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Abstract

Schools are well positioned to provide access to youth

mental health services, but implementing effective pro-

grams that promote emotional and behavioral functioning

in school settings is complicated by the poor fit of inter-

ventions developed in research settings to complex school

contexts. The current study formed a research–practice

partnership with two urban public schools and mental

health providers employed by those schools (N = 6, 100%

female, 50% Black/African American, 50% White/Cauca-

sian) in the adaptation of a depression prevention inter-

vention, Act & Adapt. The intervention was modified by

decreasing meeting time and streamlining session content,

increasing flexibility, making intervention materials more

similar to academic curriculum, and increasing the focus on

managing disruptive behavior within group sessions. In an

open trial, sixth‐grade students (N = 22; 59% boys, 31%

Hispanic, 22% Black/African American, 4% Asian, 30%

White/Caucasian) at both schools who were identified as

clinically “at risk” reported improvements from baseline to

postintervention and at 1‐year follow‐up on measures of

emotional and behavioral difficulties and coping strategies,

with parallel results by caregiver report. The providers

reported satisfaction with the intervention, and qualitative

analyses of provider focus groups suggested both barriers
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and facilitators to research‐practice collaborations to im-

plement mental health interventions in schools.

K E YWORD S

codesign, depression, prevention, school‐based mental health,
youth mental health

1 | INTRODUCTION

Schools are naturally positioned to provide youth mental health intervention (Weist, Evans, & Lever, 2003), and school‐
based services have long been recommended as a means of addressing unmet mental health needs (Adelman & Taylor,

2009; Hoagwood et al., 2007; Mufson, Dorta, Olfson, Weissman, & Hoagwood, 2004; Weist et al., 2019). Though

recognized as the “de facto mental health system” for children (Jacob & Coustasse, 2008), behavioral health services

typically offered in school are varied, and evidence of effectiveness has been limited (Green et al., 2013; Kutash,

Duchnowski, & Lynn, 2006). Transporting effective interventions for youth into school settings remains a challenging

enterprise, as many mental health interventions designed and implemented under ideal circumstances fare less well

when the conditions of client, setting, and provider are under less optimal control (Weisz, Ng, & Bearman, 2014). The

drop in effectiveness as interventions move into complex ecosystems such as schools (Weisz, Ugueto, Cheron, &

Herren, 2013) highlights the need to identify strategies that support high‐quality implementation (Williams & Beidas,

2019). The fit of the intervention with its intended system and population is suggested as a key factor in im-

plementation and sustainment (Damschroder et al., 2009; Lyon & Koerner, 2016).

As others have noted (Lyon & Koerner, 2016), existing frameworks of implementation stress the importance of

intervention fit to end‐user needs, but offer little guidance regarding how to achieve that goal. Interventions can be

adapted using a variety of methodologies, and range in terms of the centrality of community‐member perspectives

and the intensity of the adaptation (i.e., surface structure adaptations described by Resnicow, Baranowski,

Ahluwalia, & Braithwaite, 1999 vs. participatory action research models described by Goodyear‐Smith, Jackson, &

Greenhalgh, 2015). Approaches may be informed by the extent to which intervention aspects are seen as essential

and nonmodifiable versus inessential and subject to change (Chorpita et al., 2011), and the implementation out-

comes of interest (Proctor et al., 2011).

Codesign, or cocreation, is one approach used to promote social innovation that entails active partici-

pation of end‐users—providers or service recipients—in “various stages of the production process”

(Voorberg, Bekkers, & Tummers,2014, p. 3). As described by Chorpita et al. (2011), codesign related to

mental health intervention entails treatment researchers and end‐users each contributing expertise to make

use of the empirical evidence base for treatment as well as “practice‐based evidence” (Margison et al., 2000,

p. 123). Using this definition of treatment codesign, researchers contribute a priori recommendations about

the ingredients that treatment should entail, while end‐user clinicians provide contextual information re-

lated to the setting to personalize the treatment and enhance its fit with the intended setting, providers, and

recipients. For example, although researchers might identify pleasant events scheduling as a component of

effective treatments for depression, local providers will know what activities might be available within the

community that can be recommended for their student population. Likewise, providers can suggest struc-

tural aspects of the intervention (length, frequency, duration) as well as its delivery format that may improve

implementation within the end‐user setting. Codesign principles have been used to adapt and test the

effectiveness of evidence‐based practices in numerous studies (Brookman‐Frazee et al.,2016); for example,

for youth referred to mental health clinics (Weisz, Bearman, Santucci, & Jensen‐Doss, 2017) or for parents in

a universal prevention program (Morris et al., 2019). This approach has also been used with students to
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inform the development of a measurement‐based care model for mental health within schools (Mayworm,

Kelly, Duong, & Lyon, 2020).

Recommendations for partnering with end‐user clinicians to support the codesign process and the im-

plementation of effective interventions in community settings include developing clear goals among researcher and

stakeholders, ensuring equitable knowledge exchange (Brookman‐Frazee, Stahmer, Lewis, Feder, & Reed, 2012),

and tailoring the intervention strategies for end‐user contexts using jointly developed prototypes that explicitly

consider the environmental constraints of the intended setting (Lyon & Koerner, 2016; Metz & Bartley, 2017). In

theory, this process may yield interventions that are appropriate (e.g., “the perceived fit, relevance, or compatibility

of the… practice for a given practice setting, provider, or consumer”; Proctor et al., 2011, p. 69). Improving

appropriateness may in turn influence consumer and provider experiences of acceptability (e.g., satisfaction), and

influence feasibility—the extent to which an intervention can be used within an intended setting (Proctor

et al., 2011).

Developing appropriate, acceptable, and feasible school‐based interventions for depression is an important

goal. Youth depression predicts lower grades, academic underachievement (Hishinuma, Chang, McArdle, &

Hamagami, 2012; Jaycox et al., 2009), and school absenteeism (Wood et al., 2012), as well as higher rates of

disciplinary problems, poor social adjustment, substance abuse, and a three‐fold increase in the risk of suicide

(Armstrong & Costello, 2002; Field, Diego, Pelaez, Deeds, & Delgado, 2012; Rohde, Lewinsohn, & Seeley, 1991).

