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Abstract

Background: The Cognitive Behavioral Therapy Skills Intervention (or CBTSI) aims to build mental health literacy and
knowledge, allowing youth to build resilience and improve mental health broadly. In Ontario, Canada, youth voice is
scant and European studies have largely reported on youth factors supporting stigma reduction, help-seeking inten-
tions and overall satisfaction with a given intervention. Process evaluations and implementation that underpin what
youth require to embrace mental health literacy interventions, particularly those that embed key learning principles in
the everyday curriculum, have not been broached. The goal of this study is to understand both barriers and facilitators
to engagement with the CBTSI (an intervention novel in itself because of the combined mental health plus cognitive
behavior therapy (CBT) skills principles embedded in literacy) and the resources and structures that students report
requiring, to fully engage with such an intervention.

Methods: Student focus groups were conducted utilizing qualitative interviews that were analyzed thematically.
Analysis was informed using principles of pragmatism and analyzed inductively using thematic analysis (Braun and
Clarke, Qual Res Psychol 3:77-101, 2006), first looking at the whole and then coding for themes, within an interpre-
tivist framework. Youth were in middle school (grade 7 and 8) in Toronto, Canada who had received the CBTSI. Face
to face interview guides with iterative questioning were conducted in February of 2020, and these interviews were
audio-recorded and professionally transcribed. Teachers randomly chose a subset of youth whose parents consented
to the research to ensure ethno-racial similarity to classroom demographics.

Results: There were eight groups with sixty students who participated. Students were 12 to 14 years of age. Major
themes were identified: maximizing the opportunities for involvement and self-determination created an atmosphere
where confidence and self-compassion could flourish, signalling to the students that they understood and were able
to deploy the strategies they were taught; students expressed that the intervention needs to be adapted to enhance
personal dignity, respecting both individual wishes and goals in light of the variability in student reported mental
health. A model explains the structures and adaptations required to maximize learning based on youth feedback.
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behavioral therapy

Interpretation: Mental health literacy incorporating CBT is a promising population-based health promotion inter-
vention. Future adaptations and implementation decisions regarding the CBTSI need to address the wishes and
experiences of these youth. Youth voice in this study explored factors that prevent and promote the uptake of the key
lessons within the context of existing variability in student mental health that is often found within the context of a
regular classroom. The results should be used to adapt the CBTSI as it is disseminated more broadly.

Keywords: Suicide, Depression, Anxiety, Universal prevention, School-based, Mental health literacy, Cognitive

Nearly half of all mental disorders start by 14 years of age
[1]. Mental health difficulties are cited as the number one
barrier to educational attainment, often leading to school
dropout [2]. Anxiety and mood disorders impair student
achievement, impact daily functioning, place students
at risk for suicide, and impair social interactions [3, 4].
Improving child and adolescent mental health can pro-
foundly affect life trajectories [5]. While there is broad
agreement about the importance of healthy mental devel-
opment in children and youth, existing service models
often lead to suboptimal care for young people [6, 7]. An
estimated 20-25% of children and youth identified with a
mental disorder receive mental health care in our current
mental health care system in Ontario, Canada [8-11]
with an estimated 35-60% of the total child and youth
population in the United States and Canada who exclu-
sively receive mental health services in school [12, 13].

Universal school-based prevention is one way to reach
more youth earlier and may be a means of addressing ser-
vice delivery challenges when the mental health of youth
who are identified require more specialized care and
navigation. Universal interventions can improve men-
tal health literacy [14—16], identify persons at risk for
suicide [17-20] and anxiety and mood disorders [1, 21,
22]. These challenges have been identified within Ontario
and internationally as the highest priority student mental
health issues [23-25].

Despite the potential of universal school-based pre-
vention to address youth mental health needs, evi-
dence regarding how students engage with, and
experience universal interventions for the purposes of
identifying barriers and facilitators to engagement and
assisting implementation is lacking. Jorm coined the idea
of mental health literacy (MHL), with universal popula-
tion based application, with the intent to educate the
public on matters of mental health and wellness, and
what might constitute the need to seek further expert
advice, so that one can receive early intervention with the
hopes of altering the trajectory of mental illness; much
like educating the public about the benefits of adhering
to a healthy, balanced lifestyle, with physical exercise, and
how it alters the prognostic course of medical diseases
[26]. In addition, first aid skills to support others affected

by mental health problems is central to MHL [26]. Youth
engagement is critical to all mental health services as
these services are increasingly shifting away from tradi-
tional healthcare delivery venues and into locations such
as schools to improve access to varied care [5, 6, 13].

School MHL interventions as a universal preventative
tool are increasingly being applied outside of the country
[27-29]. There is limited feedback from youth concern-
ing the adaptations that might be required to embrace
such prevention programs. Naturalistic settings pose
considerable challenges; for this reason, study designs
have begun including implementation and process evalu-
ations, informed by qualitative interviews of satisfaction
[30]. In Ontario, Canada, youth voice is scant and Euro-
pean studies have largely reported on youth factors sup-
porting stigma reduction, help-seeking intentions and
overall satisfaction with a given intervention [31, 32].
Process evaluations and implementation that underpin
what youth require to embrace such mental health lit-
eracy interventions, particularly those that embed key
learning principals in everyday curriculum has not been
broached. Taken together, generalizability of mental
health literacy interventions, while constructed to sup-
port the needs of many, at the cost of a few, may need
to be further adapted depending on both the prevalence
rates of mental health problems in any given classroom
or school and the country, state, or province where the
intervention was designed due to varying educational
requirements and ministerial emphasis.

