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Abstract

With statistics showing a decline in child mental health, and acceptance and
commitment therapy (ACT) being evidenced as an effective therapeutic model, this
PhD initially aimed to investigate the feasibility and effectiveness of an ACT wellbeing
intervention within primary schools. After the implementation and evaluation of the
wellbeing intervention, whole school attrition and challenges with intervention
adherence led to the novel research question: is it feasible to situate universal mental
health interventions, in general, within primary schools?

Firstly, a universal ACT curriculum was created to be integrated into the
personal, social, health and economic (PSHE) subject of the national curriculum in
England. Research and advice from experts in teaching and educational psychology led
to the research output of a yearlong ACT curriculum. Study 1 refers to the
developmental stage whereby the curriculum and measures were piloted.
Correlational results found significant relationships between wellbeing and
psychological flexibility, pro-social behaviour and close friend nominations, anti-social
behaviour and close friend nominations, and close friend nominations and popular
nominations. Training was conducted with teachers and in Study 2, its effectiveness
was tested, and results showed a significant increase in ACT knowledge but no
significant change in psychological flexibility of participants. Informal feedback was
received in both studies which informed developments to the ACT curriculum and
measures.

Study 3 evaluated the effectiveness of the ACT curriculum across the year of
implementation. Few significant effects were identified; however, in a sub-group of

below average wellbeing students, a significant increase in wellbeing and psychological



flexibility was found. This suggests the ACT curriculum had a positive effect on
participants that needed the wellbeing support most.

Studies 4 and 5 focus on the qualitative analysis of student and teacher
experiences of the curriculum through interviews. Key findings suggested the
curriculum to be acceptable to the students and gave insight into future
improvements. Additionally, teachers identified time pressures as a barrier to adhering
to the lessons. A large challenge of this study was adherence to lessons and retention
of schools due to the high attrition rates. Therefore, study 6 analysed primary school
teachers in England (separate from Study 3) experiences of mental health education,
which identified challenges of mental health education, barriers, facilitators and
further requirements for success.

This thesis details an initial framework of creating and delivering one of the first
solely ACT PSHE curriculums within primary schools, with the aim of universally
supporting their wellbeing. This research contributes to ACT literature as it shows the
acceptability of ACT processes with children and its benefits to children with lower
wellbeing. Finally, it updates the knowledge of mental health education feasibility
within primary schools in England, providing guidance for future research and policy,

specifically supporting the process of co-creation.



Acknowledgments

First, | would like to thank Nic Hooper, Duncan Gillard and Freddy Jackson
Brown for not only bringing me on board with these ideas but being such supportive
figures throughout the years. | am so grateful for the opportunities you created for me,
especially with the ACBS conference, it was great to experience it with you.
Fundamentally, you have helped inspire me with your passion for children and ACT.

Next, | would like to thank all the great people | have met through UWE that
have had influence along the way. Thank you to Miles Thompson, who gave me a
major teaching opportunity that helped develop my confidence and academic skills as
well as his constant words of support across the years. To all staff in the Psychology
Department who have given me a range of tutor and seminar leading opportunities, |
cannot thank you enough, as this has enhanced my abilities and your belief in me has
been incredibly motivating.

Thank you to Ciaran Burke for his feedback and guidance throughout the
review stages of my PhD. Thanks to Mike Chase for his direction during some of the
gualitative stages of research, | am grateful for your time and support. Thank you to
Caroline Elliot for her assistance inputting a selection of my pilot data. To Duncan
Gillard and Sarah Gardner, thank you for your help in developing and reviewing the
curriculum to ensure its high standard. To my fellow PhD friend, Josh, | cannot thank
you enough for your support across the years, you have truly helped the progress of
my work.

A large thank you goes to the teachers that were part of the development
process and delivering the curriculum, as well as other staff and students that

contributed through each stage. This work would not have been feasible without their



efforts and commitment. Also, thank you to those that gave up their time to take part
in my final interviews.

A special appreciation goes to my supervisory team. | would like to thank Nic
Hooper again, as my initial Director of Studies (DoS) before moving to Cardiff, you
initiated this journey and have supported me the entire way. You have inspired me,
developed me as an academic and guided me through every step. | am so thankful to
have pursued you as my third-year undergraduate project supervisor, to be lucky
enough to continue being supervised by you as a post-graduate student. You have
opened the door to many opportunities for me, and | appreciate all you have done
over the many years. | cannot thank Nancy Zook and Jennie Ferrell enough for stepping
in as my DoS and supervisor for the latter steps of this journey, you both showed me
so much care and support especially when | was going through some difficult
moments. Your guidance has helped me to develop my writing skills, become more
critical and, most importantly, feel worthy. Your approach and organisation are
elements of your guidance that will shape me massively moving forward, as they not
only improved me academically but as an individual too.

To my ACTS Youth Theatre family, volunteering for you every Wednesday
became the highlight of my week. | knew | could escape any pressure from my work for
a short time to be surrounded by such a loving and fun group. All the dancing and
singing became cathartic and kept me going when times got tough, thank you. | adore
you all.

My wonderful friends have been constant cheerleaders over the years, but
mostly, they were there to ensure | took a break and enjoyed time away from my work
to allow my brain to rest. A particular thank you goes to my board games group of

friends, the games kept my mind running and the laughter boosted me beyond means,



| adore you all for giving me the breaks | needed. To my fellow academic friend Chelsie,
your understanding and support through many stressed facetimes and voice notes
really helped push me when | could not push myself, thank you!

Finally, a special thank you to all my brilliant family for their continued support
and love, my parents, siblings, Nan, Aunties, Uncles and cousins, you are the best. To
my Dad, you showed me what hard work and dedication can achieve, you have been
rooting for me throughout and | am so grateful for your support. To my Mum, you
have shown me how to push through adversities and continue to succeed, | am so
thankful for your love and gentle nature that helped support me during some of the
hardest times. Lastly, to my darling sister Daisy, my best friend, | could not have got
through this journey without you. You have been by my side as my biggest
cheerleader, you believed in me more than anyone. You kept me level-headed and
always put a smile on my face when | needed it, | am so lucky to have you. | am so

fortunate to have a family that encourages me to be my best, | love you all so much.



Table of Contents

Chapter 1: Introduction and Background..................cccccccccicciiceiiciieeeeeeaann.. 10
1.1 Acceptance and Commitment Therapy as an AppProach......cccccceeecveeeeeeeenciiineeeeeeeeennneen. 10
1.2 The Three Waves of PSYChOtherapy......ccoccveiieiiii e 10
1.3 Understanding ACT: History and ThEOIY.....cccovciiiieee et 15
1.4 Underpinnings of ACT: Functional Contextualism and Relational Frame Theory............. 18
1.5 Perspective of ACT: Poor Mental Health..........cccoeiiiiiiiciii e 20
1.6 WHAT IS ACT? ettt ettt ettt e bt e s bt e bt e b e bt e bt et e e b e e beenbeenbeenbeenbeens 21
1.7 The Effectiveness of ACT: Psychological Flexibility ..........ccceeeiiieieiiiiicee e, 24
1.8 Understanding Mental Health.........coociiiiiiiiii it 27
1.9 Why Researching Mental Health Interventions for Children Matters..........ccccceeevveeeneee. 31
1.10 Mental Health Interventions for Children ...........cceevieiieiieieneneeee e 33
1.11 Interventions Within SChOOIS .........cooiiiiii e 36
1.12 Universal Wellbeing Intervention Studies in SChOOIS .......cccccoevivviiiiiiciii e, 39
1.13 Universal Wellbeing Interventions in English Primary Schools.........cccccceeviieviiicieenenne. 50
1.14 Feasibility of Housing an Intervention in SChools ..........ccccooeciiieiiic e, 53
105 SUMMAIY ittt s e e et ettt e e e e e e e ee e e b e e s e e s eeesaaasa s s eesaeesanesssanannnns 54

Chapter 2: Formulation of the Curriculum ...............ccccccvciiiiiiiieieeeeeeeaennn. 55
B I o 4 o =Tt A @] 4} = Ot 55
2.2 ACT EO DINA-V ettt ettt ettt et e et e e e e et e e eeeeaeeeaeeseeaesesesasasasass s asasssssnssnnsnnnsssnnrsrnrnnns 56
2.3 CUrriculum CONSTIUCTION c...eiiiiiieiieieeee ettt s e s snees 63

2.4 Ensuring the Curriculum is Personal, Social, Health and Economic Education Friendly... 64

2.5 Number of LESSONS @Nd DUIATION ....uuuuiiiiieiiiiiiiieeee ettt e e et e e e e e e e e r e 65
2.6 THE LESSON PlanS...uuuueiiviiiiiiiiiiieiiieiiiiiteeieee ettt et et e ee ettt ettt ettt et e et e e e s s s e s s s s s asssasasasabararsrarares 66
2.7 LESSON CONTENT c.evtuiiiiiiie it e e ettt e e et e e e rabeeeesaaan e srasaneesrsbaeeensranens 72

Chapter 3: Piloting the Curriculum and Measures with Children, and

Evaluating the Teacher Training ...........ccccccuueeiieiiiiiiieeeiiiiiiiiee e, 80
3.1 Stage 1 — Piloting the Curriculum and Measures Within .........ccccocveeiceieiiiiee e, 81
YA 5 ClaSSIOOMS ...uveiiiiieiieeiite et e sttt ettt ee e st e sb e st e bee e smeeesareesabeesaneesabeeesneeesaneesaneesns 81
BL2 IMELNOM ...ttt e et st e bt e s be e s bee e reeeees 82
BB RESUIES ettt sttt ne e 89
K D 1Y of U1 [ o TP PP OPPPPOPPI 92
3.5 Observed and Verbal FEedback .........ccoceiriiriiiiiie e 94
3.6 CONCIUSION .ottt ettt sttt sttt et e e st e esab e e sabeesabee s bt e esbeeesabeesabeesabeesnseeennes 97
3.7 Stage 2 — TrainiNng the TEACKEIS ..ccccuviie et aaaee s 99
BLB IMIBLNOM ...ttt et sttt ettt ne e 99



e I ST U1 104

3,10 DISCUSSTON c.eiiiiiiiiiiiiiiie ittt s b e s s a e s a e s sbb e e e s snbe e s saba e e s sanas 105
3.11 Teacher FEedback.. ..o 106
O A B 1Yol U 1] T o PRSP U PSPPSR 109
3,13 CONCIUSION ettt ettt ettt e b e bt e b e e b e b e b e e b e e sbeesmeesreenneenneens 111

Chapter 4: Implementing and Evaluating the Effectiveness of the DNA-V

PSHE Curriculum with StUAENTS...........ccoviuiiiieeeiiiiiiieeeeeie e 113
A1 INTrOUCTION ..ttt ettt st e s e s s b saeesene s e sanesmees 113
4.2 AIMS aNd HYPOTNESES ...eeeiviieicieee ettt et e et e e e rte e e e et e e e e ate e e e entee e e eanees 114
.3 IMEENOA ... it e e ne e e sae e nareas 116
B4 RESUIES ..ottt ettt ettt et e st e st e st e s bt e s bt e e sab e e s ab e e s be e s be e e nteesareenareas 129
4.5 DISCUSSION c.vvviiiiiiiiii ittt s s a e 142
4.6 LIMITATIONS c..eeeieiiieiie e 150
4.7 CONCIUSION ..ottt ettt e st e s e s e e s ae e e sar e e smneesabeeeaneeesnneesnneas 152

Chapter 5: Qualitative Analysis of Student Diaries, Student Experiences and

TEACNEL INEEIVIEWS ...t 153
5.1 Participant Diary Analysis INntroduction...........cccceeeeeciiiiie e 153
LI 2 V=Y d oo o P SPPUP 154
LT 3 13 Vo L =4SPPSR 157
5.4 DISCUSSION .ttt a e s e s e e s s e e e s na e e s s b e e e s nas 163
5.5 Student Interview Analysis Introduction..........ccceeeeciiiiie e 167
LI 31V =Y o oo L3PPSR 168
LT A S 13 Vo L =4SSP 172
5.8 DISCUSSION 1.ttt et e s e s e s e s e e e s 180
5.9 Teacher Interview Analysis INtrodUCtion .........ccceeeeciiiiiei e 185
LT (01 =1 o o To o BTSSP PSSP STOPPPPPOPRPPN 185
Lo 5 I Vo L =& USSP 189
5.12 DISCUSSTION c.eiiiiieieeeieet ettt sttt et et e et e s e s s e e s be e e s s mb e e e s s nreeesnreeessanes 196
5.13 CONCIUSION 1.ttt sttt ettt et e st e e sabeesbe e eabeesbeeesmreesabeesaneens 198

Chapter 6: Understanding the Feasibility of Mental Health Education: A

Qualitative Analysis of Teacher EXPErienCes ...............cccccceeeeeeeeviiivvvvnnnn.. 199
6.1 INErOTUCTION ....eiiiiiitie ettt st e s e s bt e e be e s be e e sareesabeesareeeas 199
6.2 IMEENOM ...t s reenne e 201
(o3 31 213 Vo LT = £ TS ST 205
Lo D T of U 1Y [0 o PP OPUR 235
6.5 CONCIUSION ..ttt ettt sttt e sttt e bt e s it e e s ab e e sabeesabeesabeeebeesasbeesabeesabeesareens 239

Chapter 7: CONCIUSION .....vveeeeeeeeeeeeeeee e 240



2% R 1314 o Yo LU ot 4 o] o R 240

7.2 Overall SUMmary of FINAINGS ...vvviiiiieecee st rae e e 241
7.3 Limitations of Methods and Recommendations for Future Research........cccccecceeveencee 245
7.4 1mMplications Of FINAINGS......viiiiiiiiiiiiie et e e e e e s sanes 251
7.5 Considerations and Future Recommendations........c..ceoeereeiieneeneeneeneeneeseeseeeenieens 254
7.6 FINQl REFIECTIONS ...ttt enne e 258
REFOIONCES ...t 260
APPENCICES ..ot 291



Chapter 1: Introduction and Background

With growing apprehension surrounding the wellbeing and mental health of
children and its development into adulthood, it is pragmatic to analyse suitable
approaches to support general wellbeing and mental health at an early age.
Acceptance and Commitment Therapy (ACT) has been identified as a suitable approach
that can be utilised in a multitude of ways to benefit mental health and wellbeing.
Broadly, this review will cover the acceptance and commitment therapy approach,
specific terminology, the importance of mental health in early development and the
effectiveness of current interventions. This will lead into a discussion on appropriate
ways to implement support for young children — focusing on the use of a child friendly

development of ACT called ‘DNA-V’.

1.1 Acceptance and Commitment Therapy as an Approach

The ACT approach was initially formalised by Hayes in the 1980’s and has since
undergone significant research and clinical development, but before delving into ACT
as part of the third wave of psychotherapies it is important to highlight the background
from which ACT was established. The creation of ACT emerged through the evolution
of psychotherapies, which can be described through three distinctive
waves. Understanding the development of ACT sets the context for the development

of the wellbeing curriculum.

1.2 The Three Waves of Psychotherapy

The first wave of psychotherapies commences with the behaviour therapy of

the 1950’s. Through experimental psychological methods Watson relied on objective
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analysis of covert human behaviour, often shunning methods of subjective analysis
and introspection, which caused his work and theoretical perspectives to be heavily
criticised (Hart & Kritsonis, 2006). Based on early behaviourist work that placed
importance on external behaviour and human reaction to stimuli (Watson, 1913), the
‘Little Albert’ experiment (Watson & Rayner, 1920) led to greater understandings of
human behaviour. In this study a nine-month-old boy was conditioned to fear a white
rat due to the association created with a loud noise from striking metal objects
whenever he made contact with the rat. This association caused a conditioned
response of fear and distress whenever Albert was presented with a white rat with no
other stimuli, demonstrating the importance of understanding associations within
evaluating human behaviour. Whilst this study’s ethical considerations for the young
child have been heavily questioned (Powell et al., 2014), the results led to the
suggestion that principles of classical conditioning can explain behavioural responses.
Therefore, ‘re-learning’ or ‘unlearning’ these unhelpful associations becomes a priority
for clinicians.

To advance this, Jones, another behaviour therapy pioneer, was the first to
implement a desensitization experiment named ‘The Case of Peter’ (Jones, 1924).
Peter was 2 years and 10 months old at the start of this experiment, he had exhibited a
fear of rabbits and other comparable items (such as feathers, cotton and a fur coat). By
using food that Peter enjoyed, they managed to reduce his fear of the rabbit by
steadily moving it closer to him as long as he was still comfortable eating the food.
Jones used classical conditioning, by pairing the rabbit with food, and social learning,
by having children as role models, to counter-condition Peter’s fear of the rabbit. Even
though extended periods between desensitization sessions and the use of two

techniques led to questions over what caused the result, over the years many
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researchers have replicated the counter-conditioning technique effectively (de Jong et
al., 2000; Watson, 2016; Newall et al., 2017). However, this method gained more
traction when Wolpe (1973) used elements of classical conditioning to develop
systematic desensitisation whereby a person practices relaxation whilst slowly being
exposed to feared stimuli. Whilst beneficial for some psychological disorders, the use
of social reinforcement furthered its success. The reinforcement element being added
due to Skinner’s experimental analysis of human behaviour, resulting in the notion of
operant conditioning (Skinner, 1938). The endeavours of these distinguished
psychologists guided the evolution of behaviour therapy, which was a leading
approach within the discipline of psychotherapy. However, due to behaviourism
overlooking the acquisition of language and cognition in human behaviour, cognitive
science, and cognitive therapy in particular, became dominant in the treatment of
psychological disorders. Leading to the growing body of evidence and development of
cognitive therapies.

Cognitive therapies are known as the second wave and is often described as
the cognitive revolution, whereby psychologists were still using environmental and
behavioural factors to form understanding, but were also including human cognition
(Ruggiero et al., 2018). One of the first branching into the cognitive wave in 1955 was
Ellis who developed rational emotive behaviour therapy (REBT). REBT focuses on a
person’s present time negative perceptions of a situation, which can lead to
irrational/unhelpful thoughts and behaviours and encourages them to challenge these
to avoid harmful outcomes (Ellis & Ellis, 2011). However, this cognitive based approach
was not fully welcomed by the community until the 1970’s when Beck focussed his
efforts into cognitive research. Through this he developed cognitive therapy (CT) which

aimed to assist clients in recognising their negative thoughts and errors in rational
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cognition that led them to being depressed (Beck, 1967). Through challenging,
adapting or reducing these individual cognitive thought processes, CT had been found
effective in treating depression (Hollon & Beck, 1994) and anxiety (Beck & Steer, 1993).
Due to the evidenced success of this approach eventually cognitive therapists and
behaviourists blended their approaches to bring us cognitive behavioural therapy (CBT)
(Zettle, 2005).

CBT has been a dominating approach in psychotherapy for the past four
decades, focussing on the interactions between thoughts, behaviours and feelings as
well as using techniques such as cognitive restructuring which helps the individual to
guestion maladaptive cognitions (Beck, 2011). Then through identification of these
dysfunctional cognitions the individual can learn alternative ways of thinking that are
more representative of their experience — resulting in an improvement of their
psychological disorder. The continuing evidence surrounding CBT suggests it to be the
most effective psychotherapy, and multiple reviews of CBT note its superiority treating
individuals for a variety of psychological disorders in comparison to treatments such as
antidepressants, other psychotherapies and psycho-social therapies (Butler et al.,
2006; Hofmann et al., 2012; David et al., 2018). In addition to this, CBT is a
recommended and provided therapy through the National Health Service within the
UK (NHS, 2022), this demonstrates the legitimacy of CBT as the NHS is a reputable
service.

The wealth of support for CBT stands for itself; however, there are still some
critiques of this approach. Firstly, it is hard to distinguish whether a persons’ negative
thought process causes a psychological disorder to develop or if the thoughts are a
consequence of the disorder. This has been supported by Lewinsohn et al. (1981) who

found participants that developed depression were no more disposed to negative
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thoughts prior to diagnosis than participants that did not develop depression,
suggesting that ‘faulty’ cognition may be an outcome from depression as opposed to
the cause. Therefore, suggesting CBT approaches are mechanistic due to promoting
the idea that there is a directly causal relationship between internal mental cognitions
and behaviour (Hayes et al., 1999). Another limitation is that numerous component
analysis studies showed that the cognitive element of CBT made no difference to the
results when compared to just the behavioural elements, for example Jacobson et al.
(1996) when researching depression and Borkovec et al. (2002) when analysing
generalised anxiety disorder. In addition to this, a large critique of CBT is that it
assumes that our thinking should be rational, it aims to resolve an individuals’
dysfunctional thinking using CBT’s own ideologies (Pilgrim, 2011), thus ignoring the
diversity of views in society, and promoting westernised modernity. Due to the
guestioning of CBT’s true effectiveness and theoretical approach, psychologists began
to compose innovative approaches to psychotherapy leading to the third wave.

The third wave is suggested to umbrella a range of emerging therapeutic
approaches, such as mindfulness based cognitive therapy (MBCT), dialectical
behavioural therapy (DBT) and ACT (Hayes, 2004; Hayes & Hofmann, 2017) to name a
few, and can occasionally be referred to as acceptance-based therapies (Carona,
2023). Whilst third wave therapies continue to utilise behavioural techniques they aim
to focus on processes, context and function of how an individual relates to their
experiences. Rather than changing negative thoughts, as is frequent practice in CBT,
these third wave processes intend to alter the function of them, primarily through
mindfulness and acceptance (Hayes, 2004; Baer, 2005).

It has been argued that third wave therapies have questionable roots relative

to CBT and often exclude the most well-known and effective elements of CBT (Carona,
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2023). Additionally, some reviews have found third wave approaches to be no more
effective than traditional CBT and suggest they do not meet the criteria to be
empirically supported (Ost, 2008; Linardon et al., 2017). However, since these reviews
further empirical research has been conducted to show the efficacy of third wave
therapies like ACT and DBT, in treating anxiety, depression, pain and aggression (Bai et
al., 2020; Gloster et al., 2020; Cunha et al., 2024).

There is also an array of previous evidence in support of their success in
treating psychopathologies. For example, a systematic review conducted by Hunot et
al. (2013) found that third wave approaches, such as ACT, are sufficiently effective in
treating depression. Albeit the review was of a low quality due to a small number of
studies being included, it is important to note that at the time of this review the
quantity and quality of third wave-based studies was minimal comparative to the more
mainstream CBT, but it has continued to advance and gain popularity. Hayes et al.
(2023) discuss how scientific approaches have allowed us to progress in alleviating
human suffering and therefore, continual advancements are needed to foster the
development of approaches aimed at supporting wellbeing. In particular, ACT is an
area that has gathered recent attention, both negatively with published works
critiquing the ACT model (e.g., Hofmann & Asmundson, 2008) but also positively with a
growing wealth of evidence to support the approach. For example, a review of 20
meta-analyses found ACT to be effective in improving mental health across a variety of

measures, including depression and anxiety (Gloster et al., 2020).

1.3 Understanding ACT: History and Theory

To preface, ACT is a contemporary psychotherapeutic approach that combines

aspects of cognitive-behavioural therapy with mindfulness and acceptance strategies.
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At its core, ACT seeks to help individuals develop psychological flexibility by
encouraging the acceptance of thoughts and feelings rather than attempting to control
or avoid them. It emphasizes the importance of clarifying one's values and committing
to meaningful actions that align with those values (Hayes, 2004; Hooper & Larsson,
2015). By doing so, individuals can learn to manage their thoughts, emotions, and
behaviours more effectively, leading to a more fulfilling and purpose-driven life. It is a
holistic approach that aims to acknowledge the complexity of human experience and
offer valuable tools for navigating life's challenges. It is suggested that ACT’s
development can be split into three distinct periods (Zettle, 2005): the initial formative
period outlining the earliest work, the transitional period and relational frame theory
(RFT) accounting for language, then finally the period whereby ACT has been circulated
and continues to be investigated for its efficacy.

The formative period dates from the late 1970’s-1985. In 1976, Hayes and
Zettle agreed that language and rule governance significantly influenced the process of
treating problematic human behaviour. In the absence of any existing theories to
account for this, Hayes and Zettle formulated their own. They viewed cognitions, such
as thinking, feeling, and believing, as behaviours themselves- whilst not observable
outside of the individual, they were seen as having the ability to inflict behaviour-
behaviour effects, not causing but controlling overt behaviours (Hayes & Brownstein,
1986). A simple example might be something like this: thoughts such as “l am bad at
math” can invoke a behavioural shift into giving up easily on math-based tasks.
Treatment therefore aimed to reduce this control by seeing the thought as just
another event at that time, thus causing the individual to be more passive of the
thought and not seeing it as justification for giving up. This socio-verbal treatment

model was seen to expand upon the distancing element of cognitive therapy proposed
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by Beck (1979) and therefore was labelled ‘comprehensive distancing’. The component
of distancing allows a person to view their thoughts as a listener — at a distance —
which is integral to the cognitive model. Psychologists propose that comprehensive
distancing is the antecedent to ACT (Hooper & Larsson, 2015), to which they share
multiple components; however, ACT places a greater emphasis on the consideration of
values in the form of principles that guide our actions and committed action such as
achievable goals in line with our values (Hayes et al., 2006), which were further
developed within the subsequent period.

Within the transitional period (1985-1999) we see the evolution of RFT (this will
be briefly discussed within the next sub-section) alongside the refinement of the
therapeutic approach. During this period, the name of the model was replaced with
the aim to differentiate it from cognitive therapy. This is where the terminology
‘acceptance and commitment therapy’ was first used in a paper presented at the
Association for Behavioural Analysis conference (Wilson et al., 1991). Through the
embedment of language and cognition, the understanding of RFT in ACT placed
importance in value driven processes (Zettle, 2005), leading to a fully developed
model.

The dissemination period (2000-present) looks at the efficacy of the ACT model
in treating mental health disorders. Since the writing of Zettle’s paper, ACT has
flourished and continues to be investigated in many forms — widening its use past the

scope of only treating psychopathology.
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1.4 Underpinnings of ACT: Functional Contextualism and Relational

Frame Theory

Functional contextualism is a philosophical approach rooted in behaviour
analysis, whilst relevant to the understanding of ACT development, it does not
specifically relate to young people in terms of this thesis. It emphasises the importance
of understanding behaviour in context and seeks to explain the reason individuals act
the way they do based on the functional relationships between the environment and
behaviour (Hayes et al., 2006). That is, the function of a behaviour is more important
than its form; however, the function of a behaviour is only known when the context is
made clear. In clinical terms, our thoughts and feelings are not intrinsically
problematic, it depends on the context. However, sometimes these thoughts can
function in a harmful way — often when the context includes fusion and experiential
avoidance. It has been determined that ACT’s basis is grounded in functional
contextualism (Hayes, 2004).

Additionally, it is explained that ACT is founded on the functional contextual
framework RFT, that was developed to analyse human language and cognition (Hayes
et al., 2001). In this post-Skinnerian approach, the development of RFT began when
the phenomena ‘stimulus equivalence’, identified by Sidman (1971), became of
interest to Hayes and Brownstein. Stimulus equivalence is where a person can form
relationships between two or more stimuli without training. Sidman showed that an
individual with developmental needs who was trained to match text (the word ‘cat’) to
spoken words (“cat”) and then spoken words to pictures (of a cat) was able to
automatically and accurately link text to picture. Essentially suggesting that if A=B and

B=C then we can also pair A=C without teaching the relationship. Hayes, Barnes-
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Holmes and Roche (2001) expanded on Sidman’s stimulus equivalence in two keys

ways:
1. They suggested that human beings use many different relations. For
example, whereas Sidman’s research focused on A being the same as B, A
could be different to B, opposite to B, bigger than B, etc.
2. They suggested that if you gave a function to one of the stimuli in a
language network that it would impact the way that other stimuli in that
network are viewed. For example, imagine | told you that A is bigger than B,
and that B is bigger than C. And then imagine | presented C to you followed
by a big bang that scared you. How do you think you might react if | present
A to you? In this case, the functions of A have changed because of its
relationship to C. This effect is called transformation of function, and these
ideas heavily influenced the development of ACT because the approach
became focused on using language to help change the function of overt and

covert language.

Further critique of this topic is beyond the scope of this thesis; however,
understanding RFT in relation to ACT is key for setting the context of its development.
RFT has been criticised as being too complex, causing great debate within the
community (Gross & Fox, 2009). Palmer (2004) argues that significant components of
this principle are missing suggesting it is hard to evaluate. Further psychologists have
stated that RFT is not a new theory, but one that is based off other theories and logic
(Burgos, 2003; Osborne 2003). Despite the controversy, an analysis of RFT research
found there to be significant empirical and theoretical literature contributions in a

relatively brief period of time (Dymond et al., 2010). Therefore, the founders of ACT

19



would maintain that it has (1) led to a vibrant research program and (2) underpins the

ACT model.

1.5 Perspective of ACT: Poor Mental Health

Hayes et al. (1999) state “suffering is a basic characteristic of human life” (p.1),
suggesting that pain, grief, anxiety and sadness are unavoidable. However, it is the way
in which we navigate these experiences that can lead to poor mental health. A
frequent strategy to manage unwanted feelings involves attempting to avoid them
through partaking in potentially risky or harmful behaviours, such as taking drugs,
gambling or isolating oneself. In addition to these risky behaviours, avoidance of
unwanted feelings was found to be associated with self-harm (Nielsen et al., 2016) and
was also a predictor for risky drinking in young adults (Stewart et al., 2002). This is
known as experiential avoidance (EA), which can be defined as the reluctance to be
present with negative thoughts, feelings, and emotions, which often impacts upon
behaviour in negative ways (Hooper, 2021). In other words, individuals may use EA to
try to gain control over their feelings; however, it usually results in the opposite (Shi et
al., 2016). Indeed, EA can lead to increased psychological distress. For example, if a
person experiences anxiety over time, they may continue to repeatedly inhibit these
feelings, or respond to them through behavioural avoidance, rather than accepting and
addressing them, likely causing the feeling to gradually build and elicit more
psychological harm. It is suggested that by developing psychological flexibility (which
will be discussed in more detail in a subsequent section) through ACT, a person can
develop a relationship with language such that they become able to avoid engaging in

avoidance behaviours (Dindo et al., 2017).
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1.6 What is ACT?

As briefly mentioned above, ACT’s therapeutic goal is to increase psychological
flexibility, that is, a persons’ ability to be fully present in the moment whilst
consciously moving in the direction of their values (Hayes et al., 2006). Often
individuals avoid or suppress unwanted thoughts which can cause the individual to not
behave in line with their values. Therefore, ACT seeks a way to encourage individuals
to accept their unwanted thoughts and engage in valued actions. A well-known ACT
model that aims to enhance psychological flexibility is the Hexaflex, it defines six core
processes: cognitive defusion, acceptance, contact with the present moment, self as
context, values and committed action (Hayes et al., 2006).

1. Acceptance. This process focuses on an individuals’ capacity to
accept their thoughts and feelings. The aim of treatment is to
strengthen this skill within the individual to reduce the control the
thoughts/feelings can have and lessen the possibility of experiential
avoidance (Baer, 2010). Acceptance is not a means to an end, but helps
to endorse valued behaviours (Hayes et al., 2006).

2. Cognitive defusion. This process aims to change the function of
an unhelpful thought instead of changing the thought itself by lessening
the language processes that cause fusion. An individual can become
fused to an unhelpful thought and see it as absolute truth, for example
if an individual has the thought “I am bad at math” they would accept it
as fact. Cognitive defusion encourages the individual to see the thought
as just that, a thought that does not need to hold control over their
feelings or behaviours, making them become neutral observers (Baer,

2010).
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3. Contact with the present moment. This process, comparable to
mindfulness, focusses on awareness of psychological and environmental
events — with importance placed on doing this non-judgementally
(Hayes et al., 2006). As humans we can become overwhelmed thinking
of the past and future, often forgetting to live in the present moment.
This process aims for individuals to engage with what is happening in
the ‘now’, consciously connecting with the psychological and physical
stimuli they are experiencing. Typically, mindfulness techniques are
used to establish this skill. Within ACT, mindfulness techniques can be
seen to reduce reactive behaviours (Goldin & Gross, 2010; Schuman-
Olivier et al., 2020) which can lead to better emotional regulation and
behaviours more consistent with our values.

4, Self as context. The purpose of this process is to separate what
we believe to be our sense of self (the content of our thoughts and
feelings) from what we observe and experience ourselves. From
building awareness of our observing self, we can pay attention to our
experiences without forming verbal attachments (Hayes et al., 2006),
again relinquishing the control the unpleasant thoughts could have. We
can make multiple statements about ourselves: “I am a student”, “l am
kind”, “I am not good enough”, which is a conceptualised self built from
self-evaluations (Baer, 2010). But the true ‘I’ (observing self) is a
constant, compared to self-evaluations that can fluctuate over time.
Finding the ability to recognize this allows us to abandon any negative

self-evaluations that could cause psychological harm (Baer, 2010).
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5. Values. These are the principles that guide our behaviour in
directions most important to us. Values are personal (although many
people share core values such as family, friendships, intimate
relationships etc) and purposeful (Hooper & Larsson, 2015). Not to be
confused with goals (something that can be achieved and completed),
values keep us on a continuous pathway through life, they are never
‘completed’ as we can always behave in ways complementary to our
values. Psychological distress can often develop when we are not
behaving in line with our values, for example, a student may value their
education but due to social anxieties are unable to attend lectures and
seminars, therefore impacting their education and potentially causing
additional pressures. ACT ensures individuals understand their values
and are honest about barriers that could hinder them from actioning
valued behaviours (Baer, 2010).

6. Committed action. This means utilising our values to develop
behaviours which will effectively improve our lives. This can be done by
setting achievable goals that keep a person moving in line with their
values, leading to a more meaningful and purposeful life (Hayes et al.,
2006). Making these behaviour changes can help to alleviate

psychological distress and are crucial to the success of the ACT process.

There is no definitive order when implementing these processes and there are
plentiful exercises for each process, some of which include an amalgamation of these
processes. These core processes of ACT do overlap and interlink, each support one

another with the combined aim of increasing psychological flexibility. Understanding
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these core processes is relevant to the creation of a school-based ACT intervention and
highlights how ACT aims to increase psychological flexibility in order to support

psychological wellbeing.

1.7 The Effectiveness of ACT: Psychological Flexibility

There is useful research that has been carried out to look at the effectiveness
of ACT within the adult population. Firstly, a systematic review of 18 studies, including
over 1000 participants, found ACT led to a significant reduction in depression
compared to control groups (Bai et al., 2020). Within this review the researchers
adopted the Cochrane Collaboration ‘Risk of Bias’ tool (Higgins & Green, 2011) and
found that the studies overall had a low risk of bias and were thus rated as moderate
to high quality and therefore represented reliable results. More specifically, the studies
included within this review looked explicitly at depression as an outcome measure,
they ranged from 2 weeks of ACT treatment to 24 weeks and included participants
from 7-91 years of age. Bai et al. (2020) suggest that ACT should only be directed by
professional psychologists, likely due to the efficacious studies included also being
conducted by professionals. A further systematic review acknowledged the benefits of
ACT across a spectrum of anxiety disorders such as general anxiety disorder, post-
traumatic stress disorder, obsessive compulsive disorder and panic disorder (Swain et
al., 2013). Thirty-five of the 38 studies reported significant improvements in their
various anxiety outcome measures; however, the authors argue that consolidating the
findings is hard due to the small number of studies with considerable heterogeneity in
measures utilised and treatment modality. That being said, ACT has even been found
effective when used in group therapy, Farhang et al. (2017) found that through just 8

ACT sessions spanning across one-month psychotic participants and participants with
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mental health disorders demonstrated a significant increase in happiness and
generalised wellbeing. Whilst initial findings are based on a limited number of studies,
there is promise for the use of ACT as an effective intervention as well as noted areas
for development, e.g., methodological rigor (Swain et al., 2013).

The body of research surrounding the efficacy of ACT when applied to children
is ever growing. A meta-analysis of 14 studies found significant improvements in
depression and anxiety in children when they were exposed to ACT therapy (Fang &
Ding, 2020b). Whilst there were no significant differences between ACT and
conventional CBT, the results still suggested ACT can positively impact a child’s mental
health — similar to other well-established therapies. Further support for ACT with
children comes from two pilot studies conducted on a total of 98 adolescent children,
which found ACT to be effective in reducing psychological inflexibility, stress and
depressive symptoms (Livheim et al., 2015). Whilst the outcomes are encouraging, this
study highlighted the need to complete full sized studies with larger numbers of
participants. A systematic review with a total of 707 participants also supports these
findings, with 21 studies reporting improvements in psychological symptoms,
psychological flexibility and quality of life in children aged up to 18 years when ACT
was used as an intervention (Swain et al., 2015). A recent systematic review by Morey,
Samuel and Williams (2024) examined the efficacy of universal online self-help ACT
interventions for young people (10-25 years old); 11 studies were eligible for inclusion
and nine studies reported at least one significant result. Seven studies reported
significant improvements in mental health measures and four studies found significant
improvements in ACT process measures (e.g. psychological flexibility, value-directed
behaviour, acceptance and experiential avoidance). As demonstrated, there is

empirical support for ACT; however, there are limitations to this evidence base
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including the limited control comparisons and heterogeneity of measures and
treatment which makes comparisons challenging.

Increased psychological flexibility is the intended outcome of ACT and
therefore the improvement of psychological flexibility, in addition to the outcome of
interest in a particular study, is a demonstration of its’ efficacy. Indeed, improvements
in psychological flexibility should mediate improvements in other outcomes or be the
pathway through which success happens therapeutically. According to Ciarrochi et al.
(2010) ACT’s mediational hypothesis is as follows: psychological inflexibility is
predicted to cause human suffering, ACT is predicted to enhance psychological
flexibility and such enhancements in psychological flexibility should improve wellbeing,
lessen clinical symptoms, and increase value driven behaviours. Taking this into
account, researchers have developed measures examining the extent to which an
individual demonstrates psychological flexibility.

Firstly, most measures of psychological flexibility are self-report measures that
employ a Likert style scale —such as the Acceptance and Action Questionnaire (AAQ)
updated to the more reliable AAQ-Il (Hayes et al., 2004; Bond et al., 2011). This
became one of the most commonly used measures of psychological flexibility in adults,
whilst other reliable measures exist for children e.g. the Avoidance and Fusion
Questionnaire for Youth (AFQ-Y: Greco, Murrell & Coyne, 2005).

When using the AAQ-II, research has revealed correlations between
psychological flexibility and psychological outcomes. That is, higher scores in
psychological flexibility have correlated with lower scores of depression (Forsyth et al.,
2003, Hayes et al., 2004; Plumb et al., 2004) and anxiety (Stewart et al., 2002; Tull et
al., 2004). A wealth of research suggests that greater levels of psychological flexibility

are associated with better psychological wellbeing, as well as quality of life in adults
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(Hayes et al., 2006). In addition to these findings, psychological flexibility was also
found to significantly correlate with emotional wellbeing and self-compassion within
adults aged 17-60 years (Marshall & Brockman, 2016) — both beneficial to the mental
health of a person. Aside from the identified correlations, in a mediation analysis
review psychological flexibility was found to be a mechanism of change for mental
health outcomes (Stockton et al., 2019). Mediation studies identify the underlying
mechanisms by which interventions produce significant outcomes therefore, this
provides evidence for psychological flexibility as an efficacious ACT process.

Although examining correlations within children is crucial to this thesis, there is
currently limited evidence in this area. However, a study conducted on 8-10-year-old
children found a positive relationship between psychological inflexibility and anxiety
(Simon & Verboon, 2016), the researchers argued that ACT would be a beneficial early
intervention to equip children with psychological flexibility to counteract the
development of child anxiety. With that noted, it is important to clarify that ACT
interventions have been found successful in improving psychological flexibility within
children. As mentioned prior in the Livheim et al. (2015) pilot studies and the Swain et
al. (2015) systematic review, they did see a reduction in psychological inflexibility and
improvement in psychological flexibility when ACT was used with children. Therefore,
it seems appropriate to continue investigating the effectiveness of ACT with children

using psychological flexibility as an indicator of its success.

1.8 Understanding Mental Health

There is empirical support for ACT approaches in relation to supporting mental
health in adult and children within clinical settings and more recently as a general

approach, as a means to support mental health and wellbeing. Therefore, as a first
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step, the terms mental health and wellbeing will be defined in order to provide clarity
in later discussions.

The World Health Organisation (2018) characterizes mental health as a
fundamental element of our health and states that mental health is not simply the
nonappearance of mental health disorders. They define it as “a state of wellbeing in
which an individual realizes his or her own abilities, can cope with the normal stresses
of life, can work productively and is able to make a contribution to his or her
community” (World Health Organisation, 2018, para 2). However, in more recent years
this definition has come under critique. Specifically, it has been suggested that whilst
the definition of mental health has improved over time, it is still heavily focused on
mental health being primarily positive, omitting the fact that feelings of sadness, anger
etc. are part of a normal, healthy life (Galderisi et al., 2015).

The American Psychological Association (n.d) interpret mental health as “a
state of mind characterized by emotional wellbeing, good behavioural adjustment,
relative freedom from anxiety and disabling symptoms, and a capacity to establish
constructive relationships and cope with the ordinary demands and stresses of life”
(Definition 1). This definition recognizes that mental health is not exclusively positive
and that experiencing a degree of anxiety or disabling symptoms is a normal part of
psychological functioning.

Wellbeing is another term that is widely used as a generic term for mental
health, it has multiple conceptualisations and definitions and therefore, similar to
mental health, the APA (American Psychological Association) definition for wellbeing
will be utilised here. Wellbeing has been defined as “a state of happiness and
contentment, with low levels of distress, overall good physical and mental health and

outlook, or good quality of life” (American Psychological Association, n.d, Definition 1).
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These definitions have been deemed adequate due to the American Psychological
Association (APA) being the leading scientific organisation for psychology. Therefore,
‘mental health’ and ‘wellbeing’, will be referred to throughout this thesis in relation to
their APA definitions above.

Like mental health, there is various terminology used to describe negative
experiences of mental health. Terms such as psychological distress, poor (or other
synonyms for ‘poor’) mental health and mental (health) disorders are sometimes used
interchangeably, creating uncertainty to what each of these terms suggest. Therefore,
to clarify, psychological distress can be defined as “a set of painful mental and physical
symptoms that are associated with normal fluctuations of mood in most people”
(American Psychological Association, n.d, Definition 1). Poor mental health is often
viewed as someone having a clinically diagnosable mental health disorder (Roe &
Aspinall, 2011). Where some define mental health as the absence of disorders, it is
understandable that poor mental health can be seen as the presence of them.
However, it can be argued that defining poor mental health in this way is reductionist.
It is commonplace that a person may endure occasional poor mental health
symptoms/psychological distress without a diagnosable mental health disorder. For
example, a person may experience stress or anxiety due to their current life
experiences but not enough to constitute a clinical diagnosis. A mental (health)
disorder is defined as a psychological disorder that is classified within the Diagnostic
and Statistics Manual of Mental Disorders (American Psychological Association, n.d).
Therefore, it needs to be established that there is a clear difference between the
phrase poor mental health and the term mental disorder, which is more clinically
relevant. In terms of this thesis, the main focus is on supporting general wellbeing and

mental health, as opposed to improving symptoms of a clinically diagnosed mental
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disorder. Therefore, for transparency, ‘mental/psychological distress’ will refer to
negative symptoms/experiences any person may have related to their mental health
and the phrase ‘poor mental health’ will be used more generally to encompass all
negative mental health terms. Now the terminology has been examined, it brings us to
the importance of understanding the prevalence of poor mental health amongst the
UK population.

With growing concern over poor mental health and a rise in mental health
disorders, it is important to review these trends over time. Firstly, looking at adult
mental health figures, statistics suggest that in a 2014 survey 1 in 6 adults (aged 16+)
within England met the criteria for a common mental health disorder (McManus,
Bebbington, Jenkins & Brugha, 2016), this is a 21% increase from their 1993 survey. It
is suggested that an adult’s mental health can be impacted by their mental health as a
child (Public Health England, 2019) pressing the importance of mental health at an
early age. Statistical reports on children’s mental health showed in the year 2000 that
1in 10 children had a diagnosable mental health disorder (Meltzer et al., 2003). In the
year 2004, the Office for National Statistics (ONS) carried out a survey that also found
1in 10 children aged 5-16 had a diagnosed mental health disorder (Green et al., 2005).
However, in recent years there has been an upward shift in the numbers of children
with a probable mental health disorder. In the years 2017 and 2020 a survey was
funded by the Department of Health and Social Care and commissioned by the
National Health Service (NHS) to explore mental health of children aged 5-16 within
the UK. In 2017 it was found 1 in 8 children had a probable mental health disorder
(Sadler et al., 2018) and then between 2020-2021 the numbers have yet again
increased to 1 in 6 children (Newlove-Delgado et al., 2021). Whilst it might be argued

that reduced stigma, better knowledge of mental health and better-quality routes to
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diagnosis could be the reason for the rise in numbers, there are still 18% of the UK’s 7—
16-year-olds with a probable mental health disorder (Newlove-Delgado et al., 2022).
These findings clearly indicate an alarming increase in poor mental health in the past
20+ years, which highlights a current issue within the UK that needs to be addressed.
That is, young children’s mental health is declining and supporting the general
wellbeing and mental health of children is fundamental for stable growth and

development.

1.9 Why Researching Mental Health Interventions for Children Matters

Birth to the age of 5 years is a crucial period in a child’s development. Poverty,
neglect, and absence of stimulation are just some of the factors that can lead to long-
term effects on physical health, mental health, and wellbeing (Petersen et al., 2011).
Some children have good wellbeing as they are surrounded by valuable support
systems (such as: caregivers, friendship networks and authority figures — e.g. teachers),
have low levels of stress in their lives and have the ability to be resilient through
difficult life experiences. Additionally, there are a multitude of skills that a child can
learn that will allow them to maintain their wellbeing; however, not all children have
these support systems, lower levels of stress, know about nor know how to use these
skills. When children lack these abilities, they are more at risk of being stressed and
overwhelmed with emotions which can cause adverse effects both physically and
psychologically — leading to poor mental health experiences.