Many depression interventions have been found beneficial in school settings (e.g., Benas et al., 2019;

Brunstein‐Klomek, Kopelman‐Rubin, Apter, Argintaru, & Mufson, 2017; Tompson, Sugar, Langer, & Asarnow, 2017;

Eiraldi et al., 2016; McCarty, Violette, Duong, Cruz, & McCauley, 2013; Michael et al., 2016), but have used

protocols developed by researchers and delivered or co‐delivered by members of the research team. A recent

review of school‐based depression interventions found larger effect sizes for interventions delivered by external

providers such as researchers than for those delivered by school staff (Werner‐Seidler, Perry, Calear, Newby, &

Christensen, 2017). And, despite evidence from large intervention trials in schools, school‐based providers rarely

use these interventions (Evans, Koch, Brady, Meszaros, & Sadler, 2013). This signals a need to develop models that

both capitalize on the evidence‐base for youth interventions and attend to the needs of end‐users that may

influence implementation.

With this in mind, the current study utilized a research‐practice partnership and treatment codesign principles

to modify an existing coping skills program and improve appropriateness for implementation within an urban

middle school setting. The intervention, Act & Adapt, was selected because (1) it was developed for group im-

plementation in schools (Bearman, Weisz, 2009), (2) includes the most frequently occurring practice elements

found in efficacious treatments of youth depression (Chorpita & Daleiden, 2009), (3) has evidence for clinical

benefit in schools (Eiraldi et al., 2016), and (4) implementation challenges related to intervention session length and

duration, as well as cost and timing of screening procedures, were identified during efficacy testing (Polo, Bearman,

Short, Ho, & Weisz, 2006).

The current study had two goals: to describe the codesign process, including school provider perspectives on

the process, and to assess the acceptability and feasibility of the modified intervention with the providers, stu-

dents, and caregivers in the partner schools. We utilized a mixed‐methods design, in which qualitative data

collection about provider's experiences with the codesign process was embedded in addition to the student

outcomes from the open trial to deepen the understanding of treatment codesign in schools and inform future

efforts. Based on the prior work by Polo et al. (2006) we anticipated that providers in the partner schools would

recommend adaptations related to the structure (length, frequency, duration) and delivery format of the inter-

vention, and provide recommendations related to the presentation of the a priori content. With regard to ac-

ceptability, we hypothesized that providers, students, and caregivers would report satisfaction with the

intervention. Feasibility indicators included recruitment, retention, and benefit for students. We hypothesized that

we would identify, recruit, and retain a sample of students who were identified as at risk for depression, and that

these students would show declines from pre‐ to posttest on a measure of emotional and behavioral problems and
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maintain these gains through the 1‐year follow‐up period. Hypotheses for acceptability and feasibility outcomes

were based on prior research suggesting that end‐user participation in treatment development enhances the

relevance for stakeholders (Evans, Green, & Serpell, 2005), and, conversely, that poorly‐matched intervention‐level
characteristics dampen both acceptability and feasibility of evidence‐based psychosocial interventions

(Damschroder et al., 2009; Lyon & Koerner, 2016). Because the intervention targets the extent to which students

use effective coping strategies, we further hypothesized that students would report increases in these coping

strategies from pre‐ to posttest and through the follow‐up period.

The coping skills program adapted in this study was previously tested in another school‐based trial for youth

provided by research staff who co‐led the intervention with school providers (Eiraldi et al., 2016). Because the

current study adapted the content of the program using codesign, utilized only school‐based providers employed

by the schools, and used a briefer provider training and less rigorous student screening process, we made

benchmark comparisons (Minami, Serlin, Wampold, Kircher, & Brown, 2008) of our results and the results from this

prior trial to provide a point of reference to help interpret the present findings.

2 | METHOD

2.1 | Participants

The current study included two groups of participants: School‐based mental health provider participants (“providers”)

and student participants, both recruited from the two participating schools. Informed consent was obtained from all

individual participants. Schools were urban public middle schools in a large Northeastern city. School A had a student

population of 1,345 that identified as Hispanic (23%), Black/African American (8%), Asian (28%), and White non‐
Hispanic (39%). Fifty‐nine percent of students in School A received free or reduced lunch services. School B had a

student population of 298 that identified as Hispanic (22%), Black/African American (71%), Asian (2%), and White non‐
Hispanic (4%). Ninety‐five percent of students in School B received free or reduced lunch services.

Provider participants were school‐based behavioral health providers (N = 6) who were employed by the

Department of Education and were embedded within the two participating schools. The research team initially

reached out to school principals via emails, calls, and outreach to administrators within the Department of Edu-

cation, and arranged meetings with principals and other members of leadership teams at interested schools (N = 7)

to describe the project. The two final partner schools were selected based on interest, capacity, and student

population. Providers who participated in the codesign and led the intervention were identified by the principals at

each school and then approached by study staff. For School A, they were the mental health providers assigned to

the grade being targeted (sixth grade). For School B, they represented the entire behavioral health workforce at

the school, broadly defined. All of the providers were women (100%) with an average age of 45.94 (SD = 10.45),

who identified as Black/African American (33.3%) and White non‐Hispanic (66.7%). Most (83.3%) had obtained a

masters' degree or higher, and they represented a number of allied health disciplines, including psychology (33.3%),

counseling (33.3%), and social work (16.7%). Professionally, their roles were that of school psychologist (33.3%),

guidance counselor (16.7%), social worker (16.7%), and substance abuse prevention specialist (16.7%). They had an

average of 18.83 (SD = 11.14) years of experience. Provider characteristics are reported in Table 1.

Student participants were sixth‐grade students (N = 22) attending one of two urban public middle schools who

were identified via school‐wide screening as clinically “at risk” based on exceeding a clinical cutoff on a broad measure

of emotional and behavioral functioning. Students were largely boys (59.1%) with a mean age of 11.48 (SD = 0.68). They

identified as Hispanic (31.8%), Black/African American (27.3%), Asian (4.6%), White/Caucasian (22.7%), and Other

(13.6%). Participating children lived in households with an average of 2.32 (SD = 0.82) adults (18 years and older) of

which 45.5% were married biological parents, as well as with an average of 2.40 (SD = 1.19) children (including

themselves). Families reported annual household income between $5,000 and $30,000 (45.5%), $30,000–$50,000
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(13.6%), $50,000–$75,000 (4.6%), $75,000–$100,000 (9.1%), and over $100,000 (9.1%). Fourteen percent did not

report annual income. Student characteristics are reported in Table 2.