This paper draws on qualitative data collected as part
of the process evaluation within a randomized controlled
trial (RCT) of the Cognitive Behavioural Therapy Skills
Intervention (CBTSI). Details of the intervention have
been previously published [15] but, in short, it involves
imparting CBT skills to middle schoolers while reading
‘Harry Potter and the Prisoner of Azkaban’ in English
class. While our RCT study revealed how the interven-
tion impacted these variables, prior publications did not
examine how students interacted with and received the
curriculum. While our intervention was co-developed
with youth from the initial design stages, this qualita-
tive study centers the students’ experience within the
context of the delivery of the intervention in a school
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environment. Realistic approaches to program evalu-
ation move beyond theoretically driven mechanisms
through which interventions produce positive change
and acknowledge the interaction with context and the
dynamic and complex nature of social systems. Realism
coupled with pragmatism aims to answers to real world
problems (in this case, acceptance of, and optimal learn-
ing conditions to support, MHL interventions) within
the context of this dynamic social interaction. Theories
underpinning the design of the CBTSI include bidirec-
tional social learning, combined with what we know of
how kids learn best — through stories-, with Cognitive
Behaviour Therapy (CBT), and by imparting stories of
resilience and coping through an engaging narrative, we
wondered if school implementation of this intervention
could augment suicide prevention efforts.

The study aimed to explore students’ experiences of the
intervention, to better understand barriers and facilita-
tors to engagement, perspectives on the lesson planning,
and ultimately to incorporate their feedback to improve
engagement. Process evaluations and implementa-
tion that underpin what youth require to embrace such
mental health literacy interventions, particularly those
that embed key learning principals in everyday curricu-
lum has not been broached. A model is suggested which
illustrates the component requirements of school-based
mental health literacy (MHL) intervention implemen-
tation incorporating CBT (MHL+ CBT) to inform the
resources and structures that students report requiring,
to fully engage with such an intervention. This augments
and adds vital information for consideration before wide-
spread dissemination in urban, multicultural, diverse
school boards.

Intervention

The program that is being evaluated is a 3-month,
teacher-led, CBT skills intervention to provide grade 7
and 8 students with coping skills to regulate their emo-
tions which in turn is intended to build resilience and
distress tolerance. While reading “Harry Potter and the
Prisoner of Azkaban, students engage in discussion
about key learning objectives such as identifying risk and
protective factors, basic cognitive restructuring tech-
niques, behavioural interventions to improve mood, and
promoting help-seeking behaviour should these skills fail
to improve distress tolerance. Students learn to recognize
how depression and anxiety manifest in the characters in
the novel and additional exercises augment student learn-
ing through a discussion of the symptoms, behaviors and
thoughts to recognize depression and anxiety in them-
selves and others. The intervention teaches key concepts
in a developmentally appropriate format. Students can
maintain private workbooks if they desire and can share
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with classmates, teachers, or parents as much or as little
as they are personally comfortable. Participating teach-
ers will be provided with a manual outlining standard-
ized key learning objectives. Core lessons are mandatory,
with each chapter containing a key learning objective,
to be taught. Additional lessons meeting language arts
requirements will be created by teachers, permitting
local curriculum needs to be met. The intervention will
be implemented as a universal or tier-one school system
support model, emphasizing healthy responses to dis-
tress. Suicide will not be mentioned in the intervention,
apart from a brief note that suicidal ideation can be a
symptom of depression. Teacher training will be inten-
tionally kept brief to permit differentiated instruction
within the classroom. Differentiated instruction accom-
modates or modifies the learning experience to meet the
needs of students who learn differently. Differentiated
instruction can involve adjusting content (for example,
media to deliver content and instructions), processes
(exercises and practices students perform to understand
the content better) and products (tests and projects that
demonstrate student understanding) [33]. Fidelity checks
to ensure learning objectives will be gleamed from
reviewing homework assignments and checklists.

Reflexivity statement

Paula Klim-Conforti, who conducted the focus group
interviews, is a Registered Member of the College of Psy-
chologists of Ontario and a graduate student in the Fac-
ulty of Medicine, Institute of Medical Sciences program
at the University of Toronto. She has been registered for
20vyears, for 15 of which she was employed by the school
board where this qualitative study was conducted. The
focus of inquiry was on obtaining helpful answers to
practical questions.