Following on from this, children may experience adverse psychological effects
due to a decline in their wellbeing. There is an array of psychological symptoms that
children can experience; however, highlighting some of the most commonly

experienced symptoms is of importance to this thesis. Some psychological effects that
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children can experience when suffering with poor mental health are feelings of
isolation and loneliness, research has found poor wellbeing and mental health have
clear links to loneliness (Hards et al., 2021; Siva, 2020). Moreover, low self-esteem and
high anxiety have been found to correlate with low life satisfaction in children
(Huebner, 1991), it has also been suggested that low life satisfaction can be a predictor
for the development of depression or other mental health disorders (Proctor et al.,
2008). Not to mention, feelings of anxiety and depression tend to be amongst the most
common psychological effects associated with poor mental health, remembering that
being anxious and feeling depressed do not always constitute a clinical diagnosis. In
regard to feelings of anxiety, it is significant to note that girls report higher levels of
anxiety than boys, which has been a common finding within research over many years
(Bender at al., 2012; Reynolds & Richmond, 1978), suggesting girls have a higher
likelihood of experiencing feelings of anxiety when there is a decline in their wellbeing.
Another adverse effect of poor mental health is lower educational success (Schlack et
al., 2021), highlighting the importance of mental health in the ability to navigate
through school comfortably. Often when discussing mental health people think more
about the psychological effects, whereas the physiological effects can be just as
detrimental, especially with children going through crucial stages of their
development.

There are a range of physiological effects that can come from poor mental
health. A study carried out on children aged 10-14 years old found poor mental health
was associated with sleeping problems (Blok et al., 2022), lack of sleep within children
can then lead to poor cognitive, physical, and emotional development (Gruber, 2013).
When a child’s mental health is suffering, they may struggle to cope with stressful

situations, similar to adults, stress in children has been linked to imbalances in the
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immune response, with associations to insulin problems also recorded (Carlsson et al.,
2014). In addition to this, higher levels of stress can affect hormones and, especially
within children and young adults, lead to an increase in acne (Bhaijamal & Nayak,
2023). In addition to these physiological effects, long term poor mental health has
been linked to chronic illness (Di Benedetto et al., 2014), for example, diabetes and
cardiovascular disease. As suggested above, there are many physiological effects that
can stem from poor mental health —and even more that are not discussed. Which is
why it is important to promote mental health in the early development of children.

In addition to long term physiological effects that can affect adulthood, there
are long term effects of poor mental health on our mental health as adults. It has been
consistently recorded that a child’s poor mental health experiences may lead to
adverse effects as an adult, as well as difficulty transitioning into adulthood (Copeland
et al., 2015; Schlack et al., 2021). Research suggests over half of adult mental disorders
begin in childhood or adolescence (Pine et al., 1998; Kim-Cohen et al., 2003; Copeland
et al., 2009) — also, children or teenagers experiencing psychological distress (that do
not fulfil the requirement for a clinical diagnosis) are at a heightened risk for
developing a mental disorder in adulthood (Copeland et al., 2015) furthering the need

for significantly effective early preventative measures.

1.10 Mental Health Interventions for Children

Now that we understand ACT as a method of treatment, the decline in child
mental health and the need for children to have good mental health, it is pertinent to
investigate ways in which mental health can be supported in children. One of these
ways is through interventions, an intervention can be seen as an action designed to

improve or stop a disorder (American Psychological Association, n.d.), which, in turn,
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can help bring about a change in a person, perhaps behavioural or emotional. Due to
psychological interventions often including several components, targeting a range of
behaviours and expertise needed to deliver the intervention, they are frequently
referred to as complex interventions (Skivington et al., 2021). Additionally, this
Skivington et al. (2021) paper sets out a clear guidance from the Medical Research
Council for developing effective interventions, showing the need to focus on theory
development, context, refinement, implementation, feasibility and finally evaluation.
These key elements are crucial to an efficacious outcome and therefore, interventions
should aim to incorporate them to increase the probability of intervention success.
There is a diverse assortment of psychological interventions that can be used to
support a child’s mental health, and years of research and evaluation has identified a
multitude of effective methods e.g., CBT, interpersonal therapy (IPT), psychodynamic
interventions and more, that have all undergone rigorous development in line with the
Medical Research Council guidance. Despite differences between therapies in terms of
formulation, there are two broad approaches via which all therapeutic interventions
are delivered to children: targeted approaches and universal approaches.

Typically, targeted approaches are carefully planned for children that have a
mental health disorder or have an increased risk of developing a mental health
disorder (Mufioz et al., 2010). Targeted approaches are often seen as a reaction to a
young person developing a mental health disorder or being deemed more at risk.
Therefore, a targeted approach is more focused as its’ purpose is to improve specific
symptoms or to help address the disorder. Opposingly, universal approaches tend to
be on a larger scale, working with whole groups of children, regardless of risk of

mental health disorders (Lowry-Webster et al., 2001). This approach can be seen as
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preventative and can be used as more of a supportive measure for any poor mental
health.

Targeted interventions have reported much success in reducing symptoms of
different diagnosable mental health disorders in children, with cognitive and
behavioural interventions performing best (Clarke et al., 1995; Durlak & Wells, 1998).
A past review of psychotherapy from 1952-1983 revealed therapy with children has
similar effectiveness to therapy with adults, with treated children achieving better
outcomes than untreated children (Casey & Berman, 1985). A recent 2023 systematic
review found that third wave therapies, such as acceptance and commitment therapy
(ACT), mindfulness-based cognitive therapy (MBCT) and compassion focused therapy
(CFT), had significant effects on emotional symptoms, behavioural difficulties, and
wellbeing (to name just a few of the outcomes measured) within children and
adolescents (Perkins et al., 2023), suggesting that psychological interventions do work
for children. However, whether attempting to access these interventions via a school,
via CAHMS or via a community initiative, there are often barriers that make things
difficult. For example, most reviews note that timely access to mental health services is
a barrier due to extensive waiting lists (Anderson et al., 2017; O’Brien et al., 2016).
Other obstacles listed within systematic reviews of these barriers to mental health
services include an insufficient knowledge of the services available, shortage of
flexibility of the services, complicated processes, extensive regulations and policies, as
well as financial restrictions and inadequate resources (Anderson et al., 2017; Gondek
et al., 2016; Reardon et al., 2017). These barriers are important to note, as this can
often be the reason children do not obtain sufficient treatment, especially at an early
enough stage to avoid mental health issues continuing into adulthood (Woodward &

Fergusson, 2001). Targeted interventions also rely on a teacher, guardian or
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professional noticing symptoms of ill mental health, or risks, within a child and then
reacting to this in order to treat them. Altogether, it seems worthwhile to look at other
suitable options for children to gain mental health support. Specifically, the application

of universal approaches delivered as a preventative intervention.

1.11 Interventions Within Schools

Preventative universal interventions focus on equipping young people with
skills to cope with life experiences and emotions regardless of any clinical symptoms or
risk of developing a mental health disorder. Universal programs have been found to be
especially beneficial when delivered in school settings (Barrett & Pahl, 2006;
Mackenzie & Williams, 2018) and, in this setting, universal programs minimise stigma,
remove the need for screening and can capture those that may be at risk but have
gone undiscovered (Werner-Seidler et al., 2017). Indeed, Offord et al. (1998)
concluded that universal approaches should be the first step in reducing a child’s
psychiatric burden. Then if the universal approach is unsuccessful, a targeted approach
should be the decisive step before clinical referral.

Universal interventions have led to effective improvements in disordered
eating (McVey et al., 2007), aggressive behaviour (Flannery et al., 2003), disruptive
behaviour (Bradshaw et al., 2008) and anxiety (Barrett et al., 2006; Lowry-Webster et
al., 2001). These studies employed different psychological frameworks for the
structure of their programs. In other words, the success of these interventions
suggests that universal approaches, despite their theoretical background, can be
impactful. A few systematic reviews have also been conducted on universal
interventions delivered in Schools. For example, Sklad et al. (2012) carried out a meta-

analysis of 75 recent studies and found that universal school-based interventions
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improved antisocial behaviour, pro-social behaviour, social skills, and positive self-
image. However, several of the studies included involved community and family-based
elements which could affect the outcome of the interventions. Additionally, Corrieri et
al. (2014) and Werner-Seidler et al. (2017) found that school-based universal
interventions positively impacted mental health. Corrieri et al. (2014) carried out a
systematic review of 28 reliable studies researching universal school programs which
found the interventions were 65% effective in reducing symptoms of depression and
73% effective in reducing symptoms of anxiety, giving us compelling evidence of the
benefit of school-based programs. Whilst useful to see the effects on anxiety and
depression, it would be beneficial to also look at other wellbeing effects rather than
focussing on just the prevention of anxiety and depression. Werner-Seidler et al.
(2017) carried out a systematic review of 81 studies and found small effect sizes of
0.23 and 0.20 for reductions in depression and anxiety, respectively. The quality of the
studies reviewed by Werner-Seidler was assessed using the Cochrane Collaboration
‘Risk of Bias’ tool (Higgins & Green, 2011) which found most studies did not provide
sufficient details to assess quality, classifying them as having a high risk of bias and
therefore poor in quality. Nevertheless, the researchers still concluded that universal
programs have the potential to improve mental health within young people.

There are a variety of other reasons that a school makes a suitable
environment for preventative interventions. Firstly, in the UK all children must go
through education (privately, institutionally, or home-schooled). In the academic year
2019/2020 8.89 million children attended public or private schools (Office for National
Statistics Regulation, 2020) and the most recent academic year (2022/2023) had 9.01
million children within the UK schooling system (Office for National Statistics

Regulation, 2023). With 12.7 million under 16-year-olds in the UK within 2019 (Office
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for National Statistics Regulation, 2020), we can determine that aside from children
under school age, most of that population are in school — meaning that the school
setting can be used as a vehicle to reach a lot of young people.

Secondly, to avoid complicated funding issues, the school environment already
has classrooms, teachers and is a suitable place for students to learn. It can be argued
that it is the optimal location as it is already seen by children as a learning environment
so they may be more likely to absorb the information/skills taught. Due to the UK
governments strict policy on absences, attendance within schools should be good
meaning consistency in intervention implementation to achieve the most
advantageous results. Finally, a significant benefit of implementing a universal
approach into schools is the longevity of the intervention. It can be continued
throughout each year of primary school and even cross over into secondary school for
more relevant and topical wellbeing help and skills guidance. These reasons alone are
compelling, suggesting that universal wellbeing approaches within schools would reach
the largest amount of the child population with benefits such as lower costs, ease of
implementation and clear accessibility to all.

Therefore, a literature review was conducted on some of the school-based
interventions that have been empirically evaluated to gain a better understanding of
(1) who should deliver the curriculum and whether they need training, (2) how long a
curriculum should be, (3) what measures have been used, (4) what designs have been
used, (5) what timepoints were used for measurement and (6) the type of

psychological approach used.
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1.12 Universal Wellbeing Intervention Studies in Schools

Given that there appear to be few universal wellbeing interventions situated
within PSHE curriculum in the UK and given that many of these approaches lack
empirical support, it seems important to conduct a deep dive into the effectiveness
and implementation of universal wellbeing interventions from across the world, in
order to examine which approaches are most favourable to support mental health.
This section presents a synthesis of studies where wellbeing interventions were
implemented within a school setting with no preference to studies country of origin.
The aim was to look at the effectiveness of interventions as well as their means of
implementation. Whilst there are systematic reviews that review interventions within
schools, at the time of this review, there were minimal examples of reviews on
universal wellbeing interventions in a school setting with the specific inclusion criteria
listed below.

Initially, the aim was to examine year long, schoolteacher led wellbeing
intervention in order to be able to use such interventions within school classrooms
under the banner of a “PSHE Curriculum”; however, these criteria were too narrow to
generate adequate results, and therefore the criteria was broadened such that there
were no requirements for who carried out the intervention or for the length of the
intervention. Although this limits any conclusions that can be made about whether a
respective intervention could be used as a PSHE curriculum, it may give practitioners a
starting place from which to broaden some of the interventions that do exist to fit the

requirements of a PSHE curriculum.

1.12.1 Inclusion Criteria for Studies
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Type of Participants - For inclusion, participants were limited to being school
children between the ages 4 and 13 years old (primary and early secondary school ages
in accordance with UK schooling). Studies were excluded if participants attended a
special educational needs (SEN) school, or if their target group was specified e.g.,

children with experience of violence or on the autistic spectrum.

Type of Intervention - All interventions included had to be underpinned by
psychological theory (types of intervention that were eligible to be included could be
based on: CBT, CBT combined with another discipline, mindfulness, interpersonal
psychology etc.). Interventions needed to be universal and school-based (this refers to
a program that is offered to all children in the class and delivered on school premises).
Other than the exclusion criteria above, no children were to be specifically selected or
denied access to the program due to previously known data about their wellbeing.
There were no requirements as to who carried out the intervention (teachers,
researchers or health professionals could lead it, for example). Additionally, there were
no requirements for the length of the intervention. Studies were included if the effects
of the school-based program were compared to a no intervention or treatment as

usual (TAU) group (meaning a class that continued with their regular practise).

Types of Outcomes - Studies were included if they measured children’s
wellbeing in the following forms: depression, anxiety, general mental health, social
skills, wellbeing, resilience, and pro-sociality. The criterion was chosen to allow many
outcomes that related to wellbeing rather than focusing specifically on just improving
one aspect of mental health e.g., depression. All outcome measures needed to be

guantitatively measured to allow statistical comparisons, they had to employ reliable
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measures with good psychometric properties, and they had to be suitable for the age

of the participants.

Types of Studies - All studies were eligible to be included in this systematic review
regardless of whether they had a long-term follow-up or not. Additionally, studies
were eligible for inclusion if they were quantitatively analysed (all qualitative only
studies were excluded) and if their design was a randomised controlled trial (RCT). The
studies also had to be in English language and be published between the years 1999

and 2019.

1.12.2 Search Strategy

The database MEDLINE was systematically searched using the following
databases: British Education Index, Child Development & Adolescent Studies,
Education Abstracts, Education Research Complete, Educational Administration
Abstracts, PsychARTICLES, PsychBOOKS and PsychINFO. The terms listed in Appendix A
were selected by using appropriate words from the aims of the systematic review and
using MeSH (Medical Subject Headings) as a vocabulary thesaurus for further varied
search terms to ensure all possible papers were discovered for screening.

A follow up search was carried out using Science Direct and by looking at
related systematic reviews. The reference lists of these papers were reviewed for titles
that fit in with the inclusion criteria. These were then added to the search process and
screened appropriately. The characteristics of the study and its outcomes were
extracted using the Cochrane Collaboration data collection form (Higgins & Green,
2011). The following information was obtained from the studies: author, year of

publication, type of study (e.g., randomised controlled trial - RCT), intervention type
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(e.g., CBT, mindfulness), outcome measures (e.g. depression, anxiety), age range,
setting (e.g. school, classroom), duration of study, mode of delivery (e.g. school staff,
mental health professional). Other information recorded was intervention group
details and outcome data, only for measures that were relevant (e.g., depression,
wellbeing).

Risk of bias was assessed using the Cochrane Collaboration ‘Risk of Bias” tool
(Higgins & Green, 2011). This tool gives the ability to assess studies for possible
sources of bias. In this review studies were assessed against criteria that appeared
most relevant to school-based randomised control trials. All studies were assessed for
bias in relation to: A — random sequence generation, B — allocation concealment, C —
blinding of participants and personnel, D — blinding of outcome assessment, E —

incomplete outcome data (attrition). The results of this are presented in Table 1.1.

1.12.3 Results/Studies Selection

From the search 72 studies were identified, titles and abstracts were screened
to see their relevance and, of these, 10 were remaining. Full articles were reviewed
and those that did not meet the inclusion criteria were removed. Articles that focused
on targeting specific outcomes rather than psychological wellbeing (e.g., reducing
obesity, preventing smoking behaviours and substance abuse) and articles that had
targeted participant groups (e.g., diagnosed children, war-effected children, refugees)
were not included. Following the exclusion of these studies, 6 studies were available

for inclusion in this review.

1.12.4 Study Intervention, Content & Mode of Delivery
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Overall, half of the studies used elements of CBT (cognitive behavioural
therapy) in their intervention program (e.g., Pophillat et al. 2016; Rooney et al. 2013;
Stallard et al. 2014), one focused solely on mindfulness (Schonert-Reichl et al. 2015),
one on affective behavioural cognitive development (ABCD; Humphrey et al., 2016)
and one was a psychosocial focused intervention (Li et al., 2012). Further

characteristics can be seen in Table 1.1.

1.12.5 Outcome Measures

Whilst all studies had a measure that related to wellbeing (see Table 1.1 for full
overview), five of the six studies focused on measuring depression. Depression was
measured using the following scales: Children’s Depression Inventory (Kovacs, 1992)
the Revised Child Anxiety and Depression Scale (RCADS; Chorpita et al., 2005), Centre
for Epidemiologic Studies: Depression Scale for Children (CES-DC: Radloff, 1977) and
the 11-item depressive symptoms subscale from the Seattle Personality Questionnaire
for Children (SPQC; Kusché et al., 1988).

Humphrey et al. (2016) made use of the Strengths and Difficulties
Questionnaire (SDQ) that evaluates emotional symptoms, conduct problems,
hyperactivity, peer relationships and pro-social behaviour (Goodman, 1997). This study
also used the Social Skills Improvement System (SSIS), which measures
communication, cooperation, assertion, empathy, responsibility, engagement, and
self-control (Gresham & Elliot, 2008) and the Social and Emotional Competence
Change Index (SECCI). Pophillat et al. (2016) and Rooney et al. (2013) both used the
Spence Child Anxiety Scale (SCAS; Spence, 1998) to measure for symptoms of anxiety,
whilst Pophillat et al. (2016) also used the Assessment of Children’s Emotional Skills

(ACES; Schultz et al., 2004). The final measure, used by Schonert-Reichl et al. (2012),
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was the Interpersonal Reactivity Index (IRI; Davis, 1980), which demonstrates a child’s
empathy and perspective taking abilities. Because of this broad range of measures, no

formal meta-analysis could be carried out.

44



Table 1.1

Study details, wellbeing outcomes and quality ratings using the Cochrane Collaboration ‘Risk of Bias” tool (Higgins & Green, 2011).

Study Intervention Type | Delivery Training Age Range | Outcome |Quality Ratings Results
& Sample | Measure -
Size B|C|D Summary Post Intervention Follow-up
Humphre [PATHS (Promoting Forty 30-40- Teachers 7-9-year- SECCI, SSIS | + |+ |? |+ A significant increase in social and  [Significant increase in social [N/A
yetal. |Alternative Thinking |minute sessions. [received one full [olds & SDQ emotional competence was found  [and emotional competence
2016. Strategies) which is day’s training n=4516 Mediorm Tisk for the IG compared to CG. compared to CG (d= 0.47).
based on with one 72 day A significant increase in pro-social
ABCD (Greenberg & follow-up four behaviour and engagement was No significant difference
Kusche, 1993). months later. found in the IG for the subgroup found with SDQ & SSIS.
labelled ‘at risk’.
Pophillat |AOP-FF (Ausie Ten modules Training 6—9-year- CDI, SCAS + 2?7 [There was no significant difference |A significant increase in N/A
et al. Optimism Program: |across 10 provided to olds & ACES founc! betwegn CGand I§ in emotional skills for both 1G
2016. Feelings and weeks. teachers; h=206 High risk emQtlonaI skills, depression, or and CG, but when
Friends) based on specifics not anxiety. compared the IG had a
CBT. included. . larger increase (d=0.57).
However, it was found that both
lgroups had a significant increase in |No significant effect found
emotional skills. with depression or anxiety.
Rooney |AOP-PTS (Aussie Ten weekly Led by a trained 9-10-year- |CDI & +?? - All pupils had a significant reduction |A significant reduction in  |At both the 6-month and
etal. Optimism Program: |sessions of 60 research olds SCAS in depressive symptoms at both the |depressive symptoms at 18-month follow-up
2013. Positive Thinking minutes each. assistant. n=910 6-month and 18-month follow-up, |post-test (d=-0.22). there v-vere significant.
Skills) based on CBT High risk h.ow.e-ver only the.IG §howed a . o - reductions of depressive
(Seligman et al. significant reduction in depressive |No 5|gn|flcant difference symptoms with an effect
! symptoms at post-test. found with the SCAS. size of -0.46 from pre-
1995). test to 18-month follow-
However, there were no similar up.
effects found with symptoms of
anxiety.
Schonert |[MindUP program Twelve 40-50 No specific 9-11-year- IRl & 2l - ]+ [There was a significant increase in  [Significant increase found in|N/A
-Reichl et |pbased on mindfulnessiminutes mention of olds SPQC empathy and perspective-taking  |perspective taking (d= 0.40)
al. 2015. |principles. sessions training, but n=99 High risk skills and a significant reduction in  |and empathy (d=0.42)
delivered teachers also depressive symptoms compared to |when compared to CG. Also,
weekly had to take part the CG. a significant reduction in
alongside daily
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3-minute in mindfulness depressive symptoms was
mindfulness activities. found (d=-0.45).
tasks.
Stallard  |A CBT based Nine 60-minute |[One 9-10-year- | RCADS |+ -]+ In the teacher led IG there wasa  |No significant difference  [N/A
etal. program called sessions intervention olds reduction in symptoms on the scale, [found with RCADS in
2014. FRIENDS (Barrett, |delivered group was led by | n=1448 Low risk however they did not have a teacher-led IG.
2004). weekly. a health significant effect.
professional, the [The health professional led |G had a [Health professional led IG
other group was significant reduction in symptoms  [showed a reduction in
led by a trained compared to the CG. depressive symptoms (d= -
teacher (training 0.35).
details were not
specified).
Li et al. IAdventure based Five 75-minute  |Led by health 10-12- CES-DC, + |+ |+ |+ All pupils had a significant increase |A significant increase in self-|At the 12-month follow-
2012. training program sessions and care year-olds CSAS-C, in self-esteem and significant esteem was found (d= 0.22).jup the results still
based on one whole day  |professionals. n=120 RSES & reductions of the symptoms of Also, significant reductions [showed a significant
psychosocial adventure- PedsQL™ |Very low risk depression and anxiety. However, |[in anxiety (d=-0.35) and effect that favoured the
. . the IG had statistically significant depression (d=-0.53). intervention in all areas
principles. based training higher increase in self-esteem and from pre-test to 12-
camp. statistically significant larger month follow-up; self-
reductions in depression and anxiety| esteem (d= 0.32), anxiety
symptoms. (d=-0.6) and depression
(d=-0.61).

Note: Intervention Type — CBT = Cognitive Behavioural Therapy, ABCD = Affective Behavioural Cognitive Development.

Outcome Measure — CDI = Child Depression Inventory, SDQ = Strengths and Difficulties Questionnaire, SSIS = Social Skills Improvement System, SECCI = Social and
Emotional Competence Change Index, IRl = Interpersonal Reactivity Index, SPQC = Seattle Personality Questionnaire for Children, RCADS = Revised Child Anxiety
and Depression Scale, CES-DC = Centre for Epidemiologic Studies Depression Scale for Children, CSAS-S = State Anxiety Scale for Children, RSES = Rosenberg’s Self
Esteem Scale, PedsQL™ = Paediatric Quality of Life Inventory, SCAS = Spence Children’s Anxiety Scale, ACES = Assessment of Children’s Emotional Skills.

Quality Ratings — A = random sequence generation, B = allocation concealment, C = blinding of participants and personnel, D = blinding of outcome assessment, E
= Incomplete outcome data. + = Low risk identified (study covered information that protected it against bias), - = high risk identified (did not protect against bias), ?
= unclear if there was a risk of bias.

d= Effect Size, I1G = Intervention Group, CG = Control Group, CDI = Child Depression Inventory, SDQ = Strengths and Difficulties Questionnaire, SSIS = Social Skills
Improvement System, SECCI = Social and Emotional Competence Change Index, BDI = Beck Depression Inventory, Adolescent Depression Scale, IRl = Interpersonal
Reactivity Index, SPQC = Seattle Personality Questionnaire for Children, RCADS = Revised Child Anxiety and Depression Scale, SCAS = Spence Children’s Anxiety
Scale.

46




1.12.6 Study Findings — Post Intervention & Long-Term Follow-up
I. Post Intervention Findings

Table 1.1 presents an overview of the studies and the effects of the
interventions. Additionally, out of the six studies included in this review all of them
showed a significant effect in favour of the intervention. Only three of the six studies
were of moderate to very good strength and these three studies (Humphrey et al.,
2016; Li et al., 2012; Stallard et al., 2014) did show significant findings in support of
their programs, which were ABCD, psychosocial and CBT-based.

Four studies, all of which had low risk of bias, had moderate effect sizes pre to
post intervention on some of their measured outcomes, but not all studies found a
significant effect in all of their outcomes. For example, there was one group that had
no significant effect; this was the teacher-led intervention group in Stallard et al.
(2014). In this study, the third intervention group was run by a health professional and
this health-led intervention did show a significant decrease in depressive symptoms.
Interestingly, Humphrey et al. (2016) also found that their teacher led program failed
to find a significant effect with the SDQ, they only found a significant increase in social
and emotional competence. And finally, Li et al. (2012) was run by health professionals
and found significant effects across all their outcomes. Therefore, these studies
suggest that health professional led program fare better than teacher delivered
programs when it comes to improving wellbeing.

Medium effect sizes were found and ranged from -0.53 to 0.47. Also, these
three studies (Humphrey et al., 2016; Li et al., 2012; Stallard et al., 2014) have large
sample sizes ranging from 120 to 4516, giving more statistical power. However, even

though Rooney et al. (2013), Pophillat et al. (2016) and Schonert-Reichl et al. (2015)
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had higher risks of bias, they still had medium effect sizes ranging from -0.45 to 0.57,
suggesting that their study was moderately effective.

When exploring differences in findings based on psychological theory
underpinning the program, it was found that there were no obvious differences across
effect sizes. The only major difference within studies to note is the significant effect a
health professional led program had compared to a teacher led program in Stallard et
al. (2014). Overall, it is important to note that the three studies with a low risk of bias
positively impacted children’s wellbeing. Specifically, improvements were seen in

depressive symptoms, anxiety, self-esteem, and social and emotional competence.

Il. Long-Term Follow-up Findings

Two of the studies conducted follow-up tests with Rooney et al. (2013) carrying out
a 6-month and 18-month follow-up and Li et al. (2012) carrying out a 12-month follow-
up. Both studies found significant decreases in depression at follow-up and Li et al.
(2012) found a significant increase in self-esteem and reduction in anxiety at follow-up.
However, due to Rooney et al. (2013) being at higher risk of bias, we should examine
these findings with caution. From examining the follow-up study with a low risk of bias
(Li et al., 2012) we can conclude that a school based psychological intervention can
have continuous significant effects. Nevertheless, more studies need to conduct long-

term follow-up tests to measure the continued impact of such programs.

1.12.7 Synthesis Discussion
This review has examined the effectiveness of universal school-based
interventions and their implementation techniques as well as what interventions exist

and their methods of application. The results of this synthesis suggest that
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psychological programs for schools can improve wellbeing in children, with all the
strong studies showing a significant improvement in at least one of their outcomes.
However, in line with previous findings (Werner-Seidler et al., 2017), the one study
that compared teacher-led versus professional-led intervention (Stallard et al., 2014)
found that only the health professionals had significant effects on the children’s
wellbeing, suggesting that trained professionals had more of an impact compared to
schoolteachers. The universal program used in Li et al. (2012) was also carried out by
health professionals and found a significant improvement in wellbeing measures,
suggesting a higher quality training is needed to ensure program leaders are of a
similar standard to health professionals. Additionally, considering previous worries of
long-term effectiveness (e.g. Sklad et al., 2012) and reliability of studies, only one
strong study managed to measure the long-term impact of the intervention and they
did find results in favour of the program. However, due to only having one study this
does not allow us to make any vast conclusions as to the effectiveness of such
programs and their effectiveness across time.

These results have a few implications. Firstly, it is evident that health
professionals should be favoured over teachers in the implementation of programs.
However, considering the financial restrictions in schools, more research is needed to
investigate how best to train teachers to implement a universal psychological
wellbeing intervention to the same standard as a health professional. Secondly, all
universal intervention research in schools needs to employ long-term tests to
determine if the interventions have any lasting impact. Thirdly, other studies should
consider measuring a range of outcomes, rather than those that investigate specific
symptoms that are often equated to clinical problems (Sawyer et al., 2010). This is

positive because a single classroom contains a variety of needs that should be catered
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for rather than just focusing on, for example, depression per se. Fourthly, at the time
of this review, there were a small number of universal RCTs that were eligible for
inclusion, meaning the results have limited generalisability. However, it is useful to
note the difficulties researchers encounter running RCTs within schools due to
monitoring intervention fidelity, decline in enthusiasm over time and higher attrition
rates (Wheatley et al., 2020). Therefore, including a large number of studies for review
was not feasible at this time, suggesting further efforts need to be put into effectively
implementing RCT within schools. Finally, the results of this synthesis suggest that
universal programs can work in effectively improving children’s wellbeing. Given that
mental health varies across young people in accordance with their family life, family
history, gender (females are more at risk to develop eating disorders), experiences and
development (Meltzer et al., 2003), the fact that universal school-based programs can
improve wellbeing means that support for such interventions should be intensified.
More efficient programs can be created as well as thorough teacher training, or
already existing programs can be modified to make them as beneficial as possible to

children.

1.13 Universal Wellbeing Interventions in English Primary Schools

It is understood that the promotion of mental health in early childhood is of
importance within England, one of the reasons being that children are required to be
enrolled in primary education which allows for healthy mental development and
socialisation. Presently, many English schools teach a personal, social and health
education (PSHE) curriculum, which aims to teach children the knowledge and skills to
develop as individuals within society. This subject provides the perfect teaching vehicle

for a wellbeing approach to be implemented — and is currently utilised for this purpose
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by English schools. Over the past decade, the government has made PSHE non-
statutory, allowing teachers flexibility in what their PSHE curriculum looks like (initially,
only sexual education was statutory for secondary school students). In other words,
schools could create and focus on their own PSHE schemes to suit their pupils
(Department for Education, 2013) or follow readily available ones such as ‘SEAL’ and
‘Jigsaw’. Due to growing public concern that not all children were receiving the same
amount of PSHE curricula it was suggested that amendments would come into place to
make PSHE statutory (Department for Education, 2017). In 2019 the Government
introduced health education, which includes mental wellbeing as a statutory element
in both primary and secondary schools. With this modification, PSHE has become more
fixed and universal — but still allowing for flexibility in what approach is taken. All of
this is to suggest that PSHE is now, more than ever, the right place to house a
wellbeing intervention. Some evaluation efforts of established PSHE curricula have
already begun in this area.

Firstly, SEAL (Social Emotional Aspects of Learning) is a program that focuses on
self-awareness, managing feelings, motivation, empathy, and social skills (Department
for Education, 2005). The aim of SEAL is to teach children skills that will be beneficial to
their life experiences i.e., skills that they would not learn from generic subjects like
Mathematics and English. 90% of schools claim to engage in some elements of SEAL
(Humphrey et al., 2010) and while some evidence suggests that SEAL does not impact
general mental health, pro-social behaviour, emotional skills, social skills, and
behavioural problems (Humphrey et al., 2010), other evidence suggests that SEAL
positively impacts school ethos, social experiences, and attainment (Banerjee, Weare,
and Farr, 2014; Humphrey et al., 2008). Overall, however, the fact that some research

studies have found little evidence in favour of SEAL combined with the fact that little
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research exists that evaluates SEAL, it seems that more needs to be done to better
track how well SEAL holds up in controlled studies.

Secondly, Jigsaw is a mindfulness based PSHE curriculum for primary school
students that focuses on emotional literacy, mental health, spiritual, moral, social, and
cultural development, with the aim of helping children know and value who they really
are. It has been used widely (especially in the Bristol area) yet there is only one piece
of empirical evidence to support its efficacy, which found a positive impact on pupils’
emotional literacy (Wolstenholme et al., 2016). Of note, in this study the researchers
use the wording “above expectations” to describe the effects of the intervention even
though they do not compare their findings to a control group or to pupils scores prior
to the Jigsaw implementation. Nonetheless, the qualitative responses gained from the
study carried out by Wolstenholme et al. (2016) show that teachers support the Jigsaw
framework. 78% of respondents felt that time spent on PSHE was increased, 80%
answered that Jigsaw positively impacted school ethos and 92% of teachers agreed
that the curriculum was easy to implement. Once again, however, the evidence
supporting this curriculum is underwhelming. Thus far, it seems that both SEAL and
Jigsaw are in need of further evaluation, not only because there are very few studies
investigating them but because they also do not make enough effort to measure the
impact of the curriculum on important indices they claim to effect: wellbeing,
academic achievement and behavioural incidents (Humphrey et al., 2010).

These two wellbeing focussed PSHE curriculums are just two of many but are
more widely known and applied within England and other areas in the UK. There are
curriculums such as SCARF by Coram Life Education with elements of resilience, that
are used across multiple UK primary schools. However, there is no empirical evidence

to support its efficacy, their website only suggests their program is underpinned by
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evidence-based practice (Coram Life Education, n.d). Therefore, it is difficult to analyse
this program without any published research or data to see its effects — which can be
said for other PSHE programes. It is worth noting that there are a multitude of resources
available from the Government that contain guidance on wellbeing and PSHE support
(Department for Education 2015); however, empirical evidence should be relied upon

to implement the most beneficial approaches.

1.14 Feasibility of Housing an Intervention in Schools

It is essential to discuss the feasibility of establishing a comprehensive
wellbeing intervention in schools. Firstly, the positives, as mentioned previously the
National Curriculum in England requires health education within PSHE lessons in
primary schools. Therefore, schools need to be partaking in some form of wellbeing
education, opening the door for mental health focused curriculums. Accessibility is
another benefit, due to the requirement of education, most children within England
are in the school system for education (as opposed to home schooled). Therefore
meaning, more children will have the opportunity to be involved in wellbeing support,
hopefully helping to aid them in strong mental health development.

However, there are many challenges that may halt the progress of such
curriculums. Firstly, the current National Curriculum has a large focus on educational
needs, therefore, the issue of time poses a big threat to successful implementation.
Schools and teachers have plentiful of education to fit into their academic year,
including school events, exams as well as their subjects, the wellbeing intervention
needs to easily slot into this already busy schedule. Additionally, as highlighted in the
review, teacher training needs to be of a high quality to ensure the wellbeing

curriculum can be taught at a standard similar to a health professional. Finding the
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time and funding to complete training could be difficult, as well as adding another
pressure to the teachers. Finally, there is a lack of focus on specific wellbeing schemes,
there is no one Government sanctioned scheme. There are plenty of viable options
and guidance for schools to create their own approach if they wish; however, there is
no focus on the ‘best’ wellbeing approach or curriculum for schools. This wishy-washy
approach given to schools may lead to a wishy-washy approach delivered to the
students. Therefore, trying to account for these challenges is of paramount importance

to ensure effective implementation.

1.15 Summary

With the growing evidence base aforementioned in support of the use of ACT,
particularly in terms of its ability to promote psychological flexibility which can aid in
supporting mental health, it seems sensible to utilise this approach within a universal
intervention, given that no other approach seems to be thriving in this space. And
despite the fact it makes theoretical sense to put a wellbeing curriculum under the
umbrella of PSHE, we do not know how feasible (or effective) this would be. Therefore,
this thesis will examine the feasibility of implementing an ACT-informed universal
school-based curriculum with young children with the aim of supporting their

wellbeing and mental health development.
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Chapter 2: Formulation of the Curriculum

This chapter will outline the initial development of the school-based
intervention, directing attention to the DNA-V model as it heavily informs the lesson
plans created. The construction of the LPs will be reported with focus on both PSHE
standards, in accordance with English PSHE Association guidance, and psychological
theory (DNA-V content). Lesson plan structure, layout, content and resources will be
outlined with examples included in-text and the full intervention listed within the

appendices.

2.1 Project Context

This PhD was based in part on continuing the ideas and work of Dr Nic Hooper
and Dr Duncan Gillard. Due to the growing base of empirical evidence of ACT in
support of its use for mental health with children (Swain et al. 2015), the project aimed
to utilise ACT to underpin a wellbeing style curriculum. Therefore, development of the
curriculum became the crucial first steps to this PhD.

| was able to review lesson plans (LPs) and approaches to primary school
lessons with primary school teachers, whilst this was not a formal focus group, it gave
valuable insight into constructing the curriculum. It became clear that each lesson
required a main activity, the focus of which should be ACT. However, due to English
schooling regulations, lessons also had to cover personal, social, health and economic
education (PSHE), therefore, not all LPs would follow a specific ACT activity but would
be enmeshed with ACT principles.

Establishing the suitability of the ACT content was fundamental to this

developmental process, there are a multitude of ACT resources adapted for children
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that would accommodate the age of the target participants (9 to 10 years old).
However, Hayes and Ciarrochi (2015) developed a model of ACT and positive
psychology that aimed to improve children’s flexible strength. This model is called
DNA-V and experts in ACT developed this brand new, adapted for children model.
Although not a lot of empirical research had been done to evaluate the efficacy of
DNA-V at the time of this developmental process (2017/2018), the model targets
psychological flexibility through ACTs evidence-based processes, which are evidence-
based processes (Livheim et al., 2015; Simon & Verboon, 2016; Swain et al., 2015). In
addition to this, the language used within the model is less complex and therefore
more accessible for both teachers and children, making the DNA-V model an

appropriate framework to underpin the curriculum.

2.2 ACT to DNA-V

DNA-V is outlined in significant detail within Hayes and Ciarrochi's (2015) book,
this work combines both evidence-based knowledge and practical experience to
formulate this new model. DNA stands for three separate skills we can utilise: the
discoverer, the noticer and the advisor, which will be detailed later. It is important to
note that these terms are metaphorical and named as such for ease of use with young
people, rather than being specific mechanisms. The V stands for values or vitality. The
primary aim of DNA-V is to build young peoples’ ability to move flexibly between the
skills of discoverer, noticer and advisor, in order to help them behave in line with their
values to live a life with vitality. Omitted from the acronym, but important to the
model (as seen below in Figure 1), is the notion of ‘self view and social view’ which
entwines with the key skills of DNA-V. The concepts of discoverer, noticer, advisor,

values and self view and social view will be discussed in depth below.
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Figure 2.1. DNA-V visualisation image (Hayes & Ciarrochi, 2015).

D - Discoverer. The discoverer covers our behaviours that are associated with
exploring and trying out new things in the world. Young children will naturally seek out
new things to try, and by trying these new things children start to learn the world
around them. For example, a young child might go down a slide at a park for the first
time and experience that butterfly like stomach feeling and enjoy the sensation, this
child has then learnt that trying new things at the park can be fun. Young people can
utilise their discoverer skills to trial the world, assess how things work, develop
strengths and, importantly, establish values.

People often find it easy to continue with what appears safe and comfortable,
but this is not always beneficial and may not add value to our lives. Discovery can be
seen as “an adaptive form of risk taking” (Hayes & Ciarrochi, 2015, p.92) because we
are exploring the unknown with no guarantee on the outcome. However, by trying
something new we could find more helpful ways of living in the world. One way we can

explore our discoverer in a safe setting is by carrying out imagination tasks, by closing
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our eyes and imagining trying something new, like jumping off a high diving board,
then discussing the feelings that come with it. For example, trying something new can
be daunting at first invoking negative feelings and sensations “this is scary”, but once a
new activity/behaviour is tried it can result in pleasant feelings “that was thrilling”.
Discovery is thought to be best when it is value driven and values are intrinsic to the
three main skills promoted through DNA-V. Therefore, it is important to teach young
people to understand the importance of trying new behaviours to analyse what is most

effective, to build new values and develop new strengths.

N — Noticer. The noticer is a process that is similar to mindfulness, in that it aims to
help children connect with their thoughts, feelings and bodily sensations. During
infancy we tend to be in tune with our noticing skills, monopolizing our senses to guide
us as that is all we know. However, as we get older, we can lose this skill because we
rely more on what we think we know about ourselves and a situation rather than being
present in the moment. Noticing helps us to pause, recognise what we are feeling and
choose how to act. For example, we can pause, notice we are feeling stressed/anxious
and choose not to engage in avoidance behaviours. The more we draw on our noticer
skills, the better we become at noticing and understanding our feelings/sensations in
the moment, in turn leading us to act appropriately.

Additionally, noticer skills can assist someone when they are feeling ‘stuck’.
Often humans can feel overwhelmed by difficult thoughts or decisions; by using their
noticer skills to tune into their feelings and bodily sensations it can help them to act
mindfully and step away from the control of the advisor. For example, a young person
may have to decide whether they want to go to a classmate’s birthday party but

chooses not to go as soon as physical sensations of nervousness appear. By tuning into
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their feelings and bodily sensations, they might be able to notice these experiences
and still choose to act in a way that is personally meaningful.

The noticer utilises various mindfulness skills such as identifying and labelling
feelings and observing inner body experiences. However, getting young people to
partake in lengthy mindful activities could be challenging, with research suggesting
barriers such as external or internal distraction and embarrassment (Hutchinson et al.,
2018), therefore, the aim of the noticer is to equip young people with skills that do not
require structured practice, but can be used as and when needed. One young people
friendly way we can enhance noticer skills is by teaching the three steps ‘normalise,
AND, allow’. ‘Normalise’ helps teach young people that all feelings we experience are
normal, they do not need to be changed or eliminated, we just have to be aware that
feelings can pass and therefore, we should be aware of them but not see them as
controlling. ‘“AND’ stands for ‘Aware, Name and Describe’, ‘Aware’ gets the young
person to become conscious of the physical sensations within their body. ‘Name’
encourages the young person to name the physical sensations within their body and
finally, ‘Describe’ is where the young person can then label these inner experiences
with specific emotions. Lastly, ‘Allow’ is where the young person is taught to allow
their feelings in the moment regardless of what they are, they must allow judgement
of these feelings without reacting. Altogether these three steps can help a young

person to practice their noticer skills.

A — Advisor. The advisor we refer to as our ‘inner voice’, it is described as “a metaphor
for how humans use language and cognition — how we use relating (the operant) to
make sense of the world without needing physical contact or experience with things”

(Hayes & Ciarrochi, 2015, p.16). Simply put, our ‘inner voice’ uses information we have
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collected through experiences to form connections, allowing us to make sense of the
world without having to experience everything. For example, when first experiencing
the world, a toddler may jump off the side of the sofa and hurt themselves. When they
go to the park and have a large climbing frame they could jump off, their ‘inner voice’
will associate high heights and jumping off with pain. This is likely to stop them from
making the decision to jump from a high height again — helping them to avoid harmful
behaviours.

However, one of the pertinent things to remember is that our advisor is just
that, an ‘inner voice’, we can listen to it, but we do not have to follow its advice. Often
people can become controlled by their advisor, listening to it as if it is truth. For
example, a child at school may fail a math test just once (it could have just been a bad
day or distractions that led to this) and their ‘inner voice’ labels themselves as ‘not
good at math’. The next time this child has some math homework to do they may hear
their inner voice saying “l am not good at math” which may result in them giving up on
the homework. This simple association of failing one test to “not being good at math”
can influence their behaviour throughout their lives. In other words, the things our
advisor can say can be negative and incorrect given the experiences we have had. Take
young people and their appearance, findings suggest that when a child experiences
comments about their weight, they become more aware of their body image with
most people reporting these as negative experiences (Eli et al., 2014), and often these
negative body image associations can lead to disordered eating in adulthood
(Eisenberg et al., 2012). For example, a parent could innocently say their young child
has “chubby cheeks” as a term of endearment, but then the child overhears their
parent say that someone looks “chubby and ugly”. Hearing this conversation can lead a

child to associate chubby with ugly and because they have been called chubby, they
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may start to identify themselves as ugly. This can lead to thoughts/behaviours such as
covering up with clothes “l am chubby so | must cover my body to hide my ugliness”,
disordered eating “I must not eat all my food at dinner time as | am chubby which
makes me ugly and | should avoid this by losing weight” and more, all because of the
association that child’s advisor made and reinforced in their thoughts/behaviours. This
is where proper understanding of the advisor becomes important when teaching these
skills to young people, to help them realise their advisor is not always useful in helping
them to do important things, and that whilst we should always acknowledge the

advice that our advisor is giving us, we do not need to always follow its advice.

V - Values. Our values we often refer to being like a compass that guides us to
meaningful behaviours and outcomes, they are seen as central to DNA-V. Values are
not goals or outcomes, they are more like a continuous path we can always walk on.
For example, a goal might be to spend time with friends which, once completed, can
be ticked off. But the value underneath the goal may be the importance of sustaining
friendships, which is never complete. By utilising the discoverer, noticer and advisor
appropriately a person can partake in behaviours that are in line with their values. By
routinely sustaining value driven behaviours it is suggested that we can have more
vitality, which is defined as “the capacity to live, grow, and develop” (Hayes &
Ciarrochi, 2015, p.16).

As an adult, it is easy to become trapped in the mundanities of life, for
example, going to the same grocery shop, working a steady job that pays the bills even
though you do not enjoy it, and sticking with the same friendships from childhood
even though you have outgrown them. Acting in this way, a way that is counter to

personal values and vitality, will not see the same benefits as acting on values can,
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such as improved happiness (Sheldon & Krieger, 2014). Research suggests that
engaging in valued actions and behaviours will lead to a reduction in suffering (Gloster
et al., 2017). Not behaving in line with our values can be present during childhood, for
example, attending the afterschool hobby you do not find fun, because your parents
want you to or spending time with your cousins even though you do not like being in
their company. We can become accustomed to doing things we are not particularly
fond of, for the sake of an easy life. However, we want children to see the norm as
partaking in value driven behaviours. Therefore, DNA-V aims to get young people to
recognise what is important to them (their values) and to act in ways that reinforce

this.

Self View and Social View. Self view and social view are the outer ring of the model
and are not processes but the ability to recognise how DNA-V shapes ourselves and
others. Our self and social view encompasses our personal contexts and how we may
interact with our DNA-V skills, such as our physical environment, history and values we
have learned from others. Self view is our ability to see ourselves within the world and
in different contexts, for example, being able to look at your past self to see how you
have changed. It references the capability of a person to see their own strengths and
gualities which can then guide our discoverer and advisor, and help us to develop new
values. Social view refers to how we see ourselves with others, our ability to build
connections and have empathy for others. It focuses on understanding the influence
our past social experiences have on our DNA-V skills and how that effects the
relationships we currently have. Additionally, social view notes one’s ability to utilise
DNA-V skills in recognizing others’ behaviours, enabling them to gain a better

understanding of those around them.
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The skills developed through DNA-V can all interact with each other, sometimes

negatively and sometimes positively, to improve psychological flexibility. Therefore, by

teaching young people to understand how to utilise these skills, they can live a more

value consistent life —in the hopes it will promote mental wellbeing.

2.3 Curriculum Construction

In the construction of this curriculum, five key aspects underpinned the

approach to developing the LPs:

1.

Firstly, lessons needed to be able to replace the classrooms PSHE content. This
was to avoid extra workload to keep participation and engagement levels high.
Secondly, the lesson content was required to be straight forward for teachers
to follow and understand. This is to ensure teachers are happy to continue
through the year-long process.