2.2 | Procedures

2.2.1 | The intervention

Primary and Secondary Control Enhancement Training (PASCET), is an existing cognitive behavioral approach to

coping skills that has been previously tested in community clinics (Weisz, Thurber, Sweeney, Proffitt, & LeGagnoux,

1997; Weisz et al., 2009). It was adapted for video‐guided delivery in schools and efficacy tested in public middle

schools in Boston and Los Angeles (Bearman et al., 2009; Polo et al., 2006). The school‐based version of PASCET

has been nicknamed “Act & Adapt,” and focuses on strengthening coping strategies for vulnerable youth. The

program emphasizes primary control coping skills to change objective conditions, such as using relaxation to

soothe physiological sensitivity, or enhancing social skills to improve interpersonal interactions, and secondary

control coping skills to adjust one's thoughts or expectations to minimize the impact of a situation, such as

reappraising the meaning attached to an event. The original Act & Adapt was developed as a group program with

thirteen 90‐minute sessions led by two group leaders, who were members of the research team. The protocol in

the current trial was adapted (Section 3) following recommendations by the participating providers, resulting in a

flexible manual with 12 skill units designed to be delivered in 35–45‐min sessions.

2.2.2 | Treatment codesign

The model of research–community partnership for codesign used in this study is comprised of four stages and

follows closely to that used in the Southern California BRIDGE collaborative study (Stahmer, Brookman‐Frazee,

TABLE 1 Provider characteristics

Characteristic N %

Female 6 100

Age 45.9 (M) 10.5 (SD)

Race/Ethnicity 12 92.3

White/non‐Hispanic 4 66.7

Black/African American 2 33.3

Primary discipline

Guidance 2 33.3

Psychology 2 33.3

Social work 1 16.7

Substance abuse counselor 1 16.7

Highest degree earned

Bachelor's 1 16.1

Master's 4 66.7

Doctorate in Psychology 1 16.1

Years of professional/clinical experience 18.8 (M) 11.1 (SD)
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Lee, Searcy, & Reed, 2011); these stages include formation/initiation, activities related to program revision, pilot

planning, process evaluation, and feedback. Through these stages, participants generated shared goals and decided

upon a meeting structure, examined and evaluated the existing program, suggested ways to modify the Act &

Adapt program to better fit their school environment, and reviewed the resulting products (e.g., program protocol,

recruitment process).

Provider participation began with a series of three, three‐hour meetings during the Spring academic

semester between members of the research team and providers from both schools. The first meeting focused

on the roles of the providers in their schools and established goals for the codesign process. At the second

meeting, the research team reviewed the a priori content of the existing intervention including the core

practice elements theorized to increase primary and secondary control (“Act” and “Adapt” skills) and the video

content and activities used to convey those practice elements. Providers were informed that these core

practice elements should be retained in the co‐designed product, and were asked for their input about the

procedures and content of the treatment protocol and video vignettes, as well as their ideas for activities, ways

to convey the core elements, and any additions to the core practice elements. At the final meeting, the

research team shared a prototype of an adapted version of the intervention based on feedback from the prior

meeting and received additional feedback from the providers. Before the start of the following Fall academic

TABLE 2 Student characteristics

Characteristic N %

Sex

Male 13 59.1

Female 11 40.9

Age 11.5 (M) 0.7 (SD)

Race/Ethnicity

Hispanic 7 31.8

Black/African American 6 27.3

White/Caucasian 5 22.7

Asian 1 4.6

Other 3 13.6

Adults living in household 2.3 (M) 0.8 (SD)

Children living in household 2.4 (M) 1.2 (SD)

Living with married parents 10 45.5

Household income

$5,000–$10,000 4 18.2

$10,000–$20,000 3 13.6

$20,000–$30,000 3 13.6

$30,000–$40,000 2 9.1

$40,000–$50,000 1 4.5

$50,000–$75,000 1 5.5

$75,000–$100,000 2 9.1

Over $100,000 2 9.1

Not reported 4 18.2

Dependents on income 4.2 (M) 1.8 (SD)

Biological mother employed 12 54.5
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semester, the providers and the research team reconvened for a 6‐h meeting to review the content of the

revised intervention. This meeting consisted of didactic presentation and modeling and role‐play of inter-

vention content.

2.2.3 | Open trial

At the start of the Fall academic semester, all sixth‐grade students at both schools (N = 556) participated in a

universal mental health screening initiated by the principals at both schools. A portion of the students'

caregivers (19.0%) opted not to share the results of their children's screening with the research team. Of the

remaining 450 students, 46 (10.2%) had scores on the screening measure that corresponded with either the

borderline range or the abnormal range on the screening measure (Strengths and Difficulties Questionnaire

[SDQ] ≥ 14), thus qualifying as “at risk.” Other inclusion criteria for students included being English‐speaking
and having an IQ in the average range (determined by school providers). Exclusion criteria included a

historical diagnosis of autism spectrum disorder, psychotic disorder, bipolar depression, or any current or

recent suicide attempt or hospitalization due to mental health difficulties (past 6 months). Twenty‐two of

the students who met criteria (47.8%) received parental consent to participate in the intervention. Of

the 24 remaining students with elevated SDQ scores, 12 (50%) declined participation for various reasons,

including that they were already receiving services or that parents did not want them to be pulled from class.

An additional eight students (33%) either did not meet all inclusion criteria (e.g., did not speak English) or

met some exclusion criteria. Two students (8.3%) changed schools and were not able to participate,

and research staff were unable to contact caregivers for an additional two students (8.3%). Figure 1 illus-

trates study enrollment. One child changed schools mid‐way through the intervention and did not complete

the study.

School A had one coed group (n = 9) led by two providers, whereas School B chose to have one girls' group

(n = 6) and one boys' group (n = 7) led by two different provider dyads. All groups met during noninstructional time

during regular periods in the students' schedules as determined by the providers. The average group session

duration was 36min. School providers completed baseline and posttreatment questionnaires. Students and their

caregivers completed questionnaires about students at baseline, posttreatment, and 12‐month follow up. To

account for missing data points, we conducted multiple imputation to calculate predicted values based on the

observed data in a manner that results in valid statistical inference (Rubin, 1987).