Methods

Theoretical framework

This study draws on programme evaluation with a prag-
matic approach. The main author identifies as a mixed-
methods researcher who weighed the delicate balance
between several quantitative researchers and one quali-
tative researcher. For the lead author, the importance
is on the research question(s). Pragmatists emphasize
practical questions in search of useful and actionable
answers based on real world constraints of limited time
and resources [34]. Creswell [35] adds that mixed meth-
ods researchers use pragmatism to permit the exchange
of ideas without allegiance to a particular epistemologi-
cal or philosophical and theoretical position. The quite
concrete and practical questions that people can envision
to make the world a better place and discussion of what
is working can be addressed without such constructs.
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From a pragmatic perspective, the designs, and meth-
ods for collecting and analyzing data are selected based
on the stated research goals and guided by a researcher’s
personal values [36, 37]. We draw on Shenton’s model of
credibility, transferability, dependability, and confirm-
ability to establish rigour and trustworthiness as “practi-
cal” implies a basis in one’s experience of what does and
does not work [34, 37]. Data collection steps that estab-
lished trustworthiness involved “on the spot” member
checks, negative case analysis, debriefing sessions with
the qualitative expert on the research team (JZ), use of
reflective commentary, peer checking, thick descriptions,
and an audit [37]. The qualitative expert theoretical per-
spectives informing interview reflections and debriefing
advice included that reality is socially, intersubjectively,
and experientially created (“relativist ontology”) [26].
Each individual’s understanding of the world is central to
and influenced by their understanding of themselves and
others (“subjectivist epistemology”) [26]. Investigators
and participants are connected: as the inquiry proceeded,
investigators and participants co-created findings and
knowledge through dialogue [26].

Reflective questioning occurred with a tolerance for
ambiguity to be receptive to the co-creation of emergent
categories [38, 39], which were iteratively refined to cap-
ture the classroom interactions.

Data sources and study design

The current study is a qualitative exploration comple-
menting our prior RCT results [15]. The research was
introduced by study staff first at the school level and
then by the teachers within each classroom. We explored
with the students who participated in the focus groups if
these research introductions set the stage for either the
acceptance of, or rejection of, the intervention. Students
described their experiences of how each of the classroom
lessons was broached by the teachers. The rollout of the
research and intervention lessons was to inform what
research protocols and curriculum content were working
well and what aspects might require revisions. The over-
all purpose was to understand the extent to which par-
ticipants perceived the intervention to be useful or not,
to inform intervention development and dissemination,
and to offer insights into classroom interactions, which
established themes that formed a model of MHL + CBT
universal intervention implementation within school
boards. Collectively, these themes and the resulting
model improve intervention adoption and facilitate wide-
spread dissemination.

Sample interview questions and topics
Open Exploration: The main purpose of this part of
the interview is to allow the participants to express
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themselves as freely as possible. The participant decides
what is important to him/her, so let them talk about
whatever they want to as much as possible. That means
we do not control the agenda rigidly but try to allow
maximum narrative space.

Examples of Open-ended questions for
exploration:

open

+ You can start with whatever you want to talk about
first (if participants asked what they should start
with).

+ What did you think when you heard that you would
be learning about HP at school? What did you think
about learning mental health through Harry Potter?

+ Tell me about one of the lessons you had. What were
the parts of the unit that stood out?

+ What about the program, did you like? What didn’t
you like? Did you forward to it? Were you surprised
by it?

+ Has the program changed the way you think about
yourself? What about other people?

+  Would there be anything that you would change?

Structured Inquiry: The purpose of structured inquiry
is to focus on specific areas or issues we are interested in
but have not been addressed by the participants in the
Open Exploration section.

Focused exploration topic and question examples
include:

Mental health literacy

+ What did know about mental health before the
unit? What do you know now?

+ In the Unit we learned about anxiety, sadness,
and distress, and we also learned about “stress bust-
ers” What did you think about all that? Did any of
you use the learning in your life? If not, how do you
think got in the way?

o How do you think it can help you with?
How do you think it is not helpful?

» How would you describe depression, anxiety and
distress to a friend?

« Did the unit change the way you think about
stressful situations? Can you give me an example?

+ What did you learn about thinking errors people
can have when depressed, anxious or in distress?

o How can you recognise when you or
someone else is having a distorted thought?

Communicating about one’s feelings

+ Sometimes it can be hard to talk about our feelings.
When you are feeling stressed, who do you talk to?
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+ What gets in the way of talking to people? Have your
thoughts about this changed?

Planning the Program

+ Do you think the idea of having a mental health unit
like this in English class is a good idea?

+ Would you recommend it to other classes and
schools?

« Is there anything else you'd like us to know?

Procedures

Study investigators approached school system admin-
istrators to recruit English teachers across an urban,
diverse school board in Toronto, Ontario. Eligible par-
ticipants were students who were 12 to 14.years of age or
in grades 7 or 8, and their teachers who received train-
ing in delivering the intervention and agreed to do so in
the 2019-2020 academic year. All students in each par-
ticipating class received the intervention, and only those
whose parents provided explicit consent for the research
component were included in the study. The intervention
was designed to teach skills that would be beneficial for
all students, and as such, the intervention was part of the
regular language arts curriculum.