Thirdly, the lessons created had to be enjoyable as well as educational,
evidence suggests that playful content can lead to meaningful learning and a
readiness to learn (Masran & Ismail, 2016). Other researchers have suggested
the element of fun is essential to learning and can inspire lifelong learning
(Francis, 2013).

Fourthly, language and terminology used throughout the LPs needed to remain
simplistic and easy to understand by the target participant group and teachers,
meaning some of the language included is less scientific than expected.

Finally, the theoretical underpinning of the intervention needed to be present

in each lesson to allow consistent practice of DNA-V skills.
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The construction of the curriculum was a collaborative process with input from
ACT experts, DNA-V experts as well as qualified teachers with relevant experience in

PSHE requirements.

2.4 Ensuring the Curriculum is Personal, Social, Health and Economic

Education Friendly

Schools in England are required to provide PSHE within their school
commitments due to governmental guidelines and PSHE seemed like the most
appropriate place to situate a wellbeing intervention. However, to embed a wellbeing
intervention into a PSHE curriculum, it was necessary to include content which
governmental guidance suggest being included in the provision of PSHE. Thus, from
reviewing other PSHE style curriculums and taking guidance from the PSHE Association
website, it became evident that physical health, mental health, growing and changing,
relationships, media, personal safety, money, bullying and discrimination, as well as
community and responsibility, were topics which needed to be implemented within
primary schools PSHE curriculum (PSHE Association, n.d.). Listed on the PSHE
Association website are three core themes: 1 — health and wellbeing (H), 2 —
relationships (R) and 3 — living in the wider world(L) (PSHE Association, n.d.).
Associated with each of these core themes are numbers that represent subcategories
such as “H1. How to make informed decisions about health” and “R10. About the
importance of friendship; strategies for building positive friendships; how positive
friendships support wellbeing”. These core themes are referenced in each of the LPs to

highlight the PSHE content that is fulfilled. The inclusion of these areas was not the
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paramount focus, however, helped to guide the themes and many LP activities to

include PSHE in some form whilst also training children in the DNA-V model.

2.5 Number of Lessons and Duration

Two essential elements to consider were the number of lessons to be delivered
and the duration of the lessons. To distinguish a suitable frequency of lessons,
experienced teachers gave informal feedback to discover how often they would teach
PSHE style lessons in order to 1) coincide with their regular teach schedules and 2)
ensure it would be frequent enough to implement the wellbeing intervention.
Additionally, it was useful to look at other school-based interventions to see how
frequently the students engaged with the intervention.

Firstly, teachers often only managed to fit in one session per week for 50-60
minutes. The resources they had available to use were based around one-hour in
length, Stallard et al. (2014) who implemented nine 60-minute weekly sessions of
FRIENDS in UK schools (a CBT focused intervention) and Humphrey et al. (2016) was
able to achieve forty 30-40-minute sessions of PATHS twice a week within Manchester
schools, which equates to at least one hour per week. Therefore, for convenience of
teachers and to allow for sufficient intervention time, it was decided that the DNA-V
curriculum would be taught for a one-hour session per week across the course of the
year.

The aim of this project was to assess the utility of a wellbeing focused PSHE
curriculum across an entire academic year. Therefore, the number sessions across the
academic year needed to be finalised. English primary schools have three official terms
lasting roughly 12 weeks that are each split in half by a half-term holiday, meaning

there are six distinct segments to the school year each lasting six weeks. Therefore, six
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themed topics were developed in our curriculum to match these half-terms (note: for
ease we called each of these separate segments of the year ‘terms’). The first term
theme would be an introduction to DNA-V, which would require six lessons and
therefore take up an entire segment. However, to avoid overwhelm and high pressure
being placed on teachers to adhere to one lesson per week, it was determined that the
following five terms would have five sessions (in each six-week period), to allow
teacher flexibility, accounting for school events, inset days etc. This meant the total

number of lessons developed was 31.

2.6 The Lesson Plans

2.6.1 Lesson Plan Layout

From reviewing generic LP examples from a primary school teacher, a suitable
structure for the LPs emerged. Specifically, firstly the lesson objectives are set out,
next the teacher will introduce the lesson (the talking/explanation element) and lastly,
the main activity takes place (where most learning is done).

With this in mind, DNA-V LPs initially included: lesson objectives, the teacher’s
introduction to the session, the main activity and time at the end to fill in a diary based
on their lesson. With expert guidance from an experienced PSHE teacher, this layout
progressed further to include a more teacher friendly structure that highlighted the
core themes suggested by the PSHE Association, as well as aligning with teacher
requirements for LPs. This led to the newer LPs layouts showing: the term theme,
which DNA-V skill was the main focus for that lesson, resources required, success
criteria, learning objectives, PSHE association objectives, teacher’s introduction to the
lesson, main activity, and diary time. The layout of the LP is demonstrated in Table 2.2

and all LPs are listed in Appendix B.
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Due to possible awkwardness from students when covering sensitive topics,
each lesson plan incorporated a ‘starter task’ that enabled the students to engage with
each other in a fun and carefree way. This was to help ease them into the lesson early
on to allow more open discussions later. Six starter tasks were created to be used
flexibly, allowing teachers autonomy in which task to use on that day. Starter tasks are
listed in Appendix C and Table 2.1 shows one example of a starter task which
demonstrates how beneficial a physical and fun activity can be to help connect the

children. This was added to the LP structure after PSHE association objectives.

Table 2.1

Example of a starter task outlining its function within the classroom.

TASK NAME TASK DESCRIPTION PURPOSE/FUNCTION

NO SPEAKING Children are told they are not This encourages the
ALLOWED allowed to speak during this game. children to communicate in
GAME Firstly, they will be set the task of other ways than just

arranging themselves in height order speaking. It gets them to

without speaking. Once they are be comfortable with using
ready, the teacher can check the hand gestures and eye
order is correct. contact.

You can try different orders such as
age, hair colour (lightest to darkest),
shoe size, eye colour (dark brown to
light, to dark green to light, to dark

blue to light) etc.

2.6.2 Lesson Plan Creation
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With the LP themes and structure decided the LPs creation process could begin,
with due attention being paid to making engaging, educational lessons. 31 LPs needed
to be constructed, they would be completed one term at a time within a word
document, once one term was completed, the LPs would be reviewed altogether. The
lesson plan creation process underwent a two-stage review process, firstly, one of my
supervisors (DG) would ensure the LPs included enough DNA-V content as well as
proof-reading the material. Secondly, the PSHE and school lesson expert, would do the
final check to ensure that the lessons were 1) suitable for the age of the students, 2)
easy for the teachers to understand, 3) followed PSHE criteria suitably and 4) free from
errors. Final edits would be made by myself after receiving the final form of feedback.
The first term of lessons, the introduction to DNA-V, were sent to Dr Louise Hayes and
Dr Joseph Ciarrochi (the creators of DNA-V) who also gave constructive comments
regarding the DNA-V content. This helped us to understand the potency of DNA-V
within our lessons and how to alter our language to foster a clear DNA-V approach. It
was suggested that the DNA-V element we were adding was a ‘light touch’, which was
expected as this was not solely a DNA-V curriculum, but a PSHE curriculum with DNA-V

laced through it.

Table 2.2

Example of a final version LP as given to participating teachers.
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DNA-V - PSHE

FRIENDSHIPS — TERM THREE— LESSON TWO

Giving to Others

Focus DNA-V Skill

Social View

Lesson Resources

A4 paper
A2 paper/SMART board

Animal pairing cards

Success Criteria Learning Objective PSHE Association

Curriculum Objectives

> Understand that thet.‘e are | know who is important » Core Theme 2:
many people in our lives to me in my life. Relationships.
who we are close to for
different reasons. | understand the value of R2, R3

» Understand what attributes | kindness and generosity-
to look for in a healthy of-spirit in building social
relationship. connections in my life

Time 10-15 minutes.

Use the Seating Sticks to create a seating plan for that lesson.

Pick one of the starter tasks to complete with the students.

Teacher’s introduction to the lesson.

Time 15-20 minutes

Discussion about friendships.

e Have each child take it in turns to stand up and say one word they feel is linked to
friendship, e.g. love, kindness, fun, honesty etc.

e Explain that absolutely anyone can be your friend, it does not matter what their age,
religion, gender etc. is. Even your family members can be your closest friends as long as it is
healthy and makes us feel happy rather than sad. Stress the importance to children that if a
relationship does not make them feel happy then they should talk to a trusted adult about
what to do. As human beings we are born to want/need social connections. Imagine there
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are 2 separate groups stuck on an island. 1 group are very sociable, like to work within
teams and help each other. The other group are unsociable, do not like to communicate
with each other and only do things for themselves.
o Paired discussion, with feedback: Which group are more likely to survive and why?
(Allow several children to give their answers and reasons they think that)
o Answer: The sociable group as they would be able to work together to hunt, build
shelter, protect each other and more. Whereas the unsociable group would not help
each other and only focus on their own interests.

How we apply DNA-V to friendships.
e On the board/paper have four statements written and ask the children which part of
DNA-V they belong to.
D — Having different friendships with different groups of people introduces me to new
things, such as games, religions, traditions etc.
N — I notice that my mood can be different depending upon which people | am with
A —If | have thoughts like “I am feeling lonely”, | might go and enjoy a game with a
friend in order to connect with others
V — Being kind to others helps me build social connection in my life

Activity: Circles Of Connection

Time 20-25 minutes

Give all the children an A4 sheet of paper each then ask the children to draw a small circle in the
centre of the page and write ‘me’ in it. Then they need to draw a bigger circle around this leaving
three fingers between their small circle and their second circle, then after that they must draw a
third circle 3 fingers apart from the second circle.

(The children should end up with a dartboard looking diagram with ‘me’, an ‘inner circle’ closest to
‘me’ and an ‘outer circle’).

Step 1.

Ask the children to write some names of people who play an important role in their life on their
diagram. The children must put people near or far from the centre depending on how close they feel
to that particular person, reserving the area closest to ‘me’ for those they feel closest to (i.e., those
they trust, they like and can turn to for support). This could be any combination of family, friends,
professionals (e.g., class teacher) or other. Encourage the children to write at least ten names of
people with whom they connect and who they feel fulfil a an important/valued role in their life

Step 2.
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Use the animal pairing cards to get children into random sets of pairs.

Next, we want to engage the children in conversations to help them understand their connections
more.

Ask these questions and allow the children to tell their partner their answers before moving on to
the next question.

1.

Take feedback from the whole group at the end, picking out a couple of example-responses for each
question.

Who is important to you? Pick one person on your diagram and explain what makes that
person important.

Who on your list can you seek help from in times of need and what is it about them that
makes them so helpful?

Was there anybody you left out of the diagram, if so, why?

Choose one person on this diagram you wish you were closer to. What one small thing could
you do today to show this person you care about them and want to be closer to them?

Get the children to fill in their diaries (5 minutes).

2.6.3 Resources

As well as each LP created, a multitude of resources were developed for the
classes taking part. Each LP had a corresponding PowerPoint to allow for visual
learners and children to follow the lesson. Starter tasks, as mentioned previously, were
produced as well as seating/grouping games to encourage children to sit with other
members of the class when pairs or small groups were needed for activities. For the
seating/grouping activities seating sticks were allocated per classroom, a matching
pairs game using cards was constructed and finally, six pizza grouping cards were
created per class. The aim of these seating/grouping tasks were to avoid best friends
grouping, people feeling left out and for more connections to be made.

In addition to these resources, charts, posters, and certificates were composed
to become additional elements of the curriculum. Such as the discoverer chart, where
if children vocalised trying something new and how this made them feel to the class,
they would receive a sticker on the chart. Ten stickers across the year would lead to a

certificate as an ‘Ultimate Discoverer’, this was a way to encourage the use of the
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Discoverer outside of the prescribed lessons and reinforce using DNA-V skills. As
previously mentioned, each child received a diary to be completed at the end of each
lesson, these diaries would have two purposes. 1) to give children a reflective
opportunity to look at what they learnt in the lesson by responding to the prompts
“write down one thing you learned in the lesson today”, “write down how you might
apply what you have learned to your life” and finally “draw a picture that relates to
your lesson today”. 2) to evaluate the teachers’ adherence to the lesson plans and

provide qualitative experiences of the curriculum intervention. All curriculum

resources can be found in Appendices B and C.

2.7 Lesson Content

Essentially, the most crucial elements of the LPs are the specific PSHE and DNA-
V elements that build up the content which aims to support wellbeing. Outlined are
the ways in which PSHE and DNA-V were integrated into the lessons with several

selected examples for context.

2.7.1 PSHE Content

Aforementioned, it was decided there would be six topic themes across the
course of the year. In Table 2.3 you can see the six different term themes, lesson
names, their DNA-V skill focus and the PSHE core themes associated to each lesson.
The term theme names were modified over the course of the research to use a term
that best encompassed the contents of the lessons, the final theme names are
included within the table. As mentioned previously, the first theme would be an
introduction to the DNA-V model. This was to allow the children to become familiar

and comfortable with the language being used, as well as to ensure they gained a good
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understanding of the skills they would be able to exhibit through the year. The second
theme covered is health, this theme aimed to cover physical health as well as growing
and changing (in terms of puberty). The third theme was focused on relationships, as
well as allowing teachers to cover sex education which is a statutory requirement in
year 5. The fourth theme was named ‘connect with others’ which allowed teachers to
cover a vast array of suggested PSHE topics, such as bullying, diversity and the media.
The fifth theme was named ‘challenge yourself’ which was wellbeing focused and
therefore fulfils the mental health aspects of PSHE. Finally, the sixth term did not have
an overarching theme as everything else so far was easily categorised, but the final
lessons did not fit under an umbrella term. Therefore, the final term covers money,

personal safety, and mental health, still aligning with PSHE guidance.

Table 2.3

An outline of term themes, lesson names, DNA-V skills focus and PSHE core themes.

TERM THEME LESSON NAME DNA-V FOCUS PSHE CORE
THEME
1. Introduction to DNA-V D, N, AV, SeV, SoV NA
INTRODUCTION TO .
2. Discoverer D NA
DNA-V .
3. Noticer N NA
4. Advisor A NA
5. Values \Y NA
6. Self & social view SeV, SoV NA
1. Personal hygiene A H12, H20
HEALTH .
2. Nutrition N H2, H3
3. Keeping fit D H2, H20
4. Puberty N H18, H19
5. Substances A H13, H17
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1. Family N R2, R3
GIVING TO OTHERS . .

2. Friendships SoV R2, R3
(RELATIONSHIPS) . L

3. Relationship with ourselves SeV R10, H5

4. Making babies \ H19

5. The danger of strangers A R8, R9

1. Bullying \Y R14, R18, L6
CONNECT WITH .

2. Ethnicity D L4, L11, L12
OTHERS .

3. Religion N L11, L12

4. Disability SoV R10, R13, R16

5. The media SeV H4, H13

1. Challenges A H5
CHALLENGE

2. Past challenges Vv H1, H2, H5
YOURSELF .

3. Physical challenges D H1

4. Intellectual challenges SeV H1

5. Exam challenges N, V Additional LO

1. Embracing fears and worries A H7
FINAL TERM . .

2. Financial self-care D L13, L14

3. Getting help A H14, H23

4. Seeing the bigger picture \Y H2

5. Showing gratitude SeV, SoV R1, R7

Note: DNA-V focus — D = discoverer, N = noticer, A = advisor, V = values, SeV = self view,
SoV = social view.
PSHE core themes — drawn from PSHE Association (n.d.) program of study where H =

health and wellbeing, R = relationships, L = living in the wider world and each number is

associated with a specific sub-category outlined in the key stage 2 listings.

LO = learning objective

2.7.2 DNA-V Content

A number of the lessons contained DNA-V activities drawn from ‘The Thriving

Adolescent’ book (Hayes and Ciarrochi 2015), in addition to this, exercises were

adapted from resources developed by Harris (2009), Ciarrochi et al. (2012) and Sedley

(2015). However, many the LPs DNA-V content was developed between the team

utilising the key processes. Listed in Table 2.4 are seven examples of exercises for the
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six difference DNA-V processes as well as an all-encompassing DNA-V exercise,

including both recognised activities and developed activities.

Table 2.4

Examples of main activities that focus on each of the different DNA-V processes.

PROCESS FOCUS ASSOCIATED MAIN ACTIVITY

DISCOVERER “Explain to the children that we are about to engage in a Discoverer activity,
which means that each of us will identify a new or relatively unfamiliar activity
that is physically challenging, plan how we are going to do it, carry it out and
then track and describe its effects on us.

In their groups, the children undertake the following:

I Ten minutes designing a physical challenge exercise or activity
they can do together either inside or outside of the classroom, as
a group. The children write this challenge down, outlining what
the activity is (assigning roles and planning it, if needed)

I. Ten minutes in their groups completing the challenge.

1. Five minutes writing in bullet points of what they noticed as they
engaged in the challenge (it can help to have prompt questions
either on handouts or on the white board, such as a) Did you
enjoy it? b) Did you find it easy/hard? c) How do you feel now? d)
How did you find jointly planning the challenge? And e) Would
you do anything differently next time?

Use the remaining time taking feedback from each group to the whole class on
what their challenge was and their experiences of carrying it out. Teacher
using

NOTICER “Balloon Breathing.

I Firstly, we want to do a mindfulness exercise to help the children
focus on just themselves.

I. Get the children to move their seat away from the table slightly,
sit with both feet flat on the floor, both hands in their lap and
close their eyes. Then play this clip:

http://thrivingadolescent.com/wp-content/uploads/2015/10/Balloon-
breathing-for-thriving.m4a”

ADVISOR “The children are going to work in pairs and pretend to be each other’s
advisors.
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Use the pair’s animal cards, once they are in their pairs get them to stand up
and then explain part 1.

Part 1 — One of the pairs is going to take the role as the advisor, they will tell
the other person what to do (within reason). Demonstrate with a pupil; you
are their advisor, tell them to sit down, tell them to stand back up, tell them to
go and high five another pupil or draw a picture. Advise the children to be
imaginative and have fun with it but do not be mean. After the demonstration
give them a couple minutes to get on with the activity.

At the end of this part ask the children what they think about the advisor?
What did you think about having to do everything your advisor asked?

Prompt with: when an advisor is too controlling how would it make you feel?

Part 2 — this time swap around and the other person can advise. However, this
time the other person can decide whether to do what the advisor says.
Demonstrate with a pupil. They become your advisor; when they tell you what
to do at first, do it but the second thing they tell you to do just say no. After
this demonstration allow a couple minutes for the children to carry out this
part.

Advise the children to be imaginative and have fun with it but do not be mean.

At the end of this ask the children which task they preferred and why? Why is
it good to say no sometimes?”

VALUES

“From the list of values provided (e.g., imagining, connecting, being truthful),
ask the children to select the top three values they would want to show in
their actions when faced with challenging learning situations. Once selected,
ask the children to write them down. From those three, pick just one that feels
like the single most important value to show in challenging learning situations.
Turn to your partner and tell them which values you have chosen. Suggest that
the children might be able to identify in their conversation a person (in their
actual life or a fictional character) who they feel is good at showing this value
in their actions.”

SELF VIEW

“Stepping from a Fixed Self View to a Flexible Self View.

Think about something that is important to you, but you often find hard to do.
Choose an activity that you believe you are not good enough at—math,
English, science, a certain sport, being a friend, dancing, or whatever fits for
you.

Getting to Know Your Fixed Self View
Using the activity you identified above, complete the following sentence:

| believe | am not good enough at:

When you attempt this activity, and the going gets tough, what do you tell
yourself about it? Let your advisor come up with criticisms, such as “not smart

n u

enough,” “too slow,” “too unskilled,” “not interesting enough,” “too weak,” or
“too undisciplined.” Let the advisor hit you with its best shot: “useless,” “lazy,”

“stupid,” or other name-calling.
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Exploring A Discoverers Way

Now imagine that you have great discoverer skills and can easily shift to using
them—which you can step into and out of your advisor space easily. How
might you approach this activity now if anything was possible? What new
things might you try to become better at your valued activity?”

SOCIAL VIEW

“Ask the children to draw a small circle in the centre of the page and write
‘me’ in it. Then they need to draw a bigger circle around this leaving three
fingers between their small circle and their second circle, then after that they
must draw a third circle 3 fingers apart from the second circle. (The children
should end up with a dartboard looking diagram with ‘me’, an ‘inner circle’
closest to ‘me’ and an ‘outer circle’).

Step 1.

Ask the children to write some names of people who play an important role in
their life on their diagram. The children must put people near or far from the
centre depending on how close they feel to that particular person, reserving
the area closest to ‘me’ for those they feel closest to (i.e., those they trust,
they like and can turn to for support). This could be any combination of family,
friends, professionals (e.g., class teacher) or other. Encourage the children to
write at least ten names of people with whom they connect and who they feel
fulfil a an important/valued role in their life

Step 2.
Use the animal pairing cards to get children into random sets of pairs.

Next, we want to engage the children in conversations to help them
understand their connections more.

Ask these questions and allow the children to tell their partner their answers
before moving on to the next question.

I Who is important to you? Pick one person on your diagram and
explain what makes that person important.

. Who on your list can you seek help from in times of need and what is
it about them that makes them so helpful?

Il. Was there anybody you left out of the diagram, if so, why?

Choose one person on this diagram you wish you were closer to. What one
small thing could you do today to show this person you care about them and
want to be closer to them?”

DNA-V COMBINED

“Writing a Letter.

l. For the final activity tell the children they need to write a letter to
someone in their family or a friend outside of the class. In this
letter they need to tell the person why keeping fit is important
and include:

I. 1 new exercise they want to discover

1. 1 way they notice how keeping fit makes them feel
V. 1 thing their advisor tells them when they are keeping fit
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V. What they value most about keeping fit

They can give their letter to that person or keep it for themselves; it is up to

them to decide.”

Within each of the lessons there were questions and thinking time that allowed

DNA-V skills to be discussed and used. The aim was to continue covering important

PSHE content when needed whilst enabling DNA-V language across topics that are not

inherently mental health focused, to allow children to continue building upon their
skills, hopefully making the skills more transferable to real life situations. This is
demonstrated in Table 2.5 below, outlining one example of using DNA-V whilst

focusing on PSHE content.

Table 2.5

An example of DNA-V being utilised to explain behaviours related to PSHE topics.

ACTIVITY EXAMPLE

“How we apply DNA —V to personal hygiene

On the board/paper have four statements written and ask the children to decide
which part of DNA-V they belong to:

I.  lwantto see what that new hand soap smells like
II.  1think my nails look a bit dirty

lll. It does not matter if | do not brush my teeth today because | did it last
night.

IV. Itisimportant to me that | look good.

Discuss whether children can think of any more examples of the different parts of
DNA-V relating to personal hygiene and collate them on the board/paper.”
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The DNA-V and PSHE content outlined highlights the core components of the
LPs which can be referred to as the main intervention content. These intervention
aspects of the LPs have been created and adapted for the purpose of supporting
wellbeing. Thus, being the most principal elements of the curriculum when discussing
the implementation of the curriculum and the intervention details.

The lesson plans were created with expectations that during initial investigative
stages amendments would be needed to make the intervention suitable to the age
group and more feasible for teachers. Therefore, the next step was to pilot the lessons
as well as the various measures selected to examine the suitability of the intervention
and research design. In addition to this, thorough training and evaluation of the
training was needed to ensure teachers were given suitable knowledge in order to

deliver the DNA-V specific lessons.

79



Chapter 3: Piloting the Curriculum and Measures with Children,

and Evaluating the Teacher Training

After the initial development of the lesson plans based on the literature
reviewed and adopting the DNA-V approach, studies were conducted to evaluate both
the effectiveness and the feasibility of the DNA-V curriculum. This research was
conducted in 6 stages: piloting the study (Study 1), training the teachers (Study 2),
implementing the main study (Study 3), teacher feedback (Study 4), student feedback
(5) and additional investigative teacher interviews (Study 6). Ethical approval for
Studies 1-5 was obtained from the UWE (University of the West of England) Research
Ethics Committee on the 17/05/2018, an additional amendment for Study 6 was
approved on the 17/08/2019.

In this empirical chapter, study 1 of this research will be covered. This was a
pilot study where the lesson plans (LP’s) and chosen measures were trialled within six
year 5 classrooms. This stage was conducted to understand how suitable the lesson
plans and measures would be for children aged 9-10 years. Observational and verbal
feedback were used to check the feasibility of the curriculum and measures. Then
responses to measures were analysed to examine their acceptability for use with this
age of children, in addition to this, relationships between the chosen measures were

analysed.

This chapter also reports on study 2, focusing on training teachers in DNA-V, to
ensure the training supplied was sufficient in educating the teachers that would be
leading the main intervention. This experimental study examined the effectiveness of
the teacher training by analysing their psychological flexibility and DNA-V knowledge

pre- and post-training.
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3.1 Stage 1 - Piloting the Curriculum and Measures Within

Year 5 Classrooms

3.1.1 Aims and Hypotheses

The main aim of this pilot study was to observe if the content of the lessons
and the measures chosen for the main study were acceptable for the students and
teachers. That is, are they able to engage with the content of the lessons and complete
the measures appropriately? An additional aim was to gain verbal feedback from both
the students and teachers regarding the lessons and measures. The goal of this stage
of research was to utilise the feedback from both students and teachers to enhance

the content of the lessons and make suitable amendments to the measures.

All chosen measures are discussed in thorough detail within the methods
section but are highlighted here to give clear understanding to the hypotheses below.
To evaluate the impact of the ACT components of DNA-V within the lessons a measure
of psychological flexibility was required, therefore the self-report Avoidance and
Fusion Questionnaire for Youth (Greco, Murell & Coyne, 2005) was selected. To
examine the impact of the lessons on the students’ wellbeing the self-report Sterling
Children’s Wellbeing Scale (Liddle & Carter 2015) was chosen. Two further behavioural
measures were created by drawing elements from other studies using sociometric
measures (Ladd, 1983; Pulkkinen, Kaprio & Rose, 1999). The two measures developed
were peer nomincations of pro-social behaviours and friendship networks, these were
included to gain peer observations of behavioural outcomes. Furthermore, the data
collected from the completion of measures gives the opportunity to look at
correlations between wellbeing, psychological inflexibility, pro-social and friendship

measures.
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Firstly, it was hypothesized that there would be a significant negative
correlation found between wellbeing and psychological inflexibility scores, as this has
been shown in past research (Livheim et al., 2015; Simon & Verboon, 2016; Swain et
al., 2013). Secondly, it was hypothesized that there would be significant correlations
between wellbeing and prosocial behaviour, wellbeing and close friend nominations,
wellbeing and popular nominations. Thirdly, it was hypothesized that there would be
significant correlations identified between pro-social behaviour and close friend
nominations and pro-social behaviour and popular nominations, as it is documented
that higher wellbeing scores are associated with pro-social behaviours (Weinstein &
Ryan, 2010) and pro-social behaviours are linked to higher quality friendship networks
(Caputi et al., 2012). Finally, no hypothesis was made for the relationships between
psychological flexibility and pro-social behaviour, psychological flexibility and close
friend nominations, psychological flexibility and popular nominations given the lack of
research in the area but theoretically speaking, it would be expected that those scoring
higher in psychological flexibility would be more likely to engage in pro-social

behaviour and more likely to have a larger friendship network.

3.2 Method

3.2.1 Study Design

The pilot study involved delivering a single prototype lesson and subsequently
students were required to complete measures of psychological flexibility, wellbeing,
pro-social behaviour, and friendship networks. As the teachers were not yet trained in
DNA-V, | facilitated the hour-long lesson. Following the lesson, the students completed

their questionnaires. Once the lesson was finished and measures completed informal
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verbal feedback was obtained on both the lessons and measures through

conversations with teachers and students.

3.2.2 Participant Details

Participants were recruited on a class basis; schools were emailed about the
opportunity for their schools to take part in the study, including the main study. These
schools were all based in the Southwest of England. Those interested were accepted
with the understanding that the pilot study would start with their current year 5 group
and the main study would continue with their next year 5 group. There were no
exclusionary criteria (for example, excluding students with special educational needs
and disabilities) to ensure all students could participate as they would in a regular
PSHE class. Also, the curriculum is intended to support all students within a class and
therefore results from students and teachers may inform future developments to
support students with varying abilities.

Initially, 6 primary schools agreed to take part, all year 5 students (aged 9-10)
were eligible to take part, there were no exclusionary criteria. This age group was
selected for the main study due to the intention of follow-up data collection. In the
English primary school system, children may attend different secondary schools
making follow-up with Year 6 children difficult. All details of the study and measures
were sent to the schools with an information sheet and ‘opt out’ consent form for
parents. Once the schools distributed these, parents/guardians of the children had the
option to not give consent for their child to participate, 3 forms were returned to ‘opt
out’ their children.

A total of 100 participants were able to complete both the AFQ-Y and SCWBS

measures, with 76 of those participants completing the pro-social and friendship
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networks measures as well. In terms of participant characteristics, 46 participants
identified as female, and 54 participants identified as male with no participants
identifying as other. The representativeness of the sample regarding ethnicity was
aligned to the most recent census that found 81.7% of the British population identify
as white (Office for National Statistics, 2022). Whereby 85% of participants classed
themselves as white, 8% of participants classed themselves as mixed race, 4% classed
themselves as Asian and just 1% classed themselves as Black or African American. Only

2 participants left this selection blank.

3.2.3 Attrition

All measures and ethical approval had been shared with the schools; however,
two schools that originally agreed to take part withdrew all their data after
completion, based on concerns with the sociometric measures. The teachers
expressed concern that scoring fellow classmates was not appropriate and possibly
damaging, instead of beneficial to research. One of these schools withdrew from the
study entirely; however, the other school decided to withdraw data from the pilot
study only and agreed to continue taking part in the main study without the
sociometric measures. Another school also agreed that they did not want to partake in
the sociometric measures, but still completed other measures as part of the pilot
study. Therefore, four schools’ responses were obtained for the pilot study, with one
of these schools not completing the sociometric measures. Across those participants
only two had incomplete AFQ-Y scores and just one participant had an incomplete

SCWBS score.

3.2.4 Materials
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Lesson Plan

The lesson plan selected was: The Introduction to the Advisor (for details, see
Appendix B). This lesson’s aim was to teach the class what the advisor is, and how our
advisors can sometimes be helpful and unhelpful. The talking part of this lesson
contained simplified information about the advisor as well as a video clip from ‘Inside
Out’, a Disney Pixar movie which demonstrates what the advisor can be like. The main
activity was adapted from the ‘Role Play the Survival Game’ within ‘The Thriving
Adolescent’ book (Hayes & Ciarrochi, 2015). The game within the book was too
complex for the age of the participants, therefore, the main premise of the activity
(role play) was used but in a straightforward manner of paired children role playing as
each other’s advisors under two different conditions. In condition one, the advisor was
controlling, and the person could not say no to what their advisor asked. Condition
two, the person had the choice to say yes or no to what the advisor suggested. This
demonstrated to the children that things can be more enjoyable when we exercise
choice instead of reacting instantaneously to our ‘inner voice’. To coincide with the

lesson, PowerPoint slides were used as a visual aide to the learning.

Measures
Each student completed the two self-report measures for psychological
flexibility and wellbeing as well as two sociometric peer nomination measures based

off their observations of fellow students’ pro-social behaviours and friendships.

Avoidance and Fusion Questionnaire for Youth. The Avoidance and Fusion
Questionnaire for Youth (AFQ-Y) was selected given its use in numerous studies

examining psychological flexibility and avoidance behaviours (Valdivia-Salas et al.,
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2017; Venta et al., 2012) and its high level of internal reliability o = 0.90 (Greco,
Murrell & Coyne, 2005). The AFQ-Y is a 17-item self-report questionnaire that uses a 5-
point Likert style scale to examine the truthfulness of statements (e.g., “My thoughts
and feelings mess up my life” and “l am afraid of my feelings”), where 0 = not true at
all and 4 = very true, no items were reverse coded. A lower score indicates a higher
level of psychological flexibility and therefore a higher score indicates higher
psychological inflexibility. This scale has been used widely within ACT research with
young people as it has been effective in measuring the core processes of ACT (Greco et
al., 2008) and has been labelled as a reliable measure (Muris et al., 2017). The highest

a person can score on this measure is 68 and the lowest 0.

Sterling Children’s Wellbeing Scale. The Stirling Children’s Wellbeing Scale (SCWBS)
was selected to measure the psychological wellbeing of the participants as this scale
was created with the aim to measure the impact of interventions created to promote
wellbeing and has a high internal reliability a = 0.82 (Liddle & Carter 2015). This scale
has been widely used within child wellbeing research (Devchich et al., 2017; Hinshaw
et al., 2015), was suggested to be appropriate and reliable for purpose (Bernay et al.,
2016) and has been adapted for use in other countries (Haque & Imran, 2016;
Wahyuningsih et al., 2022). This is a 15 item self-report questionnaire that uses a 5-
point Likert style scale to examine the frequency of various statements (e.g., “I think
lots of people care about me” and “I've been cheerful about things”), where 1 = never
and 5 = all the time. A lower score indicates low levels of psychological wellbeing. The

highest a person can score on this measure is 75 and the lowest 15.
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Pro-social Peer Nominations. A pro-social measure was developed with guidance from
Ciarrochi with the aim of encouraging participants to nominate classmates within six
distinct categories. Items were drawn from a developed and reliable peer-rating
measure from Pulkkinen and colleagues (Pulkkinen, Kaprio & Rose, 1999), which have
also been successfully used by Ciarrochi and Heaven (2009). These were split into
three pro-social items (“who are kind to others”, “who cooperate with others” and
“who you get along with well”) and three anti-social items (“who fights with others”,
“who makes fun of others” and “who you get along with less well”). Each participant
had a list of their classmates and could nominate as many or as little as they wanted
per item, for example, participant A could nominate all their classmates as “kind to
others” and no one for “fights with others”. This measure led to two final scores, a pro-
social score (total of nominations for the three pro-social items divided by the number
of participants) and an anti-social score (total of nominations for the three anti-social
items divided by the number of participants). The highest score per sub-scale is 3
(which would require all classmates to nominate the child for each of the items within
that sub-scale). A higher pro-social score indicates that a child has been rated by their

peers as pro-social, and a higher anti-social score indicates more anti-social behaviours

as rated by peers.

Friendship Networks Peer Nominations. A friendship networks measure was
developed to examine the connections made within the classroom due to a possible
increase in sociableness. This measure was split into two items ‘who do you consider
to be your close friends’ and ‘who are popular in your class’. Each participant had a list
of their classmates and could nominate as many or as little as they wanted per item.

The nominations were totalled and divided by the number of participants eligible to
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nominating, this led to two individual scores for close friends and popularity. Each
score can be translated to a percentage e.g., a 0.27 score suggests 27% of peers
nominated that person for the item, therefore the higher the score the more
nominations they received from their peers. Previous research has used sociometric
measures that require peer ratings to successfully examine friendship networks and

pro-social behaviours within a school setting (Ladd, 1983).

3.2.4 Analytic Strategy and Data Protocols

As participants were young of age, there were occasional mistakes within the
self-report measures. Therefore, if a participant ticked two boxes for one item on their
self-report questionnaire, the median score was selected. Additionally, when a student
missed one item, an average was created to replace the blank score. If a participants’
data set was missing two or more items on one measure the data was rendered
incomplete and no score was included for that measure.

Data was statistically analysed using SPSS 29.0 software. Data was tested for
normality using the Kolmogorov-Smirnov test, normality was violated by the SCWBS,
anti-social behaviour and poplar nomination data. To examine the relationships
between variables a correlational analysis was required, as only half the data assumed
normality a decision was made to continue with the Pearson’s correlation as published
work suggests the data does not need to be normally distributed (Nefzger & Drasgow,
1957). However, a Spearman’s correlation was conducted to compare results and the
same significant relationships were identified. Correlations were labelled statistically

significant if the p values were less than 0.05.
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3.3 Results

3.3.1 Statistical Analysis

Table 3.1 below shows the means and standard deviations of each of the
measures. In addition to this the bottom and top end of the scores have been included
to show the range across participants. The participant sample ranges from 76-99
across the measures, the standard deviations for the self-report measures are larger

than the peer nomination measures due to the highest achievable scores being larger.

Table 3.1

Number of participants, means and standard deviations

Measure N Participants Mean Std. Lowest Highest

Deviation Score Score
AFQ-Y 98 22.82 9.18 5 50
SCWBS 99 48.85 8.44 21.5 74
Pro-social 76 1.46 .36 0.77 2.06
Anti-social 76 .52 .37 0.05 1.27
Close friend 76 31 A2 0.13 0.53
Popular 76 .29 21 0 0.81

Note: AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling
Children’s Wellbeing Scale.

To examine the relationships between the measures, correlational analyses
were conducted. A Pearson’s correlation was conducted between both psychological
flexibility and wellbeing measures, and pro-social and anti-social measures. Firstly,

there was a statistically significant negative correlation between AFQ-Y and SCWBS (r =
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-.49, N =97, p < 0.00, one-tailed). This is a moderate correlation that suggests a linear
relationship between higher scores of wellbeing and lower scores of psychological

inflexibility. This moderate relationship can be seen in the scattergram in Figure 3.1.

R? Linear = 0.235
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Figure 3.1. Scattergram showing the relationship between psychological

flexibility and wellbeing scores.

Note: AFQ-Y = Avoidance and Fusion Questionnaire for Youth,
SCWBS = Sterling Children’s Wellbeing Scale.

Further two-tailed correlational analyses were completed between each of the
measures, shown in Table 3.2. No significant relationships were found between self-
report measures (psychological flexibility and wellbeing) and peer nominated
measures (pro-social and friendship networks). However, there were further

significant relationships found within those peer nominated measures.

Table 3.2
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Bivariate two-tailed correlations between study measures

Measures 1 2. 3. 4. 5.
1.AFQ-Y Pearson Correlation _
Sig. (2-tailed)
N
2.SCWBS Pearson Correlation -.49™ _
Sig. (2-tailed) <.01
N 97
3.Pro-social Pearson Correlation -.12 -.00 -
Sig. (2-tailed) 327 .99
N 75 76
4.Anti-social Pearson Correlation .18 -11 -.64"" .
Sig. (2-tailed) 13 .34 <.01
N 75 76 76
5.Close friend  Pearson Correlation -.06 .05 .55 -.36" .
Sig. (2-tailed) .63 .69 <.01 <.01
N 75 76 76 76
6.Popular Pearson Correlation -.03 .08 A1 A1 40"
Sig. (2-tailed) 77 47 .35 .36 <.01
N 75 76 76 76 76

Note: 1. Psychological flexibility score, 2. Wellbeing score, 3. Pro-social score, 4. Anti-
social score, 5. Close friend peer nominations, 6. Popular peer nominations.
AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling Children’s
Wellbeing Scale.
** Correlation is significant at the 0.01 level

A statistically significant positive correlation was identified between pro-social

scores and the number of close friend peer nominations (r = .55, p < 0.00, two-tailed),

this is a moderate correlation showing a linear relationship between high pro-social
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scores and higher peer nominations for close friends. This is supported through a
statistically significant negative correlation, of moderate strength, found between anti-
social scores and close friend nominations (r =-.36, p < 0.00, two-tailed), suggesting a
linear relationship between high levels of anti-social behaviour and low nominations of
close friends. This finding partially supports the third hypothesis that there would be a
significant correlation found between pro-social scores and close friend / popularity
nominations; however, no significant relationship was found between popularity
nominations and pro-social behaviours.

In addition to these findings relating to the hypotheses, a statistically significant
negative correlation was found between pro-social and anti-social scores (r=-.64, p <
0.00, two-tailed), suggesting a linear relationship of moderate strength between high
pro-social scores and low anti-social scores. Finally, there was also a statistically
significant positive correlation discovered between close friend nominations and
popularity nominations (r = .40, p < 0.00, two-tailed), demonstrating a moderate linear
relationship between higher numbers of close friend nominations and higher numbers

of popularity nominations.

3.4 Discussion

Whilst the main aim of this study was to assess the feasibility of the lessons and
measures, an additional outcome was the opportunity to examine the relationships
between the variables being measured. Several significant relationships were
identified, the relationship between psychological flexibility and wellbeing confirmed
the first hypothesis, and the relationship between pro-social behaviour and close

friend nominations partially confirmed the third hypothesis. There were no
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relationships found between wellbeing and pro-social / friendship network measures,
thus the hypothesis was not supported.

Firstly, the relationship found between psychological flexibility and wellbeing
supports previous literature reviewed that suggested higher psychological flexibility
was associated with better psychological wellbeing outcomes (Forsyth et al., 2003,
Hayes et al., 2004; Plumb et al., 2004; Hayes et al., 2006). Whilst this study is
correlational, and therefore it is difficult to make causal inferences, between
psychological flexibility and wellbeing, previous research has found that improvements
in psychological flexibility mediate improvements in wellbeing outcome (Livheim et al.,
2015; Swain et al., 2015). This relationship is beneficial to this research as the main aim
of ACT (and DNA-V by association) is to improve psychological flexibility, therefore if
the intervention can have the desired effect on the participants, there is a likelihood
that it could also have a positive impact on wellbeing.

Secondly, the relationship identified between pro-social behaviours and close
friend nominations was expected; however, as this is a correlational relationship, we
cannot determine causation, i.e. does having more close friends increase pro-social
behaviours or does being pro-social increase the number of close friends you have?
Idealistically, within the main study there will be improvement in pro-social behaviours
pre to post intervention, as suggested by previous research (Sklad et al., 2012),
therefore it will be interesting to examine the close friend nominations pre to post
intervention to understand the significance of this relationship. Finally, there was a
relationship found between pro-social and anti-social behaviours, this was an expected
relationship.

One of the aims of the pilot study was to examine the acceptability of the

measures, the mean AFQ-Y score of 22.82 is similar to Greco et al. (2008) who found
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mean AFQ-Y scores of 23.55 in girls and 20.51 in boys, suggesting students were able
to complete the questionnaire to the same ability as others previously. The mean
SCWABS of 48.85 is slightly elevated compared to the 43.51 found by the creators of the
scale (Liddle & Carter, 2015), demonstrating higher levels of psychological wellbeing.
Due to the peer nomination measures being developed for this study, comparisons are
unable to be made. However, due to students engaging in the peer nomination
measures and 3/100 students having incomplete AFQ-Y or SCWBS measures, it can be

proposed that the measures are acceptable for use in this study.

3.5 Observed and Verbal Feedback

3.5.1 Observations from the Lesson.

Firstly, there were several positive observations made during the piloting of the
lesson. Across all classes, students did not question any of the language or terminology
used when teaching the lesson or needed further explanation of DNA-V material,
demonstrating that the content had been simplified suitably for the age group. In
addition to this, the students engaged well with the main task as evidenced by
observations of whole class activity participation as well as laughter and smiles from
multiple pairs, showing the fun element of learning which has been demonstrated as
beneficial in education — something that needs to be maintained throughout all LPs.
During the main task, the interactions observed in the classroom showed the
participants following the directions correctly and participating in a beneficial manner,
which led to overhearing advisor focussed discussions between classmates. Finally, an
additional positive was the use of PowerPoint slides, the extra visual aid was regularly

being watched by the participants and referred to during the main task.
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However, there were some areas for improvement. From the expression of the
participants faces, they did not enjoy the talking parts of the lesson much, that being
the sections of the lessons that give context to the wellbeing/DNA-V focus of the
lesson that are teacher led. Moving forward, the description parts of the lessons need
to be kept short and open to discussions to keep engagement with the content high.
An additional challenge faced was the timings listed on the LPs, the main activity time
allowance was underestimated. This led to the lessons overrunning, therefore, moving
forwards LPs need to be checked thoroughly and more thought given to time
allocations. Lastly, when the participants were completing the measures, some were
trying to look at the answers of the person next to them. They were frequently
reminded to do it by themselves and that no one in the class, even the teacher, would
see their results. To avoid possible social desirability moving forward, the class
teachers will hopefully be able to monitor the class to ensure they only focus on their

own questionnaires.

3.5.2 Lesson Content Verbal Feedback.

At the end of the lesson, the class teacher and the children were asked for their
thoughts on the lessons as a group and if there were any improvements that could be
done. No improvements were suggested; however, there were some positive
comments to note. The students mostly said how the lessons were “fun”, “enjoyable”
and even some commented on how it was nice to learn something completely new.
They also said that their favourite part of the lesson was the main activity because
they got to stand up and move around the classroom.

The teachers made similar comments with the majority expressing their

interest in the advisor and how they can see it to be beneficial. Some teachers even
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suggested that it made them think about their own behaviours and how they could use
their advisor skills more efficiently. These affirmative comments on the lesson helped
to strengthen the relationships that were being established with the schools and their

motivation to take part in the main study.

3.5.3 AFQ-Y and SCWBS Feedback.

There was minimal feedback for both these measures. All schools were happy
with each of the items and the wording of the items too. Teachers expressed that
explaining the scoring of each item may take a while the first time, but as the time
points move on, they will easily get used to the directions. This was beneficial to be

told, as these measures can confidently be used within the main study.

3.5.4 Sociometric Measure Feedback.

Concerns were expressed for the sociometric measures, and some schools
were not comfortable using them, as mentioned within the participants section above.
Some schools did not approve of classmates nominating each other for the anti-social
items as it could be deemed as “bullying”. They also did not want classmates to feel
left out of being nominated for the pro-social and friendship network measures. We
communicated with the teachers and head-teachers at these schools to explain ethical
approval, the use of sociometric measures in education and the confidential nature of
the data. However, their concerns laid with playground gossip which would be
completely out of the researcher’s control — an understandable apprehension.
Therefore, based on this feedback, these measures were not used in some of the
schools. One school removed themselves from the research entirely due to issues with

this measure as well as uncertainty of their ability to commit to the full study. Another
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school withdrew all their data for the pilot study but wanted to continue without the
sociometric measures for the main study and another school withdrew their data for
just the sociometric measures.

Schools that used the sociometric measures provided feedback regarding the
terminology used for specific items. The items they suggested to be amended for
better comprehension from students were: ‘who cooperate with others’ as they may
not know the meaning of cooperate, ‘who fights with others’ as they may take this
literally and ‘who makes fun of others’ as they might see it as a positive comment. This
feedback was valuable in informing the slight wording changes needed that were
made for better participant comprehension for the main study, these amendments are

outlined in the next chapter.