2.2.4 | Focus groups

Providers participated in two 1‐h focus group meetings following the completion of the codesign process and after

the open trial. The focus groups were facilitated by an interviewer (the fourth author) who had not been involved

with the intervention adaptation or implementation and who had not received training in the intervention. Pro-

viders were assigned code numbers and assured their names would not be associated with their responses, and

that the research team would not listen to the audio and would only view their responses in transcribed form. The

focus groups were conducted using a structured list of open‐ended questions followed by queries or probes to

elaborate the responses about the providers' impressions of the codesign process and resulting modified program

as well as their experiences throughout the collaborative process (see Supporting Information Appendix). All

meetings were audio‐recorded and transcribed verbatim by research assistants who were not involved in prior

study phases.

All transcribed data from the focus groups were analyzed in the following manner consistent with the-

matic analysis: (1) the entire body of text was read and discussed by the first and fourth authors to develop
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familiarity with the broad concepts related to the study's aim of understanding feasibility of codesign

(Palinkas et al., 2011). (2) The first and fourth authors independently reviewed the text line‐by‐line, and
highlighted relevant text related to the broad concepts. Relevant text was highlighted when it contained

similar words or phrases used by more than one source, or when it reflected a priori concepts based on an

extensive literature review of school‐based mental health programs and barriers to implementation. While

highlighting relevant text, memos were created to record preliminary groupings and track emergent themes.

For example, relevant text related to educational tasks that consumed provider time was initially given the

notation “Competing Academic and Mental Health Priorities” based on the extant literature on school‐based
mental health. (3) The first and fourth authors reviewed all relevant text and corresponding memos to

identify repeating ideas, similar concepts expressed by relevant text from two or more research participants,

and to refine, combine, and disaggregate repeating ideas as needed. For example, text notated as “Competing

Academic and Mental Health Priorities” was later merged with text that was notated as “Multiple Roles for

Providers,” ultimately becoming “Competing Work Roles and Responsibilities.” The repeating ideas and

corresponding exemplar relevant text were collected in a preliminary coding manual. (4) Using the pre-

liminary coding manual, trained qualitative coders used QSR NVivo (Fraser, 2000) to independently organize

the relevant text into repeating ideas and the repeating ideas into themes. (5) As suggested by Auerbach and

Silverstein (2003), the organization of the data was made “transparent” as both coders discussed all coding

discrepancies, provided their rationale, and reorganized the data accordingly; this process was consistent

with the principle of Constant Comparison (Maykut & Morehouse, 1994). All disagreements were resolved in

F IGURE 1 Student participant enrollment
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discussion among the coders and the first author. Sixty‐seven percent of the data was double coded and

agreement on final text coded ranged from 73.6% to 100% (M = 98.34, SD = 6.97).

2.3 | Measures

2.3.1 | Provider measures

School Provider Background Questionnaire

This is a brief questionnaire that collects information regarding school provider age, gender, race/ethnic status,

professional training/experience, and treatment orientation.

School Provider Satisfaction Index

This 16‐item questionnaire adapted from Addis and Krasnow (2000) assesses provider agreement with statements

related to treatment satisfaction (“I liked using this treatment approach”) on a 5‐point scale (1 = strongly disagree,

3 = somewhat agree, 5 = strongly agree). Internal consistency in the current study was good (α = .84).

2.3.2 | Student measures

Demographic questionnaire

This is a brief questionnaire that collects information regarding the age, gender, and race/ethnic status of all

student participants.

Strengths and Difficulties Questionnaire (SDQ)

The SDQ (Goodman, 2001) is a brief behavioral screening self‐report questionnaire for adolescents from 11 to

17 years of age made up of 25 statements regarding psychological attributes and behaviors, some positive and

others negative, divided between five scales: emotional symptoms, conduct problems, hyperactivity/inattention,

peer relationship problems, and prosocial behavior. They also form a total difficulties scale used in the current

study. Total difficulties scores range from 0 to 40; scores above 17 are considered abnormal, scores between

14 and 16 are considered in the borderline range for difficulties, and below 14 is considered normal functioning. In

the current study, internal consistency at pretreatment was 0.31, and at posttreatment was 0.68.

Perceived Control Scale for Children (PCSC)

The PCSC (Weisz, Southam‐Gerow, & Sweeney, 1998) is a 24‐item measure that assesses beliefs about one's ability

to exert control over outcomes in academic, social, and behavioral domains (“I can get good marks for my homework

if I really work at it,” “If I try to behave, I can keep myself out of trouble.”). The measure has demonstrated internal

consistency ratings of 0.88 and test–retest reliability of 0.57 (Weisz, Southam‐Gerow, & McCarty, 2001). In the

current sample, internal consistency was .70.

Secondary Control Scale for Children (SCSC)

The SCSC is a 20‐item measure that assesses how children perceive their ability to influence the personal psy-

chological impact of objective conditions by adjusting oneself to fit those conditions (“When something bad

happens, I can find a way to think about it that makes me feel better,” “When bad things happen to me that I can't

control, there are lots of things I can do to feel better”). The SCSC has demonstrated good internal consistency

(α = 0.89), and test–retest stability and convergent and discriminant validity (Weisz, Francis, & Bearman, 2010).

Internal consistency was 0.64 in the current sample.
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Satisfaction with treatment

This is a five‐item questionnaire that assesses student agreement with statements related to satisfaction with the

services provided during the program measured on a 5‐point Likert‐scale (1 = strongly disagree, 3 = somewhat agree,

5 = strongly agree). The highest possible score is 25. In the current sample, internal consistency was 0.67.

2.3.3 | Caregiver measures

Caregiver demographics

This questionnaire assesses the ethnic/racial background of both the child's mother and father, as well as reports

on caregiver employment, educational level achieved, and household income.