Data collection

Student focus groups were selected based on a conveni-
ence sample with some purposeful sampling, ensuring
that each group was demographically representative of
a typical classroom in each participating school. There
were 6-8 students involved in each of the 8 groups with
60 student participants in total. We did not capture
demographic data on participants as we did not have
ethics approval to do so. Teachers randomly chose a sub-
set of youth whose parents consented to the research to
ensure ethno-racial similarity to classroom demograph-
ics. Face-to-face 60- minute focus group interviews at the
schools using interview guides with iterative question-
ing were conducted in February 2020 by PKC, or within
days of intervention completion, and these interviews
were audio-recorded and professionally transcribed.
Additional notes to capture non-verbal information
were made after each focus group. Transcripts were not
returned for participant comment or correction due to
the global pandemic, and ethics approval did not permit
identification for future telephone inquiries. However,
member checks took place “on the spot” Only the prin-
cipal investigator (PKC) and participants were present
during interviews. Data collected across all interviews
were interpreted by the lead author (PKC) using thematic
analysis [40], and several transcripts were reviewed and
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discussed with the senior qualitative methods expert
(JZ). The interview guide was co-developed by PKC, JZ
and RL.

Analysis

Qualitative data was processed using principles of prag-
matism and analyzed inductively (working back and forth
between the general and specific to solve a problem), first
looking at the whole and then coding for themes [39, 41].
Each transcript was read, coded, re-read, and recoded as
necessary by PKC with feedback, review, and discussion
from JZ [40]. Codes were grouped into themes which
created a thematic map. Themes were refined and organ-
ized (Fig. 1).

We aimed to define and construct an account of
the exploratory objectives using constant compari-
son grounded in study data within a naturalistic set-
ting following Braun and Clarke’s [40] description of
the analytic process. We recognize how social contexts,
interactions, sharing viewpoints and interpretive analy-
sis of the students and the researcher(s) influence under-
standing [38, 42].

Nvivo 12 was used to identify passages with keywords
and extract coded passages for further synthesis and
identification of themes. The unit of analysis for program
evaluation uses the mention of the overarching lessons
and user experience with it. Themes were identified from
the data with constant comparative reflection (Fig. 1).
This study met 21 of the 21 Standards for Reporting
Qualitative research.

Ethics

The Research Ethics Board approved this study at Sun-
nybrook Health Sciences Centre (Project Identification
Number: 238- 2018) and the Toronto District School
Board’s Research and Development Department. A
minimum of 2 weeks was provided to permit parents to
provide written consent. Consent was obtained at the
beginning of the multimethod study. At the commence-
ment of the focus groups, students were engaged in a
general discussion to ensure that the transcriber, who
was external to this research group, could identify each of
the voices. This general discussion assisted the coder in
understanding each of the participants’ flow of thought.
Positioning the student in the room helped to under-
stand any dynamic interaction that may have taken place.
Instructions were provided to participants to avoid using
any identifiable information, and they were reminded of
the consent to audio record. Should any identifiers have
been accidentally recorded, this information was deleted
from the recording while transcribed. Following hard
copies and electronic transcription of the groups, the
recordings were destroyed. In short, there was no way to
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Theme

Construct

Social-emotional learning (SEL)

Confidence and Self-Compassion

Empathy

Thoughts, feelings, behaviour (CBT)

Implementation of mental health literacy
within school systems

Family

Awareness

Mental health

School Stressors

Protective Factors

Relationship to Self and System

Charismatic Adult and help-seeking

Access to a range of supports

Group work

Sense of Community

Peer Connection

Trust and establishing relational warmth

Lesson introduction

Teaching and Learning

Differentiated instruction

Workload

successful school based implementation of the MHL + CBT intervention

Fig. 1 The core theme and corresponding categories in blue signaled for the students that the learned skills and strategies were effective and
could be applied themselves, improving self-awareness. Sub-themes and corresponding categories below the yellow line are requirements for

identify focus group participants, teachers, schools, or
classrooms.

Results
Five themes and fifteen associated constructs were iden-
tified from the student data (Fig. 1).

Students perceived the MHL + CBT intervention to be
successful if confidence and self-compassion were devel-
oped. Confidence and self-compassion were achieved
by collaboratively navigating emotions and developing
empathy, which resulted from becoming more attuned
to and understanding how thoughts, feelings and behav-
iours interact with and affect one’s responses to situ-
ations. Overall, increased self-awareness, establishing

strong relationships between the students and the school
system, fostering a sense of community and teaching and
learning were themes that interacted with student con-
fidence and, therefore, the successful implementation of
the school based MHL + CBT intervention. Linking the
themes together through the co-construction of knowl-
edge produced a model to improve the implementation
of a school based MHL + CBT intervention.

Confidence and self-compassion

Students discussed their experiences interacting with
the facilitators, which either enhanced or reduced their
positive perceptions and experiences interacting with the
intervention. There seemed to be relational dependence



Klim-Conforti et al. BMC Public Health (2022) 22:1709

that resulted from the dynamic interaction with the facil-
itators and the delivery of the content which resulted in
students experiencing improved confidence and having
self-compassion or not. The development of confidence
and self-compassion signaled for the students that the
learned skills and strategies were effective and could be
deployed as needed and applied by themselves. Barriers
were often in keeping with the themes and constructs
discerned but framed in the opposite way to permit fur-
ther reflective comparison. For example, if the facilitator
was not encouraging and inviting of conversation, stu-
dents felt uncomfortable, which eroded both their par-
ticipation and confidence.