3.6 Conclusion

The pilot of the lesson and measures was constructive in multiple ways to
enable amendments to both the measures and the LPs. In particular, the LP feedback
and observations gave clear insight into beneficial developments to enhance the
content of the lessons, improve student engagement and teacher acceptability. Due to
the fragile nature of building and maintaining relationships with schools after the
experience from the pilot study, implementing their feedback was essential. The
feedback was given to the team behind the LP development and referred to through
the reviewing and final checks of the other LPs. The feasibility and acceptability
process for the intervention (the LPs) was informal with verbal feedback given in a
group setting. Time constraints prior to the main intervention implementation meant
thorough processes were not followed, which allowed the main intervention to start

promptly. As outlined in a feasibility and acceptability protocol for an ACT intervention,
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formal interviews regarding the intervention could have been conducted and analysed
using thematic analysis (Saracutu et al., 2018). This additional step would have been
more beneficial to the development of the DNA-V curriculum instead of the informal
group feedback after the pilot lesson and should be considered for future
amendments. In addition to the curriculum improvements, the sociometric measures
were adjusted to accommodate for the age of the participants and their understanding
of the queried items. Moving forward, as a future suggestion to improve school
participation in measures based off the experiences in this research, it would be
beneficial to collaborate with schools earlier on in the development to ensure schools
contentment with all aspects of the study.

Another limitation to this study is that only one lesson was piloted with
children to ensure consistency across schools; however, perhaps piloting a random
assortment of lessons would have been beneficial for a larger range of feedback. The
introduction to the advisor lesson was selected to gently introduce one element of the
DNA-V model as later lessons would have been confusing, as the students would not
have known about the DNA-V skills. In future, it might be beneficial to potentially pilot
more than one lesson with each class to 1) introduce them to the advisor and 2) run a
lesson that combines the advisor with a PSHE topic.

Finally, important to discuss, the lessons were not piloted by the teachers at
this stage, therefore, it was difficult to know if the success of the LPs at this stage
would be replicated when being delivered by the teachers. The success of the LPs at
the pilot stage could be due to multiple reasons such as: 1) the lesson was clear and
well structured, 2) the lesson was enjoyable and 3) the delivery of the lesson was by an
individual who had full comprehension of the DNA-V model and LP. Two of those

reasons can be duplicated in the main study consequentially; however, lesson delivery
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cannot, therefore, thorough training of the teachers is required to ensure a good

standard of delivery.

3.7 Stage 2 — Training the Teachers

3.7.1 Aims and Hypotheses

The aim of this study was to implement training of DNA-V with the teachers
involved in the main study. Literature suggests universal mental health interventions in
schools gain more significant outcomes when led externally (e.g., health professionals)
compared to school staff (Stallard et al., 2014; Werner-Seidler et al., 2017); indicating
the need for thorough teacher training for beneficial outcomes. The training program
was evaluated by an DNA-V knowledge test pre- and post- training. In addition to this,
the psychological flexibility of the teachers was tested before and after training to
detect if the training had any additional effects on their flexibility. Finally, the training
allowed for feedback from teachers for final amendments to the curriculum.

Firstly, it was hypothesized that there would be a significant increase in ACT
and DNA-V knowledge post training. Secondly, it was hypothesized that the training
itself would significantly increase the participants psychological flexibility scores as a
side effect to the main purpose of the training, as research suggests ACT can
significantly improve adult’s psychological flexibility (Fledderus et al., 2013). The
training was not aimed at teachers personally; therefore, this was a measurement to

see what could happen without any real expectations.

3.8 Method

3.8.1 Study Design
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Stage 2 of the research was the training of teachers and other school staff. The
training was offered to all school staff interested in attending (not just the teachers
leading the lessons) to ensure interschool support systems were available. The training
sessions were designed and run by Dr Nic Hooper, Dr Duncan Gillard and |, details of
which are outlined below. The training lasted for one day and was a group training
session completed in person. After the training, verbal feedback on example lessons
was given to gain additional teacher consultation on the LPs. One week prior to
training and one-week post training psychological flexibility and DNA-V knowledge

measures were taken to assess the effectiveness of the training.

3.8.2 Participant Details

Participants were recruited on a school basis; schools were emailed about the
opportunity to take part and those interested were accepted with the understanding
that the current year 5 teachers would undertake the training alongside any other staff
that wished to take part.

After the pilot classes in stage 1, five primary schools continued taking part in
the main study and were invited to the training. Of the five schools, two schools had
two year 5 classes, therefore, a total of seven class teachers attended the training as
well as five additional staff members across the schools. Within the participant group
there were year 5 teachers, PSHE leads, a deputy head and a parent learning support
assistant (LSA). Seven out of the 12 participants identified as male and 5 identified as
female. Not all 12 participants completed the measures pre- and post-training. Whilst
all staff members were asked to complete the measures, there is pre- and post- data
for 7 participants with one person doing pre training only and one person doing post
training only.
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3.8.3 Materials
Training Content

The training content comprised of three primary areas: an introduction to ACT,
the DNA-V model, and the curriculum. The team delivered sections of the content that
best suited their expertise which lasted one day, from 9am until 4.30pm. The training
was created by two ACT and DNA-V experts (two of my supervisors) and myself, being
the expert in the curriculum. The training day PowerPoint slides can be found in

Appendix D.

Introduction to ACT. The first section of the training gave a brief introduction of ACT to
support the participants’ understanding of the DNA-V model and where it developed
from. Within this section of training the participants were informed about ACT,
including an introduction to what ACT is, a discussion on the hexaflex model (Hayes et
al., 2006) as well as an examining some of the evidence base for ACT. There was also
focus on ACT being a transdiagnostic model that has supporting evidence for its
success with children and young people for various mental health disorders (Swain et

al., 2015).

DNA-V. The second section of the training included a clear description of the model
and the components that form DNA-V, including the participants taking part in several
DNA-V specific activities. It was explained that ACT was created for adults and
therefore DNA-V aims to adapt the processes into a more suitable model for young
people. Each time a key skill was taught, a coinciding activity from ‘The Thriving

Adolescent’ book (Hayes & Ciarrochi, 2015) was carried out (activities are included in
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the PowerPoint slides listed in Appendix D). For discoverer, the skill that wants us to
explore the world, there was an imagination task. For noticer, the skill that helps us
connect with our inner thoughts/feelings, there was a mindful breathing exercise. For
advisor, which we refer to as our ‘inner voice,” they took part in the ‘give your mind
the microphone’ activity. For values, viewed as our compass that guides us, they used
conversation cards. For self view, our ability to see ourselves within the world,
participants completed a questionnaire and for social view, how we see ourselves with
others, participants were taught the acronym ‘WISH’ to encourage empathy for others
(What happened and who was affected? Is there a chance that someone was hurt? So

how do we put things right? How can we do things differently next time?).

The Curriculum. Within this concluding section of the training, the structure for the
curriculum was shown to the participants as well as an introduction to some of the
lessons. Firstly, the six themes for the year were introduced, explaining the reasoning
behind each choice and then the lesson layout was presented. The resources available
and required to be used in the classrooms were discussed before splitting participants
into smaller groups to review some example LPs. After the lessons had been examined,

the participants were reminded of how the research would run within their schools.

Measures
Participants completed an online self-report measure to examine their
psychological flexibility and a knowledge multiple-choice questionnaire (MCQ) that

was designed to test their DNA-V knowledge.
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Acceptance and Action Questionnaire — Version 2. Firstly, the self-report measure is
the most widely used measure of psychological flexibility with adults (as seen in Meyer
et al., 2013; Reneman et al., 2014; Ruiz et al., 2013). Within the Acceptance and Action
Questionnaire — version 2 (AAQ-Il, mean a= .84) higher scores indicate higher
psychological inflexibility (Bond et al., 2011). This measure has been found to have
good predictive validity due to higher levels of psychological inflexibility being
associated with psychological distress symptoms as measured by the Beck Depression
Inventory and Beck Anxiety Inventory (Bond et al., 2011). The AAQ-Il is a 7-item Likert
scale with items such as “I’'m afraid of my feelings” and “worries get in the way of my
success”. The measure uses a 7-point scale where 1 = never true and 7 = always true,
none of the items were reverse coded. The highest a person can score is 49 and the

lowest 7.

Knowledge Multiple Choice Questionnaire. The second measure, the knowledge
MCQ, was created to test the knowledge obtained of DNA-V post training. The
guestions were developed by the training team using information presented within the
training to understand how effective the training was at helping the participants to
learn the DNA-V model as well as core principles of ACT that are integral to DNA-V. The
knowledge MCQ consisted of 27 questions (outlined in Appendix E). Higher scores
indicate greater knowledge and comprehension of DNA-V, a higher score post

intervention suggests adequate learning of the training content delivered.

3.8.4 Analytic Strategy
Data was statistically analysed using SPSS 29.0 software. Data was tested for

normality using the Kolmogorov-Smirnov test which showed both the AAQ-Il and MCQ
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preliminary data to be normally distributed. To identify significant changes post
training paired t-tests were conducted on both variables. Differences were labelled

statistically significant if the p values were less than 0.05.

3.9 Results

3.9.1 Statistical Analysis

Table 3.3 below shows the means and standard deviations of both measures
across both pre- and post-training. As the MCQ was a made for purpose knowledge
guestionnaire there are no comparisons that can be made to the numbers below.
However, the mean for the pre-AAQ-Il is what was expected based off the research
from Bond et al. (2011) who found a mean score of 18. To identify if there were any
significant changes pre- to post- training paired t-test analyses were conducted. Table
3.3 also shows the results of the paired t-tests, no significant difference was found
between the pre- and post-psychological flexibility scores, therefore the second
hypothesis that there will be an increase in psychological flexibility post training was
not supported.

However, there was a significant difference found between the knowledge MCQ
scores pre- and post-training. The means show an increase in DNA-V knowledge post-
training, with a paired t-test showing the scores to be statistically significant (t = -4.87,
df = 6, p < 0.001, one tailed) with a large effect size of Cohens d = 2.80. This result
accepts the first hypothesis demonstrating the training of the teachers to be effective

in increasing their knowledge of the model.

Table 3.3

Means, standard deviations and paired t-test results.

104



Pre- Post- Paired

Measures training training differences

M SD M SD t p
MCQ 12.13 2.90 19.63 2.45 -4.87 .001
AAQ-II 17.50 9.29 14.13 8.10 1.53 177

Note: MCQ = Multiple Choice Questionnaire, AAQ-Il = Acceptance and Action
Questionnaire — Version 2.

3.10 Discussion

These results show an increase in teachers DNA-V knowledge from pre- to post-
tests, suggesting the training was effective. The significant increase in knowledge one-
week post training suggests the delivery and content included was sufficient in
educating the teachers on the important facets of ACT and DNA-V that will underpin
the curriculum. However, it is important to note that a one-week follow-up is not a
long-term follow-up, and long-term follow-ups have the benefit of validating the
continued effectiveness of the intervention, in this case training (von Allmen et al.,
2015). To ensure the effectiveness of the training, further testing of DNA-V knowledge
could have been conducted at later time points to ensure sustained knowledge
especially during the intervention.

Results indicated no significant increase in psychological flexibility, there are
three possible explanations for this. Firstly, Kashdan and Rottenberg (2010) highlight
that psychological flexibility is a skill that is adapted over time when an individual is
presented with specific challenges/experiences whereby they can improve and hone
their psychological flexibility. Therefore, with the training lasting one day and the

testing commencing one-week post training, it is improbable adequate time has
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unfolded to allow for an increase in psychological flexibility. Secondly, the aim of the
training was not to facilitate an increase in psychological flexibility, but to instruct the
participants how to teach it. Thus, an improvement in psychological flexibility scores
would have been a favourable consequence of the training, rather than an integral
aim. Finally, the mean psychological flexibility score is what is expected of a group with
no suspected psychological distress, therefore a significant change is not expected

within this group.

3.11 Teacher Feedback

Part of the training included teachers separating into small groups to review
the first term of LPs one by one, this only included the paper versions and not the
additional resources such as videos and PowerPoint presentations. They were directed
to create spider diagrams, which help to display information in a visual way (see Figure
3.2 for an example), with any feedback that would assist in the development of the
lesson plans. Teachers were asked to consider clarity, amount of information, further
requirements and any other arising thoughts. When creating these diagrams, no

names or identifiers were required therefore all feedback was anonymous.

Idea/Suggestion Idea/Suggestion

Topic/Lesson Related Idea/Suggestion

Idea/Suggestion Idea/Suggestion

/

Sub Idea/Suggestion

Figure 3.2. An example of a spider diagram for context.
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This information was collated into a table, repeated feedback and feedback
that was answered through other lesson plans were removed. Below in Table 3.4 the
amendments and solutions decided upon are outlined, including examples where
teachers’ concerns could not be accounted for. This additional feedback helped to
shape the LPs in a more teacher friendly way, which increased the chances of student

comprehension and engagement.

Table 3.4
List of teacher feedback for each of the Term 1 lessons reviewed, including the

amendment/solution decided.

Lesson Feedback Amendment/Solution

Introduction  “Can’t assume children’s knowledge Additional explanations included for

to DNA-V on what anger/nervousness/sadness  physiological sensations one might feel with
can feel like” these specific emotions.
“Success criteria” This comment suggested including ‘success

criteria’ to fit with teaching standards. This was
implemented.

“Fill diary is an activity not an This element was removed from learning
objective” objectives.
“Individual activities good but bitty” Ensuring future individual tasks are more

cohesive and have a one narrative focus.

“Guidance on diaries” When starting the intervention in schools each
class were given diaries and it was clearly
explained how to fill them in.

“Is there a child friendly pictorial At the time there were not alternatives;

version of DNA-V that is colourful and however, PowerPoints were created with use of

engaging” colour, images, and symbols to make it more
engaging.
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“Should it talk about how all parts
link”

Additional information was included to guide
discussion around how the different DNA-V
skills link.

Discoverer “What does class discussion look More guidance was included on how to

like? More structure please. Add structure discussions in the class and

stimulus to reduce teacher talk” videos/activities were added where
appropriate.

“Example needs to be more relevant  Examples were reviewed and edited to be more

to age range” suitable to the participants’ age.

“The chart is another amongst many” Concerns were heard, but the Discoverer chart
was still encouraged to be used.

Noticer “Starter tasks too long” Additional starter tasks were added to the
original tasks that were deemed to take less
time allowing longer and shorter tasks to be
used.

“Teacher confidence in dealing with Ensured that the child friendly mindfulness

psychological consequence of tasks included are unlikely to elicit harmful

mindfulness” consequences but encouraged to deal with the
situation according to school protocols.

“Alternative to chocolate” Teachers were told any food could be eaten
mindfully and the script would only need minor
adjustments.

Advisor “Activity could be chaotic, a card This concern was noted; however, the

guide or drawing task could be used”

“After the activity could the questions
be more explicitly linked to the
Advisor?”

“Explain the role of the Advisor then
show the video clip”

“Other examples than broccoli”

importance of this task was to allow freedom to
the children to make it more realistic to real life
where your ‘inner voice’ can guide you with
anything.

Questions were framed in a more appropriate
way to link it to the Advisor.

The structure of this LP was amended to follow
this suggestion.

An additional example was given for guidance
and a chance for teachers to share a personal
example too.
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“Could the children be asked to
discuss an example (similar to
broccoli) that is personal to them”

An additional discussion prompt was added to
get students to come up with their own
personal examples of their Advisors.

Values “Children may need some scaffolding  Additional prompts were included to help
in order to create a longer list of children recognise areas in life they value, also,
values relevant to them” the task was amended to reduce need for long

lists.

“Four corners instead of discussion, This suggestion was utilised and made a part of
could activity be contextualised the task, using prompt values to add more
more?” context to the activity.
“Definition of values does not This concern was understood; however, due to
correlate with Christian values/British  wanting consistency in the model and language
values — what we are asking the used by the children the terminology was kept
children about is qualities? Values the same. Especially as values are a core
could be changed for qualities” principle.

Self and “Need more structure in the This feedback was helpful in improving the start

Social introduction” of this lesson.

Context

“Visual prompts?”

“Carefully targeted outcomes for
discussions with teacher scaffolding
to enable impactful talk”

“Like part one, part two needs more
focus”

Teachers were ensured visual PowerPoints
would be attached with each LP.

This comment was helpful in instructing more
detailed discussion prompts to guide teachers.

This showed us what works better for teachers
and helped us develop part two to have a
clearer narrative.

3.12 Discussion

A range of experienced and advantageous feedback was received from

teachers that attended the training which helped shape the final developments to the

curriculum. Most of the feedback related to lesson plan amendments such as extra

guidance, more examples and visual prompts that could be easily addressed. However,

two unexpected concerns were raised in relation to mental health outcomes and

uncertainty with the term ‘values’ which were more challenging to address.
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Firstly, one piece of feedback highlighted their anticipation of dealing with
psychological consequences of mindfulness. Whilst a study into meditation and
mindfulness found 25.4% of participants experience unwanted effects such as anxiety
symptoms, pain, exaggerated changes in mood and depressive symptoms (Cebolla et
al., 2017), this study was conducted with adults who took part in a range of
mindfulness activities in comparison to the gentle inclusion of mindfulness for children
in this curriculum. It is also important to acknowledge that unwanted effects were
more commonly experienced by participants that took part in individual practice as
opposed to group practice, within this curriculum all activities are group/class based.
Therefore, this is a concern to be prepared for to support teachers and students, but
the likelihood of a negative outcome is reduced due to the manner in which the
mindfulness intervention is applied.

Secondly, a teacher fed back that the term ‘values’ should be changed as it is
not in line with Christian values or British values. Upon research, schools are required
to endorse British values as set out in Governmental guidelines (Department for
Education, 2014), therefore, the confusion in terminology is comprehendible. The
British values are listed to help promote the spiritual, moral, social, and cultural
(SMSC) advancement of students. Regarding Christian values, this is dependent on
whether the school is affiliated as a faith school with providers such as the Church of
England or the Catholic Education Service. Schools in England are not required to
classify as a faith school, as of January 2023 faith schools accounted for 37% of primary
schools in England (Office for National Statistics Regulation, 2023). Whilst it is
recognised that the term values may cause confusion with British and religious value
definitions; values are integral to the ACT processes and the DNA-V model. Therefore,

changing the term to ‘qualities’ was not accepted as an amendment as this could have

110



caused further confusion and stopped the curriculum from maintaining consistency
with other ACT/DNA-V research. However, it was ensured thorough definitions and

explanations of values were given to reduce the potential for confusion.

3.13 Conclusion

To summarise the contents of stage 2, the training of the teachers
implementing the curriculum, the goal at this stage was to train teachers in the
processes that will be used within the curriculum, as well as gaining feedback to make
final amendments to the LPs. This process placed importance on the teachers’
involvement in the intervention and helped to evolve the curriculum further. Firstly,
the training showed a statistically significant improvement in DNA-V knowledge one-
week post training, suggesting the training achieved what it intended to do. Therefore,
teachers were able to teach the curriculum comfortably and accurately with a
thorough understanding of DNA-V. Secondly, the feedback from the LPs as part of the
training process gave valuable insight into teachers’ constructive opinions of the
curriculum and how to progress it further. This shows elements of co-creation through
the conduction of the intervention by prototyping the lesson plan, up-skilling the
teachers via training and involving both teachers and students in the iteration and
refinement of the curriculum (Leask et al., 2019).

One limitation of the stage 2 study is that the sample size is small. Not only that
but out of the 12-school staff that attended the training only 7 completed both pre-
and post- measures, showing that uptake of the online questionnaires was poor.
Stronger adherence to the study procedures would have allowed for a larger sample of

participant data. In future, secondary options such as printed questionnaires should be
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available alongside online options for completion. In addition to this, it would have
been beneficial to include a long-term follow-up of the measures to identify if the
training was efficient months after training rather than just one week. The outcome of
the follow-up could have led to further training required to update the teachers before
curriculum implementation.

Another limitation to this study is the process by which feedback was given; the
teacher feedback was returned as written suggestions/concerns/ideas on spider
diagrams. Therefore, any uncertainty of the written responses could not be clarified or
expanded upon, so feedback was reviewed as it was written. Whilst this anonymous
process of feedback through spider diagrams allowed school staff to give feedback
openly, perhaps the addition of semi-structured interviews would have allowed the
researcher to uncover even more detail to suggestions and amendments.

At the end of stage 2 the research has hit two vital developmental targets 1)
the LPs and measures have been piloted with target aged participants gaining valuable
insights into improvements to both the LPs and measures and 2) the teachers have
been trained to deliver the curriculum and have also given thorough suggestions to
enhance the LPs. Therefore, the next stage in this research (stage 3) is to conduct the
main study whereby the year-long curriculum will be delivered by teachers in the
volunteer schools with data collected pre-, mid-, post- and 6-month follow-up. From
this stage the curriculum can be analysed to examine its effectiveness of supporting

student wellbeing and the feasibility of implementation.
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Chapter 4: Implementing and Evaluating the Effectiveness of

the DNA-V PSHE Curriculum with Students

Within this empirical chapter the importance of the research is highlighted
before the main study (study 3) is discussed. The developed DNA-V curriculum was
implemented for one school year and data was collected across three time points,
including a fourth follow up timepoint. The intervention was examined to understand
its effectiveness in supporting child wellbeing and psychological flexibility. This study
statistically analyses both responses from the children who participated in the

intervention as well as teacher reported measures.

4.1 Introduction

With growing concern over the increase of mental health disorders within
children and adults (McManus et al., 2016; Sadler et al., 2018; Newlove-Delgado et al.,
2021), more importance is being placed on the mental wellbeing of people throughout
their lifespan. An individual’s mental wellbeing as a child can impact upon their adult
wellbeing leading to mental health concerns (Public Health England, 2019), thus
suggesting the need for provisions to promote mental wellbeing within children. An
array of empirically supported therapeutic approaches can be utilised; however, as
recommended in Chapter 1, a universal approach would facilitate the aim of
promoting wellbeing, as they are a preventative measure that can work for whole
groups of children (Lowry-Webster et al., 2001).

Universal approaches (e.g., psychological programs delivered in a school setting
— typically to a whole class) have been found to positively impact a child’s pro-social

behaviours, sociability, self-image, anxiety, and depression (Corrieri et al., 2014; Sklad

113



et al., 2012; Werner-Seidler et al., 2017). With schools favoured as a suitable
environment for a universal approach and ACT chosen as an appropriate theory to
underpin the intervention (explained within Chapter 1), the development, piloting and
training of the intervention were critical stages before testing the overall feasibility.
Firstly, in the development of the intervention, the formulation of the lessons led to a
PSHE style curriculum with DNA-V (Hayes & Ciarrochi, 2015) guiding the lesson plans
(LPs) and wellbeing focus (outlined in chapter 2). Secondly, in the piloting stage,
further developments to the LPs and adaptations to the measures ensured full
comprehension of the intervention (discussed in chapter 3). Finally, in the training of
the teachers running the intervention, teachers developed an increase in DNA-V
knowledge and became familiar with the curriculum prior to main study
implementation (explained in chapter 3). With these stages complete, the curriculum

was ready to be implemented and analysed.

4.2 Aims and Hypotheses

The aim of this main study was to evaluate the effectiveness of the DNA-V
curriculum developed in previous stages, as well as the feasibility of situating a
wellbeing intervention in a PSHE curriculum taught by teachers. The quantitative
measures analysed the effects of the intervention on the children’s wellbeing,
psychological flexibility, pro-social behaviours, anti-social behaviours, friendship
networks, helping behaviours and direct/indirect aggressive behaviours. The
gualitative elements of this research create a clear understanding of the children’s
experiences and interactions with the intervention as well as the teachers’ views. The

gualitative elements are outlined separately in Chapter 5. Based on the aims of

114



evaluating the effectiveness of the curriculum on various wellbeing outcomes, as well

as previous research findings four hypotheses were made:

1)

2)

3)

4)

It was hypothesised that there would be a significant increase in psychological
flexibility and wellbeing from pre- to post- intervention, as research suggests
ACT based approaches increase psychological flexibility (Livheim et al., 2015;
Swain et al., 2015). Concurrently positive wellbeing outcomes would increase
(Forsyth et al., 2003, Hayes et al., 2004; Marshall & Brockman, 2016; Plumb et
al., 2004; Simon & Verboon, 2016).

It was hypothesised that there would be an increase in pro-social behaviours
and a decrease in anti-social behaviours from pre- to post- intervention based
on previous research that found universal based whole school approaches
increase pro-sociality and improve anti-social behaviours (Sklad et al., 2012).
Additionally, the DNA-V principles would likely impact on pro-social behaviours,
specifically when implementing valued actions and using the advisor correctly.
Due to the hypothesis two, it was also hypothesized that there would be an
increase in close friend and popularity peer nominations pre- to post-
intervention because of a predicted increase in pro-social behaviours (Caputi et
al., 2012).

It was hypothesised that there would be a decrease in direct and indirect
aggressive behaviours as well as an increase in helping behaviours, as research
indicates that universal school approaches have a significant increase in social
and emotional competence in addition to pro-social behaviours (Humphrey et
al., 2016). Similar to above, the intervention itself is likely to have a positive

impact on these outcomes if DNA-V is taught and applied correctly.
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4.3 Method

4.3.1 Study Design

This was an experimental study that took place across four public primary
schools in the southwest of England. The class teachers that were trained in stage two
of the research were responsible for the delivering of the curriculum with access to the
research team for advice, guidance, and support throughout the duration of the school
year long intervention. This study used a repeated measures design whereby all
participants took part in the intervention curriculum and data was collected at four
timepoints (pre intervention, midway, post intervention and 6-month follow-up).
There was no control group for comparisons due to the difficulty in recruiting schools.
That is, all the school would only take part if they received the active intervention.
Nevertheless, as this intervention is new, preliminary investigations into its
effectiveness and feasibility will establish foundations for future, more complex
research. After the first set of data was collected teachers started to conduct the
lessons - curriculum content and units of delivery are detailed later.

Ethical approval of this study was obtained from the UWE Research Ethics
Committee on the 17/05/2018. All parent/guardians of students were given

information sheets and ‘opt out’ consent forms.

4.3.2 Participants

Schools were originally recruited from those engaging in the pilot study. Those
expressing interest were accepted with the understanding that the lessons would be
taught to the year five classes from the start of the academic year until the end of the
academic year, and then that a 6-month follow-up data collection point would

subsequently take place. Initially, four primary schools agreed to take part in the main
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study with a total of six available classes. All year five students (aged 9-10) were
eligible to take part and there were no exclusion criteria. Fourteen children were
withdrawn due to parental non-consent and therefore data was not collected from
these students. Across the year-long study, a total of 155 students took part in the
intervention; however, not all students took part in each timepoint of data collection
due to illness, days off and whole school attrition (displayed in Figure 4.1).

An a priori power analysis was carried out using G*Power version 3.1.9.4 to
establish the minimum sample size necessary to test the study hypotheses. Results
suggested the required sample size to achieve an 80% power for detecting a medium
effect, at a significance criterion of a=0.05, was N=24 for a repeated measures design.
Therefore, the sample size of N=155 is satisfactory to test the study hypotheses.

Participant characteristics can be found in Table 4.1, the gender balance of the
sample was strong with 74 participants identifying as female (47.7 %), 78 participants
identifying as male (50.3%), 1 participant identifying as other (0.6%) and 2 participants
leaving this blank (1.3%). However, the representativeness of the sample regarding
race was weak with 136 of participants classifying themselves as white (87.7%), 16
participants as either Black or African American, Asian, mixed, or other (10.3%) and 3
participants left this selection blank (1.9%). The most recent census revealed that
81.7% of the population identify themselves as white (Office for National Statistics,

2022), suggesting the sample was not as diverse as the UK population.

Table 4.1

Participant characteristics.

Characteristic n %

Gender
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Male 78 50.3
Female 74 47.7
Other 1 0.6
Missing 2 13
Ethnic Group

White 136 87.7
Black 4 2.6
Asian 3 1.9
Mixed 8 5.2
Other 1 0.6
Missing 3 1.9
Religion

Christian 27 17.4
Buddhist 1 0.6
Hindu 1 0.6
Jewish 2 1.3
Muslim 3 1.9
Sikh 1 0.6
None 109 70.3
Other 2 13
Missing 9 5.8
Disability

Yes 15 9.7
No 135 87.1
Missing 5 3.2

4.3.3 Attrition

This study started with four participating schools and 155 participants. As
noted in Figure 4.1, the attrition was high with schools dropping out at each data

collection point bar one that completed the follow-up. One school did not have the

time to implement the lesson plans as frequently as required, they felt they could no

longer continue with the study due to other school and national curriculum

commitments. One school had a leadership change and decided to not continue
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participating, and a third declined to participate in the follow-up collection point for
unknown reasons. At the individual student level, one participant left their school after
the pre-intervention data collection and a total of 25 participant absences were
recorded across the four time points due to iliness. Due to whole school dropouts,
iliness, incomplete data files and schools opting out of the peer nomination measures,
the number of data collected at each time point varies. Participant flow is outlined in
Figure 4.1 below, highlighting the participant number changes per school across the

time points, accounting for participant absences and incomplete data.
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4 schools recruited to participate with access to 155 participants

School A School B School C School D
Two classes One class Two classes (only One class

‘ one at baseline)

Baseline data collection

. ! !

47 students 23 students 26 students 23 students
Midway data collection l
Whole school
i withdrawal
41 students 24 students 54 students
Post intervention data collection l
Whole school
withdrawal
37 students 26 students
Follow-up data l
collection
Whole school
i withdrawal
44 students

Figure 4.1. Participant flow over four data collection time points.

4.3.4 Intervention Details — Curriculum Content and Materials

The intervention for this study was created as a PSHE style curriculum with the
model of DNA-V guiding the wellbeing focus. Elements of PSHE were incorporated into
the intervention with each lesson having a specific focus as well as being linked to
DNA-V (see Chapter Two for curriculum details and Chapter Three for intervention

amendments). Tables 2.1, 2.2, 2.3, 2.4 and 2.5 (found in Chapter 2) outline the
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curriculum structure, show example lessons and activities, additionally, complete LPs
and resources can be found within Appendix B and C.

All teachers were provided folders with printed LPs. In addition to the core
materials, each class folder contained printed versions of the starter tasks and were
supplied with seating plan, grouping game resources (explained in Chapter Two and
listed in Appendix C) as well ‘DNA-V Diaries’ per student (shown in Appendix F). All
participating teachers were given online access to a folder holding all materials
required for successful delivery such as online versions of the LPs, coinciding
PowerPoint slides, educational example videos, games/activities, printable certificates,

and charts (as discussed in Chapter Two and listed in Appendix C).

4.3.5 Units of Delivery

The DNA-V curriculum consisted of six terms of lessons, with the first term
containing six separate lessons and the subsequent terms five lessons per term with 31
lessons overall spanning the school year (with an English school year surmounting to
10 months excluding school holidays). Each lesson was created to last approximately
one hour amounting to 31 hours of intervention exposure across the school year.
Teachers were given freedom to teach the lesson when it most suited their class
timetables, therefore, there were no requirements as to which day or what time of the

day participants engaged in the intervention.

4.3.6 Measures
Students were asked to complete four measures: two self-report measures and
two sociometric peer nomination measures. In addition to this the class teachers

completed an observational behavioural measure for each student. The final measure
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was a diary each student had to complete at the end of each lesson. This measure was
used as a metric of fidelity (i.e. did the student complete a sizeable number of sessions
and did the sessions allow them to record DNA-V consistent responses in their diary?),
and a measure of acceptability or enjoyment of content. Each of the measures tested

in the piloting are briefly re-introduced below with the more detailed descriptions and

reasoning outlined in Chapter 3.

Avoidance and Fusion Questionnaire for Youth (AFQ-Y). This measure is used to
ascertain levels of psychological flexibility and avoidance behaviours and has a high
level of internal reliability o = 0.90 (Greco, Murrell & Coyne, 2005). The AFQ-Y is a 17-
item self-report questionnaire that uses a 5-point Likert style scale to examine the
truthfulness of statements (e.g. “My thoughts and feelings mess up my life” and “l am
afraid of my feelings”), where 0 = not true at all and 4 = very true. A lower score
indicates a higher level of psychological flexibility, and a higher score indicates higher
psychological inflexibility. None of the items were reverse coded. The highest a person
can score on this measure is 68 and the lowest 0, with the average scores of 23.55 in

girls and 20.51 in boys being reported (Greco et al., 2008).

Stirling Children’s Wellbeing Scale (SCWBS). This scale was used to measure the
psychological wellbeing of the participants and has a high level of internal reliability a
=0.82 (Liddle & Carter 2015). This is a 15-item self-report questionnaire that uses a 5-
point Likert style scale to examine the frequency of various statements (e.g. “I think
lots of people care about me” and “I've been cheerful about things”), where 1 = never
and 5 = all the time. A lower score indicates low levels of psychological wellbeing.

None of the items were reverse coded. The highest a person can score on this measure
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is 75 and the lowest 15, with the average score being reported as 43.51 (Liddle &

Carter, 2015).

Pro-social Peer Nominations. This measure was based on a measure developed by
Pulkkinen, Kaprio and Rose (1999) and used by Ciarrochi and Heaven (2009). It was
created with the aim of participants nominating their classmates within six different
items. As explained in chapter 3, these were split into three pro-social items (“who are

n  u,

kind to others”, “who cooperate with others” and “who you get along with well”) and
three anti-social items (“who fights with others”, “who makes fun of others” and “who
you get along with less well”). However, after piloting the measures, two items were
adjusted for clarity, the “who cooperate with others” and “who makes fun of others”
items were modified to “who works well with others” and “who makes fun of others in
a mean way” for continued clarity. Additionally, teachers noted an issue with the
wording of the “who fights with others” as students viewed this as a physical
behaviour, therefore it was edited to “who disagrees with others” to encompass verbal
‘fighting” which was deemed more relevant by the classroom teachers. Each
participant had a list of their classmates and could nominate as many or as little as
they wanted per item, for example, participant A could nominate all their classmates
as “kind to others” and no one for “fights with others”. This measure led to two final
scores, a pro-social score (total of nominations for the three pro-social items divided
by the number of participants that could nominate the individual) and an anti-social
score (total of nominations for the three anti-social items divided by the number of

participants). The highest score per sub-scale is 3 (which would require all classmates

to nominate the child for each of the items within that sub-scale). A higher pro-social
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score indicates that a child has been rated by their peers as pro-social, and a higher

anti-social score indicates more anti-social behaviours as rated by peers.

Friendship Networks Peer Nominations. This measure was developed for purpose to
examine the connections made within the classroom due to a possible increase in
sociableness from the use of DNA-V. This measure is broadly based off previously used
measures of peer nominations like Berndt & Keefe (1995) and Card et al. (2005);
however, this measure allows for unlimited nominations similar to research by Kwon &
Lease (2014). This measure was split into two items ‘who do you consider to be your
close friends’ and ‘who is popular in your class’. Each participant had a list of their
classmates and could nominate as many or as little as they wanted per item. The
nominations were totalled and divided by the number of participants eligible to
nominating, this led to two individual scores for close friends and popularity. Each
score can be translated to a percentage (e.g., a 0.27 score suggests 27% of peers
nominated that person for the item), therefore the higher the score the more
nominations they received from their peers. Previous research has used sociometric
measures that require peer ratings to successfully examine friendship networks and

pro-social behaviours within a school setting (Ladd, 1983).

Multidimensional Peer Nomination Inventory for Teachers (MPNI). This was used as
an observational measure of behaviour, to be completed by class teachers with a high
level of averaged internal reliability a = 0.81 (Pulkkinen, Kaprio, & Rose, 1999). Eight
items of this measure were selected to measure behavioural outcomes, focusing on
direct aggression, indirect aggression, and pro-social helping behaviour. This 8-item

measure used a 4-point Likert style scale to track possible observed characteristic
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changes (e.g. “teases smaller and weaker students” and “helps students who need it”),
where 0 = | have not observed this at all in this child and 3 = the characteristic fits the
child very well/it is clearly observable in the child. Of the 8 items, four related to direct
aggression, two to indirect aggression and two to helping behaviours. The items that
related to each other were combined to create three different scores for direct
aggression (DA), indirect aggression (IA) and helping behaviours (HB). Higher scores for
DA, 1A and HB suggest the teacher has observed the behaviours more within the
individual students. This measure has been used successfully in previous research
where teachers have observed mental health symptoms of a child (Whipp et al., 2022),
additionally, coefficients alpha revealed teacher observations (a = 0.81) to be more
reliable than parental assessments (a = 0.66) when items scores were averaged

(Pulkkinen, Kaprio and Rose, 1999).

Diary Entries. The diary entries to be completed at the end of each lesson encouraged
the students to record one thing they learned in the lesson that day, how they might
apply what they learned to their lives and then an opportunity to draw a picture that
relates to the lesson (see Appendix F). The aim of this measure was to check
intervention adherence as well as gather qualitative data to be analysed in a suitable
manner dependent on the participants compliance with this measure. Whilst teachers
kept in regular communication with the researchers regarding their ability to
implement the lessons, additional measures were added to monitor this. To keep track
of intervention fidelity each participant was asked to complete a diary entry at the end
of each taught lesson, where they would need to write in which term and lesson, they

were including a new entry for.
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4.3.7 Intervention Fidelity

Diary entries were tallied to create a statistical representation of lessons diary
entries completed by the classes which are outlined in Table 4.2. All schools confirmed
they did not have time to implement the final term of lessons and one school skipped
a term due to school commitments; however, they still completed pre, midway and
post data collections. Important to note, teachers informally fed back they did not see
diaries as a priority when short of time and therefore were not always completed.
Three classes returned diaries which totalled 61 diaries with varying numbers of

entries each. The schools will be referred to as school A, school B and school C.

Table 4.2

Statistical representation of lessons entered in diary entries.

School Number of lessons Term specific lesson entries

entered
T1 T2 T3 T4 T5 T6

A 16 (51.61%) 5 3 3 3 2 O
14 (45.16%) 6 3 1 4 0 O
C 8 (25.81%) 5 1 1 4 0 O

Notes: T1—-term 1, T2—term 2, T3 —term 3, T4 —term 4,
T5—-term 5, T6 —term 6

31 = total number of possible entries

T1 = 6 possible entries, T2, T3, T4, T5 & T6 = 5 possible entries

This data shows lesson entries to be consistent at the start of the intervention
with an average of 88.89% of term one lessons being covered by all teachers, this
consistency declines over the terms with term two dropping to an average of 46.67%
lesson coverage by all teachers as seen through diary entries. Term three also shows a
decline where an average of 33.33% of lessons were covered by all teachers, term four

shows an increase to an average of 53.33% of lessons covered by all teachers and then
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finally term five with an average of 6.67% fidelity to the lessons by all teachers. These
results suggest that lesson implementation was highest at the start of the intervention,
showing the fidelity of implementation decreasing across the terms with term six not

included by any schools.

4.3.8 Data Collection

Data was collected at four time points across the school year: pre intervention,
midway, post intervention and a six-month follow-up. Questionnaires were completed
individually by the participants in their classroom; the research team were present to
assist with any questions or confusion that arose from the participants. Observational
measures completed by teachers were collected pre- and post- intervention only,
there was no follow-up as teachers no longer taught the students in their classes and
therefore did not have regular contact with them to observe their behaviours. Figure
4.2 below details the number of data collected per measure at each time point. Due to
attrition and absences the participant numbers reduce over time, the sample sizes also
vary due to two schools opting out of the sociometric measures and all bar one schooal,

with two classes, opting out of the MPNI measures.
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AFQ-Y & SCWS n=120

Pre-intervention Pro-social & Friendship networks n=78

MDPI n= 48

AFQ-Y n= 125 & SCWS n=122

Midway
Pro-social & Friendship networks n=84
AFQ-Y n= 64 & SCWS n=66
Post-
intervention Pro-social & Friendship networks n=27
MDPI n= 48
6 momﬁpfo“ow‘ AFQ-Y & SCWS n=44

Figure 4.2. Flow of completed measures across all timepoints.

4.3.9 Analytic Strategy and Data Protocols

There were several types of errors found in the data that were accounted for.
When a participant had ticked two boxes for one item on their self-report
guestionnaire, the median score was selected. When a participant missed rating or
ticking one item, an average was created to replace the blank score. Finally, when a
participant was missing two or more items on one scale the data for that scale was
rendered incomplete and no score was included.

Data was statistically analysed using SPSS 29.0. Data was tested for normality
using the Kolmogorov-Smirnov test, normality was violated by anti-social, popularity
and all MPNI data, parametric (e.g., Pearsons's correlation, repeated measures ANOVA
and paired t-test) and non-parametric (e.g., Wilcoxon Signed Rank test) statistical tests

were conducted when applicable. To examine the relationships between variables

128



Pearsons's correlations were conducted. Not all data assumed normality but similar to
the pilot study, published work suggests the data does not need to be normally
distributed to use a Pearsons correlation (Nefzger & Drasgow, 1957). Whilst the pre-
intervention anti-social and popular nomination scores violate the assumption of
normality, previous research suggests ANOVAs are not affected as much by this
violation (Glass et al., 1972; Lix et al., 1996). Therefore, analysis of variance was
continued as usual for main comparisons with post-hoc tests using the Bonferroni
correction. Paired t-tests and Wilcoxon Signed Rank Tests were used to examine
differences between variables with two time points of collection. Differences were
labelled statistically significant if the p values were less than 0.05. To account for
attrition, exploratory intent-to-treat analysis was completed following previous
research strategies to reduce follow-up bias (e.g. Campbell et al., 2008). A mean of all
scores after baseline was created per participant to produce an average post-

intervention score to make comparisons to baseline.

4.4 Results

4.4.1 Initial Analysis and Descriptive Statistics

Table 4.3 shows the means, average change score and standard deviations of
each of the measures across each data collection time point. The average change
scores included show the average difference (increase or decrease) calculated

between the pre-intervention score and the subsequent time point of data collection.

Table 4.3

Number of participants means and standard deviations.
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Measure Timepoint N Participants Mean Avg. Std.
Change Deviation
Score
AFQ-Y Pre-intervention 121 23.67 11.44
Midway 125 24.62 +2.02 11.68
Post-intervention 64 21.95 -1.57 10.45
Follow-up 44 21.69 -2.43 11.45
SCWBS Pre-intervention 120 52.17 10.72
Midway 121 51.59 -0.93 11.30
Post-intervention 66 52.43 -0.61 8.96
Follow-up 44 50.59 -3.45 7.88
Pro-social Pre-intervention 78 1.30 0.56
Midway 84 1.23 -0.10 0.31
Post-intervention 27 1.06 +0.01 0.82
Anti-social Pre-intervention 78 0.38 0.66
Midway 84 0.38 +0.05 0.96
Post-intervention 27 0.62 +0.30 0.79
Close Friend Pre-intervention 78 0.39 0.37
Nominations Midway 84 0.37 0.00 0.30
Post-intervention 27 0.21 -0.05 0.43
Popularity Pre-intervention 78 0.27 0.27
Nominations Midway 84 0.27 +0.04 0.27
Post-intervention 27 0.21 -0.03 0.38
Helping Behaviours  Pre-intervention 48 5.75 0.15
Post-intervention 48 5.90 +0.15 0.13
Indirect Aggression  Pre-intervention 48 0.46 0.09
Post-intervention 48 0.33 -0.13 0.16
Direct Aggression Pre-intervention 48 0.27 0.19
Post-intervention 48 0.19 -0.08 0.12

Note: AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling
Children’s Wellbeing Scale.

Table 4.4 shows the descriptive statistics of the pre- and post- matched data

only to account for participants that completed the whole intervention, the helping

behaviours, indirect aggression and direct aggression scores are not included as pre-

and post- alone are already recorded in Table 4.4.
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Table 4.4

Number of participants means and standard deviations of pre- and post- completers

only.
Measure Timepoint N Participants Mean Avg. Std.
Change Deviation
Score
AFQ-Y Pre-intervention 62 23.65 11.84
Post-intervention 62 22.07 -1.57 10.47
SCWBS Pre-intervention 62 53.40 8.63
Post-intervention 62 52.79 -0.61 9.00
Pro-social Pre-intervention 26 1.09 0.37
Post-intervention 26 1.11 +0.01 0.39
Anti-social Pre-intervention 26 0.34 0.27
Post-intervention 26 0.64 +0.30* 0.36
Close Friend Pre-intervention 26 0.27 0.10
Nominations Post-intervention 26 0.22 -0.05* 0.08
Popularity Pre-intervention 26 0.25 0.10
Nominations Post-intervention 26 0.22 -0.03* 0.11

Note: AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling
Children’s Wellbeing Scale.
* Difference is significant, refer to Table 4.8 for statistical analyses.

4.4.2 Correlations

To examine the relationships between all measures a Pearson’s correlational

analysis was conducted between each of the measures at pre-intervention to examine

relationships between additional measures that were not in the pilot study. As an

assumption check there is a significant negative correlation between AFQ-Y and

SCWBS (r=-.37, N=117, p < 0.01, two-tailed). This is a moderate correlation (r =-0.37)

that shows a linear relationship between higher scores of wellbeing and lower scores

of psychological inflexibility. Additionally, there is a statistically significant negative

correlation between pro-social and anti-social scores (r=-.58, N = 78, p < 0.01, two-

tailed). This is also a moderate correlation that demonstrates a linear relationship
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between higher levels of pro-social behaviours and lower levels of anti-social
behaviours, which is relatively similar to the pilot study findings (r=-.64, N =76, p <

0.01, one-tailed). Further significant relationships are highlighted in Table 4.5.

Table 4.5

Bivariate correlations between pre-intervention study measures.

Measures 1. 2. 3. 4. 5. 6. 7. 8.
AFQ-Y PC -
Sig.
SCWBS PC -37 -
Sig. <.01
Pro-social PC -.14 .09 -
Sig. 22 .46
Anti-social PC 13 -17 -.58" L
Sig. .28 17 <.01
Close Friend PC -13 .06 .80" -29° -
Nominations Sig. .26 .61 <.01 .01
Popularity PC -.10 -11 .02 .25" -.05 -
Nominations Sig. 42 .37 .88 .03 .66
Helping PC -.07 .05 NA NA NA NA -
Behaviours Sig. .65 73
Indirect PC -.05 .15 NA NA NA NA A1 .
Aggression Sig. .75 31 44
Direct PC -.17 .06 NA NA NA NA -42" .32°
Aggression Sig. .27 .69 .00 .03

Note: The classes that did not complete sociometric measures were the classes in
which teachers completed the MPNI (helping behaviours, indirect aggression, and
direct aggression) therefore, no correlations can be drawn between these measures.
AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling Children’s
Wellbeing Scale.

* Correlation is significant at the 0.05 level (2-tailed).

PC. Pearson correlation.

4.4.3 Repeated Measure ANOVAs
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To examine hypotheses one, two and three multiple repeated measure
ANOVAs were conducted to compare the effects of the intervention on the variables

measured across more than two time points (see Table 4.6).