SDQ

The SDQ (Goodman, 2001) is a brief behavioral screening report questionnaire for parents of children 11–17 years of

age. Like the youth self‐report, the parent SDQ is made up of 25 statements regarding psychological attributes and

behaviors, some positive and others negative. These attributes are divided between five scales: emotional symptoms,

conduct problems, hyperactivity/inattention, peer relationship problems, and prosocial behavior, and form a composite

total difficulties score. Total difficulties scores range from 0 to 40; scores above 17 are considered abnormal, scores

between 14 and 16 are in the borderline range, and below 14 are considered normal. In the current study internal

consistency at pretreatment was 0.99 and at posttreatment was 0.76 for the total difficulties score.

Satisfaction with treatment

This is a five‐item questionnaire that assesses caregiver agreement with statements related to satisfaction with

their child's services measured on a 5‐point Likert‐scale at posttreatment (1 = strongly disagree, 3 = somewhat agree,

5 = strongly agree). The highest possible score is 25. In the current sample, internal consistency was 0.44.

3 | RESULTS

3.1 | Treatment codesign adaptations

During the initial meeting, members introduced themselves and shared personal professional goals for the colla-

boration, as well as goals for their school and student communities. An important goal for all was professional

development and learning new skills to enhance their work with students. Professional development credits (CEUs)

were recommended for the training as well as a certification process. All agreed that the majority of their time at

work was spent reacting to student concerns rather than preventing problems, and that a proactive approach to

helping students was an important end goal. The first author described the existing intervention, which consisted

of thirteen 90‐min meetings. Participants unanimously stated that this format was not feasible for the school

context and agreed to review the intervention to consider how to adapt the structure and content for better fit.

At the second meeting, the process of program codesign was the primary focus. The participants reviewed the

previously tested version of Act & Adapt and made recommendations for content that could be cut or that should be

retained. They recommended shortening much of the video‐guided content, decreasing repetition (review sessions),

and having fewer “school like” activities (e.g., completion of worksheets in the meetings). The participants also discussed

the student population they most wanted to target, with consensus that sixth graders were most in need. They set

guidelines for the optimal group size (3–6 students and two leaders), duration of meetings (30min of content,

10–15min for transitions), and frequency (once a week, with flexibility during testing and holidays). Finally, recruitment

and assessment schedule were discussed. Providers preferred a universal screening approach (vs. targeted referral).
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They selected a free, easily scored measure for screening and to evaluate outcomes (SDQ). One suggestion was to

structure the intervention manual more like a classroom curriculum, by identifying main content to be covered and

making recommendations for activities, with room for flexibility and options. Providers suggested they have “decision

points” where they could decide that a content area had been covered sufficiently and move to the next topic, or could

continue to review the original content area.

In the last meeting, decisions from the prior meetings were reviewed. A prototype of the intervention was shared,

with suggestions emerging to give options for the level of detail and scripting. Ultimately, a decision was made to

provide “Key Content/Main Steps” in a format that could easily be scanned, with more details and activities provided in

a separate column. One provider raised concerns about the cost of providing rewards for students, and the group

brainstormed ideas of incentives that could be provided by schools that were low or no cost or that were part of

existing programs. Another provider suggested that the intervention needed to address student noncompliance or

disruptive behavior. Lastly, the group recommended that more content be made “optional,” with clearer opportunities

to skip content depending on the group's needs. The timeline for study procedures were reviewed, with providers

recommending that they reach out to parents about student participation once those at risk were identified from the

universal screening. The group agreed to look at additional prototypes over the summer and reconvene for a training

once the school year began. The programmanual was finalized over the summer; modifications to the program reduced

the manual from 162 pages to 104, and the video‐guided content from 110 to 60 min. The training was reduced from

2 to 1 day. All modifications made during the codesign process are summarized in Table 3.

3.2 | Qualitative results

The two focus group meetings occurred after the completion of the codesign process and after the program

had been fully implemented. All six providers participated in both focus groups. Although queried, providers

TABLE 3 Summary of codesign adaptations made to Act & Adapt intervention

Adaptation Example

Shortened meeting duration Length of group meetings reduced from weekly 90 min to weekly

45 min with 30 min of content and 10–15 min for transitions

Shortened video content Cut 50 min of video content that was perceived as redundant or

extraneous (e.g., a second video vignette of the problem‐solving skill)

Shortened group leader manual content Increased brevity of phrasing and cut content related to review

sessions resulting in 58 fewer pages in manual

Reorganized group leader manual Manual restructured to parallel academic curriculum with clearly

defined “main content” section followed by suggested activities

Added flexibility Clearly defined “decision points” added to highlight group leader

choice about when to move on to new content versus continue

with current topic

Fewer prescribed components Activities labeled “optional”

Rewards system not fixed as in prior protocol

Recommendations for managing disruptive

behavior

Added content related to managing group behavior with an emphasis

on addressing noncompliance or disruptive behavior in group

Participant screening Used brief, free universal screener rather than multi‐step clinical

assessment

Provider training length Provider training decreased from 1.5 to 1 day
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did not make any recommendations to further adaptations to the content of the intervention during either

focus group, but did make recommendations regarding the timing of implementation. The qualitative analysis

of the focus groups revealed two broad themes related to the codesign process: challenges and facilitative

processes. Several subthemes emerged that were related to these overarching themes. Qualitative results are

reported by theme and subthemes and are summarized, along with exemplar quotes, in Table 4.

3.2.1 | Challenges

All of the six providers (100%) endorsed that they experienced some challenges to participating in the codesign

process and the intervention implementation. Within that theme, school providers noted three subthemes: (1)

competing work roles and responsibilities, (2) unpredictable crises or school events, and (3) the challenges of the

academic calendar (Table 3).

Competing work roles and responsibilities

All of the providers (100%) noted that competing work roles and responsibilities made their participation in

the codesign process challenging, describing a number of demands that limited their time. For example, one

provider explained, “We do all of the mandated counseling and at risk counseling for 8th grade. We do the

whole high school articulation process, we do all of the crisis intervention through the 8th grade.” Another

TABLE 4 Qualitative data analysis for focus groups: Categories and themes

Category

% Participants who

endorsed (N) Exemplar response

1. Challenges 100.0 (6)

1.1. Competing work roles and

responsibilities

100.0 (6) There were the constraints of, our kids here and whether I'm

supposed to be testing… or whatever it is, we were spending

some time on it, not crazy amounts, but there was a period or

two that got spent on e‐mailing discussing whatever, I could

have, would have been helpful for other things.