Pi‘After she (the teacher) was done talking, we,
after a lot of people in our class started raising
their hands, and then she said it was all done, you
couldn’t really tell someone else how you felt about
it, because you felt, kind of, embarrassed to. And you
didn’t really want to raise your hand and say some-
thing”

On the other hand, if the facilitator demonstrated both a
clear and comfortable willingness to engage with the stu-
dents and encouraged them to set the tone and take the
lead in class discussions, students’ felt validated. This val-
idation improved their confidence and self-compassion
and as a result, youth were more willing to engage in the
lessons or group.

P2 “This program was really good for, like, giving
good advice, because it’s like, for me, or I feel like,
I feel like for most kids, it’s like, their way of coping
with all this negativity, this energy, is to be, like, hav-
ing like a confident mentality.....like, oh I am better
than this, like, I'm confident, I'm happy, like, I'm
better than, I'm strong....the tips here are filled with
compassion.”

Students identified social-emotional learning, empathy
and cognitive behavior therapy as catalysts that increased
their confidence and self-compassion.

Students described how deliberate and persistent
they were in categorizing the thoughts, feelings, and
behaviours [Cognitive Behavioral Therapy (CBT)] of the
characters in the novel and applying these lessons to
themselves.

P3 “So he came, he overcame his fear of demen-
tors with the help of Lupin. And he, he was, he gets,
like she said, he gets traumatized every time he sees
a dementor, of his mom’s screams and stuff. So,
he overcame it and had the confidence to. I think
he (had) the confidence to do that because of his
friends, they made him not be afraid so next time

Page 7 of 14

he fights the dementor, he would succeed instead of
going into a seizure.

Students navigated, what at times were, very abstract and
not clearly defined social-emotional reactions [Social-
emotional learning (SEL)] whether delivered through the
lessons or experienced during interactional opportunities
provided within the classroom situation. The lessons and
opportunities resulted in increased empathetic reactions
(Empathy). There were many individual and interactive
verbatim quotes such as the examples below that per-
vaded many of the student responses. Students seemed to
benefit from the CBT novel examples provided by their
peers, which they revisited in self-reflection. This helped
students develop an appreciation for different perspec-
tives and enhanced student empathy.

P4“When we had to reflect on what strategies like
CBT to learn to cope with, say, depression, and you
were comfortable sharing, you would see others
starting to share too and then you noticed someone
had a different error in thinking than you, and let’s
say your perspective was not working, you would try
theirs and we learned everyone sees things differ-
ently, reacts differently and works differently”

By applying SEL students recognized the continuum
of mental health (wellness to higher clinical needs) and
were able to apply mental health literacy to their own
social-emotional functioning.

P5 Wellness: “When I started reading the book, it
was like he (Harry Potter) has stress like me. But
my stress is different from his stress. It was good (to
realize that) because people will learn we all have to
deal with different things, and we all don’t have the
same troubles”

P2 Youth endorsed Clinical symptoms [part of a
3-way conversation (Researcher, 2 students); on the
spot check]:

“When people are depressed, like.... people, like,
seem to have this expectation, you can do this, you
can do that, and like, sometimes it’s too much, the
weight of it becomes, like, overbearing and it comes
to a point where you can’t do anything about it, and
people think you are okay with it”

P10. “Um, I have depression, I've been through
depression a lot of times, like I feel like when Harry
started opening up and Harry, then his friends
helped him, and that’s, like, from that part, I real-
ized, a lot of my friends are also helping me get
through my depression.....I felt (realized) like people



Klim-Conforti et al. BMC Public Health (2022) 22:1709

were trying to open up to me but I just didn't, I just
couldn’t understand what they were saying (at the
time)”

Students who are aware of their own mental health needs
were able to develop self-compassion. Those who were
able to develop self-compassion seemed to elicit empa-
thetic understanding with one another. As two students
commented:

P6‘T deal with a lot of mental health issues and
when I was, when I started reading Harry Potter,
it's kind of just took me to a different world where I
didn’t have to worry about my problems, and I could
approach my problems later with a new lens”

P7 “I have more empathy for people now because
you never know what they are going through. It made
me treat people with more respect, just by looking at
them, and talking to them a little, made me realize
how they might be feeling”

Awareness

Students described an increased awareness of them-
selves and others in accordance with a better under-
standing of mental health and clinical needs, finding
a balance between asserting themselves as individuals
and when family involvement or support was required.
These learned skills when trying to manage stressors
made more students aware of when to seek help. Many
students felt that being able to reflect on and/or have a
discussion of these constructs either in class, or with
another adult, led to enhanced awareness. Mental health
literacy seemed to ground perspective taking towards’
oneself and others.

P8 “Oh yeah. Mental health in schools is a very big
issue and by doing this unit you can tell that every-
one has at least a bit of mental health (challenges)
that they address”

P9 “Um, like, how she said, like, before this unit, I see
the series and the movies, like Harry being brave and
courageous, or Hermione being smart and Ron being
kind. But now, I've seen this mental health added
to this, I noticed that there’s a lot more, a lot more
things included into the characters that are different”

Students expressed a distinct desire to seek help where
they were most comfortable. This acknowledgement
demonstrates a sound understanding of the lesson on
protective factors.

P2 “Yeah it was great because I do not even talk
(others expressed they do) to my parents about this,
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I just only talk with my friends....... it actually feels
good to talk finally .... because you never know what
someone is going through.”