Psychological Inflexibility and Wellbeing. There were no statistically significant
differences between psychological inflexibility means as determined by a repeated
measures ANOVA with Greenhouse-Geisser corrections (F (2.11, 71.65) = .63, p = .54),
whilst the mean score did decrease from 22.53 pre-intervention to 21.07 follow-up,
statistical analyses suggest there was no significant effect. In addition to this, there are
no statistically significant differences between wellbeing scores across four timepoints
as discovered by a repeated measures ANOVA with sphericity assumed (F (3, 105) =

1.93, p = .13), indicating the intervention had no effect on participant wellbeing.

Pro-social and Anti-social Behaviour. A repeated measures ANOVA with Greenhouse-
Geisser corrections found statistically significant differences between pro-social scores
(F (1.69, 43.90) = 8.86, p = .00) with a large effect size (n2=0.25). Post hoc tests using
the Bonferroni correction showed a significant increase in peer observed pro-social
behaviour by an average of 0.16 between pre-intervention and midway (p = 0.01) and
then a significant decrease by an average of 0.17 between midway and post-
intervention (p <0.01). These results show an initial increase in peer observed pro-
social behaviours then a decrease at post-intervention. A further repeated measures
ANOVA with sphericity assumed determined a statistically significant difference of
anti-social scores between the three time points (F (2, 52) = 20.06, p < .00) with a large
effect size (n 2= 0.44). Post hoc tests using the Bonferroni correction demonstrated

significant increases of peer observed anti-social behaviours between each time point,
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pre-intervention to midway increasing by an average of 0.16 (p =0.00), midway to
post-intervention increasing by an average of 0.11 (p = 0.01). With the mean scores
increasing overtime, it shows an increase in anti-social behaviours observed by peers

over the intervention.

Close Friend and Popular Peer Nominations. A further repeated measure ANOVA with
Greenhouse-Geisser corrections showed a statistically significant difference between
close friend nominations at three time points (F (1.88, 48.88) = 13.08, p < .00) with a
large effect size (n?=0.34). Post hoc tests using the Bonferroni correction showed a
significant decrease in average close friend nominations of 0.103 from midway to post-
intervention (p < 0.01). The mean score does increase non-significantly from pre-
intervention to midway and significantly decreases midway to post-intervention,
suggesting a decrease in received close friend nominations post-intervention.
Additionally, a repeated measures ANOVA with a Greenhouse-Geisser correction
found a statistically significant difference between popular nominations across three
time points (F (1.88, 48.87) = 10.70, p <.01) with a large effect size (n%=0.29). Post hoc
tests using Bonferroni corrections demonstrated a significant decrease in average
popular peer nominations of 0.07 from midway to post-intervention (p < 0.01). Whilst
the mean score increases from pre-intervention to midway, this is not a statistically
significant difference. These results suggest a decrease in received popular

nominations post-intervention.

Table 4.6
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Repeated measure analysis of variance comparing psychological flexibility, wellbeing,
pro-social behaviour, anti-social behaviour, close friend, and popular peer nomination

scores across four time points.

Measure Pre Midway Post Follow-up N p Partial
eta

M(SD) M(SD) M(SD) M(SD) squared
AFQ-Y 22.53(12.23) 23.23(11.29) 21.19(9.55) 21.07(12.15) 35 0.54 0.02
SCWBS 53.47(9.55) 53.65(9.24) 52.92(8.71) 50.31(8.40) 36 0.13 0.05

Pro-social  1.07(0.37) 1.24(0.39) 1.06(0.43) 27 000 025

Anti-social  0.35(0.27)  0.51(0.36)  0.62(0.38) 27 <001 0.4

Close 0.26(0.10) 0.32(0.10) 0.21(0.09) - 27 <0.01 0.34
friend
Popular 0.24(0.11) 0.28(0.13) 0.21(0.12) - 27 <0.01 0.29

Note: AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling
Children’s Wellbeing Scale.

4.4.4 Helping Behaviours, Indirect and Direct Aggression.

To examine the effects of the intervention on the teacher observed behaviours
pre- to post- intervention Wilcoxon Signed Rank Tests were carried out. As displayed in
Table 4.7, whilst mean scores show an increase in helping behaviours and a decrease
in both indirect and direct aggression, the scores were not all statistically significant.
There was a statistically significant increase in observed helping behaviours following

the intervention (z = -2.65, n = 48, p = 0.01) with a small effect size (r = 0.27).

Table 4.7
Wilcoxon Signed Rank Tests comparing teacher observed multidimension peer

nomination inventory (MPNI) scores across both time points.
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Pairs Means  Std. Dev N 4 p

1. Pre helping behaviours 5.75 0.56 48 -2.65 0.01*
Post helping behaviours 5.90 0.31

2. Preindirect aggression 0.46 0.82 48 -1.30 0.19
Post indirect aggression 0.33 0.66

3. Predirect aggression 0.27 0.96 48 -1.27 0.21
Post direct aggression 0.19 0.79

Note: * Comparison is significant at the 0.05 level (1-tailed).

4.4.5 Pre-intervention and Post-intervention Analyses

To account for individuals that completed the whole intervention, pre- and
post- matched data was analysed using paired t-tests (all data was tested for normality
using the Kolmogorov-Smirnov test and found to be normally distributed). Table 4.8
shows the results from the t-tests which show no significant differences for
psychological inflexibility, wellbeing, or pro-social scores pre- to post-intervention.
These is a significant difference between pre- and post-intervention anti-social scores
(t=-7.72, df = 25, p < 0.01, one tailed) with a large effect size of Cohen’s d =-1.52. As
the mean scores increase from 0.34 to 0.64 this suggests an increase in peer observed
anti-social behaviours post-intervention. Additionally, a significant difference was
found between the pre- and post-intervention close friend nominations (t = 2.35, df =
25, p = 0.01, one tailed) with a small to medium effect size of Cohen’s d = 0.46. Due to
the mean scores decreasing from 0.27 to 0.22 this indicates a decrease in received
close friend nominations post-intervention. Finally, a significant difference was
identified between the pre- and post-intervention popular nominations (t = 2.27, df =
25, p = 0.02, one tailed) with a small to medium effect size of Cohen’s d = 0.45. The
mean scores decrease from 0.25 to 0.22 suggesting a decrease in received popular
nominations post-intervention.
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Table 4.8
Paired t-tests comparing AFQ-Y, SCWBS, pro-social, anti-social, peer nominated close

friend and popularity nominations across pre- and post- scores.

Pairs N Means Std. t df p Cohen’s
Dev d
1. Pre AFQ-Y 62 2365 1246 1.00 61 0.16 0.13
Post AFQ-Y 62 22.07
2. Pre SCWBS 62 5340 1038 047 61 0.32 0.06
Post SCWBS 62 52.79
3. Pre-pro-social 27 1.09 0.24 -0.24 25 0.40 -0.05
Post pro-social 27 1.11
4. Pre-anti-social 27 0.34 0.20 -7.72 25 <0.01* -1.52
Post anti-social 27 0.64
5. Pre close friend 27 0.27 0.10 235 25 0.01* 0.46
nominations
Post close friend 27 0.22
nominations
6. Pre popular nominations 27 0.25 0.08 227 25 0.02* 0.45

Post popular nominations 27 0.22

Note: AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling
Children’s Wellbeing Scale.
* Comparison is significant at the 0.05 level (1-tailed).

4.4.6 Exploratory Analyses

Due to prominent levels of withdrawal and missing data points due to
illness/incomplete measures, further intent-to-treat analyses were completed to
account for attrition, whereby an average score was created for each participant that

had completed at least one of the midway, post or follow-up measures. This was only
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done for psychological inflexibility, wellbeing and peer nominated measures as the
teacher observed measures were only completed at pre- and post. Therefore, any
participant scores after pre intervention were averaged to create a new score
accounting for any changes experienced after the implementation of the intervention.
Participants that only completed the pre-intervention measures or did not complete
the pre-intervention measure could not be included in this analysis. However, by using

this intent-to-treat style analysis the participant numbers included increased by double

compared to the repeated measures ANOVAs. As there are now two scores, paired t-

tests were carried out to compare scores pre- and post-intervention.

Table 4.9

Paired t-tests comparing AFQ-Y, SCWBS, pro-social, anti-social, peer nominated close

friend and popularity nominations across pre and averaged post scores. Including

means and averaged change scores.

Pairs N Means  Avg. Std. t df p Cohen’s
Change Dev d
Score
Pre AFQ-Y 97 23.62 1190 -0.64 96 .26 -.07
Post AFQ-Y 97 2439 +0.78
Pre SCWBS 95 5291 1049 126 94 A1 0.13
Post SCWBS 95 51.56 -1.36
Pre-pro-social 54 1.37 0.31 331 53 <.01%* 0.45
Post pro-social 54 1.23 -0.14
Pre-anti-social 54 0.36 0.27 -2.13 53 .02* -0.29
Post anti-social 54 0.44 +0.08
Pre close friend 54 0.41 0.11 189 53 .03* 0.26
nominations
54 0.38 -0.03
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Post close friend

nominations

Pre popular 54 0.25 0.07 -2.73 53 .00* -0.37
nominations

Post popular 54 0.28 +0.03

nominations

Note: AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling
Children’s Wellbeing Scale.
* Comparison is significant at the 0.05 level (1-tailed).

Table 4.9 shows no significant differences for psychological inflexibility or
wellbeing scores between pre- and post- intervention time points. There is a
statistically significant difference between the pre-intervention and post-intervention
pro-social scores (t = 3.31, df =53, p < 0.01, one tailed) with a medium effect size of
Cohen’s d = 0.45. Due to the mean scores decreasing from 1.37 to 1.23, this suggests a
decline in peer observed pro-social behaviours after the intervention. In addition to
this, results show a statistically significant difference between pre- and post-
intervention anti-social scores (t =-2.13, df = 53, p = 0.02, one tailed) with a small
effect size of Cohen’s d =-0.29. Next, there is a statistically significant differences
between pre- and post- intervention close friend nominations (t = 1.89, df =53, p =
0.03, one tailed) with a small effect size of Cohen’s d = 0.26, means show a decrease in
close friend peer nominations. Finally, there is a statistically significant difference
between pre- and post- intervention popular nominations (t =-2.73, df =53, p = 0.00,
one tailed) with a small to medium effect size of Cohen’s d = -0.37, the means suggest
an increase in peer rated popular nominations.

Due to one of the aims of the DNA-V curriculum being to promote wellbeing,

no significant wellbeing differences being found and the mean wellbeing score already
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being higher than average, the data was split into select cases that grouped
participants that scored below the reported SCWBS average of 43.51 (Liddle & Carter,
2015). This group of participants were regarded as below average with their wellbeing,
suggesting they may have had different experiences in wellbeing and psychological
flexibility scores compared to those that did not need additional wellbeing support.
Whilst there were 24 participants in this sub-group, the majority had not
completed all time points of data collection leading to an underpowered study due to
low participant numbers. When looking at all four time points, the sample size (N = 3)
was too low to see if the assumption of sphericity was violated. Therefore, the follow-
up data point was excluded to increase the sample size (N=5), assumption of sphericity
was assumed therefore repeated measure ANOVAs were conducted, as shown in Table
4.10. This sample size is small and therefore the results are underpowered and should
be interpreted with caution. However, they were included here as an exploratory
analysis. Results found significant differences between psychological inflexibility scores
at three time points (F (2, 8) =4.87, p = .04) with a large effect size (n 2= 0.55). Post hoc
tests using the Bonferroni correction indicated a significant decrease in psychological
inflexibility by an average of 9.00 from pre-intervention to post-intervention (p < 0.05).
Additionally, results found significant differences between wellbeing scores at three
time points (F (2, 8) = 7.780, p = .01). This is a large effect size (n?= 0.66), post hoc
tests using the Bonferroni correction showed a significant increase by an average of
14.60 from pre-intervention to midway (p = 0.02). This shows an increase in wellbeing
to a score over the average of 43.51 from pre- to midway with the post-intervention

mean score consistently staying above average.

Table 4.10
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Repeated measure analysis of variance comparing below average wellbeing subgroup

wellbeing scores across three time points.

Measure Pre Midway Post N p Partial eta
squared
M(SD) M(SD) M(SD)
AFQ-Y 32.8(15.75) 30.70(13.15) 23.80(13.48) 5 0.04 0.55

SCWBS 38.40(3.36) 53.00(7.18) 54.60(8.91) 5 0.03 0.66
Notes: SCWBS = Sterling Children’s Wellbeing Scale

The same intent-to-treat analysis was completed on the below average
wellbeing subgroup to account for attrition and incomplete data sets, this increased
the sample number to 15. In Table 4.11, the results of a paired t-test show the
comparisons between pre- and post-intervention wellbeing and psychological

inflexibility scores.

Table 4.11
Paired t-test comparing below average wellbeing sub-group intent-to-treat wellbeing

scores from pre- to post- intervention.

Pair Means Avg. Std. N t df p Cohen’s
change Dev d
score
Pre AFQ-Y 30.90 1493 15 -0.12 14 0.45 -0.03
Post AFQ-Y 31.36 +0.46
Pre SCWBS 35.87 11.39 15 -3.56 14 .00 -0.92
Post SCWBS 46.33 +10.46

Note: SCWBS = Sterling Children’s Wellbeing Scale.

Findings show no significant difference for psychological inflexibility scores;

however, there is a statistically significant difference between pre- and post-
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intervention wellbeing scores (t = -3.56, df = 14, p = .00, one tailed) with a large effect
size (Cohens d = -0.92). With the mean score increasing by an average of 10.46, it
suggests that participants who started the intervention with a below average
wellbeing score had an increase in wellbeing over the duration of the intervention.

To determine if there were any significant differences in scores due to class
differences or gender relevant analyses were conducted. Firstly, data was split by class
to compare the effects of different teachers delivering the intervention for different
sub-groups of participants; however no significant findings were found. In addition to
this, the data was split for gender (pre AFQ/SCWBS female N = 61/62, male N = 60/58)
which revealed no significant differences (refer to Appendix G for gender analysis

details). No other comparisons were required for the aims of this analysis.

4.5 Discussion

The aim of this study is to examine whether an ACT underpinned intervention
(using DNA-V as a child friendly model to frame the PSHE style curriculum) would
increase wellbeing scores, pro-social behaviour, helping behaviour and friendship
networks as well as decreasing psychological inflexibility, anti-social behaviour, indirect
aggression, and direct aggression. The results show an increase in helping behaviours;
however, no other changes were found to be significant. Therefore hypotheses 1 (an
increase in psychological flexibility and wellbeing scores), 2 (an increase in pro-social
behaviour and decrease in anti-social behaviour) and 3 (an increase in both close
friend and popular nominations) were not supported, with hypothesis 4 (an increase in
helping behaviours and a decrease in both indirect and direct aggression) being

partially supported in relation to helping behaviours.
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This was unexpected based on previous findings that suggest school-based
wellbeing interventions have a positive effect on wellbeing outcomes (Li et al., 2012;
Rooney et al., 2013) and that ACT based interventions yield improved wellbeing
outcomes with children (Fang & Ding, 2020b). In addition to this, there is evidence to
suggest ACT interventions increase psychological flexibility (Livheim et al., 2015 &
Swain et al., 2015) which was not significantly exhibited in this study. ACT theory
suggests that to increase psychological flexibility the six core processes of the hexaflex
model should be utilised: acceptance, cognitive defusion, contact with the present
moment, self as context, values and committed action (Hayes et al., 2006). The DNA-V
model used in the curriculum targets psychological flexibility via ACT processes (Hayes
& Ciarrochi, 2015), elements of the six core processes can be found across the 31
lesson plans, which suggests the intervention should have an impact on psychological
flexibility. Which leads to the question, is the lack of effectiveness in this study due to
the intervention or the delivery of the intervention?

Firstly, looking at the intervention, it is important to note that the developed
intervention was potentially not suitable for increasing wellbeing and psychological
flexibility. Interventions take time to build robust procedures and ensure confident
application, with some interventions taking up to two decades to work out feasibility,
safety, and effectiveness as well as collating reliable evidence for its efficacy (Gitlin,
2013). A new framework for developing interventions was introduced by the Medical
Research Council and National Institute for Health research outlining critical phases for
the creation of new interventions (Skivington et al., 2021). It guides researchers to
consider the context of their intervention before evaluation, assessing the feasibility
and enhancing the implementation to further develop the intervention. In terms of

this intervention’s context, there was a clear focus on ACT theory; however, the
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refinement of the intervention could have undergone more formal processes such as
thematic analysis of pilot lesson feedback (Saracutu et al., 2018), as suggested in
Chapter 3. This intervention prioritised the application of PSHE criteria as well as DNA-
V modelling, it could be argued this dual focus might have impacted the strength of
the ACT processes in comparison to other successful ACT interventions. However, a
systematic review of single session ACT interventions with adults found positive
impacts on mental health outcomes (Dochat et al., 2021). More relevant studies with
children have been conducted, with one study of diabetic children taking part in four
ACT sessions finding lower stress levels, increased psychological flexibility and greater
acceptance of their diabetes diagnosis (Stefanescu et al., 2024). Therefore suggesting,
across the 31 lessons of this intervention, enough ACT training was included to lead to
an efficacious result. An additional factor relevant to the interventions’ context, is
considering the possibility that the DNA-V model is not suitable for this age group. The
model was originally developed for adolescents as opposed to 9-10-year-olds; perhaps
the terminology, concepts and processes used throughout the curriculum were not
comprehended well enough by 9—10-year-olds. Currently, there is minimal empirical
evidence regarding DNA-V with younger children, therefore the success rate of the
model and terminology with this population is unknown. The diary entries (analysed in
Chapter 5) will investigate the acceptability of the DNA-V model and terminology with
the 9-10-year-old participants.

Secondly, as highlighted in Skivington et al. (2021), examining the
implementation and feasibility of the intervention is required, especially due to the
high attrition rates which are indicative of the challenges faced with implementing the
curriculum. Therefore, the delivery must be considered as a confounding variable.

Research does suggest that professional led school-based interventions are more
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successful than teacher led interventions (e.g., Stallard et al., 2014; Werner-Seidler et
al., 2017); however, the assumption was made in this research that effective training
would reduce these differences. To make a universal school-based curriculum feasible
and financially stable, it is sensible to continue evaluating teacher-led interventions to
determine how to make them more successful. A recommendation for future research
is to implement more of the co-creation processes in the creation and development of
the intervention to give schools a voice from the outset of the research and potentially
reduce attrition rates. With the classroom teachers as intervention leaders’
researchers had little control over the implementation of the intervention relying on
lessons being taught consistently. If exposure to the intervention was not consistent
both in time and with ACT processes, it could have had an effect of the outcomes of
the study. Whilst most teachers were transparent about their fidelity to the
intervention, it does not negate the variability of the quality of teaching. The lessons
were designed for easy implementation; however, interpretations of the lessons could
differ across teachers causing various versions of the lessons to be taught. Due to the
scope of this study and teacher time constraints, it was not possible to assess
consistency through alternative means, such as training for each individual lesson plan
for consistency across all classes, or through observation. It is evident that regular and
consistent implementation of the lessons was challenging, especially with one school
missing an entire term of lessons due to school commitments. Future research could
measure fidelity more explicitly, ensuring teachers kept detailed logs of each lesson
taught and occasional researcher sit ins to ensure the teachers are appropriately using
the language of the intervention. By monitoring this closely, it can give clear insight

into possible confounding variables and reasons behind the results.
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The sociometric measures showed a decrease in close friend nominations,
popular nominations, and pro-social behaviours as well as an increase in anti-social
behaviours. This is not consistent with prior research that shows school-based
interventions increase pro-social behaviours, decrease anti-social behaviours, and
improve social skills (Banerjee et al., 2014; Humphrey et al., 2016; Sklad et al., 2012). It
is important to review this unexpected finding, there is potential that the result was
impacted by attrition or the intervention itself does not change social behaviours.
Although, the second explanation seems less likely due to previous findings.
Additionally, it is plausible that the measure was insufficient in accurately measuring
social behaviours. Especially considering the teacher rated MPNI measures show an
increase in helping behaviours after exposure to the intervention, which is consistent
with the literature. With results contrasting previous literature, it is important to query
the reliability of the measures. The AFQ-Y, SCWBS and MPNI are commonly used
measures evidenced as reliable and therefore not included in the first part of this
discussion. There are three possible arguments for the unexpectedness of the
sociometric outcomes, which will be outlined in more detail: 1. the completion of the
measures by the children was not done accurately, 2. the measure was not fit for
purpose or 3. the results may be true. Firstly, looking at the completion of the
measures over the time points, it could be suggested they became more familiar with
the measure over time and therefore were more likely to nominate peers at later time
points due to better understanding. Additionally, at the start of the year the
nominations for observed behaviours may have been lower as the participants would
have had a six-week summer holiday away from classmates and not have enough
recent knowledge about their behaviours, therefore as the year progresses the

classmates get reacquainted with each other’s attributes for more accurate
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nominations. Secondly, it is possible that the sociometric measures were not sufficient
for accurately measuring social behaviours; however, research shows the unlimited
nominations option to be a more reliable and valid measure than the opposing
approach of limiting nominations (Terry, 2000). Therefore, these made for purpose
sociometric measures are likely to be reliable. It is possible that more robust ACT
measures could have been in place to examine the potency of the intervention, for
example, a more values consistent measure like the valued living questionnaire
(Wilson & Murrell, 2004) adapted for children. This would allow further investigations
into the effects of the ACT processes. Thirdly, it is feasible that the outcomes are just
that, there may be no further explanation, it may just have been the dynamics of the
classrooms.

Moreover, it is essential to discuss the possibility of the ceiling effect when
measuring wellbeing. The average scores were higher than previous research averages
43.51 (Liddle & Carter, 2015) and the average of the pilot study 48.85. It is plausible
the heightened wellbeing levels could account for no increases in wellbeing across the
intervention as there was minimal room for improvement. When examining below
average wellbeing participants, significant increases in wellbeing were found such that
wellbeing scores went from being below average to above average and psychological
inflexibility decreased. These findings are supported by research conducted on
children with mental health difficulties (e.g., anxiety, depression etc.) that found ACT
intervention improved mental health symptoms and increased psychological flexibility
(Harris & Samuel, 2020). This is a significant finding considering the DNA-V curriculum’s
aim was to improve psychological flexibility and promote wellbeing, therefore showing
the DNA-V curriculum could achieve this for students that potentially need it most.

Whilst this finding is positive in terms of intervention outcomes, the sample size of this
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sub-group is small and opens the results to bias. Therefore, these results should be
interpreted cautiously.

Opposingly, more research has been analysing the adverse effects of promoting
wellbeing (Foulkes & Andrews, 2023), with research suggesting even in youth-based
studies, mental health focused interventions can lead to negative outcomes such as
regularly identifying negative thoughts lowering an individuals’ mood (Garmy et al.,
2015; Lindholm & Nelson, 2015). These variables are worth considering when
discussing the implications of this research. But crucially, it is notable to recognise the
fact that ACT does not aim to reduce symptomology, any reductions are seen as a by-
product (Dindo et al., 2017), value consistent behaviours and improvements in
psychological flexibility are the focus. Therefore, changes in wellbeing are not a
concern provided there are other beneficial outcomes for the children.

Teacher observed outcomes noted a significant improvement in pro-social
helping behaviours from pre- to post- interventions, but peer observations did not. In
addition to this finding, there was a significant increase in peer observed anti-social
behaviour, which is inconsistent with previous findings (Sklad et al., 2012) and the
teacher observed behaviours where no increases in indirect or direct aggression were
found. This may suggest that teachers recognise these behaviours better and can
therefore rate each participant more accurately. Alternatively, social desirability may
be more present in the teachers who understand the premise of the study. Within the
pro-social peer nominated results an increase from pre-intervention to midway was
found, when looking at fidelity measures this heightened pro-social score comes after
a large percentage of the lessons were covered. Therefore, the adherence to the
lesson plans being stronger at the start of the intervention, may have led to

improvements at midway (as evidenced by the pro-social measure) and decreases
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from midway to post-intervention (as shown by the close friend and popular peer
nominations). Suggesting long term adherence to the intervention is essential to its
success.

An unforeseen positive correlation was found between anti-social behaviour
and popularity, suggesting a relationship between higher amounts of observed anti-
social behaviour and higher nominations of popularity. Some evidence suggests more
anti-social behaviours such as bullying are not deemed popular until adolescence
(Pouwels et al., 2018). However, it has been found that aggression (an item accounted
for within the sociometric measure ‘who fights with others’) can predict social
prominence (Cillessen & Mayeux, 2004) therefore supporting the notion that anti-
social behaviours are related to popularity.

Positively, there were no differences found in the data across class groups
suggesting teachers were consistent in their delivery of the curriculum. There were
also no differences across gender which supports previous literature that found no
significant gender differences in self-reported measures of wellbeing in primary and
secondary school aged children (Lghre et al., 2014). Data was also grouped for below
average wellbeing scores which found differences as discussed, future research could
use additional identifiers for poor mental health (such as parental or teacher
observations) to include all students with higher wellbeing concerns for additional
analyses.

Finally, essential to discuss relative to school-based interventions is the
difficulty in conducting the research. Research in education comes with multiple
challenges, notably for this study, attrition. Firstly, initial interest to the study was low,
there were no financial incentives and an increase in teacher workload leading to low

volunteer numbers. Because of this, it was not feasible to complete a randomised
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controlled trial, therefore reducing the reliability and validity of the results. Due to
reasons outlined previously, whole schools withdrew from the intervention, future
research should focus on improved, financially aware processes for retaining schools
without causing additional pressure. However, attrition in school-based research is
inevitable and is difficult to control for. In addition to this, when looking at the fidelity
outcomes (diary entries), it shows a steady decline in the number of lessons being
included within the participants diaries. This could be due to the fact the curriculum is
just not feasible to be implemented in primary schools, perhaps there are too many
barriers' teachers need to overcome before focussing on a wellbeing lesson that is not
part of exams or strictly enforced by the national curriculum. Or potentially, when
teachers gave reasons for withdrawal, they could have said them to be nice; instead,

their dropping out may signal dissatisfaction with the curriculum.

4.6 Limitations

There are several limitations of this study that need to be considered, firstly,
due to this being an experimental study of a new intervention, there was no control
group therefore increasing the risk of type 1 errors. Without a control group, findings
cannot be solely attributed to the intervention as other variables may have influence.
For example, the structure of the school year may have had an impact on data
collected, particularly at the end of the year where children are experiencing burnout,
tiredness, and irritability before the summer holidays. A further example, the burnout
of teachers during the year may have led to lower quality implementation of the
intervention, it is well documented that primary school teachers experience burnout

(Kokkinos, 2007; Whitehead et al., 2000).

150



In addition to this, without a control group it cannot be determined whether
the duration of a possibly stressful or challenging school year could have had a
negative impact on the children’s wellbeing or psychological flexibility, therefore
rendering our results of consistency a success. The feasibility of a control group was
considered; however, only six schools initially volunteered for the study therefore it
would not have been constructive to split the schools and have lower numbers of
participants actively in the intervention condition and all schools wanted to actively
participate in the intervention. Retrospectively, this was the correct decision due to
the considerable amounts of attrition with schools receiving the intervention.

The biggest limitation of this study is the attrition experienced at each time
point of data collection. This led to smaller numbers of participants being included in
the statistical analysis potentially effecting the external and validity of longitudinal
research (Hansen et al., 1985). Previous research has suggested that attrition from
longitudinal studies is expected, and procedures have been suggested to reduce the
problem (Eerola et al., 2005; Ellikson et al., 1988); however, whole school attrition is
an unfortunate circumstance that cannot be accounted for. The G*Power analysis
showed that there was a sufficient sample size of over 24 for most measures; however,
the below average wellbeing measures were underpowered. Due to the attrition and
small sample size for this exploratory analysis, results should be interpreted with
caution.

Another limitation of this study concerns the measures. For example, with the
MPNI measure, social desirability could lead the teachers to falsify their observations
to make it appear they have taught their lessons sufficiently. In addition to this, the
wellbeing and psychological flexibility measures were self-report measures completed

by the children, with the heightened mean scores in comparison to evidenced findings,
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we can question the accuracy of the children’s self-reporting skills. Parental
observations would be a useful addition or alternative to counter the possible
inaccuracies of children; however, compliance from parents may add more challenges
to the research process.

Finally, to examine the adherence of teachers to the lessons there needed to
be stricter fidelity measures. Whilst difficult to control and would still have its’
limitations, thorough log reporting and researcher check in appointments may help to
improve adherence as well as giving a clear understanding of how frequently the

lessons were taught.

4.7 Conclusion

Despite methodological implications and few significant results, the findings of
this study do show some positive outcomes. Specifically noting the increase in both
wellbeing and psychological flexibility of those identified as below average wellbeing at
pre-intervention. Implying that this DNA-V PSHE style curriculum had a positive impact
on a potentially ‘at risk’ sub-groups’ wellbeing, therefore, perhaps this type of
intervention would be best suited for people that fall into the ‘below average
wellbeing’ category. Additionally, this research has led to necessary questions
regarding the feasibility of implementing a wellbeing curriculum within an English
school setting. Therefore, gaining qualitative feedback is crucial to a deeper

understanding of the challenges faced with this intervention.
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Chapter 5: Qualitative Analysis of Student Diaries, Student

Experiences and Teacher Interviews

After completing the statistical analysis, a complimentary qualitative analysis
was utilised to provide a rich picture of the participants’ experiences. By analysing
diaries, and interviewing both participants and teachers, it may be possible to
investigate the deeper meanings and reasons for the previous findings, which help to
inform future quantitative investigations in this area (Sutton & Austin, 2015). Within
this empirical chapter there are three separate analyses with different aims:

e the diaries were analysed using a deductive content analysis method
looking for codes based off identified themes to understand the
student’s comprehension of the DNA-V model

e the student interviews post-intervention were analysed thematically to
gain a clearer understanding of the impact of the intervention

e the teacher interviews post-intervention were also analysed
thematically to determine the applicability and feasibility of the

intervention.

5.1 Participant Diary Analysis Introduction

Whilst there were no significant quantitative findings in relation to increases in
psychological flexibility and wellbeing, it is important to explore this qualitatively to
understand the experiences of participants. Notably, the DNA-V intervention did not
move levels of psychological flexibility and perhaps, one reason for this could be that
DNA-V itself is not a suitable model for the specific age of children that participated.

Whilst the development of the curriculum was reviewed by an educational
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psychologist and primary school teacher ensuring the suitability for children aged 9-10
years, the completion of diaries gave the ability to examine whether the children were
able to comprehend the model and fill in the diaries using the correct terminology.
That is, if the children can manage this, the DNA-V model is suitable and if they cannot
comprehensively utilise the terminology perhaps the model is too difficult for them to
understand. Therefore, this analysis took on a deductive approach, specifically
searching for correct uses of the main terminology of DNA-V. Because a deductive
reasoning approach has been adopted, it was hypothesised, due to a thorough
development and review process, that the children would be able to correctly use the

model language in their diary entries.

5.2 Method

5.2.1 Research Design Overview

This study had a qualitative deductive approach using content analysis of
diaries written by the children at the end of each lesson they completed. This design
approach was selected due to prior knowledge gained from the quantitative measures.
Researchers suggest deductive reasoning is a useful approach when prior knowledge
can be used to create and test a hypothesis (Shin, 2019). Other diary-based studies
have used content analysis (Lundgren et al., 2018; Pelto-Piri et al., 2012; Tov et al.,
2013), with one study selecting content analysis because the data collected was not
rich or sufficient for deeper interpretative approaches (Egerod et al., 2017). As the
diary entries within this study are shorter entries from 9-10-year-olds rich responses

are not expected, therefore content analysis has been selected for this study.

5.2.2 Researcher Description / Reflexivity
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It is important to acknowledge that my prior experiences and values that may
have had an influence on this analysis. As this research has been conducted as part of
my doctoral research, whereby | have created the lessons that the children were being
taught, there are ways my experiences could impact the analysis such as investment in
the curriculum’s success meaning that | am more likely to draw on positive feedback.
This intervention was created through many hours of work and the passion for the
topic lead to aspirations for success; however, researcher integrity encourages
thorough and rigorous analysis to add truthful knowledge to this area of psychology.
Additionally, due to my thorough knowledge of the DNA-V model, it is likely for bias
interpretations of the writing to surface. That is why this deductive content analysis
approach was chosen, to reduce the effects of bias in the analysis by focusing on

specific codes and avoiding interpretation of the writing.

5.2.3 Participants

Diaries were returned from the two schools that completed the intervention,
one of which had two separate classes. The participants in this study were 62 of the
students from the intervention study. Participants were 10 years old with 59.68% of
respondents identifying as male and 40.32% identifying as female. All returned diaries
were included in the analysis regardless of completeness of diaries and

spelling/grammatical mistakes.

5.2.4 Data Collection
Throughout the course of the intervention participants were required to fill out
diary entries at the end of each lesson. The diary asked two open ended questions:

‘write down one thing that you learned in the lesson today’ and ‘write down how you
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might apply what you have learned to your life’ (see Appendix F). From the
intervention fidelity measures and conversations with the teachers it was made clear
the diaries were not always completed at the end of every lesson due to time
pressures. Diary entries were concentrated around the introduction of the
intervention with an average of 88.89% of Term 1 lessons being delivered which
gradually decreased to an average of 6.67% of Term 5 lessons being delivered with no
Term 6 lessons being delivered. However, a total of 465 entries were recorded across
62 participants, with most completing entries on the introductory intervention lessons
where the DNA-V model was outlined.

The diaries were hand-written and therefore all manually computed into a
document to allow for ease of code searching. Incorrect spellings were amended but
incorrect grammar and non-sensical sentences were input exactly as they were written

to avoid interpretation bias.

5.2.5 Data Analysis

The specific aim of this analysis was to test whether the participants could
comprehensively use the DNA-V model terminology in their responses to demonstrate
the suitability of the intervention. That is, prior knowledge led to one assumed theme
that could be searched in the data, that theme being ‘accurate and comprehensive
understanding of DNA-V terminology’. Thus, a deductive approach was taken whereby
specific codes were searched to find complete and accurate sentences.

The codes selected to search in the data were the main DNA-V model terms:
discoverer, noticer, advisor, values, self view and social view. The search terms used on
the data were: ‘discover/discoverer’, ‘notice/noticer’, ‘advise/advice/advisor’,

‘value/values’ and ‘self/social/view’. Multiple versions of the words were included to
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account for the ways in which a participant might utilise the word in their
explanations. From this, the sentences including these words were manually read and
then extrapolated if they followed two rules. Rule one, the sentence must be coherent,
any sentences that did not make sense were not interpreted to avoid bias. Rule two,
the content of the sentence must be accurate to the term being used. That is, if the
participant is using the word ‘advisor’, their writing must be relevant to the advisor
principle. In essence, the themes of this data are the understandings of the separate
DNA-V principles. These analytic claims are illustrated with data extracts from the

diaries.

5.3 Findings

5.3.1 Description of the Diaries

Most entries were present tense and in first person, with many entries
including short responses of 4-10 words. The first term worth of entries included
relevant terms being used, later terms included entries that focused on the PSHE
element without use of DNA-V language. Therefore, the majority of extrapolated data
examples come from the first six weeks of intervention where the DNA-V model was
introduced to the participants. The theme of accurate and comprehensive
understanding of DNA-V terminology was evidenced throughout; however, there were

no examples of self view or social view in any of the diary entries.

5.3.2 Content Analysis
Table 5.1 shows the search strategy findings of the data content. Whilst the terms
were used frequently, not every usage of the term resulted in an accurate or

comprehensive sentence about that part of the model. Occasionally the terms were
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used incorrectly or were illogical; the explanation of the different DNA-V skills was
either mislabelled with another or lacked correct context. For clarity these are some
examples of incorrect descriptions: “Today I have learnt about the discoverer and that
your discoverer pushes you to do things even if you are scared you still do it no matter
what. A discoverer is part of your brain that pushes you to do things.” (participant 14)
this interpretation of the Discoverer is incorrect and “Noticer | would work on because
it is when your brain noticed if like you crash it’s going to tell you not to do it again like
try not to crash or it tells you not to drive again.” (participant 29) this explanation has
been labelled incorrectly; the description fits the Advisor principle. Examples for each
accurate and comprehensive code were extrapolated, they are outlined below with
numbers of shown examples being relevant to the number of accurate and
comprehensive codes found within the text. That is, the higher the number of codes, a

larger number of examples will be included.

Table 5.1

Coding frequency table. This table shows the number of times codes appeared in text

and the number of accurate comprehensive examples.

Code Frequency in text Number of accurate
comprehensive codes

Discoverer 138 23
Noticer 138 10
Advisor 125 35
Values 75 12
Self and Social View o* 0*

Note: * for context, many diaries were completed after the introduction of

these terms, but no content was recorded in the diaries.
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The codes used for searching have led to sub-themes, whereby each sub-theme
is an understanding of the specific principle within DNA-V. Therefore, listed below are

examples of each sub-theme.

5.3.3 Understanding the Discoverer

As the discoverer is seen as a core skill within DNA-V, accurate descriptions of
what the discoverer is or how the participant has used/plans to use their discoverer
were included. There are clear examples where participants acknowledge what the
discoverer is in a simplistic way “The discoverer discovers new things and does new
things.” (participant 45) and in a more detailed way showing clear understanding “/
learned that you discover new things probably every day and it is good to discover
because then you know if you want to do something again. | want to discover new
ways to find things out. | want to discover a new friend this year. | want to discover
what it is like to go on a roller coaster.” (participant 15). There are also examples that

III

demonstrate understanding of the principle and how to use the discoverer skill “Your
discoverer is good because you should listen to discover new things, or you could miss
out on lots of fun.” (participant 9) and “Discoverer is for when you learn stuff for
yourself. So, you can become a mindful warrior. | can solve a problem when I’'m in a
new place and don’t have a map. | should explore and find great places.” (participant
43). There were also some distinct examples where participants discussed the benefits
of using the discoverer skill “I learned that it’s good to try something new because you
might enjoy it and if | hate it, | just won’t do it again. | want to discover a new skill”
(participant 4), “Always discover stuff don’t be afraid to do stuff that you don’t want to

do just use your discoverer. I've learnt to not be scared.” (participant 17) and

“Discovering things is good because it might help you to learn about tricky things. You
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might find things that you like e.g. chicken wings.” (participant 21). The ability to
explain how the individuals would utilise the skill moving forward due to its benefits
was also made evident “I will learn more about my D for discoverer, so | discover new
things and challenge myself and try new things, so | learn more about stuff”

(participant 29).

5.3.4 Understanding the Noticer

The noticer is another core skill within DNA-V, there were less accurate
descriptions of this skill found within the data in comparison to the discoverer and
advisor; however, there were some clear examples of children understanding this
principle. Most examples highlight that the noticer is focused on how you feel and
your emotions “Today I learnt about the noticer and that there are lots of different
emotions going through your head.” (participant 36) and “/ learnt that the noticer will
notice your emotions.” (participant 46). However, more nuanced examples explain
what the noticer does and how they can utilise it “I have learnt that different people
feel different emotions and if we notice a bad emotion, | can notice it and let it be there
and not react.” (participant 43), “I will always notice my emotions now and with that |
can stop myself from doing bad things in the future.” (participant 50) and “I have learnt
that noticer tells you things like “I have a feeling here, I’'m excited” or “I have a feeling
here, I’'m scared”. Next time | am angry | will just breathe, calm myself down and then

say sorry.” (participant 54).

5.3.5 Understanding the Advisor
The advisor is another of the key skills that make up DNA-V, and this term was

accurately mentioned more frequently than any other DNA-V terms. Firstly, there was
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evidence of children understanding the idea that the advisor is like an ‘inner voice’ that
guides us “The advisor is like little voices in your head that tell you to do something or
not to do something. | will only listen to the good choices that advisor says.”
(participant 58) and “So advisor is like a little voice in your head.” (participant 13). With
students even identifying that the advisor stores information from past experiences to
help guide you “An advisor is when you might do something and hurt yourself, next
time you think about doing it your advisor tells you not to.” (participant 26), “The
advisor uses maps and knows where they’re going.” (participant 45) and “I learnt that
you don’t always have to listen to your advisor, and you could try something new. Also,
I learnt that you remember things from when you were little and that makes you know
what you like/dislike.” (participant 54). Multiple participants discussed an important
part of learning about the advisor and how we do not always have to follow what it
says “I learnt that the advisor is very useful. You need to listen to your advisor but
sometimes it is best to ignore your advisor.” (participant 38), “I have learned that we
have different advisor voice, and you don’t always have to listen to them. If | have not
tried something for a while my advisor voice might say “yuk last time you ate that it
was yuky” or “go on it might taste better”. | can listen if | want to but its best to listen
to “it might taste better”.” (participant 43) and “Today we learnt that you don’t have to
listen to your advisor. Like when you’re in P.E you might think you should do a run, but
your advisor says not to do it because you’ll find it hard.” (participant 51). With other
participants also noting how they can apply advisor skills moving forward “I learnt that
sometimes it is good to listen to your advisor, but not always. | might apply it in my life
if I don’t know what to do, I'll listen to my advisors and choose which option | think is
right.” (participant 4), “We talked about the advisor and how you don’t need to listen

to it. | will use this by listening to its good opinions.” (participant 6) and “/ learned that
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when an advisor is telling me what to do and | can choose to do the right thing.”

(participant 56).

5.3.6 Understanding Values

The final part of DNA-V to cover that was included by participants is values.
Similar to the noticer there were fewer accurate descriptions of values, and the
frequency of the code in the text was less in comparison to the other processes. Some
examples show children understanding that values are important “/ learnt that values
are really special, and everyone has them which is really cool. | might apply it later in
life because | can try and figure out some of my values.” (participant 4) and “I learnt
that values are things that we treasure. | will apply this by thinking about my values
family, fun, kindness.” (participant 6). With some participants noting how
individualistic values can be “Values make you who you are, and everybody is different
they’re not all like you.” (participant 45) and “I/ learned that values make me who I am.”
(participant 60). And finally, a clear exemplar of a student identifying the application of
values “That you use different values in different situations like using honesty when a

math test is on.” (participant 50).

5.3.7 Understanding Self View and Social View

There were no inclusions of self view or social view in any of the diary entries
returned. The terms should have been introduced in the first term as an introduction
to the DNA-V model. After this introduction to the terms there were diary entries
included within term 2, 3, 4 and 5 but no reference to self view and social view was
made. Leading to three possibilities: 1) the introduction to these terms was missed

which impacted future lessons, 2) students struggled to comprehend the principles so
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chose to omit them or 3) the teachers struggled to understand them themselves, and

therefore did not teach them.

5.4 Discussion

This content analysis demonstrated that children can coherently use the DNA-V
model language in their diary entries to correctly describe the principles, except for
self view and social view. It evidenced that the DNA-V model is suitable for the age
category due to multiple exhibits of clear understanding of the DNA-V skills and
applications of them. However, it is evident that the noticer and values elements of
DNA-V did not have as many comprehensive examples compared to the discoverer and
the advisor principles, which leads us to question why. It is not possible to decipher the
exact reason as to why fewer comprehensive examples of the noticer and values were
entered into the children’s diaries but there are three possibilities. Firstly, it is
important to consider the delivery of the lessons as a factor, it is possible that during
the intervention teachers did not have enough time to deliver all of a particular lesson.
This could have led to a condensed version of the lesson being taught which would
decrease the clarity of the principles for the students. In addition to time constraints,
the teachers may not have delivered those specific principles in the way they were
intended which led to incorrect uses of the terminology. Secondly, it is feasible that
the LPs (lesson plans) themselves were not suitable for precisely outlining and teaching
the noticer and values principles. Perhaps these particular lessons required fine-tuning
to be as successful as the discoverer and advisor lessons. Thirdly, is the factor that the
noticer and values principles are more challenging for children aged 9-10 to grasp and

put into writing. As suggested by Piaget (1962), at the age of 9/10 a child should be
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situated in the concrete operational stage of development whereby they are better
with using logic but may struggle with abstract or hypothetical thinking. There is
potential that the noticer and values elements of the model are slightly too advanced a
concept for the age group. Both the discoverer and advisor use relatable metaphors to
help children understand their process, it is not easy to do this with the other
principles. Research suggests that around the age of 3 years children are able to
comprehend metaphors (Epstein & Gamlin, 1994), therefore 9-10-year-olds will be
able to relate to metaphors for better comprehension. However, theory of mind
theorists would argue that during the latter years of primary education children have
the ability to think about themselves in a mental state and others (Ensink & Mayes,
2010), therefore should be able to understand mental terms. It is also worthwhile to
note that the ability to write about one of these principles accurately does not coincide
with the students’ ability to utilise the skill in real life.

It is also necessary to discuss the exclusion of the self view and social view
principles. As they are not mentioned once, it is conceivable that the teachers did not
include the introductory lesson for these principles and therefore the participants did
not complete an entry on them. Similar to an aforementioned point regarding less
values and noticer examples, there is potential that the self view and social view
principles were not comprehended well by students leading to their inability to put the
concept into words. In addition to this, the teachers understanding of these principles
may not have been clear, therefore they may not have been comfortable with teaching
them at all, helping to explain the lack of these principles within the diaries. The
adherence to the LPs was important for this intervention, it is plausible that missing
the introduction to self- and social- view led to effects in later LPs where self or social

view were the main focus and less impact of the DNA-V model overall.
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When comparing these findings to the quantitative results, it is unusual how
most of the terminology was understood by the participants, but no significant change
in psychological flexibility was found. This leads to questioning whether the diaries
were simply verbatim straight after the lesson finished, which is why there was no
impact on the participants. Or the psychological flexibility measure was not sufficient
in capturing accurate results. Or finally, the lesson plans may have needed more DNA-
V content to yield a change in psychological flexibility, as it seems clear that the
principles were understood.

A noteworthy finding is that most of the diary entries were from the first term
of lesson plans where the DNA-V model was introduced. Therefore, much of the data
is focussed on the first six lessons. There are two conclusions we can draw from this,
firstly, it shows how just one term is sufficient in enabling DNA-V language. Secondly, it
can be concluded that we do not know how consistently the DNA-V principles were
used and maintained throughout the course of the intervention. We would have
expected later entries to show a deeper understanding of DNA-V; however, due to
time constraints, teachers said the diaries were left out of the lessons. More frequent
student face-to-face interviews across the year would have ensured regular feedback
for a richer understanding across the year of intervention.