1.2. Unpredictable crises or

school events

50.0 (3) I work in the middle school two days a week and elementary school

three days a week. It's supposed to be separate but they've

been calling us from elementary school when there's a crisis,

which they say they try not to do.

1.3. Academic calendar 66.7 (4) I wish we could have done this like the first week back to school

when kids weren't in the building and when my time was a

little bit more flexible.

2. Facilitators 100.0 (6)

2.1. Opportunities for

professional development

83.3 (5) [It was] something to maybe take into another venue whether it's

like private practice or something that I find that could be

useful whether I ran a group privately or if it was just skills that

I use in individual therapy with someone privately.

2.2. Increase service capacity

for students

100.0 (6) Selfishly it worked out for me because we basically took the kids

who weren't mandated, put them in this group, so they were

getting services.

Note: Text included in brackets has been included by the author for clarification or to replace identifying information.
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noted, “At the very beginning [of the year] we have to, we help with registration,” making this a challenging

time to meet. The codesign process introduced additional work that sometimes conflicted with other tasks, as

described by this provider:

There were the constraints of our kids were here and whether I'm supposed to be testing… or whatever it is,

we were spending some time on it, not crazy amounts, but there was a period or two that got spent on e‐

mailing, discussing, whatever—I could have, would have been helpful for other things.

These demands sometimes tested their commitment to the project: “Yeah, like you want to do it and you see

the need for it, but you have those other responsibilities.” One provider said, “I had to invest a bunch of time that I

didn't have to do it. I'm happy I did, so there's no complaints, but like if you don't have somebody who's willing to

do that then it's not going to work.”

Unpredictable crises or school events

Relatedly, three of the providers (50.0%) noted that unplanned clinical crises or events in the school day sometimes

challenged their participation. Stated one provider, “My least favorite part is just when there's like five crises happening at

the same time and you can't really give the intervention that the kids deserve.” Another provider noted that she was

expected to be available to address unscheduled clinical issues: “Just random kids that walk in through our door looking to

talk to someone or for help.” Said another:

I work in middle school two days a week and elementary school three days a week. It's supposed to be

separate but they've been calling us from elementary school when there's a crisis, which they say

they try not to do.

The academic calendar

The challenges posed by the academic calendar were also noted by four providers (66.7%). Reflecting upon

the timeline of the codesign, one provider said, “I wish we could have done this like the first week back to

school when kids weren't in the building and when my time was a little bit more flexible.” Another agreed that

the timing of the codesign meetings was challenging: “Plus, I think we started more towards the end of the

school year, right? Which is kind of very hectic anyway.” Another provider recommended using natural breaks

in the academic calendar for parts of the codesign process, “I might be open to trying to do that over the

summer. That might be something that I would rather have done then come back to be like, ‘oh that needs to

be ready for the second day of school.'”

3.2.2 | Facilitators

All of the providers (100%) also noted a number of features of the Codesign process that fostered their participation. Two

sub‐themes related to this theme emerged: (1) opportunities for professional development and (2) increasing service

capacity and skills.

Opportunities for professional development

Most of the providers (83.3%) noted that they were motivated by opportunities for professional advancement and

networking afforded by the codesign process. One provider stated, “For me it was just like an investment in this

year, of that maybe we could learn some sort of therapeutic intervention that would be beneficial for me pro-

fessionally whether it's inside school or not.” Said another provider,
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[It's] something to maybe take into another venue whether it's like private practice or something that I find

that could be useful whether I ran a group privately or if it was just skills that I use in individual therapy

with someone privately.

A different provider thought the experience might be helpful if she sought additional professional training, and

said, “If personally, if I'm thinking about going for higher level work, it's hard to find research opportunities when

you're not still in school and it's hard to get picked up by Ph.D. programs without the research experience.”

Another indicated a similar desire to list this partnership on her resume “I think what would be helpful would be if

we could have a sort of…that we've been through this training.”

Increasing service capacity and skills

All of the providers (100.0%) discussed that their participation was motivated by a desire to increase the school's ability to

meet the mental health needs of their students. One provider explicitly stated this goal: “Selfishly it worked out for me

because we basically took the kids who weren't mandated, put them in this group, so they were getting services and now

I'm doing it with my mandated groups.” Said another, “This is going to help us pick up on some of those kids that we miss,

that are not having crises.” Another provider identified that participation in the codesign process resulted in increased

mental health resources, and said, “Some type of maybe educational resources to help us share with teachers how they

can best work with kids if the depression is manifesting itself.” Providers also identified that they were driven to expand

their own clinical skills to better serve students. Said one provider, “I wanna be more effective so that's what I wanted to

get from it.”Agreed another, “I was thinking of practical tools that we can use. Yeah because now there is such a variety of

things you're seeing.” Several providers described feeling encouraged by their expanded skillset, as expressed by this

quote, “The goals came true; they came into fruition for us. We wanted to take a break from putting out fires and actually

be in a room and you know do something therapeutic.”

3.3 | Open‐trial outcomes

3.3.1 | Provider outcomes

Providers expressed overall satisfaction with the treatment approach at posttreatment (M = 65.75, SD = 3.20;

range: 63–69). On average, responses corresponded to “agree” on satisfaction items.

3.3.2 | Student outcomes

Students reported general satisfaction with the treatment program at posttreatment (M=20.57, SD=3.16; range:

15–25), with average responses corresponding to “agree” with positive statements about the treatment. On average,

students reported difficulties in the abnormal range at pretreatment (M=18.71, SD=3.39), in the borderline range at

posttreatment (M=15.29, SD=4.61), and in the normal range at 1‐year follow up (M=13.78, SD=5.02).

One‐way repeated‐measures analysis of variance (ANOVA) were conducted to compare the effect of parti-

cipation in the group on self‐report of total child difficulties, primary coping skills, and secondary coping skills at

pretreatment, posttreatment, and 1‐year follow up. Results indicated a significant effect of participation in the

group on total child difficulties as measured by the SDQ (refer Table 5 for statistical results). Post‐hoc tests using

the Bonferroni correction revealed that child difficulties reduced by an average of 3.43 units from pretreatment to

posttreatment (p = .022) and reduced by an average of 4.93 units from pretreatment to 1‐year follow up (p = .002).