Relationship to self and system

Students described varying views of their relation-
ship with adults at school and did not understand what
system-level support (both internal and external) could
be available to them. They expressed ongoing support
increased the likelihood of mastering distress tolerance
because of the relationships that would be formed, which
they noted, again, was a protective factor.

“I feel [like] there are students who have no one at
home that they feel comfortable going to, parents
or siblings or anything ...... they don’t have anybody,
and sometimes at school too, so having a designated
guidance counsellor or professional would be good
like protective to have”

Others expressed having a clear support plan would have
been helpful. The importance of relationships could not
be over emphasized.

P2°It would be easier to open up to a professional
because you won't feel judged.

P11“The students and teachers. They don’t talk to
each other...they’re not close to them. Like they could
say, oh you can talk to me anytime, it’s confidential
and everything and you guys can go to your teachers
and tell them. It'’s not true....it depends on how safe
of a space teachers provide.

P10°Let’s say we don'’t feel safe enough to actually
talk to like our peers or our friends, I feel like there
needs to be a safe space just between, like a trusted
adult, to have a talk with, just to let someone know
what you're going through”

Sense of community

The establishment of a sense of community whereby
peers interacted during group work established an
increased sense of cohesion in the classroom and being
permitted to have the time to discuss lessons as they were
introduced fostered trust. The following quote seemed to
summarize this well.

“(We completed the Harry Potter intervention) at the
beginning of the year and not everyone knew each
other or were really close, I guess you could say, but
because we often talked in groups, in the beginning
I wasn’t really going to share anything, and I might
have been uncomfortable, but it definitely brought
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us together. I was able to express myself (as the inter-
vention moved along) and now I trust them more.”

A student expressed how the curriculum was received
when community and classroom tone did not set the
foundation for mental health exploration.

P12 “School never talks about it (mental health),
you can’t bring it up one time and expect us to talk
about it. I just do not trust them.”

Teaching and learning

How the research, intervention and lessons were intro-
duced set the tone for how receptive students were to
learn and interact with the material, which was associ-
ated with teacher comfort level in teaching the concepts.
Providing the students with a balanced workload and dif-
ferentiating instructions additionally facilitated engage-
ment and learning.

P13“Our class thought this was random because
it was different from what we usually learn at
school.... since we learned about stressbusters
and stuff, our class didn’t really relate to it...it is
important that we learn about stressbusters and
stuff, but it wasn’t introduced in a way that would
make us want to learn about it....it just came out
of no-where”

Extending lessons and scaffolding key learning objectives
using principles of differential instruction would have
facilitated understanding.

Table 1 Examples of barriers and facilitators to engagement
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P14°If we had chosen a book like more at our read-
ing level and maybe (discussed) real world things
that we can relate to and talk about, it would have
been easier to understand”

Balancing academic demands and key learning objectives
through ongoing discussion of class requirements and
student load-maintained engagement (or not).

P15l think near the end it got stressful, because
other classes didn’t have this work, so it was an add
on to what we were doing and, while it was interest-
ing, and we learned a lot, the load was hard.... it’s
like don’t have stress (or find healthy ways to man-
age stress) but someone’s giving us more stress.”

Linking the themes together through the co-construc-
tion of knowledge produced what the students described
as helpful insights into what they considered to be the
component requirement for a universal MHL+ CBT
intervention that the youth will accept and find useful
(barriers and facilitators to engagement: Table 1). We
developed a model to understand how universal methods
derived from MHL can be improved to assist adoption by
a school board (Fig. 2). The model depicts the dimensions
of school-based MHL+ CBT implementation and the
relations to one another with the Harry Potter Cognitive
Behavior Therapy skills intervention at the foundation.

Discussion

The purpose of this study was to explore students’ expe-
riences of the CBTS], to better understand barriers and
facilitators to engagement, perspectives on the lesson

Facilitators

Barriers

Attitude of the Moderator:
1. A visibly clear and comfortable willingness to engage with students
about mental health.

2. Permitting space for students to “take the lead”discussing key les-
sons.

Relationship to the school:
1. An identifiable adult who can further discussions and/or referrals as
needed. This need not be the teacher.

2. Having established trust with a known identifiable adult.

Student knowledge:
1. Knowledge of individual protective factors.

2. Upfront discussion and understanding of system level support both
internal and external to the school along with clear support plan of
action.

Process:
1. Group work and peer interactions.

2. Permitting space for CBT practice.

3. Student involvement in the implementation process.

Attitude of the Moderator:
Not encouraging nor inviting of conversation.

Lack of direct instruction for students (when required) linking emotion-
action-thought.

Relationship to the school:

School and/or teacher not previously known by students to have facilitated
or participated in mental health initiatives.

Student’s feeling not understood and accepted.

Character Identification

Having choice in literacy novel.

Incorporating or having culturally relevant examples and scenarios in the
story.

Process:
For concepts that were determined by peers to not often be discussed,
ample opportunity to have questions answered.