There are some limitations to this analysis, being qualitative in nature means
that researcher bias is possible, with respect to personal interpretations of the data.
Reflexivity has been included to account for researcher assumptions, beliefs and how
this may influence the findings, which is highlighted as an integral process for rigorous
qualitative analysis (Jamieson et al., 2023). However, this does not negate the bias,
only shows where the bias might situate itself in the findings. Deductive content

analysis was chosen to reduce the chance of bias; however, researcher’s decision of
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accuracy in the children’s entries could be a potential place for bias. Therefore,
interpretations of data were not made and were analysed as written to ensure
consistency. Future research should employ a second coder to compare results and
reduce bias, this was just not feasible as part of this PhD.

Another limitation to this research is that by choosing a deductive approach
and focusing on content analysis it is plausible that insightful data was ignored when
searching for codes only. By approaching the analysis with a predisposed theory, it has
limited scope as it may miss experiences from the participants that could add to the
understanding of the intervention’s efficacy. Deductive content analysis is a rigid
approach that can be seen as reductionist (Pandey, 2019) as it does not examine the
phenomena. However, after transcribing and completing the code searches it became
evident that the responses from the 9—10-year-olds were not sufficient enough to
undergo a more complex analysis.

An additional drawback to this analysis is that these diaries were returned from
the two schools that completed the intervention, it would have been insightful to
evaluate the diaries of the schools that withdrew from the intervention. With a larger
number of schools included in the analysis, comparisons could have been drawn. This
was an unavoidable circumstance as other schools did not respond when asked for the
return of the diaries. Future studies within schools should employ regular collection of
gualitative material, like diaries, in order to avoid data being unreturned due to
attrition.

Whilst the limitations do have an impact on the strength of the findings, there
were several processes in place to reduce the effects. Therefore, it is sufficient to

conclude that the DNA-V model was comprehended by the participants as evidenced
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through multiple samples explaining the discoverer, the noticer, the advisor and
values.

In the last chapter, no improvements were found in either psychological
flexibility or wellbeing. Two possible reasons suggested for this concerned whether
students were able to comprehend the data and whether lessons were delivered with
fidelity. The analysis described in this section suggest that neither of those reasons are
true, as children understood the model as delivered by the teachers. There must be
other reasons for the lack of movement in those measures: possibly there was not
enough intervention delivered consistently over the course of the year (e.g., poor
adherence), or perhaps baseline levels of psychological flexibility and wellbeing were
too high that meaningful change was not possible. However, it is shown to be possible
given the results of children with lower wellbeing at baseline seeing significant

improvements in both wellbeing and psychological flexibility.

5.5 Student Interview Analysis Introduction

Participant responses post-intervention are important in understanding the
acceptability of an intervention. That is, from a participant’s perspective, is the process
of participating in the intervention, the intervention content and perceived
effectiveness of the intervention deemed acceptable (Sekhon et al., 2017)? The study
reported in Chapter 4 showed few significant findings; however, qualitative analysis
can reveal experiential phenomena that may demonstrate additional effects not
measured quantitatively and can give insight into the quantitative results.

Interviewing children is not commonly used due to issues with reliability (Reed,
1996). Numerous studies use parental interviews to gain understanding of children’s

experiences; however, it is suggested that examining children’s experiences from their
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perspective can be beneficial in gaining clearer insight into their experiences
(Kortesluoma et al., 2003). Therefore, recommended methodological approaches were
utilised to improve reliability, such as using open-ended questions to allow freedom of
expression in responses (Lofland & Lofland, 1984). The DNA-V intervention aimed to
support wellbeing and therefore, the aim of this study is to analyse the participants
experiences of the intervention, focusing on the views of the intervention as a whole

and potential wellbeing effects.

5.6 Methods

5.6.1 Research Design Overview

This qualitative study used a semi-structed interview to gain insight into
participants experiences of the DNA-V curriculum. This research took an inductive
thematic approach of interview transcripts of participants post-intervention. This
approach was chosen due to other similar studies using thematic analysis as a suitable
analytic process when analysing interview data investigating experiences of an
intervention (Cody et al., 2022; Hambraeus et al., 2020). There is also evidence to
suggest the appropriateness of thematic analysis when analysing young peoples’

perspectives of psychological interventions (Michel et al., 2020).

5.6.2 Researcher Description/Reflexivity

It is useful to acknowledge my prior experiences and values that may have had
an influence on this research process. As this research has been conducted as part of
my doctoral research, whereby | have created the lessons that the children were being
interviewed about, it is possible that researcher bias may lead to more positively

skewed findings. That is, due to investment and passion in the DNA-V curriculum,
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there is a chance that during the coding process, positive responses may stand out
more. Due to the risk of this, specific questions were included in the semi-structured

interview to highlight possible negative experiences.

5.6.3 Participants

Students were randomly selected through an online generator to take part in
the interview process. Across the three different classes that completed the
intervention, fifteen participants were selected, with seven females and eight males.
All participants were 10 years old and accepted the random selection to be

interviewed.

5.6.4 Data Collection

The semi-structured interview was designed with input from the team behind
the curriculum and included 11 open ended questions (see Appendix H). The focus of
the questions was to initiate conversations with the participants about various aspects
of the curriculum. For example, what they learnt, what they enjoyed, what they did
not enjoy, if they have used DNA-V outside of the classroom etc. These prompting
guestions gave the students a starting place to discuss their experiences, students had
varying levels of responses with some giving brief responses even with follow up
prompts.

The interviews took place post-intervention on the same day their quantitative
measures were completed. Each student joined the researcher in a quiet room with a
supervising school staff member where an audio device recorded the interview.
Participants were reminded to take their time and ask questions if they were unsure of

what the question was asking. Participant interviews lasted between 2 minutes 14
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seconds and 7 minutes 5 seconds with an accumulated time of 63 minutes 39 seconds.
After all audio recordings were taken, they were transcribed manually using DSS Player
(version 7). If the participant mumbled and therefore were not understood during the
transcribing process, interpretations were not made to understand the sentence to
avoid incorrect inclusions of data. Once all participant data was transcribed a total of

649 lines of text were ready to be coded.

5.6.5 Data Analysis

The aim of this study was to understand students’ experiences of the DNA-V
curriculum intervention; therefore, a phenomenological approach was taken with a
realist framework (following Braun & Clarke, 2013). Thematic analysis was conducted
following the guidance and phasing outlined in Braun and Clarke (2006). Coding was
completed semantically, after this phase the codes were searched for patterns to
identity themes across the data. A mind map was used to group codes together before

defining and naming the emerging themes.
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Example of skill use

Recognising similarities

Sharing experiences

Out of class sharing

More explanations

Too much writing

More creative activities

More sharing

Out of class reinforcement Helping each other
Clear DNA-V knowledge Socialising

Relate model to real life — . —

Accurate use of terms Applied understanding Class cohesion

Thinking before acting /
Helping whenstuck [ | Personal growth Improvements
Changed opinion /
i Lesson variety

Personal improvement

Improved understanding Too jumpy

Serious Fun games
Trying more
Enjoyable Educational

Challenging lessons

Figure 5.1. Mind map of emerging themes and sub-themes
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5.7 Findings

A variety of responses were collected from the participants, with a range of
codes to group into meaningful themes regarding their experiences of the
intervention, as shown in Figure 5.1. The main themes were categorised as follows:
lesson variety, class cohesion, applied understanding of DNA-V, personal growth, and
room for improvement. Each theme is defined below with analytic claims being

supported by data extracts.

5.7.1 Lesson Variety

Participants discussed the lessons frequently throughout the interviews, with
emphasis on the enjoyability of lessons and that the lessons were educational as well
as challenging. Firstly, focusing on this sub-theme of enjoyment that was expressed in
the responses: “I enjoyed like, learning like, how it’s like, different to how you thought
it was and then like all the activities that we had to do | found them really fun as well.”
(participant 2), “Cause sometimes the lessons can be quite fun, | like doing the lessons
that yeah are quite fun basically.” (participant 9) and “Yeah, because I really enjoy it.
I’m really enjoying it and | wanna learn a bit more about the advisor to tell you what to
do to help you." (participant 10). From these excerpts it is evident that the lessons
were received well by these participants, enjoyment and fun is a fundamental process
in learning (Masran & Ismail, 2016), therefore, this is a positive response.

In addition to enjoyment, it was recognised that some lessons were more
serious in nature: “Some of the lessons were fun, funny, the quizzes were amazing, and
some lessons weren’t so fun but more serious as such.” (participant 7), suggesting a
possible balance between educational/serious content and fun to keep students

engaged. Further examples demonstrated the educational sub-theme that surfaced in
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the analysis as students were able to acknowledge the learned information they
accumulated through the intervention: “Yes, they are fun and relaxed. | learned quite a
lot when I’'m doing DNA-V.” (participant 12), “I’ve learned like when, people can have
disabilities even though that they don’t like kind of look like they do, like um, all
different religions and what it is to be in a religion.” (participant 2) and “I enjoyed
about, like learning about your advisor and what they say is in your brain.” (participant
5). As these samples of data show, the educational content of the intervention was not
focused only on the DNA-V model, but the PSHE material as well.

The final sub-theme within this overarching lesson variety theme is
‘challenging’. Across some of the data it was clear participants found some of the
intervention difficult to understand or harder to work on: “I find it like quite interesting
how they talk about stuff that’s like complicated, but you get to learn it more, so you
get to have more to write about.” (participant 5), “Sometimes you have to do harder
work on it, that’s the bit | don’t really like.” (participant 9) and “I think there was one
when we were doing about the values, | found that one quite hard cause like | was just
a bit not sure on it.” (participant 13). Whilst some students plainly stated they did not
like the challenging work, this indicates that the lessons contained enough variety in
terms of straightforward/easy and challenging education to push the limits of learning.
This theme is grounded within the illustrations of data above, highlighting the lesson

plans included in the intervention had suitable variety to cater for students.

5.7.2 Class Cohesion
A pattern that materialized in the data set was that students enjoyed working
with others, sharing their opinions and that discussing experiences with each other

helped them to know they are not alone. Not only did the intervention seem to create

173



socialization within the classroom setting, but several respondents suggested they had
discussions with friends about DNA-V outside of school. Firstly, a sub-theme that
emerged was sharing experiences, with respondents simply sharing that they have
discussed DNA-V outside of school: “We were talking about DNA-V and what the
lessons in school were like.” (participant 15) and other students highlighting more
nuanced shared experiences that led to better self-understanding: “Before they like,
told us which one’s which, and the voice in your head was the advisor. Um, like, before |
used to just think it was a voice in my head, | thought | was just like, strange, but then |
talked to my friends, and they had it too.” (participant 7).

Another sub-theme within this ‘class cohesion’ theme is socialization. With
students recognising and enjoying the social elements of the intervention: “I enjoyed it
when we were all like working together as a class and reading through the
PowerPoints.” (participant 1) as well as improvements in socialising with increased
communication: “Um, they make us communicate more and um | understand more
about DNA-V.” (participant 8). Finally, there was a sense of class unity that transpired
through the data, with students highlighting positive changes in their classmates: “It
makes us work better together and like help each other more.” (participant 3) and
“Um, some people have uh, since we’ve been doing it have been nicer to other people.”
(participant 8). This theme that is apparent in the responses shows the usefulness of
the intervention in improving social aspects of the class and the benefits of sharing

experiences, bringing the class together through a communal experience.

5.7.3 Applied Understanding of DNA-V
This theme was evident in almost all participant interviews, where the student

evidenced their knowledge of DNA-V and sometimes applied it to real life situations. It
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was not them just simply relaying lesson content, but they were using the terminology
to explain their own experiences. First, it is useful to look at the sub-theme uses of
terminology, many participants were able to accurately use DNA-V terms as well as
other model language in their responses to questions: “I’ve learned to use like the DNA
values at the right time. And when you use them at the right time and take action you
like, do what’s right and do the right things.” (participant 4) showing clear
understanding of valued action and “They’ve helped me because when I’'ve had
thoughts in my head, I’ll think that that’s the advisor.” (participant 11) demonstrating
their knowledge of the advisor. An additional example that shows correct usage of
DNA-V language is: “From all my friends that are kind of like, going out more and going
all different places so, | think that they’re kind of like using the D in the DNA as well. So,
it’s kind of just like, their kind of like discovering more things and their like, advisors
telling them like go do this and then their noticer is like, noticing that they are changing
and they’re like, trying new things as well.” (participant 2) which demonstrates their
knowledge of the model as well as their ability to apply it to other people. These
examples show coherent uses of DNA-V terminology, showing the acceptability of the
model for this age group.

Secondly, the application of DNA-V to real-life situations was evident in the
data with examples often highlighting the specific DNA-V skill they utilised in their
experience: “l use A, well advisor quite a lot and | have used the discoverer. More the
discoverer cause um parks you got a massive climbing frame, | used to hate it cause of,
well | broke my collar bone doing it once, fell off right at the top, but like since these
lessons I've always, I've had like the confidence to like, try and do it again.” (participant
7) and “Because, uh, when | didn’t wanna do something uh the advisor in my head said

to do it and then | had a go at doing it.” (participant 10). With another example not
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mentioning specific DNA-V skills but responding to the question ‘how have you applied
DNA-V outside of the lessons?’ they described the application: “I went climbing once
and I, um, jumped off like a really high bit and | hit my head really hard to | knew not to
climb that high when | went the next time.” (participant one). A further respondent
recognised DNA-V as a model rather than the individual skills in their response: “when
| took my sister to swimming, | had the option to go in the pool and | wouldn’t know if |
wanted to and um, | was thinking about um the DNA-V and what different choices |
had and | actually decided to go in the pool and play with my sister.” (participant 8).
This showed the participants knowledge of DNA-V, specifically the advisor and how it
encourages understanding you have choices you can make aside from the ones your
‘inner voice’ might push onto you. These samples from the participants highlight the
applied understanding of DNA-V theme as the children were able to coherently discuss
and explain their experiences in terms of their DNA-V knowledge, suggesting the use of
DNA-V language is plausible for their age group and that the DNA-V skills resonated

with them well to be applied to situations outside of the classroom.

5.7.4 Personal Growth

There were multiple examples of students explaining how they had improved
or new things they now understood, for example, improved confidence, more likely to
try new things and understanding how their brain works. Within this theme there were
two distinct sub-themes: better understanding and noticeable changes. Both sub-
themes were individually recognized improvements. Leading with the sub-theme of
better understanding, multiple participants demonstrated they now had clearer
knowledge of how their brains work and how to behave more positively moving

forward to benefit themselves: “It’s helped me like notice more of like, um, what your,
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like, brain, how your brain works.” (participant 3), “They make me know what to do if
you’re in a situation like if you’re stuck with a decision or then... Peer pressure was one
of my favourites because you don’t have to do what other people say what you can.
Because you can decide your own decisions.” and “I’ve learned that it’s ok to feel sad
but it's not ok to feel sad all the time, so you have to speak out and speak to someone.”
(participant 6). With some more personal examples showing that understanding DNA-
V has led to better acceptance of themselves: “Yeah, because | used to have really bad
separation anxiety from my mum but because of the lessons it like teaches me its ok.”
(participant 6), “Why like, I didn’t really ever think like that cause it’s like there are
those voices but now | know what they are because | was always like | just like always
wondered what they were.” (participant 13) and “I feel like I’'m happier as such in
general and personally cause now | know, now | don’t feel like a freak when | hear a
voice in my head for a start.” (participant 7). Whilst these participants demonstrate the
benefits of understanding their brains and behaviours better, the final participant here
also acknowledges noticeable changes in themselves.

The second sub-theme emerged from multiple respondents discussing changes
and improvements to themselves. Some participants actively noted the shift from
what they did previously to what they now do: “/ used to like do things without
thinking and like not notice if I've done it before or pay attention to that stuff but now,
I've learnt about it | do.” (participant 1) and “I didn’t want to like, do stuff but now I’ve
been doing it a lot more, like taking risks.” (participant 12). With other participants
highlighting the benefits from taking part in the intervention lessons: “They have
helped me by like; they’ve taught me how to be a better person in general and helped
me with little things as well.” (participant 7), “They’ve helped me make better choices,

um, when I’'m doing stuff.” (participant 8), “I think they have helped me stay calm and
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think more.” (participant 1) and “I can’t really tell what’s different about me, but | can
tell there’s something.” (participant 12). This shows authentic insights into the
perceived changes the participants felt from taking part in the intervention, but there
was no theme to the changes, as they were tailored to the individual. These extracts
support this theme, that the intervention had an impact on participants perceived
personal growth demonstrating that the lessons can have a positive and recognized

influence on children.

5.7.5 Room for Improvement

Due to the questions included in the interview, a theme of areas for
improvements emerged where participants discussed elements they did not enjoy and
what could improve the lessons. There were three sub-themes that surfaced from this:
more variety in activities, clearer explanations and miscellaneous (covering
improvements that did not group together into a suitably named category). Several
participants mentioned that to improve the lessons there could be different/more of
specific activities, for example one participant when asked what could improve the
lessons said “If we, like, if we had to do a bit more writing.” (participant 3), where
other students said “I didn’t enjoy when it was like, when you had to write loads and
loads.” (participant 5). Showing that it is difficult to cater to all learning needs as
students will prefer different types of activities. In addition to this, there was a request
for more enjoyable activities: “More fun things to do like the um, that you enjoy more
like colouring for um, like say the DNA-V you could do colouring to show something.”
(participant 9). Therefore, there were suggestions for amendments to activities.

The next sub-theme, clearer explanations, materialised from students that

found certain aspects of the intervention difficult to understand: “I’ll choose one of the
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topics, like disabilities. | think that’s one that we done if there was just like a little bit
more explanation on what like some things like meant.” (participant 2), “Some of them
were more, quite difficult to understand cause, well yeah, they were difficult to
understand and some of them didn’t really make sense as such and one of the final
ones we had to write down something that was hard.” (participant 7), “When Mrs
BLANK like did them on the board, so she like explained it and everything and then
most people got it but some people just on certain lessons didn’t really get it.”
(participant 13) and “I was like, if there was like the advisor and stuff, | liked that but
the discoverer | didn’t really like because it was more confusing.” (participant 5). These
selections of data show a lack of understanding in certain areas of the intervention,
suggesting clearer explanations could be included to ensure information is coherent to
all taking part.

Finally, the miscellaneous suggestions for improvements were included as they
were deemed relevant to the growth and development of the intervention. One
participant noted they wanted to share information with classmates more regularly: “If
there was a way of doing it all together and like sharing it like what you’ve written with
each other.” (participant 6). Another student had an intellectual insight into the lesson
plans, indication the structure of the curriculum itself jumped from topic to topic too
frequently without concluding on what they had learnt altogether: “/ didn’t really enjoy
like, how we learnt about one lesson one day and how... we didn’t, we learnt about
another one another day but we didn’t come back to it at the end, so we didn’t, so we
learnt D (discoverer) one day and then the next the next day but when we finished um,
we haven’t done one- a writing of over all of it, what we have learnt altogether.”
(participant 15). This response is difficult to comprehend, it is evident the spoken

response jumped through ideas, but the context is there. The examples shown within
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this section uphold the theme ‘room for improvement’, as no participants explicitly
said they did not like any of the intervention, only mentioned improvements that
would matter to them as individuals — which is beneficial in the progression of this

intervention.

5.8 Discussion

Through thematic analysis of the participants experiences of the intervention
clear themes emerged to demonstrate the benefits, the acceptability and the ways the
intervention could be developed further. Although statistical analysis did not show
significant improvements in wellbeing outcomes and psychological flexibility across all
participants, the theme personal growth highlights personal experiences outlined by
participants showing noticeable benefits to their mental health. Students were
randomly selected which means the findings give a fair representation. Whilst we
cannot generalise this with the study looking at just 15 of the students taking part, we
can say that the intervention did have perceived mental health benefits for some
students taking part. To clarify, this does not mean a decrease in mental health
symptoms, but an improvement in understanding their mental health with clear
demonstrations of healthy mental wellbeing.

The theme ‘lesson variety’ emerged from the data due to students mentioning
the enjoyment, seriousness and challengingness of the lessons as well as the mention
of different types of activities, quizzes, class discussions, writing etc. This is a positive
outcome, research strongly suggests that a variety of teaching/learning styles are most
appropriate in both challenging and encouraging students’ capabilities (Romanelli et
al., 2009). Additionally, it is suggested that individuals that are exposed to a wide

variety of educational sources can improve learning performance (Cattani & Kim,

180



2021). This element of the findings is key for informing future educational
interventions in ensuring variety to increase learning outcomes.

Within the quantitative data, peer nominated scores indicated a significant
increase in pro-social behaviour from pre-intervention to midway, then a significant
decrease between midway and post-intervention. From this qualitative analysis, pro-
social behaviours were seen within the socialisation theme found in the experiences of
the participants post-intervention, which supports the initial increase found, but does
not account for the later decline in pro-social scores. Therefore, leading to questions
regarding the validity of the quantitative pro-social measure and potential feeling of
pressure to respond positively. Nonetheless, the results of these interviews suggest
that better socialisation was experienced by the students from the intervention, which
is integral to human development and important for building social skills and making
relationship connections (Grusec & Hastings, 2015). More specifically, relations
between peers as opposed to adults are more promotive of cognitive development
(Corsaro & Fingerson, 2003). This demonstrates that interventions that can improve
socialisation, such as this one, are likely to have long lasting benefits on individuals,
therefore, positively impacting wellbeing.

A crucial factor to consider in this study is that the participants were all aged 10
at the time of the interview, therefore, their responses in comparison to older children
and adults often lacked nuance and depth. This meant the opportunity for insightful
interpretations of data was reduced and therefore a more surface level analysis was
applied. However, the participants are not the only factor effecting this outcome, my
personal experience in child interviews was minimal prior to this study, therefore, it is
plausible my lack of experience interviewing young children led to limited rich

responses. Greenspan and Greenspan (2003) highlight the importance of how the
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researcher approaches qualitative research, with a focal point on the researcher’s
ability to recognise the child’s pace to allow their own words whilst also knowing when
to step in to assist the child in what they are attempting to communicate. In this study,
more experience in child interviews could have been beneficial in producing richer
responses.

However, a strength of this study is that participants were randomly selected.
Whilst a common process in conducting research, this highlighted an important
finding. Teachers could have selected more academic students, students that engaged
best with the model or students that had stronger communication skills to be
interviewed. However, due to random selection, a variety of students were
interviewed whereby the length of the interviews ranged from 2 minutes 14 seconds
to 7 minutes 5 seconds due to confidence and communication abilities. Nevertheless,
there were still positive findings across the range of abilities showing the intervention
to be impactful for all.

There are a few other areas for discussion. Firstly, the theme ‘applied
understanding’ helps to confirm the suitability and acceptability of the DNA-V
curriculum. Like the diary entries, the students’ ability to accurately describe the DNA-
V terms and apply them to real life situations shows that the terminology is
appropriate for the age of the participants and was absorbed well by them. It is
important to note that this use of terminology was clearly not verbatim as this was not
following a set lesson and participants were able to coherently explain personal
examples with correct use of language. It is clear the intervention had lasting influence
on the students as they were able to use the concepts properly post-intervention even
though diary fidelity measures suggested adherence to lessons lessened nearer the

end of the intervention. Additionally, the ‘advisor’ principle resonated best with the
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students, as can be seen in their responses. Perhaps different stages of cognitive
development suit learning different skills within the DNA-V model, as suggested earlier
in relation to Piaget (1962), the ‘noticer’ and ‘values’ principles may be too abstract at
this age.

Secondly, the disparity between quantitative and qualitative wellbeing findings
leads to questions of the quantitative wellbeing measures. The SCWBS (Sterling
Children s Wellbeing Scale) is a commonly used reliable measure of child wellbeing
(Liddle & Carter 2015); however, perhaps the issue is not in the measure or completion
of the measure but the choices of wellbeing outcome measures. That is, due to the
core principles of ACT, perhaps a valued action measure or quality of life measure that
situates itself more in the psychological flexibility principle may have been more
appropriately suited to the aims of the intervention.

Finally, the inclusion of areas for improvement gave participant insight into
future amendments that could be utilised to improve this intervention as well as giving
guidance to other educational based interventions. Participants noted some difficulty
in understanding some of the concepts/lessons, whilst it is not definitive as to why, it is
plausible that the reduced adherence to the lesson plans and/or teachers struggling to
explain them clearly could have constituted to this. Highlighting the need for good
adherence to lessons and thorough teacher training.

There are limitations to this study worthy of discussion. Firstly, in the interview
process a school staff member had to be present in the interview due to school policy,
this may have affected the genuineness and openness of the participants as they may
have wanted to please the teacher/researcher. Additionally, a power imbalance has
been identified as a factor that could affect child interviews if the researcher is not

sensitive to this (Gubrium & Holstein, 2003); the power dynamics between adults and
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children mean that children have a lower status whereby they recognise the impact of
adults around them and the power they hold. Therefore, this can have the implication
of influencing the child’s responses to interviews, possibly leading to less honest
opinions being shared. It is relevant to note that delivery of the lessons was by
teachers only, therefore there is less desire to please the researcher. Future qualitative
responses should be gathered through multiple methods, such as focus groups as well
as interviews, this would increase the number of children in the room and potentially
reduce the power imbalance allowing for more genuine responses whilst also allowing
individual personal responses that would not be impacted by peers being present. In
addition to this, it is suggested to utilise the children as ‘co-researchers’ and involve
them in some processes and discussions, this will help to build rapport and make the
project feel more like a collaboration reducing the power imbalance (Harcourt &
Sargeant, 2011). This work did include students in the piloting stage; however, the
students that took part in the main study were the next cohort of year 5 students
therefore did not have prior involvement in the co-creation processes. Co-creation is
being more commonly used in research to tailor solutions and collaborate with
professionals when developing initiatives, with a focus on planning, conducting,
evaluating and reporting (Leask et al., 2019). All these processes should be considered
for future research, by involving students and teachers in studies it can give incentive
and ownership to these volunteers, increasing adherence.

Another limitation to this study is that there was no triangulation through the
analytic processes, as the data was analysed by the researcher alone. By having
additional researchers as part of the coding process and creation of themes it could
have led to different findings. Triangulation is beneficial in moving the findings closer

to the ‘truth’ (Braun & Clarke, 2013) and therefore reducing researcher bias. Whilst
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researcher bias is partly accounted for within the reflexivity section, due to the lack of
triangulation, the findings of this analysis should be interpreted with caution due to

the potential of subjectivity emerging.

5.9 Teacher Interview Analysis Introduction

Like the participant interviews, it is beneficial to investigate the experiences of
the teachers running the intervention to understand their observations of the
participants as well as their opinions of the intervention. Interviewing the
implementers of a new intervention is important in recognising both what was
successful and what amendments may be needed, with previous research highlighting
the importance of teacher input into the development and analysis of interventions
(Neill et al., 2021).

Statistical analysis of the teacher rated behavioural measures showed a
significant increase in observed helping behaviours post-intervention, therefore, it is
expected that benefits of the intervention will be discussed. In addition to this, due to
high attrition rates it is expected that other themes will emerge from the teachers’
experiences. The aim of this study is to analyse the teachers’ experiences of
implementing the intervention with a focus on both their observations of the children

and the intervention itself.

5.10 Method

5.10.1 Research Design Overview
This study is qualitative, where all teachers that completed the intervention

were invited to take part in a semi-structured interview in relation to their teaching of
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the DNA-V curriculum. This research adopted an inductive thematic approach of the
participants responses post-intervention. Thematic analysis was deemed the most
appropriate analysis, with other school-based intervention studies also using thematic
analysis to analyse staff experiences (Day, Sahota & Christian, 2019; Neill et al., 2021).
In addition to this, the sample size for this study is small and thematic analysis
guidelines show sample sizes range from 2 upwards (Fugard & Potts, 2015), which is
suitable for this study; however, less power in sample size can reduce the sufficiency of
emerging themes. Researcher description / reflexivity for this study is the same as the
previous study as there is no reason for bias difference between students and
teachers, please refer to section 5.6.2. To avoid potential bias emerging, specific

guestions were included to highlight potential areas for concern and improvement.

5.10.2 Participants

Teachers that completed the intervention were invited to take part in the
interview. Two out of three teachers were available to take part in the interview post-
intervention, both these teachers identified as female and fit in the age category 35-45

years old.

5.10.3 Data Collection

This semi-structured interview was designed with input from the team behind
the curriculum with 15 open ended questions (see Appendix I). The main focus of the
guestions was to initiate conversations regarding various aspects of the intervention
such as the implementation, the impact on children and improvements that could be
made. These questions gave the teachers a starting place for discussion, but flexibility

was allowed to follow up with further questions for richer responses.
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Both teachers joined the researcher in a quiet room alone where an audio
device recorded the interview. Participants were reminded to take their time when
responding and to ask questions if needed. Participant one’s interview lasted 6
minutes 28 seconds and participant two’s interview was 14 minutes 25 seconds long.
After all audio recordings were taken, they were transcribed using the Microsoft Word
version transcription software and then manually checked for accuracy. Once all

participant data was transcribed a total of 260 lines of text were ready to be coded.

5.10.4 Data Analysis

Due to the aim of this study being to understand teachers experiences of the
DNA-V curriculum intervention, similar to above, a phenomenological approach was
taken with a realist framework (following Braun & Clarke, 2013). Braun and Clarke
(2006) thematic analysis guidance were followed for rigorous analysis, whereby coding
was completed semantically before searching for patterns across the data. Due to
small sample sizes, patterns across participants were at times challenging to find;
however, patterns within individual responses emerged across the various questions.
Additionally, because of the smaller participant number, sub-themes were difficult to
identify for this analysis. However, thematic analysis was nonetheless an appropriate
approach to allow for flexibility when analysing such a small sample size. For the final
stages, a mind map was created to group codes together and identify themes across

the data, these were then named appropriately.
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Benefits struggling students

Understood lessons

Student comprehension of principles

Helps students understand their minds

Good principle

Good potential

DNA-V as a concept

Not well received by all /

Insufficient time

Skipped diaries

Time pressures

Not prioritised

Condensed lessons

Figure 5.2. Mind map of emerging themes and sub-themes.

Practical application

Out of class application

/

Well received

Student observations

Engaged

Stronger theming

Lesson improvements S— More structure

More PSHE depth

Improved flexibility

More teacher guidance

Jump from topic to topic

Incorporate DNA-V more
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5.11 Findings

A range of useful responses were recorded from the teachers, the codes found
within the data lead to the emergence of four key themes, as shown in Figure 5.2.
They have been categorised as: DNA-V as a concept, observed student understanding,
lesson plan improvements and time pressures. Each of the themes listed are supported
by data extracts from both participants to ensure strength of the theme. All themes

are defined below with examples of data to justify the analytic claims.

5.11.1 DNA-V as a Concept

This theme emerged from the data due to teachers discussing the DNA-V
principle as a stand-alone element of the curriculum. It was spoken about multiple
times within both interviews as the underpinning theoretical principle to the
intervention. Firstly, teachers noted how they believed in the DNA-V principle and
liked it as a concept: “I like the whole principle of DNA-V. | like the idea that it's making
children realise that they are in control of what they do and how to recognise when
they can make those changes.” (participant 1) and “I think it's been hugely helpful, and
| think that's great to have that sort of as a program coming through school.”
(Participant 2). Additionally, students comprehended the concept well: “I think that
that those first few lessons on the DNA-V model were really, the, received well by the
children.” (participant 1). However, it was noted that the concept was not well
received by all students: “/ think there's an element of it that's a little bit complicated
for some of them to unpick. | think those who are cognitively more able definitely
managed it. Yeah. So those, those who, who are cognitively less able really struggled
with the concept cause it’s very abstract. Children who are more like, the sort of

children who will be on spectrum. You could see were struggling to pull it apart as
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well.” (participant 2). This distinction is crucial to include, especially with previous
discussions in the first qualitative analysis surrounding acceptability and suitability to
children, as it appears that children with higher learning needs have difficulties in
understanding the DNA-V concept. Although, this is common in schools to have a
variety of understandings in one topic.

Another element found within this theme is the potential of DNA-V as
identified by the teachers. Firstly, when discussing another curriculum, the teacher
identified how the curriculum helped students connect with their emotions but there
was an element missing which DNA-V had the capability of filling: “They were totally,
you know, connected with their emotions and that they could say, yes, | was really
angry. That's why I hit him. Rather than actually being able to say I've got a mechanism
by which | could stop myself and to change those actions, and that's where the DNA-V
has the potential for doing that.” (participant 1). It was also suggested by a teacher
that the DNA-V concept could establish itself within a more targeted intervention
approach: “There's the few children who really struggled and here really did benefit
from it. So even if | wasn't to use something as a an off the peg hole class lesson and
use it as an intervention, so you know an intervention-based learning might be way
forward.” (participant 2). This proposal shows that the teacher can recognize the
benefits DNA-V has, it is just the application of the principle that needs amending.
Finally, within the data for this theme, it was clear the DNA-V concept was viewed as
sufficient enough by the teachers as when asked if they would like to continue with
these lessons participant two noted the importance of a framework and said: “To have
the DNA-V as a, a basis underlying basis, you can refer things back to make some
sense.” and “I think having some sort of framework for the children is very important. |

think having that theme running throughout the PSHE is really good.”. This extract
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shows the participants support for the DNA-V concept underpinning the lessons. The
excerpts included within this section support the theme of DNA-V as a concept,

demonstrating the teachers’ acceptance of the DNA-V principle.

5.11.2 Observed Student Understanding

Throughout the data set it was evident that there were several examples of
students understanding the DNA-V lessons, not just the core principles but the other
ACT elements included. Firstly, teachers described multiple examples of students
comprehending the lessons: “I think the lessons were well received by all of the class
really, | think some of them, it was a realisation “oh | hadn't thought of it that way” or
“oh I could make those changes”. | think the personal challenge ones were good people
recognising that they might not be good at maths, but they're really good runners and
that's a good thing.” (participant 1) and “It's very interesting that | had a couple of
children with quite high levels of emotional need who really seemed to enjoy it, and it
really seemed to help them. If you like, sort the head out, they, that's how they
described it.” (participant 2). As well as how they were then able to apply their learning
in verbal contexts: “Some of them were very able to very clearly verbalize what they
learned and what they can do” (participant 2). In addition to the comprehension of the
lessons, it was noted that teachers observed children understanding their mental
health and the improvements that were in conjunction with that: “That children
actually realized one, that they are unique, they are in control of their own emotions
and subsequent actions. And that it can be quite empowering, especially when you've
got things like the personal challenges, recognising that you are good at things and
recognising that it's OK to not be so good at something so empowering.” (participant 1)

and “For some children it was the first time they've ever had a conversation really
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about what goes on in their head, and so to, to be able to express that was really good
for them.” (participant 2).

A sub-theme to this overarching theme of understanding, is the teachers’
observations of the children’s abilities to apply DNA-V in contexts outside of the
lessons. Participant two recalled two distinct occasions where students had utilized the
DNA-V principles outside of the prescribed lessons: “We do gym run with a coach who
comes in and teaches and he does like positive mental attitude with gym run things,
some put their hand up and said “oh yeah, that's my advisor talking”.” and “When they
were making their Viking Longboats we had bit of trouble, and a little bit of trouble
with sorting things out, and you know, so “I'm gonna have to, going to use my discover
and how | need to go and find a new way to do this” you know, and it just didn't work
before. So, they they've managed to sort of relate some of it to practical terms, which is
nice.”. These two examples show how in different situations the children had the
capabilities of applying their DNA-V knowledge to other situations to help explain their
behaviour and even utilize the skills in a situation where something was not going well
for them. The theme ‘observed student understanding’ is grounded within these data

samples.

5.11.3 Lesson Plan Improvements

A large theme that surfaced in this analysis was lesson plan improvements.
Whilst plenty of likable attributes were noted: “Lesson plans were absolutely fine,
straightforward to deliver.” (participant 2), “The personal hygiene, the exercise and
nutrition was great, so there were some really good sessions.” (participant 1) and “/

liked it. | think with a few tweaks it would be a really effective program to roll out in
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primary schools.” (participant 1), it was evident that teachers felt there could be
amendments to improve the effectiveness of the curriculum.

First, teachers discussed the need for more guidance in the lesson plans due to
vagueness and insufficient structure: “I think the middle of the term, the plans were
brilliant. They were really, really good. And then towards the end of the terms, they got
a bit vague and you kind of had to make up your own stuff.” (participant 1) and “As a
whole, | think PSHE for me is often more structured in terms of the work we expect
afterwards. So, in terms of recording and evidence that's been quite hard sometimes
actually as I’'m lead. So, you know, trying to evidence what we've done is quite hard
from those diaries.” (participant 2). The second extract also highlights a need for
evidence. Within the English schooling system, each school will have its own
regulations to follow to prove they have been keeping up with teaching standards and
producing work. Therefore, outcomes of evidence would be preferred across lessons,
such as written work.

Participant one noted across their responses that the DNA-V concept needed to
be incorporated into the PSHE topics better: “I felt it was a little disjointed to what we
covered. It wasn't actually incorporated within, so it was a case of here’s DNA then
we'll go off and do the PSHE lesson. Then we'll come back and try and link it together.
And | don't think the children always could make that link.” and when asked about
what improvements could be made suggested: “Actually incorporating the DNA model
throughout the whole thing, so rather than it just being something discussed at the
beginning and something discussed at the end actually have, make it more interactive”.
This was an element focused on between the developers of the intervention; however,
it is possible more could be done to create a more interactive DNA-V element to

engage the students. Participant two contrastingly suggested more depth in the PSHE
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topics, they felt that the lessons jumped from topic to topic rapidly with not enough
focus in one area: “The actual lessons in terms of like the health and the, the other
aspects of the PSHE jumped around and jump on, jumped on very quickly. Maybe one
on this and one on that. And so, | would want to go into more depth.” and “There's sort
of 1 puberty lesson and we spend a whole week doing it, so going into more depth in
some areas | think would be necessary.”.

Finally, an important improvement that materialized was the need for flexibility
in the lesson plans. Whilst structure and guidance are required, due to individual
differences and situational factors, adapting lessons to suit the need is required: “/
think having a sort of script of a lesson for me is something I'm not used to. I'm used to
very much sort of planning. Basically, what | need and then going with the
flow. Adapting the lesson, if | need to, especially with PSHE, cause things come up, so |
have done an element of that, so I'm going to say that | haven't 100 percent followed
it.” (participant 2) and “The characters in the classes are so different that it makes a
huge difference, and you sort of need to tailor that. Especially in small school we know
the children quite well.” (participant 2). These extracts show how teachers need
flexibility and adjustability in their lesson plans to allow for unforeseen circumstances.
Within this section, the examples of data show the various improvements teachers

have suggested which solidifies this analytic theme.

5.11.4 Time Pressures

The final theme that arose from the data was that of time pressures, both
teachers noted that there was not enough time to be able to complete mental health
focussed activities sufficiently. Firstly, just noting the inadequacies of time allowances

in schools: “Time is a hugely, huge, huge issue.” (participant 2) and “As the terms went
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on, DNA-V became something that you thought about at the end if you had time, and
we didn't always have time. So, | think we kind of lost that concept, which was a
shame.” (participant 1). These extracts show that teachers find time as a barrier to
implementing beneficial mental health focused lessons. When discussing the issues of
time participant two said: “You could see how it would be very easy for a teacher just
to let it fall off the end. It goes on the end, though. PSHE, music and French are the
ones that drop off the edge if you're not careful, because the time pressure is huge and
I think it’s really important, mental health, | think is really important.”, whereby mental
health is recognized as integral in education but is seen as the subject that gets left
out.

Participant one also noted how there is need for mental health education due
to a decline in child mental health, but they had to try and condense the hour-long
DNA-V lessons into shorter time allowances: “I don't think there's enough time. | think |
was trying to deliver an hour long in a half hour to 45-minute slot, which is difficult, but
I guess PSHE is not a ‘necessible’ subject, so although we're seeing more damage to
children's mental health, there's still, you know, the government is still driving for
academic results as a form of children's achievements.”. An interesting factor of
participant one’s response here is that they mention the government’s need for
academic results, leading to mental health education falling lower on the list of
priorities. Not only does this influence the amount of mental health education a child
gets, but it also suggests that mental health is not important and can cause this
framing for a child who sees maths being prioritised over wellbeing. Both teachers
emphasize the issue of time constraints within education and the excerpts of data

ground the analytic claims for this theme of time pressures.
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5.12 Discussion

Through thematic analysis of the teachers experiences clear themes emerged
that showed the acceptability of the concept, the observed applications of the
concept, possible amendments to the curriculum and the barrier of time. However,
due to the low power of this analysis with just two participants taking part, the themes
and their content are less nuanced. Additionally, these findings are more open to bias
and therefore should be considered cautiously.

When examining each theme closer, each have their benefits to understanding
the efficacy of the DNA-V curriculum. Firstly, DNA-V as a concept showed how
positively the theme was regarded by teachers and understood by children,
demonstrating its’ potential moving forward with mental health education. Also
justifying the reasoning behind using the DNA-V model for the intervention, as it has
now proven to be beneficial and well received. Secondly, like both the diary and
student interview analysis, the children’s understanding of the lessons and ability to
apply their learning to different contexts helps to determine its acceptability and
suitability. Thirdly, the effectiveness of the curriculum could be enhanced with minor
changes to facilitate a more structured and DNA-V focused approach. As mentioned
previously in Chapter 4, there were concerns over the lesson content being too split
between PSHE and DNA-V. The findings from this analysis confirm those queries, it is
possible that DNA-V being incorporated into statutory requirements is an unusual fit
and shows that further developments of the curriculum are required. In addition to
these developments, the lesson plans could be less prescriptive and more flexible to be
more appealing to teachers to allow for individual class needs. The co-creation
approach could be beneficial in this instance as teachers would be included in the

initial creative process as well as the further developments and could ensure flexibility
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of the intervention. Finally, with the discussion of inadequate time, it showed there
are barriers to implementing mental health focused curriculums. This may help to
explain the high rates of attrition from whole schools, with timing issues reported, this
is not a surprise and is an issue to be investigated. For example, a systematic review
researching the barriers to school-based mental health interventions found insufficient
time to be a common barrier to sustaining an intervention (Moore et al., 2022). Within
this review other barriers were discussed that did not appear in this analysis, which
has led to further questions about the feasibility of implementing any mental health
focused intervention, not just a DNA-V focused one. With these factors considered as
well as some of the comments from the teachers, it is plausible that the DNA-V model
would be more beneficial if implemented as a targeted intervention. Even though it
was well received and understood, perhaps it does not hold enough value at a whole
class level. Nonetheless, this was only the initial stages of the DNA-V curriculum with
developments and amendments that could improve its efficacy. Future research
should continue in this area, but with focus on reducing barriers faced by teachers to
improve adherence for more accurate analysis.

There are several limitations to explore, firstly, the small sample size reduced
the power and likely the sufficiency of the themes (Fugard & Potts, 2015). There was a
small amount of data to analyse and therefore themes were less nuanced and
detailed. Guidelines suggest small interview projects to have between 6-10
participants when using thematic analysis as to not overwhelm the researcher with
data but be enough to see patterns (Braun & Clarke, 2013). When searching for similar
published studies with extremely low participant numbers for comparisons nothing
was found; however, in this study there was nothing more that could be done due to

the high attrition rates and therefore only these teachers to participate. In addition to
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this, both participants were female, therefore creating a biased sample and possible
biased outcomes. That is, women have been found to be more emotionally expressive
than men (Fischer & LaFrance, 2015) which could affect the findings in two ways: the
responses to the interview questions and the experience of teaching an emotion and
wellbeing focused curriculum. Although, within the English primary school workforce
just 14% of teachers are male (Office for Statistics Regulations, 2024), the gender
imbalance in teaching is prevalent therefore this does not impact the findings. There
was one male teacher that completed the intervention, but unfortunately, did not
want to take part in the interview process. Finally, comparable to the previous
qualitative analysis of the children’s interviews, there was no triangulation process
within this thematic analysis increasing the likelihood of researcher bias (Braun &

Clarke, 2013).

5.13 Conclusion

The findings of these three qualitative analyses demonstrate the positive
aspects of the DNA-V principle underpinning the curriculum and give scope to where
developments could enhance both the student and teacher experiences. It is relevant
to acknowledge the acceptability of the curriculum to the children is different to the
acceptability to the school. Children responded well to the DNA-V intervention, but the
whole school dropouts show the feasibility for the school is still not clear. With just
two teacher interviewees post-intervention, not enough rich data was collected to gain
clarity on why it was difficult to maintain schools’ participation. Aside from the barrier
of time, there is more research that can be done to unveil deeper reasoning behind

the difficulties teachers face when implementing mental health education.
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Chapter 6: Understanding the Feasibility of Mental Health

Education: A Qualitative Analysis of Teacher Experiences

This final empirical chapter aims to investigate teachers experiences outside of
the main study to gain a richer understanding of mental health education within
English schools. Interviews were conducted with teachers and teaching assistants from
different schools in the Southwest of England. Responses were analysed and

highlighted various barriers and facilitators to mental health education.

6.1 Introduction

The qualitative interviews gave further information about the possible reasons
why there was no movement on the quantitative measures. Specifically, it seems like
the approach is acceptable to the students, and the teachers can deliver the model
with fidelity to the material, but adherence to the lessons combined with whole school
attrition might suggest that there is something broader happening that is worthy of
exploration. Whilst there is research to suggest the benefits of universal mental health
education (as outlined in Chapters 1 and 2), there is also evidence to show the barriers
to implementing interventions efficiently, which will be considered below.

Firstly, before looking at school-based wellbeing intervention barriers, there
are barriers to interventions across all domains. Reported barriers to a range of
psychological interventions are: lack of resources, inadequate staffing, poor access to
funding and insufficient training (e.g., Bach-Mortensen et al., 2018; Cowie et al., 2020;
Parsons et al., 2022; Peters-Corbett et al., 2023). Successful implementation is linked

to intervention efficacy (Bach-Mortensen et al., 2018), therefore, understanding the
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barriers that impact an intervention being implemented successfully can lead to
further developments and support.

The barriers mentioned above are also present and common within
educational settings. A systematic review of health interventions within schools and
child-care highlighted multiple barriers across 29 different school-based studies, such
as: minimal financial support, time constraints, insufficient training and curriculum
demands (Shoesmith et al., 2021). This review lists barriers identified across multiple
studies, but they focus on the prevalence of these barriers rather than understanding
them in detail with the purpose of knowing how to improve the issues. In addition to
this, only three of the studies included were conducted within the UK and the
interventions were physical health focused (diet and exercise), therefore, with the
sensitivity of mental health education there are potentially more barriers to consider.