With regard to risk classification on the SDQ, at pretreatment 68.2% of students were in the borderline range of

risk for mental health problems, and 38.1% were in the clinically abnormal range of risk (Goodman, 1997), per
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student self‐report. Immediately following treatment, 52.4% of students reported SDQ scores corresponding to the

normal range, 28.6% remained in the borderline range, and 19.0% were in the abnormal range. At 1‐year follow‐up,
71.4% of students reported SDQ scores that corresponded with the normal range of functioning, 9.5% reported

SDQ scores that corresponded with the borderline range of functioning, and 19.0% reported SDQ scores in the

abnormal range.

Self‐reported primary control skills increased significantly between time points (see Table 5), with post hoc

tests using the Bonferroni correction indicating that coping skills increased by an average of 3.01 units from

pretreatment to 1‐year follow up (p = .024). Students reported a similar nonsignificant trend for secondary control

skills across time points.

3.3.3 | Caregiver outcomes

Caregivers were generally satisfied with the treatment their child received (M = 20.57, SD = 2.48; range: 17–25),

with average responses corresponding to “agree” with positive statements about the treatment. A repeated‐
measures ANOVA was conducted to test the effect of group participation on parent‐reported child difficulties,

indicating a statistically significant effect (see Table 5). Post hoc tests using the Bonferroni correction revealed that

child difficulties reduced by an average of 4.39 units from pretreatment to 1‐year follow up (p = .003). In terms of

risk classification, at pretreatment 36.4% of parents reported that their student was in the normal range on the

SDQ, 31.8% of parents reported that their student was in the borderline range of risk, and 31.8% reported scores

on the SDQ that corresponded with the clinically abnormal range of risk. After treatment, 59.1% of parents

reported SDQ scores for their students corresponding to the normal range, 13.6% reported scores within the

borderline range, and 27.3% were in the abnormal range. At 1‐year follow‐up, 86.4% of parents reported SDQ

scores within the normal range of functioning, 0.0% reported SDQ scores that corresponded with the borderline

range of functioning, and 13.6% reported SDQ scores in the abnormal range.

3.3.4 | Benchmarking comparisons

We compared these results to another trial of the video‐guided, group‐based version of PASCET for middle‐school
students (Eiraldi et al., 2016). Eiraldi and colleagues tested PASCET in a sample of 22 youths with sessions co‐
delivered by members of the research team and school providers. Diagnostic risk status was classified using the

NIMH Diagnostic Interview Schedule for Children, Computer Version, 4th Edition (NIMH C‐DISC‐IV) and

TABLE 5 One‐way repeated‐measures analysis of variance of student outcomes

Outcome

Pretreatment,M

(SD)

Posttreatment,M

(SD) 1‐year FU, M (SD) F p η2

Child SDQ 18.71a (3.39) 15.29b (4.61) 13.78b,c (5.02) 9.05 .001 0.31

Parent SDQ 13.83 (4.79) 12.06 (5.31) 9.43 (5.41) 6.39 .005 0.23

Primary coping 29.48a (5.23) 30.57a,b (4.44) 32.49b (4.29) 3.62 .039 0.15

Secondary coping 23.38 (4.26) 23.71 (5.48) 25.75 (5.61) 1.77 .186 0.08

Note: Bonferonni's correction post hoc comparisons were conducted when F ratios were statistically significant. Means

with differing subscripts within rows are significantly different at the p < .05 based on Bonferonni's correction post hoc

comparisons.

Abbreviations: FU, follow up; SDQ, Strengths and Difficulties Questionnaire.
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generated three levels of diagnostic severity for internalizing disorders: positive (has a diagnosis), intermediate (at

risk), or negative (no disorder). Per self‐report, from pre‐ to posttest two youths (9.1%) increased their level of

diagnostic severity, eight youths (36.4%) maintained the same level of diagnostic severity, and twelve youths

(54.5%) improved (i.e., changed from a positive to intermediate or no diagnosis, or changed from an intermediate to

no diagnosis). To compare, the current study sample was classified using the “abnormal,” “borderline,” and “normal”

criteria for the SDQ. In the current sample, three youths (14.3%) increased their risk status at posttreatment, six

youths maintained the same at risk status (28.6%), and 12 youths (57.1%) improved (i.e., changed from abnormal to

borderline or normal, or changed from borderline to normal), by self‐report.

4 | DISCUSSION

This study used a treatment codesign model to adapt a previously tested coping skills intervention and test its

acceptability and feasibility in two urban middle schools with local providers. Advancing the use of effective,

sustainable treatments in schools is critical for improving access to services and quality of care for youth. In-

creasing the appropriateness of services to address depression would capitalize on natural patterns of service use,

since students with mood disorders most commonly report receiving school‐based, rather than clinic‐based ser-

vices (Mendenhall, 2012). The strong evidence base for school‐based depression interventions is somewhat qua-

lified by the fact that most studies have relied on research team members to deliver interventions (Owens et al.,

2014). The current study responds to recommendations for overcoming school implementation challenges by

adapting the intervention to fit its intended context using a research‐practice partnership and supporting school

providers in implementation (Cook, Lyon, Locke, Waltz, & Powell, 2019; Eiraldi, Wolk, Locke, & Beidas, 2015; Lyon

& Bruns, 2019). Study aims included documenting the process of adaptation and evaluating the acceptability and

feasibility of the intervention with provider and students. Qualitative data were embedded within the study to

provide additional insight into the school providers' experiences with the codesign process.

During the initial stages of our partnership, providers identified goals that were both aspirational (enhanced

skill development, proactive approach to managing mental health concerns) and practical (using the training to get

needed professional development credits; finding a school‐wide screening that was free and sustainable). As

expected, a number of the changes recommended by the providers during the intervention codesign process were

structural. Providers suggested modifications to improve the appropriateness of the intervention to the school

context; decreasing the duration of the meeting time and making the manual more user‐friendly and similar to

other school materials (e.g., academic curriculum). They also requested a focus on managing disruptive behavior

that had not previously been included, based on their experiences with the student populations. Providers also

recommended increasing flexibility by introducing “decision points” where they could choose to continue a topic or

move on to the next, depending on their judgment of student needs.