Inability to balance workload and differentiate instruction.
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Fig. 2 Mental Health Literacy Implementation Model
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planning and content, and to ultimately incorporate their
feedback to improve engagement. Facilitators with pre-
vious school involvement in mental health initiatives,
facilitators or interventionists who could be agile and
adaptable to students’ needs, enabled engagement. Addi-
tional enablers were a) being comfortable with the mate-
rial, b) knowing when to refer on, c) being prepared to
differentiate instruction (by using visual, audio, linguistic
and kinesthetic pedagogical approaches), and c) to dif-
ferentiate the end product (by way of dividing students
based on mastery of content), taken together, improved
mastery. Barriers were framed the opposite way; for

example, the lack of previous mental health intervention
history in a given school was a barrier to engagement.
Students perceived the MHL 4 CBT intervention to be
successful if confidence and self-compassion were devel-
oped. Confidence and self-compassion were achieved
by collaboratively navigating emotions and developing
empathy, which resulted from becoming more attuned
to and understanding how thoughts, feelings and behav-
iours interact with and affect one’s responses to situ-
ations. Overall, increased self-awareness, establishing
strong relationships between the students and the school
system, fostering a sense of community and teaching
and learning were themes that interacted with student
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confidence and, therefore, the successful implementation
of the school-based MHL+ CBT intervention. Despite
the increasing use of universal interventions, there is lim-
ited empirical evidence to indicate how students respond
to and engage with them. From this, we could develop
a model to understand how universal methods derived
from mental health literacy can be improved to assist in
implementation. This augments and adds vital informa-
tion for consideration before widespread dissemination
in multicultural, diverse school boards.

A proportion of students within the focus group self-
report a higher burden of mental health symptoms and/
or confirmed clinical presentations, some with and with-
out a clear pathway to care. Depending on the student’s
professional and/or mental health self-assessment, stu-
dents felt supported by an array of ‘adults’ That is, their
peers, the teachers, or professionals (if available). If stu-
dent needs matched the adults’ “training,” students flour-
ished and maximized the benefits of the intervention.
This supports and signals the need to have various edu-
cational and training needs met and tailored within any
given school within a school system, particularly when
CBT components are added. While the CBT components
of our intervention are relatively basic, as expected, the
students had a broad range of familiarity with them (lim-
ited to well versed). Students viewed the development of
self-confidence and compassion (the primary theme) as
pivotal to whether the intervention was successful. Fac-
tors that interacted with developing these traits were
proportional to the degree to which the student and,
reportedly, the teacher felt equipped to intervene [43].

More specifically, based on our data, students per-
ceived themselves to be more confident and self-compas-
sionate if facilitators encouraged and invited them to the
conversation. This means facilitators need to both permit
practice of CBT skills and guide self-awareness through
social-emotional learning via the characters in the novel
and/or student/individual examples. This created the
space for perspective taking and empathic responding,
sometimes not achieved until facilitated with the inter-
ventionist. We heard essential distinctions in how stu-
dents framed their actions and interactions as responses
within specific contexts. They were embarrassed when
no follow-up was broached and validated when they
could express themselves free of censure. Self-compas-
sion signaled for the students that they learned to be less
self-critical, defined as the tendency to set unrealisti-
cally high self-standards and excessively scrutinize one’s
behaviors at the expense of adaptive coping mechanisms
[44, 45]. Self-compassion can be viewed as the end prod-
uct of appropriate cognitive appraisal, examined during
the CBT exercises, a core component of the interven-
tion. Improperly attributed cognitive appraisals are a
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significant risk factor for a host of psychopathologies
[46], including suicidal thoughts, behaviors, and related
risk factors (depression, anxiety) [47].

Students who self-disclosed higher clinical mental
health needs (anxiety and/or depressive symptoms or
diagnosis) expressed the desire to have access to profes-
sionals in the school environment and saw this as crucial
following self-exploration and conveyed that professional
access was a necessary protective factor. Consistent with
the literature, students wanted various mental health ser-
vices in their schools and indicated this was an important
factor in accessing care [5, 6].

Our review of school-based interventions indicates that
mental health literacy interventions are promising. MHL
interventions have been postulated to be an essential
determinant of help-seeking as they are among the few
interventions found to be significantly better than con-
trols [16, 18, 19]. Our findings support thatstudent help-
seeking depends on the relationships they formed with a
trusting adult(s) and between the student and the school
system. In contrast, prior evidence regarding the ability
of universal school-based interventions to reduce depres-
sion and anxiety is mixed [1, 18, 21, 22, 48]. Students par-
ticipating in our focus groups broadly represented the
diversity captured in any given classroom. Teachers ran-
domly chose a subset of youth whose parents consented
to the research to ensure ethnic and racial similarity to
classroom demographics. Groups seemed to represent
the continuum of mental health needs often described
in more traditional clinical settings. It is postulated that
evidence supporting school-based interventions is mixed
because of the few (if any) studies incorporating multi-
level interventions and/or analyses within prevention
designs [5].

There remains disagreement on the focus and design
of school-based interventions. This is due to a variety of
factors such as conflicting evidence justifying dissemina-
tion of such interventions [49, 50], differences in research
design and conceptualization, making comparison chal-
lenging [1]; few opportunities to conduct rigorous studies
in schools systems [51-53], varying stakeholder buy-in
[6, 22], and a general lack of, and competing understand-
ing of, advances made within the school systems to meet
these challenges [54, 55]. Streamlining and bridging a
clear pathway to support from within and outside the
school system for those students who do not fall under
the “transition” age warrants investigation so students are
not left behind [6].

