restorative practice in the LT-MH intervention

This aligned with the existing plans
We retained the curriculum because it is part of the

funded proposal and we judged as likely to be valued
by other schools
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