Following the process of codesign, the program appeared to have acceptability for implementation within the school

ecology. Providers, students, and caregivers reported high levels of satisfaction with the intervention, comparable with a

treatment trial of a codesigned intervention for mental health treatment (Weisz et al., 2017). Satisfaction is a key metric

of acceptability and is theorized to be an important aspect of treatment adoption and sustainment (Damschroder et al.,

2009). Providers further reported that they were using aspects of the program with individual students (outside of the

formal groups) and intended to run the groups again in the following academic year.

We used information about recruitment, retention, and effectiveness as metrics of the intervention's feasi-

bility. Ten percent of students screened reported elevated scores on the brief screening measure selected by the

schools and 47% of those were eligible and consented to participate in the intervention, similar to other school‐
based intervention studies using universal screening approaches (Sweeney et al., 2015; Young et al., 2019). Related

to retention, all but one student completed the intervention. In terms of clinical benefit, students reported sig-

nificant improvements, with group means moving from clinically elevated scores on the SDQ to borderline
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elevations by the end of treatment, with continued benefit at the 1‐year follow‐up assessment. Parent report of

student difficulties also showed a significant change over time and a large effect size, though they reported less

initial clinical elevation. These findings may reflect research indicating that non‐White children self‐report more

mental health symptoms than their parents do about them (Lau et al., 2004). Other school‐based intervention trials

have also found that youth report is particularly responsive to change (Fox & Masia Warner, 2017).

Students also reported significant increases in primary control coping strategies with a large effect size and a

parallel, nonsignificant trend for secondary coping strategies with a moderate effect size. It was encouraging that

students continued to show improvements over time with regard to their report of primary and secondary coping

strategies. In previous research, improvements in coping skills appear to mediate the beneficial effects of inter-

ventions for at risk youth and predict better mental health outcomes at follow‐up (Compas et al., 2010; Tein,

Sandler, Ayers, & Wolchik, 2006). Therefore, our findings suggest that the increases in coping after the current

intervention may potentially mitigate risk for these students.

Benchmarking comparisons with another school‐based trial of the same intervention showed remarkably

similar impact on youth functioning, with similar percentages showing changes in risk status, albeit with different

outcome measures (clinical diagnosis vs. a broadband measure of emotional and behavioral functioning). This is

especially notable because the prior study (Eiraldi et al., 2016) used more rigorous clinician training (a day and half

in the prior study vs. a day in the current study), more rigorous screening for inclusion (diagnostic interviews by

research team) and used members of the research team as intervention co‐leaders.
Qualitative data from the provider focus groups also yielded information related to feasibility of end‐user

codesign via a research‐practice partnership. Barriers were consistent with those identified in other studies

(Forman, Olin, Hoagwood, Crowe, & Saka, 2009; Langley, Nadeem, Kataoka, Stein, & Jaycox, 2010; McGoey et al.,

2014): Multiple roles of the providers, limited time, and the competing demands of the academic setting. Some of

these barriers appear to be inherent to the school setting, while others might be addressed in future im-

plementation efforts—for example, utilizing the natural breaks in the academic calendar to plan trainings or other

events. Providers reported that the barriers were balanced somewhat by the potential for professional develop-

ment, expanding service capacity for their students, and opportunities to develop new clinical expertise. Because

every new context presents unique characteristics, the codesign process described here may be a way not only to

increase intervention fit but also to facilitate provider engagement, for Act & Adapt and for other interventions.

4.1 | Limitations

This study attempted to address some well‐documented challenges of introducing mental health interventions

developed under rigorous research conditions into the complex ecology of the school setting. A critical purpose

was to support school provider codesign of the existing intervention, and to test acceptability and feasibility of this

revised version of Act & Adapt as delivered by those same school providers. The student symptom and coping

outcomes, though encouraging, should be viewed in the context of both a small sample size and an open‐trial
design that limit statistical power and interpretation of effects. Without a control group, it is impossible to rule out

any number of rival hypotheses that might explain the changes on outcomes (e.g., passage of time, expectancies,

attention). Likewise, a comparison with the original version of Act & Adapt is necessary to draw inferences about

comparative effectiveness and implementability. Though the inclusion of provider perspectives in the codesign

process is a strength of the study, we used a small convenience sample from only two schools and cannot be certain

that their perspectives are generalizable. We attempted to minimize bias by using an interviewer who was not

involved in the intervention adaptation or implementation process and assuring participants that all responses

would be deidentified, but it is possible that the providers' felt pressured to make positive statements about the

experience. Including other end‐users in codesign (e.g., school leaders, student service recipients) might bolster the

fit of the intervention in schools. We were also not able to collect diagnosis‐specific symptom data due to school
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district policy that prohibited the collection of these data. However, given that schools may be more likely to use

broad measures of student functioning than diagnostic scales, the use of a brief, free, and potentially sustainable

measure may increase the relevance of these results for schools.

4.2 | Future directions and implications

A useful next step to extend this study would be a randomized trial that provides a rigorous test of the adapted

intervention and permits probing of potential moderators, including school climate. The organizational social

culture and climate of workplaces is a critical factor in the implementation of interventions (Williams & Beidas,

2019), and was related to school provider fidelity in a recent trial (Williams et al., 2019). Strategies to improve

school‐based implementation may need to go beyond individual providers, and address system‐level factors.
The current study provides a blueprint of a codesign process that is often recommended for overcoming common

implementation challenges in schools but has rarely been enacted (Eiraldi et al., 2015; Owens et al., 2014). Local school

providers shared valuable insights about how Act & Adapt could be adapted to fit within their complex school contexts,

and the results of the open trial of the adapted intervention were comparable to a trial of the same intervention with

higher levels of researcher implementation support. Our findings highlight the utility of research‐practice partnerships to

codesign interventions that are acceptable and feasible within the school setting, without any evidence of compromised

clinical benefit. Such approaches may help overcome implementation challenges in schools like those previously noted for

Act & Adapt (Polo et al., 2006), increasing the capacity to serve a diverse population of youth at risk for mental health

problems. At the same time, the process of adaptation and implementation can be lengthy and effortful (Wolk et al.,

2019), and the aspects that challenge or facilitate participation, as identified in this study, can inform future efforts to

partner with school providers and implement effective mental health programs to the benefit of students.
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