Understanding the barriers within schools is vital to the success of a universal
intervention. A systematic review analysing barriers and facilitators of school-based
mental health interventions identified a key barrier to the sustainability of
interventions as resources (Moore et al., 2022). The term ‘resources’ was an umbrella
term to encompass further barriers such as: staff turnover, staff capacity, funding, and
external support. This review focused on external barriers, further understanding of
internal barriers faced by teachers would help guide support for variables that are in
teachers' control. Additionally, within the systematic review only one of the ten
studies were based in England, and with such varying education systems and policies
worldwide further understanding of the barriers experienced within English schooling
systems is required, as a country with a specific national curriculum.

There is minimal research surrounding teachers’ opinions on barriers to mental

health education within England and surrounding areas in the UK. A study conducted
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within the UK to understand the barriers to a school-based anxiety intervention
identified barriers such as: a lack of understanding of the intervention aims, poor
understanding between parents and schools, limited amount of time and difficulty
accessing additional services (Brown et al., 2023). This is beneficial to build our
understanding of what can hinder successful implementation; however, this was a
targeted intervention rather than a universal intervention. Therefore, potential
barriers to whole class teaching of mental health and wellbeing curriculums may differ.
Understanding the barriers to English universal mental health curriculums is crucial to
intervention development, as teacher adherence to interventions has been found to
positively impact behavioural outcomes (Meza et al., 2020).

To try and understand barriers of whole school approaches to mental health
education in England and how this impacts feasibility and attrition of interventions,
teacher experiences and views were gathered through interviews. The aim of this
study was to gain a deeper understanding of teachers (teaching in England)
experiences and the feasibility of implementing a wellbeing curriculum. The findings
can then inform future wellbeing curriculums to ensure strong adherence and

acceptability.

6.2 Method

6.2.1 Research Design Overview

This study is qualitative, where teachers and teaching assistants (TAs), separate
from the main study, were invited to take part in a semi-structured interview in
relation to their experiences of mental health focussed education. This analysis
adopted an inductive thematic approach of the participants responses. Thematic

analysis was deemed the most appropriate analysis, with similar studies examining
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teachers’ perceptions on the promotion/support of student wellbeing using thematic
analysis (Byrne & McCarthy, 2021; Kenwright, McLaughlin & Hansen, 2021). These
interviews were originally planned to take place after the main study; however, due to
the COVID-19 pandemic the interviews were put on hold to favour in person data

collection over online interviews.

6.2.2 Researcher Description / Reflexivity

It is important to acknowledge my subjective experiences and values that may
have influenced the methodological processes and analysis of this study. This research
has been conducted as part of my doctoral thesis and follows from my previous studies
which already identified barriers to intervention implementation, it is plausible that
this could impact patterns and themes identified. To reduce this possibility, the aim
was to ensure a wider understanding of teachers experiences by including questions
that could encompass a range of experiences in addition to barriers. Additionally, as an
associate lecturer that is involved in pastoral care of academic personal tutees, |
understand some of the difficulties of balancing academic work and mental health
support/guidance. However, due to the age differences and academic processes it is
unlikely this will have much impact on the analysis; however, should be acknowledged

regardless.

6.2.3 Participants
Based on TAs taking up around one quarter of the school workforce within
England and Wales (Webster et al., 2011), evidence showing children value the help

from TAs (Fraser & Meadows, 2008) and reports from TAs believing themselves to be a
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clear support for students’ mental health (Conboy, 2021), TAs were included in
addition to teachers.

Participants were recruited online through social media, the request for
participants was available to contacts of the researcher and made shareable to others
who were unknown, resulting in all bar two of the participants being known to the
researcher. Each participant was required to have experience teaching/assisting in key
stage 2 (years 3-6 in English primary schools), to be similar to the main study for
possible comparisons. Eight people volunteered, of these participants all were female
and each were from different primary schools in the Southwest of England. The
teachers ages ranged from 22-63 years with an average age of 33.88. Within the group
of participants there were teachers, one deputy head teacher, one assistant head
teacher (recently retired) and one TA. Their classroom experience ranged from 3 years
to 37 years with an average experience of 13.75 years (experience was calculated to
include any experience in a classroom setting i.e., teacher training and TA work before
becoming qualified).

All participants were given information sheets to keep regarding the study and
researcher contact details in case they wanted to withdraw their interview. They all
gave informed consent and understood their responses would be used within this

doctoral research, kept confidential and analysed appropriately.

6.2.4 Data Collection
This semi-structured interview was designed with input from the team behind
the curriculum with eight open ended questions (listed in Appendix J). The aim of the

guestions was to initiate conversations regarding various aspects of mental health
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education. The questions gave the teachers a starting place for discussion; however,
flexibility was encouraged to allow follow up questions for deeper responses.

The researcher went to individual participants’ houses and the interviews took
place in a quiet room with minimal distractions where an audio device was used to
record the interview. Participants were reminded to ask questions if needed and to
take their time with responses. The interviews ranged from 4 minutes 50 seconds long
to 30 minutes 20 seconds long with an average duration of 12 minutes 46 seconds.
Once all audio recordings were completed, they were transcribed using the Microsoft
Word transcription software and then manually checked for accuracy. After all
participant responses were transcribed a total of 1123 lines of data was ready to be

coded.

6.2.5 Data Analysis

As the aim of this study was to understand teachers experiences of mental
health education, a phenomenological approach was taken with a realist framework.
The Braun and Clarke (2006) thematic analysis guidance were followed for analysis.
Firstly, coding was completed semantically and then patterns were searched for across
the codes. Codes were then collated into a mind-map for organisation of ideas (as
shown in Figure 6.1) and finally from this, themes were constructed across the data

and were named accordingly.
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Not prioritised

Parental opinions External variables
The curriculum Increased need
Staffing \ / Sensitivity
Parental support Challenges Government expectations
Drip feeding \ Training Training / School/class size
/
Personalisation ——m Further Barriers Budget
. \ .
. t
Consistency requirements Time
School effort —1 Passion Importance Impact on staff

Positive outcomes

Individual effort

Facilitators Negative outcomes
Embedding \ Designated time
Regular check ins External providers

Targeted interventions

Figure 6.1. Mind map of emerging themes and sub-themes.

Note: this mind-map has been condensed due to a larger number of codes
within the data set, therefore key items included have been categorised from

the analytic coding.

6.3 Findings

The responses from participants were insightful to the variety of methods used
to support mental health in primary schools. Due to participants being from different
schools with a variety of approaches and valuable experiences, clear key themes were
identified with each having multiple sub-themes. The key themes have been identified
as: facilitators, mental health passion, challenges of mental health education, external

barriers, importance of mental health education and further requirements for success.
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Each of the themes, and sub-themes, are detailed below and supported by data
extracts from multiple participants to justify analytic claims. It is important to note that
multiple participants referred to mental health education as PSHE, due to the common
occurrence within England that PSHE encompasses mental health education. Every
participant discussed PSHE as their main form of mental health education, which was
expected and therefore not included within the themes. Each theme is included as a

sub-heading with sub-themes underlined for clarity.

6.3.1 Facilitators

Participants discussed the efficacious mental health elements that they
themselves, and their schools, implemented with the pupils, which can be seen as
facilitators to successful mental health education. Within this theme various sub-
themes emerged to show specific strategies that were effective. Firstly, an element
participants’ spoke positively about was the use of individual mental health support

which has been categorised as the subtheme - targeted interventions. This was

typically in the form of ELSAs (emotional literacy support assistant) who have specific
training from educational psychologists and designate time to work with children
identified with higher needs for wellbeing support. One participant notes how lucky
they are to have two trained ELSA staff members to support specific individuals “We
have two ELSAs, we're quite lucky as well, we've got two ELSAs in our school and they
work 5 afternoons a week, but that obviously only targets generally individuals.”
(participant 2). As well as ELSA support, other targeted support was mentioned in
terms of an external provider “We also have the ELSA, who has a nurture room and
she'll take children out. And then we also have MHST (mental health support team)

come in for specific children. There's some children who obviously need more than
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others, and they'll have, like, dedicated time.” (participant 3). This recognizes the need
for individual support within mental health education, suggesting that targeted
intervention is still required within education for children that continue to struggle
even with whole class mental health support: “The children that we've picked up from
that, that are finding it difficult to explain their feelings we've put on to ELSA support.”
(participant 5). This shows that the use of universal interventions helps to identify
struggling students which leads to extra support, ensuring all students get the mental
health support they need.

As mentioned, when discussing targeted interventions, the use of external
providers for mental health support and education was a common occurrence across
the participants and therefore became a sub-theme as a facilitator to mental health
education. Within England it is not mandatory to prescribe to a specific curriculum, the
school itself can create its own mental health provisions which are typically
incorporated into PSHE curriculums. However, numerous participants spoke about
their prescriptions to specific mental health focused PSHE curriculums “We follow
Jigsaw program, which is a whole school program.” (participant 7), “Across the whole
of our school, we do, we follow the PSHE jigsaw scheme.” (participant 8) and “Our
school follows the Jigsaw curriculum, and this teaches PSHE as a whole. So, it goes
through lots of different, lots of different topics and mental health is a big focus in one
of those.” (participant 5). With other participants also highlighting what they like about
the specific curriculums “Across our school, we follow the Jigsaw PSHE scheme, and
one of the reasons we do that is because it has something in it called calm me time and
it's literally just a segment of your lesson. It takes about 5-7 minutes where you ding a
chime and the children have to breathe in, breathe out and you read them a script.”

(participant 4) and when discussing minimal mental health training participant 5 noted
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the benefits of the curriculum “I think through the Jigsaw curriculum, | don't think
teachers feel like they need it [training] as much often because the Jigsaw is very, very
structured and you literally go off what you get given and then you feel quite
empowered with that because you haven't got to think of a lesson.”. From these
examples it is clear schools opting into a ready-made mental health curriculum has
recognized benefits and are valued enough to be mentioned. All participants did
highlight the positive outcomes of mental health education (in regard to these PSHE
provisions) which will be discussed in the importance for mental health education
theme. In addition to the external PSHE curriculums, there was also various external
support from charities and organizations whereby they came in to give assemblies and
sessions: “we have the mental health support team, we're assigned to those, they
come in and do talks for the school.” (participant 3), “We had PSHE workshops
provided by BLANK and BLANK [wellbeing and PSHE providers] who came in and my
class, they did a session all about how to like self-reqgulate.” (participant 4), “We've had
visitors in from like young somerset speaking to the children about their feelings and
emotions.” (participant 5) and “We also have ‘/KOOTH’ which is like a children's mental
wellbeing support charity which come in and do assemblies and offer like chat support
and anonymous counselling for any children.” (participant 8). These additional forms of
mental health education help to facilitate the continuation of wellbeing support within
schools.

A further sub-theme that emerged was designated time, this is where

participants noted specific days, weeks and times they dedicated to mental health
education and skill development (e.g. mindfulness). Multiple participants mentioned
their schools” commitment to mental health focused weeks to facilitate the promotion

of student wellbeing: “In February and springtime we had a PSHE and arts mental
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health week.” And “In summer term, we've got health and wellbeing week, which is
more focused on like the physical ways you can support your mental health.”
(participant 4), “We have a mental health and wellbeing week in the school. So, all
classes come off of timetable and our lead for PSHE puts in different activities.”
(participant 5) and “In our school, every year we have a mental health week, which
usually focuses on a theme. So, for example, this year it was ‘let's connect’ so talking
about relationships and friendships within home and at school.” (participant 8).

In addition to these extracts, there were examples of consistent and regular
use of mental health activities at specific times: “We have got a mental lead
practitioner in our school who's a foundation stage teacher who trained last year, and
she started bringing in different initiatives like wellbeing Wednesday where you just
have half an hour that you are focusing on the children's wellbeing and that can be
things like stilling, that can be things like bit of meditation, that can be mindfulness
colouring, all of those, that can be listening to music, all of those types of things.”
(participant 2), “In PE, when we, when we do, we'll always start with like a 5 minute in
class and think of why is ‘you know’, good and they’ll think of mental health benefits so
they can really see the, you know, how exercise fits into that.” (participant 3) and “At
the beginning of every session there's time for mindfulness, which when we first started
it at the school, we didn't really give much time towards mindfulness, and now it's just,
we roll it out every day, so every day the children come in at some point in the day, the
teacher has to make the conscious effort to do some mindfulness in their classroom.”
(participant 5). These excerpts of data show how designating specific time to mental
health education can facilitate regular and consistent wellbeing support for students.

In addition to these sub-themes, a further one was identified as embedding

whereby participants discussed inserting mental health education into areas outside of
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prescribed PSHE lessons and mental health weeks. Some participants discussed how
mental health would be incorporated into more creative subjects: “I’'m art lead so | try
to push for art being a mental health lesson as well. So, I’'ve spoken a lot to class
teachers about now, it's the summer term, get the children outside for their art lessons
and make that an opportunity to kind of take in the fresh air and talk about how that
helps mental health.” (participant 4) and “We do lots of artwork around mental health
and wellbeing, but also through music.” (participant 5). These examples of data show
how promotion of mental health does not need to fit into just one subject category
but can be embedded throughout subjects to facilitate continuous mental health
learning.

There was also this idea of a school ethos around mental health, where schools
embedded principles into as many areas of school that they could: “We do something
called a growth mindset at school, which is about perseverance and resilience, and all
of those things and children can talk the talk about having that growth mindset. So
those things we embed that we give a priority to, they're definitely benefiting from.”
(participant 2) and “It [mental health education] was very much wrapped into
everything that we did.” (participant 6). Research places importance on fostering a
school ethos amongst staff and students regarding wellbeing promotion (Hornby &
Atkinson, 2003) as well as embedding and linking mental health education to academic
learning (Weare & Nind, 2011). This supports the strategies utilized by these
participants to facilitate mental health education; however, not all participants
mentioned doing this even though evidence exists showing its benefits, therefore
guestioning the feasibility of embedding mental health education and creating a

school ethos around it.
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A final facilitator sub-theme collates additional strategies that have been

mentioned as beneficial and of value to the participants. One of these areas are daily
check ins, these are ways schools regularly check in with pupils’ feelings to have
consistency in recognizing and labelling emotions: “We have weekly, daily check in pots
so the children come in and they've all got a lollipop stick and you put it in the pot that
you're feeling.” (participant 5), “I have emotional regulation check in pops, and they all
get a lollipop, a lollipop stick and that's now been employed school wide as well by our
PFSA [parent and family support advisor] they really liked it. So, we do that. The
children check in in the mornings and I've got someone who's in charge of going around
making sure everyone's done it.” (participant 4) and “So, we have this new thing that's
been brought in called the zones of reqgulation. So, each, we have a colour, and each
colour relates to different feelings. And in the morning when the children come in, we
ask them what zone they're in. So, if they've had maybe a bad night's sleep, they might
be feeling a bit in the Blue Zone, so a bit tired. And if they've had a good night's sleep,
they might come in and say “ohh I'm in the yellow zone. I'm feeling quite happy” and it
just helps them to understand their own emotions so they can relate it to a particular
colour.” (participant 1). In addition to this, the creation of a ‘safe space’ seemed
beneficial in ensuring children felt comfortable and knew they could step away when
they recognized certain emotions “We have the nest in our school, so it's like a hub
space where if they're feeling dis-regulated or if they just need a minute or they've,
something happened at home, they know they can always go there.” (participant 3).
This was viewed as a facilitator as it showed students that the school places
importance on mental health and having safe spaces they can go to in their moments
of need. Finally, a useful addition, that some participants actually noticed was missing,

was the inclusion of parents in understanding their child’s mental health education:
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“The parents come in and the children, each class, sets up a little stall about everything
they've done that week, and then the parents stay for a session about how to support
your children's mental health at home.” (participant 3). This allows for mental health
education to continue at home due to parents better understanding of mental health
in children, which is an effective way to facilitate the promotion of student wellbeing
and continuous learning. For example, parental involvement has been evidenced in
literature as beneficial to school-based mental health interventions (Shucksmith et al.,
2010), showing it to be a useful concept to utilize further. The sub-themes within this
overarching theme of facilitators are supported by various data extracts, they show
the range of successful elements the participants employ within their schools which
solidifies this analytic claim. These findings create the idea that the importance of
mental health education is not limited to a discrete activity, but most successful when
incorporated more holistically with collaborative efforts (including parents and

external providers).

6.3.2 Mental Health Passion

A pattern that was recognised in six of the participants responses was the
language used when discussing mental health focused initiatives. It suggested that the
work being done on mental health was due to that specific school’s passion for
supporting wellbeing or the individual teachers influence/effort themselves. Whilst
this could fit into the ‘facilitator’ theme as something that supports mental health
education, this was a distinctive theme that showed not just through what the
participants said but how they phrased their words.

Firstly, looking at the sub-theme school effort, participants often worded their

sentences using ‘my school’ (or similar) to signify that they know their specific school
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did promote or employ specific strategies, insinuating other schools do not always do
the same: “I think my setting do a very good job at it and I think I'm very proud of how
far we've come in our mental health and what we've, the importance that we put on
it.” (participant 5), “I think in my school we do spend an adequate amount of time on
it.” (participant 8) and “My school are very lucky because we do the mental health
week and we, and when it's children's mental health day or mental health week
nationally, we talk about that in assemblies and stuff. So, we are really lucky to have
that time and | think our PSHE lead and things, we like, really value that.” (participant
4). These examples show how the individual participants talk about their specific
school effort, with one participant comparing their school to others: “I think schools do
it all so differently. So, what we're doing, | know other schools aren't doing, so children
aren't getting the same thing across the board.” (participant 4). This shows that
teachers recognize the disparity across schools in how mental health and wellbeing is
approached, above one participant mentions how their school are “lucky” and a
further participant also uses the term: “/ think | was very lucky to work in a school
where we were all very conscientious about how we did things.” (participant 6). The
choice of the word ‘lucky’ gives the perception that other schools may not be as lucky
to have robust mental health education or value the passion their individual schools
have in supporting wellbeing.

In addition to school effort, there was the sub-theme of individual effort, this is

where participants highlighted their personal input in mental health education: “/ put a
big priority on to teaching these things.” (participant 5) and when talking about the
main teachers in their school participant 6 said “And we were both, all three of us very
experienced, very much on the ball with everything.”. These data samples show how

the teachers recognize the importance of their own effort into teaching about mental
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health. Further participants also highlighted that they do their own training and
research to enhance their knowledge of mental health education in order to have a
better impact on the children: “So, a lot of it's your own CPT (common planning time)
and training looking out there what to support children.” (participant 2) and
“Obviously, the training does help. And obviously it, it's so, it's so current, so there's
things all the time like I'll do some reading on myself.” (participant 3). These excerpts
show that teachers understand there is need for more training and support, therefore
they have to use their own passion in supporting children’s mental health to further
their comprehension of the topic. Evidence suggests that a teacher’s passion is a key
factor in education and can have perceived benefits such as improved wellbeing
(Carbonneau et al., 2008; Ruiz-Alfonso & Ledn, 2016) therefore, levels and drivers of
passion may be important to consider. However, reliance should not be placed on an
individual’s dedication to mental health education, as teachers have varying passions,
there should be policies in place to ensure consistency across classes and schools. The

samples of data for both school effort and individual effort ground the analytic claims

for this theme of mental health passion.

The emergence of this theme of passion and effort is integral in understanding
elements that are missing in mental health education within England. With the
participants drawing attention to the disparity of mental health education between
schools and potentially classes, we have to question if the governmental guidance for
English schools is insufficient in promoting consistency in mental health education
across all schools. The Government made an advancement in mental health education
by making it a statutory requirement to teach mental wellbeing in primary and
secondary schools (Department for Education, 2017). However, unlike other

mandatory subjects (e.g. Mathematics, English etc.) there is no specific national
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curriculum to follow with detailed guidance for essential mental health education to
be taught to children. The Government requires schools to have a policy in place with
several wellbeing aims set “which allows schools flexibility in developing their planned
programme, integrated within a broad and balanced curriculum” (Department for
Education, 2019, p.10). Included on the Department for Education (2019) website
there are plenty of resources available, including specific mental health resources that
link to the PSHE Association and MindEd (an NHS organisation). As schools have
flexibility over their mental health education, this can lead to inconsistency across
schools, as highlighted by these participants, perhaps suggesting a need for a ‘one

approach fits all’ guidance for schools.

6.3.3. Challenges of Mental Health Education

Throughout the responses it was evident there were multiple difficulties in
implementing mental health support within primary schools. Whilst these emerging
patterns could be themed as barriers, there was a distinct difference between
difficulties that came from the teaching itself (challenges) and difficulties of being able
to teach it at all (barriers). Therefore, when discussing the theme challenges, we are
looking at the demanding situations that arise when teaching mental health education.
There were a multitude of challenges described by the participants and these have

been categorised into the sub-themes’ parental effects, sensitivity, staffing,

classroom impact, the curriculum, and additional challenges which encompass all

other issues participants faced that did not fit into a specific sub-theme.

Firstly, looking at parental effects, it was noted by half the participants that

parents can have an influence on the children’s wellbeing. This is supported by

evidence that suggests parental involvement can improve not just academic outcomes
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but emotional functioning too (Wang & Sheikh-Khalil, 2014). With a further
longitudinal study suggesting perceived parental support can be a marker for risk of
poor mental health (Macalli et al., 2020), highlighting the importance of parental
support in facilitating mental health education. Participant 2 noted three times across
their interview how the communication between parents and children have
decreased, leading to them missing conversations pertinent to supporting wellbeing:
“A lot more parents are working, children aren't getting the time with parents. A lot
more parents are split up so it's quite hard.”, “Talking time between children and
parents has decreased so much. Children aren't sat around the dinner table sharing
things, having those conversations.” and “I mean, you see children now where parents
pick them up, they don't speak to their child. The child hands their bag over, the parent
hands their phone over and they walk out of school gates. There's no communication.”.
These examples show perceptions of poor parental support through reduced
communication, which could mean the work being done to educate children on mental
health in schools is not continued outside of the school walls. It was suggested by two
participants that perhaps the parents did not have the mental health skills themselves
for the continuation of mental health education to happen whilst at home too: “We
teach the children so much, but their parents don't necessarily have those skills
themselves. So, they're surrounded by... | work in a school and we’ve got quite a lot of
vulnerable children, high people premium and things, so we have parents who can't
manage their own emotions. So, all the work sometimes that we do in school then kind
of gets left at the school door.” (participant 4) and “I think parents, mental health has
suffered and declined a lot in the last couple of decades. So, they're not able to support

their children with resilience and perseverance and having a strong mental health.”
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(participant 2). These perceptions of parental involvement suggest teachers do not feel
the children receive enough parental support in regard to mental health education.

An additional effect that was mentioned, regarding parents, was their negative
opinions on mental health education and how that can then impact the child: “/ do feel
that, that the attitude of parents is reflecting on the children.” (participant 6) and
“Another challenge | think is sometimes there's a little bit of a worry of how parents are
going to perceive what you're teaching the child, | think there are some parents that
are very, very “yeah, you need to be teaching the children these things, it's very
important” and there are other parents who you, you don't know what their situation
is, but they will say “are you sure my child is ready to be talking about these sort of

?Il ”

topics (participant 5). Not only do these examples show that the negative opinions
of mental health education could impact the children, but it also shows how it can
become an obstacle for teachers to overcome when having to battle challenging
parents over a subject that is required to be taught by the Government. However, this
again, leads back to the discretion of what is taught by each school. If all schools had to
follow the same mental health curriculum prescribed by the Government, parents
would not be able to question teachers individually, reducing the challenges teachers
must face.

Another challenge that emerged across the data was the sensitivity of the
subject itself, this was a factor for participants to navigate as it could impact children
differently: “It can be quite triggering for some children.” (participant 3), “/ think a big
challenge is the sensitivity of the children. So, in year five before I've taught sessions on
like, as you get older, feeling anxious, feeling like depression and all those different

things, and | have to be very aware of, there are some children in the class who

experience those emotions quite regularly. So, it's always | think, really important to
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sort of know your audience and pre teach to some children and have pre discussions.”
(participant 5) and “I have to be mindful of like self-harming and body dysmorphia,
because like | said, | have had children in my class with that.” (participant 8).

These extracts signify the difficulties teachers face in educating children on
such a sensitive topic, their priority is the wellbeing of the children and therefore, they
feel they need to put extra effort into understanding each individual child to avoid
triggering a poor mental health response. This suggests the idea that mental health
education needs to be adaptable. This is highlighted in participant 7’s response “I think
as professionals, you're very aware, aren't you, of the boundaries you can't cross, and
the things you can and can't say. So, | think, yeah, there are, there's just so many
boundaries. There's so many challenges. You’ve just gotta be very aware of it and deal
with the sensitivity of whatever comes up really.”. Participant 8 said “/ think personally
for me, | find it hard to teach due to the sensitivity of the topic.”, showing the challenge
is just not avoiding negative outcomes with children, but it is adding to the difficulty of
teaching. Perhaps suggesting the need for more thorough training on mental health to
allow teachers to feel more confident when approaching such sensitive matters or a
more sensitive approach with what is required to be taught.

Another sub-theme that was identified within these challenges was staffing,
which refers to the difficulties experienced by participants relating to staff. Firstly, it
was noted that there are needs regarding staffing levels “I think sometimes a lack of
staff and support for those children can definitely mean that that child is gonna
struggle a lot more. | think there needs to be more support for those children that find
it hard with their mental health and wellbeing.” (participant 1), showing that
understaffing is another challenge that can impact mental health support for children.

Another staffing challenge highlighted was the challenge of poor communication
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between staff that can influence the outcomes of mental health support: “I find as a
team, we've talked about it, that actually the SENCO [special educational needs
coordinator] takes a lot of that away from us. She knows a lot of the backgrounds for
the children. So, you know, I've got a little... who’s very highly sensitive I'll say, got a lot
going on at the moment, but we didn't know half of it cause the SENCO knew, but it
wasn't always communicated to us. So, we were kind of dealing with things and then
was like “oh, god”, you know oh, we should have known that so we could deal with this
in a different way. So that's a bit of a challenge, | think in a bigger school the
communication and the passing on that data hand over is really important.”
(participant 7). This partially relates to the sensitivity sub-theme above; the teachers
need clear communication about all students to allow for sensitivity to avoid possible
negative outcomes.

Another staffing challenge that was mentioned was in relation to the
training/skills the person delivering mental health education has, suggesting more
training and experience is preferable: “Our team, we're quite experienced teachers and
we are, we're very opinionated so we do just say that's not happening, we're doing this
because this needs to happen. But for some like, early years teachers or early careers
teachers, you know they, they haven’t got the confidence to kind of fight the system to
say “No, | need to do this and I'm going to do this for the right of my children”.”
(participant 7) and “In my school, so when the teachers have their PPA (planning,
preparation, and assessment) time and we have to leave work for our TAs to teach, and
because Jigsaw is planned out, it's all done there for you. It's often jigsaw that the TAs
teach. Now my TAs brilliant, she's an amazing teacher, but | do think sometimes if
you've got a more skilled educator dealing with lessons that are quite sensitive, it's

better for them to sometimes deliver some lessons.” (participant 5).
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These extracts suggest that if TAs are being utilized to teach prescribed mental
health curriculum lessons straight from an external provider, there needs to be
thorough training to ensure consistency in delivery in comparison to the qualified
teacher. Additionally, if newly qualified staff lack confidence when it comes to mental
health education, there needs to be support systems in place for those teachers.
However, it should be argued that teachers should not have to ‘fight the system’ to
spend more time on mental health education for the betterment of their students, this
should be an acceptable use of teaching time. Therefore, lacking confidence as a
teacher should not be a barrier to mental health education, as policy should allow for
consistent mental health education. These data examples show the several ways
staffing can become a barrier in the implementation of mental health education.

The next sub-theme is classroom impact, this is where participants recognized

the challenges of teaching about mental health to whole classes: “I think when you've
got a class of 30 plus the maturity of that class is so varied, that some children take it
really seriously and in the way they should be. And some see it as a bit of a joke and
then the ones that really want to listen and learn and understand their own mental
health sometimes don't feel they can be themselves because of the immaturity of a lot
of the other children.” (participant 2) and “The children are very comfortable in my
classroom and will often just come in and say stuff. But I'm trying to teach them that
absolutely share, and mental health is really important but choose your right people
and your trusted adults to share with because it can become a really lovely lesson that
then stresses out other children because they've learned something they maybe didn't
need to be exposed to.” (participant 4). These samples of data show that a whole class
approach can be challenging and possibly lead to negative outcomes. The average class

size in England is 26.6 (Office for National Statistics, 2023), this means that it is
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possible when teaching sensitive topics, like mental health, immaturity and
inappropriate information may surface exposing fellow classmates.

One participant also explains how the experiences differ from class to class, so
it is not something that can be predicted and is not always an issue: “This year, my
year, because that's all | can talk about really is my experiences, are better at being
very open and sharing things, whereas my last year cohort was dreadful. You know
they needed something a lot more and we had to adapt everything. And you know,
there were several times throughout the year we just had to stop and deal with
whatever was going on because they had a lot of difficulties.” (participant 7). This
demonstrates that whole class approaches to mental health education do not come
without difficulties, therefore, further support and understanding is needed to reduce
these issues. From the teacher interviews in Chapter 5, it is suggested that flexibility in
lessons would help account for classroom differences. These data examples solidify the
analytic claims that whole class teaching can be challenging for teachers leading to the
sub-theme classroom impact.

A key sub-theme that emerged was the curriculum, which came from

participants discussing issues with their PSHE/RSHE (relationships, sex education and
health education) curriculums that impacts their teaching of mental health education.
Participant 2 said “The main thing in the curriculum is your RSHE lessons that bring in
some aspects of mental health, but it's very, very broad, and | find as a year six teacher,
I need to narrow it down to personalise it for my own children” highlighting that the
RSHE lessons they follow are not specific enough and need adapting to suit the
participants cohort. Additionally, when referring to mental health education
participant 2 said “It’s too stand alone in RSHE. Again, it's about responding to needs

within your class and your children. So, the curriculum, umm it, it touches on mental
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health and wellbeing, but it doesn't give the importance that it really does need.”. By
the participant saying that mental health education is too standalone, it suggests that
they feel mental health education is not connected throughout other subjects and it
should be. Their final comments regarding the importance mental health education
needs shows that the participant feels the curriculum they use is inadequate. A further
participant notes which external provider they use and their thoughts on it: “Jigsaw is
very good in the way it's laid out. But there are sometimes, the lessons are quite drawn
out and the message that you're trying to get to the children is so specific and actually
once you've had to do an hour’s lesson based around that one thing, the children sort
of lost the point a little bit.” (participant 5). Whilst we cannot discredit this specific
curriculum based on one participant, it does show that there is scope for enhancement
regarding mental health curriculums.

A final sub-theme of additional challenges has been formed to include all other

difficulties participants faced when teaching mental health education that did not fit
into a themed category. Participant 2 discussed how external variables, completely out
of their control, lead to impacts in the classroom: “Social media massively has
impacted our children to the point that most of my issues in the classroom now are
based around social media.”, “Social media has an awful lot to play for poor mental
health at the moment.” and “I think it's difficult when some parents don't collaborate
with us and tell us what's going on at home. And we're up against trying to teach a
child with no understanding, really, that actually they've had no breakfast. And their
gerbil has died, or they've got some issues with domestic violence at home. All of those
things that impact on a child before they can come to us makes it really, really tricky.”.
Showing that some of the challenge’s teachers face when delivering mental health

education are unable to be controlled and therefore managed.
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Participant 4 highlighted that the age of the children can have an impact,
favouring younger children: “It definitely works better with younger children as they
get older, they're less like into it.” and “I think sometimes it is just that children don't
understand to take it seriously. So, you do have to really teach them that, that's a
barrier to overcome. Much easier for young years.”. This is an unexpected finding,
especially as previous concerns were with teaching certain mental health skills too
young; however, this participant suggests it is easier to teach mental health education
to younger children. This finding is crucial, if teaching them when younger is easier as
they take it more seriously, then schools must ensure they start early with mental
health education before students hit an age when they cease to take it seriously and
could be less likely to experience the benefits.

Another challenge found is that mental health education is not always valued
or prioritised: “I think it's seen as seen as a bit of a filler activity sometimes, mental
health activities, it's not seen as equally important as RE [religious education] and
equally important as PE [physical education] and equally important as science and all
of those other curriculum subjects. But if children don't have a strong mental health,
how are they supposed to learn and progress? They're the building blocks, aren't they ?
And we're missing all of those building blocks, it's straight in with academic subjects.”
(participant 2) and when talking about PSHE participant 6 said “You were supposed to
weave this in, it was, it was difficult to monitor, and actually it was also easy to not do
it at all.”. These extracts demonstrate how mental health education is not always
prioritized over other subjects and can also be missed out completely, which is a huge
challenge for teachers to overcome when other subjects are valued more.

A final challenge noted by participant 2 with 25 years of classroom experience

is the increased need for mental health education, they highlighted how there is more
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demand for mental health support in children: “We are seeing more and more children
come through that have mental health needs.”, “The needs are increasing all the time
so there isn't enough in the curriculum that that covers mental health.” and “Children
were much more robust even 15 years ago, and | think in such a short space of time
children have lost the ability to be independent. They've lost the ability to persevere
with things, they've lost coping strategies and skills in order to be resilient learners.”.
The sub-themes within this umbrella theme of ‘challenges of mental health education’
call attention to the various challenges teachers face when implementing mental

health education, as shown in the data extracts which support this theme.

6.3.4 External Barriers

Regularly mentioned throughout the interviews were barriers out of the
teacher and schools’ control, these were deemed as external barriers, something that
was not a direct impact of the mental health education itself or the individual school

organisation. These have been categorised into the sub-themes Governmental

pressure, time pressure, insufficient training, budget, and school/class size.

Firstly, looking at the sub-theme Governmental pressure, it was evident in the

responses that there were other curriculum subjects to prioritise as a requirement
from the UK government: “Their curriculum is so jam packed that often things like
RSHE get, although we have to timetable it, it gets pushed off the timetable.”
(participant 2), “The curriculum is so stretched. There's a lot to get through, especially
being in year six. You’ve got SATS drummed into you, but actually there's 100% an
argument there for what's more important.” (participant 3) and “We are given time,
but with everything that every curriculum aspect is expecting more and more of you

and sometimes it doesn't get done as much as it should.” (participant 5). These
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examples recognize the prioritization of traditionally academic subjects which results
in mental health education lessening.

The frustration at the lack of valuing mental health education and a person-
centred care attitude towards children is clear in participant 7’s response “/ think PSHE
as it's kind of known still, that kind of gets shifted because it's “Oh, it's, we're just
having a chat”. So, we’ll just bin that and do whatever else is needed to be done, which,
I just, we can't, we can't afford to do that. But | think that's coming from above as well,
you know, the government, the pressure, like for all of us, on their SATS and meet these
targets, do this, do that. | think it doesn't give you confidence to make the child at the
centre of everything because you have to bow down to what they say.”.

In addition to this, several participants explained how the demand for data (as
the government requires evidence for what has been taught) can take over: “In my
setting we have to record what all the, what the children do. | do sometimes feel like
we're recording work for their mental health learning which actually doesn't need to be
recorded, it's more discussion based. Um. So, | sometimes feel that we're making
children do written work for the sake of it really.” (participant 5) and “There's still so
much else that needs to be done and | think coming higher up there's always the
pressures of data. So, a lot of us often feel like we'd love to get in extra things, but we
can't because it's extra SPaG [spelling, punctuation, and grammar] that needs to be
taught. Suddenly we've got to do fluency for maths 3 times a week extra and | feel like
because of that it's often the nicer activities, because | would call them that, they're
more like, they're important in that way but also, they're lovely and enriching, they get
dropped off because it's not a priority in some ways.” (participant 4). These extracts of
data exhibit the pressures teachers can face due to governmental policy and

perceptions that mental health education is less valued and often missed. Based on
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these comments, the barrier of governmental pressure influences the implementation
of mental health education, which could explain the attrition and low adherence in the
main study.

A further sub-theme that relates to Governmental pressure is time pressure.
Some of the responses crossed between the sub-themes but if they specifically
mentioned time they were included in this category. Multiple participants mentioned
the pressures of time in their responses: “Teachers don't get the time to focus on
mental health activities because it's such a crammed curriculum with the statutory
subjects you have to fit in.” (participant 2) and “There's not enough hours in the day
and | put a big priority on to teaching these things. But as teachers we all have so much
that we need to get done that it's normally for me, | would admit that PSHE in our
jigsaw is one of those lessons that if we've got a very busy week, I'll say right, we'll skip
it this week because we've got assessments, because we've got a trip and same with
things like PE, but actually it's probably one of the most important lessons for the
child's wellbeing, so that's definitely a challenge.” (participant 5). One participant
highlights the impact of time pressures on children’s abilities to have important mental
health discussions: “I don't think teachers have enough time. | think things are so
regimented that they have to do certain subjects by a certain amount of time, and it
doesn't always allow for discussions that children want to have. And sometimes those
discussions, the most important part rather than the activities because it allows them
to open up about different things and maybe experience’s they've had at home.”
(participant 1). This finding is expected, it supports previous findings that suggest time
to be a common barrier when implementing education interventions within schools

(Brown et al., 2023; Shoesmith et al., 2021). This also supports the main study of this
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doctoral research that found time pressures to have a substantial impact on
intervention adherence.

As part of the interview participants were asked about any training they had
received regarding mental health education. The responses led to the sub-theme of

insufficient training due to all participants saying the training they had received, if any,

was inadequate. The TA that was interviewed said “I in particular haven't actually done
any training on mental health and wellbeing from my school.” (participant 1), which
was unexpected considering the amount of time TAs spend with students and the
evidenced positive impact they have on children’s mental health (Conboy, 2021).

In addition to this, qualified teachers mentioned they had not received any
recent mental health training: “This year, | haven't actually had any formal training.
We talk about it in staff meetings, especially when it's like mental health week coming
up and stuff, we do things like that, but we don't, I've not actually had any proper
training this year.” (participant 4) and “/ don't think we've had any specific mental
health and wellbeing for children, oh no, I'm lying. We did, a couple of years ago.”
(participant 5). This is an important finding as evidence suggests when implementing
mental health interventions within schools that health professional led lessons had
better mental health outcomes for children in comparison to teachers (Stallard et al.,
2014). Therefore, thorough training is necessary to increase the benefits children
obtain through mental health education. However, from this study, it seems evident
that regular quality training is not happening. This is having an impact on teachers, one
participant was discussing how they rely on personal experience in order to be
prepared for the delicacy of mental health education and said: “In terms of formal,
formal training that they've given us, if that was all I'd had as a trainee, as a new

teacher, I'm not sure 1'd feel equipped.” (participant 3). This evidence shows that
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teachers recognize they have not been given suitable training, this is something that
should be regimented across England for all staff encountering students as it can be a
huge barrier in providing effective mental health support.

A factor that can affect the amount of training a teacher receives is budget.
This sub-theme emerged due to participants discussing money as a barrier to being
able to progress with certain aspects of mental health education. Firstly, in relation to
the sub-theme of insufficient training participant 2 said “Again, budget constraints
mean we, a lot of our training is done in house, not through external providers.”,
showing that financial support is required to be able to obtain higher quality training
for teachers. In addition to this, it was recognized that more could be done for mental
health support in schools if money was available: “I think obviously, if we had an
endless bucket of money, we would actually be able to do a lot more. But obviously
that's not the case. And the reality of like you know, we're scrounging for glue sticks, let
alone, you know.” (participant 3) and “But there is little support for schools out there as
well. It's really hard to get ed-psych’s in. We have 3 hours a year | think, before, before
we have to pay an extortionate amount.” (participant 2). These examples demonstrate
how budget is a barrier for mental health education, this was an expected finding as
previous school-based mental health intervention studies identified financial support
as a barrier (Moore et al., 2022).

The final sub-theme is school/class size, this was an unforeseen theme but was

integral to demonstrating the inconsistencies that can happen across schools. Within
England there are some primary schools with mixed classes, where all key stage 2
students can fit into one class due to small numbers and there are also schools that
have two classes per year group due to populations in catchment areas which is out of

the schools control. One participant highlighted the positive impact a smaller
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school/class size can have on children: “/ could hand on heart say that that there were
only that just a handful of children that that throughout the whole time in the part my,
my last say, 10 years that were really a little bit more of a worry than others. But then
because we were a small school, those as a, as staff in the older, teaching older
children we've seen them come into school and the children all played together at play
times. We were all out there at play times. So, it was very, very much a close knit,
nurturing, caring society, and we were very lucky in that respect.” (participant 6). This
suggests that by having a smaller community around the children, it is easier to know
them on a more personal level.

However, one participant bought up the experience of her children’s small
school in comparison to her large school: “I think because of where we are, and we've
got these program’s and we are very explicitly teaching it and dealing with things that
come up. When | look at my children's school compared to where | am, they go to a
very small village school up the road, you know they, they don't really have any issues,
as you know, they, as you perceive them to be issues and they don't really have those
conversations. They don't really have any particular, they do circle time which is very
outdated, but they don't really talk about any of the things that are current now.”
(participant 7). This extract of data indicates that there are also disadvantages to
smaller schools with this participant suggesting they are missing out on more current
issues and are not up to date with mental health approaches.

A way for the Government to avoid discrepancy of mental health education
across schools could be to employ a singular mental health curriculum across schools
for consistency, participant 7 said “/ think a consistent approach to it. So, everybody
kind of understands it doesn't matter if you're in a, you know, in a middle, inner city

school or a tiny little village square, everyone, every child’s got the right to have that
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same, that same curriculum delivered to them, haven't they? And | think if it's on paper
and it's official, that would be a big step forward because then everybody has the
same.”. This response supports the notion of a singular mental health curriculum in
schools to ensure equality in mental health education. The samples of data presented

within each sub-theme support the analytic claims of the theme external barriers.

6.3.5 Importance of Mental Health Education
When analysing the data there were numerous examples of reasons why
mental health education is so integral within primary schools. These have been

categorised into the sub-themes: positive outcomes, the need and impact on staff.

Firstly, when looking at positive outcomes, there were multiple successes and benefits

discussed from the implementation of mental health education: “I think it helps them
to have a better understanding of what it is, and it allows them to be a bit more
independent with trying to understand their emotions.” (participant 1), “I think the
children's understanding of mental health is much stronger.” (participant 2), “They're
able to say, like, really express their selves. So, if something isn't right, they'll often say
things like, “oh, I'm very agitated” or “I'm feeling overwhelmed”.” (participant 4) and
“The awareness of their emotions has got better, so they, they're now very sort of in
touch with their emotions and they can explain how they're feeling and why and so
that's been really good.” (participant 5).

As well as these explanations of how children have a better understanding of
mental health, it was suggested they have also built suitable skills: “They have a variety
of strategies to support their mental health inside and outside of school.” (participant
8). These excerpts recognize individuals’ positive outcomes from teaching mental

health. Further participants noted the impact mental health education as a whole
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school approach had on sociability with classmates: “As a whole the school has really
taken on the ability to explain how you're feeling and also just being aware of others
around you, that's really been powerful for our teaching. The children, especially in
jigsaw lessons, are very sensitive towards others and some of the children are very
openly honest and they say things that are quite confidential, but it's received really
well by all the other children in the class, which is really nice.” (participant 5) and “/
think really importantly as well, the awareness and understanding of how others may
be feeling. So even though a child may not have a mental health disorder, but if
someone else in their class does, they kind of have that awareness of how to look after
them or strategies to support them.” (participant 8). These examples add to our
comprehension of the perceived benefits that result from mental health education.
Secondly, within the importance of mental health education theme there is the
sub-theme of the need. This sub-theme has surfaced to show why it is essential to
educate children on mental health. It was recognized that the inability to learn can be
a consequence of poor mental health: “It's hard to teach because children have to be
ready to learn and a lot of the time, they're mental wellbeing prevents and prohibits
them from making progress in the classroom.” (participant 2) and “They might be
hugely academic, but if they've got terrible mental health, how are they ever going to
be able to reach, or focus, or study?” (participant 3). The responses here demonstrate
the need for mental health education to support the wellbeing of students to
strengthen their academic learning. It is well reported in literature that mental health
is associated with academic performance, with an elementary school study showing a
link between positive mental health and higher academic outcomes (O’Connor et al.,
2019) and a longitudinal study finding poor mental health in childhood increased the

risk of unsatisfactory academic outcomes (Agnafors et al., 2021).
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Lastly, the impact on staff was a sub-theme that emerged showing there is a

need to support children's wellbeing in the most optimal of ways as there can be
effects on teachers too. Acknowledged within this sub-theme is the negative impact
poor mental health education can have on the wellbeing of teachers: “/ worry that it's
going to be squashed out even further, when children need this more and more and
more, and mental health difficulties that they're coming into school with, even at four-
and five-year old’s, is increasing all of the time.” (participant 2) and “We have no time
for it... and you feel really guilty.” (participant 7). Worrying and feeling guilty that
children are not gaining sufficient mental health support should not be a responsibility
of the teacher, this impact on staff, along with other needs, indicates how essential it
is to establish mental health education within the current English schooling systems.
As mentioned within the theme ‘external barriers’ teachers have a lot of pressure to fit
everything required in the curriculum into the time they have, with a heavy workload
and feelings of guilt, it is not surprising that teacher retention rates in England are very
low with the most recent 2023 study showing 88.7% of teachers who qualified one
year ago are still teaching which decreases to 67.5% of teachers who were qualified
five years ago still teaching (Office For Statistics Regulation, 2024). Within a separate
study conducted in London (England), the most common reason cited for leaving the
teaching profession was the workload (Perryman & Calvert, 2019). It is clear these
impacts on staff can lead to negative outcomes, like teachers leaving the profession
they have spent years training in. Therefore, it is important to ensure consistent
support for staff and an exemplary mental health curriculum to improve staff
wellbeing and retention rates.

Within this theme, the extracts of data show how mental health education can

be beneficial to students by improving their understanding of feelings/emotions as
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well as improving their sociability. It also recognizes the need for mental health
education to support academic attainment and finally, when mental health education
is not sufficient enough and teachers are experiencing external pressures, there can be
a negative impact on staff. These findings show the importance of mental health

education and are supported by the various data samples.

6.3.6 Further Requirements for Success

The final theme that emerged from the data was further requirements for
success. For this theme there were no sub-themes that emerged from the analysis of
the various suggestions of improvements. There are suggestions for improvements
within some of the data examples in earlier themes, they will not be repeated within
this section, but should be considered as forming part of this theme.

A pattern that did emerge as a further requirement for success was the need
for more consistency in the teaching of mental health education: “It is making an
impact, it's just we need to do it a bit more frequently because sometimes if we haven't
done it for a while, they then forget and it's hard to manage it.” (participant 4) and “/
would definitely argue that there would, should be more time spent, like | said, they're
not necessarily a mental health lesson, like that, that drip feeding, | think is what's
really important.” (participant 3). These extracts show that participants believe that
increasing the frequency of mental health education and inserting it into subjects
outside of the prescribed PSHE lessons by ‘drip feeding’ would be advantageous.