Students’ perception of the intervention was strongly
influenced by how the intervention was introduced and
the school’s previous initiatives regarding mental health.
Specifically, the ability of the facilitators to be at ease
with the topics and lessons, the overall quality of the
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interactions, and the school’s culture influenced students’
perception and receptivity. The cultivation of these fos-
tered trust and were distinct to the various school sites.
For example, students would distrust the process if the
intervention were reinforced/re-introduced as a regu-
lar classroom language arts activity without context. In
contrast, if time was taken to reinforce why the program
is being delivered and facilitators outlined the structure
and promoted open dialogue, students felt comfortable
engaging more with the process. If the school had not
undertaken such mental health initiatives in the past, stu-
dents would have been more cautious about proceeding.
This cautiousness could range between argumentative-
ness and quietness (depending on individual character
and perhaps class culture).

In addition, student interactions with other peers,
the teacher and/or adults in the school and how they
responded to student complexity of needs and variations
needed in their mental health care appeared to foster
help-seeking. Students became more aware of protective
factors and actively sought solutions and connections.

Responding to the varying complexity of student men-
tal health needs was crucial. However, it was equally cru-
cial to adapt the language or curriculum lessons, which
complimented the intervention, to the varying academic
levels in the classroom. While some students required
concrete and tangible “take-aways,’ being challenged
to infer the characters’ emotions or identify emotions
in themselves and others fostered inclusive and mutu-
ally supportive interactions. Some students requested
that the key learning objectives and CBT principles be
transferred to books with more concrete representations
of emotion-action-thought and reduced inference and
abstraction; other students enjoyed the multiple perspec-
tives their peers and teachers shared, challenging them to
extend their thinking. Students varied in their ability to
manage the workload and “deliverables;” that is, students
remained engaged if the marked work included written,
oral, and visual submissions.

Our overall model was derived from the needs
expressed by youth; that is, the model is youth-centred,
with students’ needs informing the types and mixes of
intervention design and services provided. The interven-
tion needs to be adaptable to enhance the personal dig-
nity of youth, respecting their wishes and individual goals
and involving them in the process. This promotes an
atmosphere where confidence and self-compassion can
thrive. Specifically, this study highlights the use of uni-
versal interventions and how they are embraced, which is
an evolving process developed through fostering produc-
tive and predictable interactions and relationships. These
interactions and relationships underpin the need for clear
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paths to varying levels of support for students, facilitators
(the teachers) and schools.

Limitations

The main limitations to the study were a) not having
ethical approval for demographic information, which
also impeded wunderstanding of underrepresented
groups such as LGBTQ2+ and indigenous students;
and b) recognizing that the researchers’ position and
perspectives inevitably influence access to findings and
knowledge construction. These limitations were miti-
gated by adopting pragmatism and a thematic analysis
[40] approach in keeping with an interpretivist frame-
work, which asserted research rigour. Added to these,
although Shenton’s model [35, 38] of trustworthiness
was followed due to PKC’s background, the data was
reviewed and discussed by only one senior qualitative
research expert on our team, which positivists can ques-
tion. Strategies to improve rigour included contrasting
student accounts within and across cases, “on the spot”
checks for confirmation, and establishing researcher
reflexivity through memo writing and questioning one’s
preconceived notions while constructing the model and
determining the barriers and facilitators. The research
was cut short due to the pandemic, making re-engaging
with the participants impossible due to confidentiality
requirements.

Understanding the school system in which such a study
is being implemented, or partnering with a range of pro-
fessionals who currently, or could, service the schools
implementing such a design, may circumvent many chal-
lenges often associated with more complex research
designs. Future research may include commencing with
a focus group on multiple levels, with system leaders,
professional staff, educators, and students to assist with
research design planning. In addition, particular atten-
tion might be paid to including underrepresented groups
such as LGBTQ2+ and indigenous students. While our
study included students representative of the diversity
in each of the classrooms approached, we did not collect
demographics. Future research should consider follow-
up with students and the longer-term impacts, that is, the
importance of applying learnt skills.

Conclusions

This study provides an understanding of barriers and
facilitators to engagement, perspectives on lesson plan-
ning, and, with this information, future implementers of
universal, school-based mental health interventions can
ultimately incorporate their feedback to improve engage-
ment. The model identified core constructs underpin-
ning what students perceive as successful mental health
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implementation of a universal intervention. Our findings
indicate that the ability of facilitators to be at ease with
the topics and lessons, the overall quality of the interac-
tions, and the school’s culture were crucial to facilitat-
ing the successful delivery of this intervention. Viewing
students as responsive and agentic, rather than passive
recipients of learning requirements, as well as accounting
for the complexities of their academic and mental health
needs, fostered trust, relationships, and help-seeking.
While we cannot account for how many students in total
may have sought help or how many were already receiv-
ing support, we know that several students located PKC
while she was in the schools to support them in actively
seeking help. This model needs further testing, validation,
and development in different school board contexts. The
model and facilitators and barriers identified contribute
to the literature by outlining the resources and structures
that students report requiring, to fully engage with such
an intervention. This augments and adds vital informa-
tion for consideration before widespread dissemination in
multicultural, diverse school boards.
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