It was also noted that there is a requirement for earlier intervention: “We're
not putting it in, early intervention, early on, enough, before we get to that point where
they need something more.” (participant 2), suggesting mental health education needs

to be consistently taught from as early an age as possible. Another improvement
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suggested was for all schools to adopt the same approach to reduce confusion in the
real world: “So the children in my class and in our school are all doing it one way, but
then if they're out into the world with other people who aren't doing it, they then
wonder why and that can become very confusing for them.” (participant 4). This finding
is not too dissimilar to previous findings in earlier themes regarding a standardized
singular mental health curriculum for all schools in England.

There were suggestions on better standards of training: “Definitely around
training for staff, school staff, right down to your lunch and supervisors. | think
sometimes they're really key staff. They have those children at the unstructured times.
That hour is really important, but they don't get access to the same training that we
necessarily do, and we don't get a lot either.” (participant 2). This extract recommends
the thorough training of all staff to ensure mental health support is not only from your
main teacher but is consistent throughout all times of the school day. Finally, circling
back again to the theme facilitators, parental support was noted as a beneficial
element in mental health education and it has also been recognized as a need within
schools: “I think it's not necessarily the teacher’s job to teach the parents, but | do think
a big part of children's mental health and education should be putting things out there
or there being something available for parents.” (participant 4). This participant
suggests that involvement of parents in the education of their children on mental
health would be valuable. These enhancements highlighted by the participants show
other ways mental health education can be developed for more efficacious results, the

theme “further requirements for success’ is grounded in the data extracts included.
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6.4 Discussion

The main aim of this study was to gain a deeper understanding of teachers
experiences with mental health education as well as barriers they faced in the
implementation. The themes that emerged from this analysis present the various
experiences the participants encountered, with both positive and negative factors
encompassed. The findings of this study show that mental health education needs
bettering, and this information is integral in guiding future research and developments
of mental health curriculums. The barriers and challenges faced by participants show
there is a difficulty in the feasibility of implementing mental health education, which
reinforces the previous qualitative findings.

Reviewing the themes, it is clear there are multiple strategies that can be
implemented to improve feasibility of intervention implementation, several of which
are relevant to this research. Firstly, facilitators were identified as the opposite of
barriers, they were methods that were perceived to be beneficial to mental health
education. Within this theme the embedding facilitator is a beneficial method to
adopt, it involves inserting mental health education outside of prescribed PSHE
lessons. Within the main study the curriculum was only used within the one-hour
weekly slot, therefore, embedding core principles into assemblies, other traditional
lessons and activities can form a school ethos. Evidence suggests a supportive school
environment is vital to the promotion of mental health in schools and building a sense
of community (Wyn et al., 2000). With the whole school dedicated to promoting
wellbeing, it is plausible mental health education will be taught more consistently.

Secondly, the theme mental health passion emerged suggesting the efforts of
schools or individuals themselves influence wellbeing support. To utilise this in future

intervention research, co-creation of intervention programs will give teachers/schools
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ownership and may increase their passion for the intervention. Thirdly, within the
challenges of mental health education theme, it was found that participants perceived
there to be issues with the PSHE curriculums they used. It was suggested that some
mental health topics were too broad and at times needed personalisation, which is
similar to findings in Chapter 5 regarding the need for flexibility in curriculums.
Alongside co-creation to allow for personalisation, curriculums should be designed
with flexibility in mind to make it more feasible for teachers to implement. In addition
to this, the challenges of mental health education theme found teachers perceived
younger ages as easier to teach mental health education. Notably, if it is easier, it will
be more feasible, but importantly, it suggests that starting mental health education
earlier could be more beneficial to teachers due to less immaturity. Furthermore,
evidence suggests that starting wellbeing interventions earlier would have a positive
impact on pro social behaviours and social, emotional and behaviour difficulties (Cefai
& Camilleri, 2014).

Similar to findings in Chapter 5, governmental and time pressures were
perceived to be barriers to the implementation of mental health education. These are
external barriers out of teachers control, therefore difficult to account for in future
research. However, improvements to governmental policy would ensure more support
and less pressure on teachers to deliver mental health education, eliminating external
barriers would significantly increase feasibility of implementation. Within the theme
importance of mental health education, perceptions from teachers aligned with
Chapter 5 findings which show the positive outcomes mental health interventions can
have. The final theme, further requirements for success, suggests that teachers felt

there could be better standards of training. Whilst findings in Chapter 5 do not indicate

236



a need for better training, it highlights the need for thorough training to make it easier
to implement the interventions.

There were various positive experiences noted from the participants, especially
when articulating facilitators of mental health education. However, a common
argument that surfaced across most themes within this analysis was the need for a
singular mental health curriculum that could be rolled out across all schools. This
appeared to be a solution to many of the barriers and challenges faced by the
teachers, although, this is not an easy solution. It would require a large amount of
funding to start the development and would take a lengthy amount of time to
complete, and choosing a psychological model to underpin the curriculum would be
challenging as no one model triumphs the rest. But most arduous of all, lobbying the
UK Government to prioritise mental health in the national curriculum is unattainable in
the near future. Therefore, smaller advancements would need to be made over time in
the hopes of a larger breakthrough.

There are several limitations of this study to consider. First, the participants
included in the study identified as female; therefore, the male experiences of mental
health education are not accounted for. However, it is representative of primary
school teacher characteristics in England whereby only 14% of teachers are male
(Office for Statistics Regulations, 2024). When recruiting for volunteers on social media
no male teachers came forward to participate, future research should try to employ
better tactics to ensure male participation for a more representative sample.
Additionally, all teachers were from schools within the Southwest of England,
therefore it is difficult to generalize the findings to the rest of England, especially in
bigger cities that are likely to experience more complicated challenges. However, there

were a range of ages (22-63 years old) and experience (3-37 years) represented in the
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sample, with the inclusion of various teaching roles (teachers, TA, deputy head teacher
and assistant head teacher).

A limitation to consider is that the participants were all known to the
researcher increasing the risk of sample bias. To negate this risk, the participants did
not know about the details of this thesis and a semi-structured interview was
conducted to ensure consistency in questions asked. Whilst this is typically seen as a
limitation, perhaps the already established rapport with participants led to more open
and honest responses in the interviews. Research has recognized the benefits of
interviewing peers, suggesting the researcher can distinguish honesty of answers and
elicit more intimate details due to enhanced rapport (Hockey, 1993). Another possible
limitation is that the interviews were delayed due to the COVID-19 pandemic, because
of this, it is probable that there could have been more extensive changes to education
and mental health needs as an after effect of the COVID-19 pandemic. Therefore,
comparisons with data and findings from earlier chapters should be made cautiously,
due to the impact of COVID-19 on student wellbeing, e.g., increased levels of anxiety
(Kwong et al., 2021). This supports the need for continued research into the
experiences of teachers in England, especially when rates of children with a probable
mental health disorder are increasing from 1 in 8 (Sadler et al., 2018)to 1 in 6
(Newlove-Delgado et al., 2021) in just 4 years.

A final limitation of this study is the lack of triangulation in the process of the
thematic analysis, as highlighted by Braun and Clarke (2013) this can increase
researcher bias. The coding and themes were categorised by one researcher alone,
additional researchers could have coded the data and identified emerging themes that
were different to the ones detected. Researcher bias should be accounted for within

the reflexivity section to show how internal biases may influence the outcomes of the
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analysis. Due to this being a doctoral thesis the analysis was completed solely;
however, future research should ensure appropriate procedures are followed, such as

triangulation, to reduce the risk of researcher bias.

6.5 Conclusion

The main focus of this doctoral work involved evaluating the effectiveness and
feasibility of an ACT informed PSHE curriculum. However, due to poor adherence and
attrition in the main study further investigations were required to understand the
difficulties of implementing a universally delivered mental health intervention within
schools. Therefore, this chapter highlights various experiences from a range of
teachers, giving insight into challenges teachers face when implementing mental
health education. The findings provided ways to improve intervention feasibility as
well as ways to enhance mental health education from a teacher’s perspective. Future

recommendations and evaluations are discussed in the concluding chapter.
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Chapter 7: Conclusion

7.1 Introduction

This works initial aim was to develop a curriculum style intervention based on
ACT (Acceptance and Commitment Therapy), and then examine the effectiveness and
feasibility of implementing this wellbeing curriculum in primary schools. Preliminary
research into the mental health of children and young people suggested an increase of
probable mental health disorders in the past 20+ years from 1in 10to 1 in 6 (Green et
al., 2005; Newlove-Delgado et al., 2021). This highlighted the importance of supporting
wellbeing in children, showing there is room for psychology to guide interventions
within schools. Further research demonstrated the effectiveness of mental health
interventions in schools, such as promoting alternative thinking strategies (PATHS),
MindUp and FRIENDS, in supporting children’s wellbeing by increasing pro-social
behaviours and emotional competence as well as reducing depressive symptoms
(Humphrey et al., 2016; Schonert-Reichl et al., 2015; Stallard et al., 2014). ACT is a
form of psychotherapy whereby the therapeutic processes have been found to reduce
anxiety and depression in children (Fang & Ding, 2020b) as well as improve
psychological flexibility (Livheim et al., 2015; Swain et al., 2015). Whilst there is
evidence regarding the effectiveness of wellbeing interventions within schools, at the
time of this research, there was insufficient evidence regarding the effectiveness of
ACT as a whole school approach. That is, wellbeing curriculums that have been
empirically evaluated do not use ACT informed materials for their interventions, thus
making this approach novel. Additionally, there are aspects of the methodology that
are novel such as the use of the psychological flexibility measure with the young age

sample included. Finally, it can be argued that due to the constantly changing economy
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in England, with different pressures on children as well as evolving educational
policies, continuous research is required to remain informed of educational needs.
Therefore, the studies carried out in this thesis add to the research gap, update the

evidence base and inform practice.

7.2 Overall Summary of Findings

Within this thesis there are 6 studies. Study 1 developed and then piloted the
lesson plans and measures chosen for the main study to refine the materials for the
main study, Study 2 evaluated the training of the teachers. Both studies included
feedback opportunities to further enhance the lesson plans created. Study 3 was the
main study evaluating the effectiveness of the intervention. This study was conducted
over the course of the school year with teachers delivering the DNA-V curriculum to
year 5 students. Studies 4 and 5 consisted of individual student and teacher interviews
post-intervention to understand the acceptability and feasibility of the curriculum.
Finally, Study 6 examined the current mental health education experiences of teaching
staff in primary schools in England. Several of the main findings are discussed below
regarding the acceptability, effectiveness, and feasibility of the intervention.

One objective was to discern if the curriculum, enhanced by the outcomes of
Studies 1 and 2, would be acceptable to the participants, this was assessed through
diary analysis and post-intervention interviews with students and teachers in Studies 3,
4 and 5. Based on findings it can be suggested that the DNA-V model was understood
by participants as there were examples of correct uses of the terminology used in the
DNA-V model, especially the discoverer and advisor skills. These findings demonstrated

evidence of two conclusions: 1) the developed DNA-V curriculum was acceptable to
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the students and therefore a viable ACT model to be used with young children, and 2)
the DNA-V approach can be used as a whole class curriculum.

In relation to the effectiveness of the DNA-V curriculum on wellbeing and
psychological flexibility as part of Study 3, there were two important significant
findings. Firstly, teacher observed measures of pro-social behaviours increased pre- to
post- intervention, suggesting the DNA-V curriculum improved students’ pro-social
behaviours. Because there was no control group for comparison, the changes may
have been developmental rather than due to the curriculum; however, it is still
positive to note these shifts as one of the aims of the curriculum was to support
wellbeing, and existing evidence shows a positive correlation between pro-social
behaviours and wellbeing (Kakulte & Shaikh, 2023). Whilst cause and effect cannot be
determined, it can be assumed that a person involved with pro-social behaviours is
likely to also have positive wellbeing affects, and vice versa. Secondly, through
exploratory analysis the participants were separated into a sub-group of below
average wellbeing, their psychological inflexibility and wellbeing scores were then
analysed. Results from the analysis across three time points showed a decrease in
psychological inflexibility and an increase in wellbeing, both with large effect sizes (h =
0.55 and h = 0.66, respectively). This suggests that the DNA-V curriculum was effective
in improving psychological flexibility and supporting wellbeing, as students that had
lower scores of wellbeing pre-intervention saw improvements across the course of the
intervention. The sample size for this analysis was small (N = 5), therefore a further
intent-to-treat analysis was conducted which increased the sample size (N = 14).
Whilst this analysis did not find significant differences in psychological inflexibility
scores it did find an increase in wellbeing scores with a large effect size (Cohen’s d = -

0.92), continuing to support the notion that the DNA-V curriculum can support the
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wellbeing of students that perhaps need it most, showing it to be effective. This does
show how evaluating preventative interventions can be challenging, that is, if a child is
fine at the time of the intervention but uses the skills learnt from the intervention later
in life when needed, that is difficult to measure. It is almost impossible to measure the
trajectory of an individual’s life longitudinally, in comparison to a control individual
going through the same life challenges. Therefore, identifying the sub-group of lower
wellbeing is beneficial to the understanding of the preventative effects.

As part of Study 3, the fidelity of the intervention was assessed through
totalling the diary completions. Results indicated fidelity was high at the start of the
intervention with 86.89% coverage of lessons in term 1, this decreased to 6.67% in
term 5, with term 6 lessons not covered at all. This decline in adherence to the lesson
plans over time suggests there were challenges with delivering the lessons. This was
supported through study 5, where teachers were interviewed post-intervention about
their curriculum experiences. Findings highlighted four themes, of these, lesson plan
improvements and time pressures relate to feasibility. Firstly, reviewing lesson plan
improvements, a need for flexibility in lesson plans was identified. Whilst guidance and
structure were listed as important, tailoring lessons to class situations led to a
decrease in adherence. Evidence has found, in generic teaching, lesson plans are not
flexible enough to account for the needs of all students, influencing the quality of
lesson delivery (Lika, 2017). In an evaluation of sustainable implementation of a whole
school resilience program, teachers attributed flexibility of the programs as one of the
contributors to their long-term implementation (Noble & McGrath, 2018). Suggesting
that improving flexibility and having extra lesson plans, to account for different
circumstances, could improve the feasibility of the lessons and implementation of the

lessons.
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The most novel finding of this research was the issue of feasibility in the main
study, which was further supported by study 6 findings. Additional interviews of
teachers independent of the main study found six key themes, of these external
barriers and challenges of mental health education are key to understanding feasibility
issues. Firstly, summarising external barriers, these compare to commonly found
barriers within existing studies such as time constraints, financial support, curriculum
demands and external support (Moore et al., 2022; Shoesmith et al., 2021). These are
listed as external barriers to the implementation of mental health education due to the
lack of control schools/teachers have on them. Therefore, highlighting the necessity
for policy amendments to support school systems adequately, which in turn will
improve wellbeing support. Secondly, in the challenges of mental health education
theme, teachers outlined problems with their current PSHE curriculums suggesting the
need for adaptability and flexibility in what they teach to actively respond to children’s
needs. Therefore, oftentimes curriculums are not followed to allow teachers freedom
to cover what they believe to be suitable for their class at that time. Whilst this affects
the adherence to mental health education, thus the feasibility, teachers are continuing
to support wellbeing in individually developed ways.

In addition to the barriers teachers perceived, they also discussed facilitators of
mental health education which are beneficial to future recommendations in both
research and policy. Crucial facilitators to detail are designated time, embedding and
external providers. Within these sub-themes, teachers highlighted how designated
mental health education time allowed them to be consistent, embedding the
curriculum outside of prescribed lessons ensured that mental health education
continued even if specific lessons could not, and finally external providers ensured

schools had professional support and access to pre-existing wellbeing curriculums.
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Previous research outlined barriers such as time constraints, inadequate funding,
insufficient external support, staff capacity and poor understanding of the intervention
aims (Brown et al., 2023; Moore et al., 2022; Shoesmith et al., 2021). The findings of
this research provide current understandings of teachers’ mental health education
experiences as well as give deeper insight into barriers and facilitators aside from

those previously highlighted.

7.3 Limitations of Methods and Recommendations for Future Research

Below is an itemised summary of the methodological limitations of this work

and suggestions for future work in this area.

7.3.1 Control Group

A major limitation of Study 3 was the lack of control group for comparison. The
lack of control group for the main study makes it difficult to determine whether results
from the study are as a result of the intervention or other variables, such as time as
the participants are going through maturation which could account for behavioural
changes. The feasibility of a control group was considered; however, due to low
numbers of schools, it was not possible to split the schools into two groups as 1) the
participant numbers would be too small to test the hypotheses and 2) schools were
interested in taking part to have access to the intervention, they did not want to be in
a control group. To improve this, widening the invitation to schools outside of the
Southwest would have led to a higher number of volunteers to implement a
randomised controlled trial and making use of incentives (e.g., free training and access

to intervention post-intervention) may encourage schools to partake in control groups.
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However, as this was a single researcher project, increasing the distance of schools
would have been improbable in order to complete in person training and data
collection. Therefore, it is deemed beyond the scope of the capabilities of this self-
funded individual research project, but the findings have set the foundations and
methodological approach for more complex research in this area. Thus, future

research should widen its volunteer search to enable the use of control groups.

7.3.2 Outcome Measures

This section critically discusses the measures used throughout the studies.
Firstly, important to discuss is the risk of bias due to both principal measures (Sterling
Children’s Wellbeing Scale, SCWBS; Avoidance Fusion Questionnaire for Youth, AFQ-Y)
being self-report measures with children. Self-report measures can introduce social
desirability bias whereby participants respond in ways they deem to be acceptable
rather than how they truly feel. Specifically, in wellbeing self-report measures it has
been found that results are inflated as individuals tend to increase their rates of
satisfaction and happiness (Caputo, 2017). This would account for the students’ above
average scores of wellbeing in both Study 1 and Study 3; an inflation of scores can lead
to a restriction in the range of change that can be recorded. Future research could
employ the Children’s Social Desirability scale (CDS-S; Crandall et al., 1965) to reliably
assess levels of social desirability that may influence self-report measures. In addition
to children’s social desirability, the teachers completed observational measures of
their students’ behaviours using the Multidimensional Peer Nomination Inventory for
Teachers (MPNI) which was susceptible to social desirability. The teachers understood
the premise of the studies aims to support wellbeing, therefore, to demonstrate their

adherence to the intervention and want for improvements they could have responded
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in a biased way. Similar to above, a measure of social desirability could be introduced
to take bias into consideration. Additionally, a parental measure would be beneficial to
have multiple subjective measures to account for social desirability effects. There can
be parental bias too; however, including this additional measure is good for
triangulation and giving a richer picture of the data.

The SCWBS, as a principal measure, was the only measure used for specific
wellbeing outcomes. Whilst the aim of the ACT underpinned intervention was not to
reduce symptomology, perhaps a wider range of outcome measures could have been
used to evaluate the full extent of effects and to make comparisons. Other school-
based intervention studies typically measure a wider range of outcomes such as
depression, anxiety, emotional competence, and social skills (Corrieri et al.,2014;
Humphrey et al.,2016; Pophillat et al., 2016; Rooney et al., 2013; Schonert-Reichl et al.,
2012; Werner-Seidler et al.,2017). Future research could utilise other child appropriate
measures of wellbeing related outcomes, this would 1) show the breadth of the
intervention effectiveness and 2) allow for closer comparisons to other intervention
studies.

The second principal measure, AFQ-Y, was used to measure psychological
flexibility due to ACT aiming to increase this trait. There are several psychological
flexibility measures suitable for use with adults and adolescents; however, the chosen
measure was the closest measure that exists for the age group used in this research.
The AFQ-Y has been used with 9-10-year-olds; however, most research utilising the
AFQ-Y conduct research with participants aged 11+ years (Valdivia-Salas et al., 2017;
Venta et al.,2012). Another limitation of this measure is that all items are negatively
worded in order to gain a psychological inflexibility score, perhaps having reverse

coded items or more positively worded items would be beneficial for children. With
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the advancement of ACT in psychology, future research should focus on developing
young children friendly ACT measures. In addition to psychological flexibility, as ACT
encourages people to live in line with their values for a purposeful life (Hayes et al.,
2006), perhaps quality of life and/or flourishing measures could be implemented. This
would add an additional measure for the core processes of ACT to gain a more
thorough understanding of the effectiveness of the ACT elements in the curriculum.
Finally, the sociometric measures of pro-social behaviours and friendship
networks could be revised as the measures caused difficulty in the earlier stages of
research due to schools concerns over peer nomination measures. It was beneficial to
have peer nominated observational measures, but due to schools opting out of the
measure there were reduced participant numbers for this measure. This is where co-
creation could be utilised further, it would give schools the opportunity to voice their
opinions, give suggestions for amendments and be more invested in the measures

collaboratively chosen for the study.

7.3.3 Adherence Measures

To measure the class adherence to the lesson plans there were two processes
in place, firstly, clear communication allowed teachers to notify researchers of lessons
that were not completed. Secondly, the students’ diary entries were used to measure
fidelity to the lessons. Teachers noted the time constraints that resulted in diaries not
being completed every lesson, therefore the diary measure was not a reliable
adherence measure. Future research should work closely with teachers to understand
approaches to how the curriculum could be used effectively with good adherence with
more reliable measures of adherence to record how much of the curriculum was

delivered, including how much time was spent on each lesson. This leads back to the
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idea of co-creation, whilst this work followed good practice to an extent and included
teachers during the developing and piloting stages, future research could take co-
creation further to increase the adherence to materials. Additionally, this process of
adherence measuring can only create numerical data regarding fidelity. It would be
beneficial to examine whether the teachers delivered the model consistently with
what researchers expected, to understand if non-qualified individuals can deliver the
model suitably. Therefore, regular check-ins should be considered in future research to

observe teacher delivery.

7.3.4 Interviews

Implementing interviews post-intervention was beneficial to add depth to the
researchers understanding of the intervention, highlighting the acceptability of the
DNA-V curriculum with the sample age, showing it as a plausible model to underpin
wellbeing interventions in future research. Additionally, the interviews gave a clear
understanding of the feasibility of a universal school ACT based curriculum, suggesting
multiple barriers to the implementation, leading to future recommendations to
improve intervention adherence. However, there were some limitations to both the
student and teacher interviews.

Firstly, the interviews with the students lacked depth of responses. Most
responses to questions were short even when prompted, this is likely due to
researcher inexperience. However, it is important to note the students were 9-10-
year-olds and were having a conversation with a researcher they had only met twice
previously, which could have impacted the level of response. As discussed in Chapter
5, my minimal personal experience of interviewing children could have led to the

reduction in rich responses. Evidence indicates the importance of the researcher’s
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ability to recognise the child’s pace and when to step in to help prompt (Greenspan &
Greenspan, 2003). Therefore, it is recommended that experienced researchers
conduct interviews with children to improve the richness of responses for a more
insightful analysis.

Secondly, due to low retention rates of volunteering schools only two teachers
took part in the post-intervention interviews. This low number made analysis of data
challenging as patterns were less emergent across just two datasets which affects the
sufficiency of themes (Fugard & Potts, 2015). Retrospectively, it would have been
beneficial to interview all teachers involved, especially those that withdrew from the
study to get a better understanding of why. In addition to this, due to the end of the
school year being too busy for schools to complete the final term of lessons, it is likely
curriculum experiences were not as recent for when interviews were conducted.
Therefore, future research could implement interviews during the middle of the
intervention, which might result in more teacher responses before withdrawal from
the study.

Finally, the additional interviews completed as a follow up to the main study
consisted of a biased sample. All bar two of the participants were known in some
capacity to the researcher increasing the risk of sample bias. To account for this,
details of the main research study were omitted until the interviews concluded and
informal discussions were had. Furthermore, interviews were semi-structured to
ensure all participants were asked the same questions for consistency and reliability.
Counter actions were taken to reduce bias surfacing, nevertheless, there is evidence to
imply interviewing peers can help establish rapport and obtain more intimate details

(Hockey, 1993). Though there are benefits, future research should focus on reducing
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bias and therefore try to avoid conducting interviews with peers regardless of

perceived benefits.

7.4 Implications of Findings

The findings of this research have several implications to consider in relation to
1) the use of ACT as a universal school-based intervention and 2) the feasibility of

implementing mental health interventions within schools.

7.4.1 ACT as a Universal School-Based Approach

Studies 3 and 4 suggest that DNA-V (an adapted model of ACT for youth) was
acceptable for use with 9-10-year-olds in a school setting. This was reflected in both
diary entries and student responses in interviews, whereby they understood the key
DNA-V skills and were able to coherently discuss them. Whilst the evidence base for
ACT supporting wellbeing outcomes is continuously growing, there is still minimal
evidence for its use with children in a school setting. Therefore, this research
demonstrates the theoretical implication that ACT is an acceptable model when used
in the form of DNA-V to be utilised within schools.

Initial quantitative findings did not show improvements in psychological
flexibility or wellbeing, which could imply that the DNA-V model derived from ACT is
not suitable for this style of implementation. Although, crucial to note, there is
evidence of school-based interventions having adverse effects on student wellbeing
outcomes (Garmy et al., 2015; Lindholm & Nelson, 2015), as the DNA-V intervention
has not yielded negative outcomes it should continue to be researched as a model for

use with children. Especially when splitting the data to create a sub-group of below
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average wellbeing students showed their psychological flexibility and wellbeing
increased. Demonstrating that the DNA-V curriculum can have an impact on students
who potentially need wellbeing support most. However, it could be argued these
results suggest DNA-V should be used as a targeted intervention instead of a universal
approach. Implying that DNA-V may be more successful if students that need wellbeing
support are targeted specifically. Continued research is required into the application of
ACT/DNA-V within schools to carry out more rigorous procedures to test its effects
(e.g. randomised controlled trial) and the best implementation method (universal or
targeted).

An important theoretical implication to consider of the DNA-V model, based on
ACT, is whether the core principles of ACT were established enough within the model
and subsequently the developed curriculum. The main aim of ACT is to improve
psychological flexibility to support psychological wellbeing and there is empirical
evidence that suggests ACT can improve psychological flexibility (Livheim et al., 2015;
Samuel & Williams 2024; Swain et al., 2015). Within this research, the use of DNA-V
did not increase psychological flexibility measures across all participants, therefore, it
qguestions whether DNA-V fulfils all the core principles within ACT. As the DNA-V model
is designed for children, it is plausible that the potency of the ACT principles has been
lessened which reduces its impact on psychological flexibility. This is crucial to consider

when future research on DNA-V is conducted.

7.4.2 The Feasibility of Implementing Mental Health Interventions in Schools
The most novel finding to this research is the understanding of
school/teachers’ feasibility of implementing mental health interventions. That is, there

are multiple barriers schools and teachers face that impede their ability to deliver
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mental health education. This is first evidenced in Study 3, where attrition rates were
high, and fidelity measures low, leading researchers to question feasibility. It was
further supported in Studies 5 and 6, where teachers responses in interviews identified
the multiple barriers they experience in this research explicitly as well as teaching in
general. Teachers highlighted the importance of mental health education in supporting
students; however, time constraints, governmental policy and other themes outlined
in Studies 5 and 6 interrupt that support. This has led to multiple suggestions of
improvements that can reduce the impact of these barriers and help facilitate mental
health education, several of which are outlined below.

The use of flexible interventions would be beneficial to allow teachers to tailor
the lessons to the needs of their classroom. When sessions are too prescribed, they
can be missed to allow for other relevant topics to be covered. Therefore, a flexible
intervention that requires minimal planning for teachers would be desirable. Co-
creation is a process that is highly favourable, this involves collaborating with teaching
staff and students for the development of the intervention and evaluation methods
(Leask et al., 2019). By including participants in the processes of creation and
development it may enhance their passion for the intervention and give them a sense
of ownership, therefore, increasing adherence. This would involve including all
stakeholders (school admin, teachers, teaching assistants and students) from the start
of the process for a fully collaborative approach, this work only involved students and
staff once the prototype curriculum was complete and methodological plans in place.
By giving schools the opportunity to give initial suggestions then amend mental health
curriculums, it should improve feasibility as they would customise, alongside

psychologists, the intervention curriculum to suit their requirements, e.g. flexibility.
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Lastly, pertinent to the feasibility of mental health education is governmental
policy. It is clearly evidenced across the perspectives of teachers in Studies 5 and 6 that
there is pressure upon teachers that reduces their capacity to deliver mental health
education as they prefer. Within England it is a statutory requirement to teach mental
wellbeing in primary schools (Department for Education, 2017); however, schools
make their own decisions on how to deliver mental health education. There is no
specific policy in place to guide schools in the best ways to support wellbeing in
students, there is just various guidance from different external sources. Therefore,
more rigorous rules should be in place regarding mental health education to ensure
consistency across all schools. In addition to the need for wellbeing guidance,
governmental changes are needed to reduce the academic load on teachers to allow
for wellbeing support. It is evidenced throughout Studies 5 and 6 that teachers have
other subjects to prioritise and evidence to collate which means mental health
education gets missed. This consequentially leads to students missing vital wellbeing
support for subjects that are pushed as more important. It sets a precedence to young
children that mental health should not be prioritised; therefore, governmental policy
needs to be amended to make mental health education mandatory for a specific
amount of time. For example, one hour a week could be allotted as safe time for
wellbeing support. But there also needs to be a release of pressure on teachers to

reduce the risk of mental health education being neglected for other subjects.

7.5 Considerations and Future Recommendations

The aim of this research was to evaluate the effectiveness of a universal ACT

curriculum in primary schools, whilst the findings provide valuable insights into ACT’s
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applicability to this context, there are considerations and future recommendations
that need to be discussed.

Firstly, it is important to address the potential cultural differences that could
impact the use/effectiveness of the curriculum if implemented in culturally diverse
classrooms in England. Often interventions are culturally adapted to account for
differences; however, it has been noted that cultural adaptation should not be
required if ACT is practiced both functionally and contextually (Masuda et al., 2023). In
terms of DNA-V, these specific skills taught are done so in a functional way and can be
applied to various contexts to suit each culture. For example, when looking at values
this can be done to reflect both individual needs and cultural expectations. In addition
to this, the universal approach could be culturally beneficial. It is well documented that
in hospitals Black, Asian and Minority Ethnic (BAME) individuals with mental health
difficulties are disproportionately represented (Jacobs & Pentaris, 2021). This is often
due to the stigma attached to mental health which effects BAME individuals from
engaging in help seeking behaviours (Eylem et al., 2020). Therefore, the DNA-V
curriculum allows skills to be taught universally, without a need for individuals to seek
help, allowing students across all cultures to have access to wellbeing support. It
removes the stigmatised process of needing and asking for psychological assistance,
particularly for young children who may not feel able to communicate this with their
parents due to cultural beliefs around mental health. Therein giving students a
stepping stone into understanding their mental health and proactively building skills to
support it.

However, when looking at the ability to use this curriculum outside of England,
there are some challenges. Due to the curriculum being designed specifically to suit

PSHE in primary schools in England, the curriculum, as it is, cannot be directly
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transferred for use in other countries. There would need to be adaptations to suit each
individual nations mental health educational policies. However, the use of the DNA-V
model to underpin a universal curriculum could be utilised in other countries. The
model itself draws on key ACT principles to teach distinct skills to children, therefore,
its use within other countries is plausible. The theoretical basis of ACT allows for
flexibility in its application, making it culturally adaptable. To support this, there is
empirical evidence that suggests ACT is successful in improving both physical and
mental health symptoms across a variety of countries such as Iran, China, Sweden,
Australia and multiple countries within sub-Saharan Africa (Akbari et al., 2022; Fang &
Ding, 2020a; Geda et al., 2021; Livheim et al., 2015). Therefore, in terms of this
curriculum (specifically using DNA-V) it would require restructuring to suit each
countries educational framework and piloting to ensure the concepts are understood
like they are in England.

Addressing some future recommendations, there should be an increase in
research to understand the most feasible ways to support student wellbeing in
schools. Specifically, when looking at ACT, there could be more rigorous applications of
the DNA-V model into a universal curriculum with a larger range of process focussed
outcome measures (e.g. psychological flexibility, valued action, quality of life). This
would help to highlight the true effectiveness of the DNA-V model. Additionally, cross
cultural evaluations would be pertinent to ensure cultural adaptability of the model to
be able to generalise findings and see its wider application.

In addition to future research recommendations, it is useful to discuss
governmental and school policy recommendations. In an ideal world where money
was not a constraint on mental health services, children would have more access to

interventions, more teachers would be available to support students in need and more
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training would be given to support teachers. However, in the current British climate
improvements to mental health education need to be meticulously planned to ensure
feasibility and effectiveness. Due to the wealth of research showing an increase in
mental health issues in children (Newlove-Delgado et al., 2021; Newlove-Delgado et
al., 2022; Sadler et al., 2018) there must be a governmental shift. If governmental
policy could be informed, it should ensure mental health education is deemed as
important as Math and English core subjects. That being, the national curriculum
would reflect this as well as teacher training. In addition to the involvement of
teachers, the importance of wellbeing support and mental health education needs to
be filtered into parenting, school policy should ensure regular parental involvement
reinforced by parent assemblies and family wellbeing homework. If money was not a
factor, a higher presence of educational psychologists and trained professionals to
assist schools would be monumental in supporting student wellbeing. They would be
able to provide 1:1 support for students as well as lead universal interventions to
reduce the pressures teachers already face with the national curriculum.

Finally, the DNA-V curriculum was created with a vision for whole school
application. It is recommended that to reinforce mental health education that a school
ethos must exist (Hornby & Atkinson, 2003), this allows students to continue through
each year of school building upon the skills they slowly develop. DNA-V has the ability
to do this, the terminology is easy to grasp, the skills are applicable to a range of
situations and teachers find the model acceptable. If the DNA-V curriculum is to
advance, it would be best developed into a whole school progressive curriculum with

further evaluations to analyse the impact of a school DNA-V ethos.
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7.6 Final Reflections

This has been a rewarding experience to create and develop an original
wellbeing curriculum that has been implemented within multiple primary schools. In
Study 4, post-intervention, students expressed the ways DNA-V supported them which
could potentially have a long-lasting impact on those students. The schools still have
access to those research outputs (31 lesson plans and all associated resources), which
were made available for use by the schools for future cohorts. They now exist as a
usable intervention curriculum. | am proud of this curriculum that has been developed
and that despite some schools withdrawing, others chose to continue delivering the
curriculum | created. The process of creating and developing an intervention from the
ground up has provided me with numerous skills. | can adapt materials to suit target
ages, | can generate creative and fun activities underpinned by psychological theory
and | can produce thorough guidance for other individuals to deliver what has been
developed.

Through the piloting and training stages my confidence in delivering both
lesson plans and training material improved my public speaking skills greatly. This
benefitted my presentation of research at the ACBS UK and Ireland conference in
Liverpool, where | presented qualitative findings to show the acceptability of DNA-V
with 9-10-year-old children. This felt like a tremendous achievement as well as an
honour, to present in front of respected professionals in the area of psychology | have
grown so passionate towards. In addition to this, my understanding of ACT and DNA-V
have benefitted my associate lecturer and academic personal tutor roles at UWE
(University of the West of England). | have run seminars introducing students to ACT
and helped them to carry out values and mindfulness activities. When personal tutees

have confided in me about challenges they have been facing during their degree, |
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have been able to advise suitable ACT activities and teach skills to help them through
these tough times. These learned skills have been beneficial to students and the
development of my career, which | am equally proud of.

This thesis tells a story, this research takes a journey from the novel idea of
developing an original ACT based curriculum for primary schools to successfully
implementing a year-long wellbeing curriculum. From the studies | have conducted it is
clear ACT is an acceptable approach to be understood by young children in a school
setting. Regarding its effectiveness, for students with poor wellbeing, the curriculum
has the potential to improve wellbeing and psychological flexibility. For students in
general, data shows the curriculum is likely to improve pro-social behaviours such as
helping behaviours. In relation to its feasibility, there are barriers that impact teachers’
ability to implement mental health education that need to be addressed. Future
research should first focus on improving the feasibility of the curriculum to ensure
good adherence before continuing with thorough evaluation to see the true extent of

the curriculum's effects.
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Appendices

Appendix A. Key words used in the search engines for Literature Review.

“school aged children” or “school children” or “young children” or “primary school
children” or “schools” or “4-11 years old” AND “cognitive behavioural therapy” or
“psycho-social intervention” or “psychological intervention” or “acceptance and
commitment therapy” or “mindfulness” or interpersonal psychology” or “resilience” or
“cognitive therapy” or “therap™*” or “psychological techniques” AND “in school” or “at
school” or “school program” AND “psychological wellbeing” or “wellbeing” or “well-
being” or “general wellbeing” or “depression” or “anxiety” of “stress” or “child
welfare” AND “randomised control trial” or random controlled trial” or “RCT” or
“control”

Appendix B. Lesson plans for Chapter 2 and main study.

Term 1-Lesson 1

DNA-V - PSHE - LESSON PLAN
INTRODUCTION TO DNA-V - TERM ONE - LESSON ONE

Get the children to fill in their diaries (S minutes).

Term 1 — Lesson 2

DNA-V - PSHE - LESSON PLAN
DISCOVERER - TERM ONE - LESSON TWO

Get the children to fill in their diaries (5 minutes).
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Term 2 — Lesson 3

DNA-V - PSHE
KEEPING FIT - TERM TWO- LESSON THREE
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DNA-V - PSHE
PUBERTY - TERM TWO - LESSON FOUR
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SUBSTANCES - TERM TWO- LESSON FIVE
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Term 3 —Lesson 1

DNA-V - PSHE
FAMILY - TERM THREE - LESSON ONE
Term Theme
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The Noticer
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Curriculum Objectives
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Term 3 — Lesson 2

DNA-V - PSHE
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DNA-V - PSHE
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Veurrespisinthe possble | |10 knaw what steps ta Examples o resprosses w reiniore:
angers ssocated ek 10 avokd sy damgerous o Shmshouh oo o somssor she domft Get the children ta fill in their diaries (5 minutes).

5 ik e 15 posbie, el her pareak fptandian simeci the (kdat now messaged

3y, bath physicaty and e
ol & Wever say where she ves, ever send a phots

Askthe chidren how e mignt apoly our DNA-Y skill ta betag awaze of strangers and the potential
iy Bilght pressnt.

Exangles o

e the Sesting Skt ereste 2 seating s st conubd ey be reinfarced

ck s ofthe s tasks o ompiate with e studecs = Deackto Di
Teacher's introduction to the lesson. ot gy il

N e e Notieer skl s nderstand how you e Ut the stuaticn,  youlesd
Time 1520 N

J and st o wdvisor

Discassian about.
. geran the board 7 .
straragers are amd feeslback 1 e claks 1o writeon the board. 0 of shes group discussion st e e
section neds L came the (ullowisg hey lesr it polots: . veap af satety sl your dependent o
o - Vi of relatonshi with
5 Misinpone the invelued et knw an it s natarmnd
s ks eyl s ey i ey g o 5 s
e thirgs they might sk i 10 Activity: Stranger Scenarios
Thon we can Lo our Advisor ,l.nm, 0 decale what 1. hedphl ane s vy wrelste:
e

cangers. o A-Listento your

when

Term 4 — Lesson 1

DNA-V - PSHE  Foonioris tapa AT
BULLYING - TERM FOUR- LESSON ONE N d and calling losers” ;
worce. -
-
Fupeueyess
, : —
Focus DNA-V Skill o
r—— L
Lesson Resource
Video Clips 1 - maybe you but sait
White Board -w»y«--hmrumm-w-
Success Criteria Learning Objective  PSHE Assodation n\nx)msnmmeue g o
e

Curriculum Objectives
o e i e e
# Care Theme. V- rermeber your values, il you valse Kindness aed being caring then rmake sure you are like this
burisgboiur o . Pletion s ereyemt o otk tht pov e i s
B m«pmmmwm Lo e
e oo > CoreTheme s Lvingin
bultied. “The Wider Wortd.

Fean define che e
byt and given soie.
wcarsles of the i

Activity: Videos.

Time

Watch this video,

Jeanthios s »
, oen bulied? Now think have you
: ard
.
[P m————— o .
Pk e the tarr ks b nmplta it e e st 0 elp need 0 put up it
Dedgnaz Suap. Wl T
— Get the children to fill in their diaries (5 minutes).
. ey i
Lo
T
L ok They have sand ey 1o
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Term 4 — Lesson 2

T Ga T3 s, Incesiry, BLaTy, s00ety, CLRLIE Of akion (whers ey come 3o

DNA-V - PSHE
ETHNICITY - TERM FOUR- LESSON TWO

.
diferent things s this nsay be becatse of ous etheic L o e eultural

Aifesent an
practices.
“Term Theme Mt yeie, g

Connect With Others

Discuss with the chikiren how DNA-V ainapply to <sues around ethaicity, eliiting examples.

Focus DNA-V Skill from them theough the followlng kids af questions. Provide persossl examples 18 respoases
Iplal to

Discoverer DIt Discawerer sl o
WOTICER: Fhow could we appiy 3ore o ous Noticer kil 10 ssues around etsmicity?
AW visor though a
s of b
vaLDES: valus mght we helpi s actioas whes Lnsenicting with peogie
P ——

P Fcansay whan is mean: ¥ Gare Toweme 3: Lving In

term ethuicity ‘::‘m:!"l‘:m’;::: The Wider Warkd,

et ditierences 1AL LI

[ p— ;. !
e Sop —
S e and eyselt,

cun ety a lesst oo
— shaut them 30 nax.
e e avethese potts 1 cmm o s cepoee it ks e iy

* Syoken lamguage
Famdy

4o B 3Gk U crest st plas ot e N
Pk e e e ks o st e . .
Teacher's introduction to the lesson. 16 hel s, coniee "
abut etaicity.
Onece completet, we want Lo rgage o Discover, asd leares ot thase i our dass
I.ul.nwwvu\ mlm-no-u the t L:Ilrg\hs:w‘»kkhﬂ.hll.hmwnm‘ any diflerences. . A ' -y
o or a3  colou, heght, i colaur, gaeses, O £6rees Kchoo] Forms 1 il prcticns ot e ey i ol sbo » g be il
lwm.mmmmmn?nz sersitie 12 e Langisge Ihnu! el e spersons umpl ere) Give he i e it o i e and e
like if e il Lok the sante aewd ik she saene thing? ) b pradtices tat they erfoy and/ur value)
Ask whether i he class whie have " he childre fill in their diaries
lmmum.(rmn uzuwnu ditferent c
rom your parenc, B
m E Tson (E ey WiTheeE B o et o e o R T e o Torar
DNA-V - PSHE o eliciod here 5 that we hawe frewdorn in our chasee of religion and what we believe i “Thoe begin  give @ big stretch end
RELIGION - TERM FOUR~- LESSON THREE accept cther e m s thera, we do . tske & dezp breath.
it gt o, Askchilidren ta share the seasatives aad fecliogs when ey are taes out of their comfurt zone ded
Term Theme g his migh b e e it di et kg el whn sianieg 4 e chos
ek ove cazywe el roligion to DWACTY Vit dowa three thngs that you coul s the zersan foe s
Connect With Others ‘Exuptas badow
Focus DNA-V Skill atne what B e Get the children to fill in their diaries (5 minutes).

- Beborlag I8 God makes mo eel hopefl
A= God bl 0 g e i L st et

Lesson Resource il my ks Becasse 2 b me caanect vtk my famdy.
White Board Activity: Being BOLD
i Tieme. <€ mimiEr apares
RrE T Lowtnlng Objective | PERE Asmciation Tty i e Yoo L s the sy DL e o e o
st Db v s et e g " e
" 5 [ —
il The Wider Werld 0 Observe yosur thoughts and feelings. Observe what is sround you.

Lz O R ——————

b= kmmmw;mmhﬁ(nda\mnlrl

We are ow L haw the best versiea

o vadda S bepiaby o e i e i e s o
bl i you peefes. And st i guietly snd listen a5 ] gaide s through the exe

mp REy—— , o
slnce or a e secornls. s such ey skl b Lreated s port o the scrtpl for 5 exeriise}

B Fake e shom et micig oo o e o beath... Nitice il arts of e oy
o it er ke iy e e s g sy e
:‘u-Mr o of i

Vo by s agint, This
et h.l:u;m!fm‘w refghous pasitin sva e 1 very mpirtand 53 them. Bt rlkl'l“\:p-_up.u\w!
i cfferem i everyuome s’y i dhe clas, N b, nox worse, fusé differens, You cun decic f you

et i Al edgions o s e sl b T e geremfouts i eveas e weriod

ry— 1At ey G it b scepted i their e cless aral oew schast expecilly in erms of thei rebgious
betufe
Dithe s board w vl ko, O i, Skl L e, g th s had sutched phvces it this e persan... that s are hiyher st hefihe s
ki, Bl and ks e e tha they ar o e Ly v o e oy
A diferern. relgions bt there are seil many ek th b Expl et i eole the
v, el s e .&n,srnauw-ml.ww. i the by . o T i pstios the e
Stadent s the s what v heir
. aightoller coeor i ol
e learring)? .. Se @ t i E t
v bt thesm Do we har abost i
ey thin wheths it 0K
1 have L i L
DNA-V - PSHE Tiom Cat we apply DAY 10 AabilGeT
DISABILITY - TERM FOUR- LESSON FOUR Tamphes:
0 - bers e sbout differees disabilites 5o knaw bow o bl
¥ praple wath disabil s s0 1 can
i this | G help them.
Ammy b vl e 1 e "

rvach scemething off s shell i 2 shog
= Wahue othiers happinsa 48 wull a3ty Qv Kot o peopie Wt disabilities can be ballid 16 1 eaw
o de this,

Time 225 mamaes

Gt the chddren into pairs using the Anienat Pairs Carels sl hasd out oce piece of M Betwees esch
.

Learning Objective  PSHE Association sty el hik st bl and b the workd
5 = a8 provd o ooyl withdhabdies. e e ot S Vel P corseen
Curricuhum Objk — in sameone elie's shoes (o belp them,
1 can deefine Disabel iy - "",I‘ S Core Theme 2 Relationships Usat, | e s, h be
and describe soewe of the e | go oy s olplil sla disabisiy, 0% e e
oy dlsslisis people "*"""'“'“ i disabil - g ramgs were:

ki B, whch was
¢ oty Empairsd pocplesed 1 Mg, which et crouts by o beariog

impairud people.

Wirine the activity on the baan as follaws:

i bl

o help puopte v

s e
L Pt bty you woudd e w el il
2 Decide Venge that sorssons wéth tha dsabillty i ksy e Isca i theie lves
§ Do om stz i e e
a # you ideals). .
S Phaa B you willpresent youe s t he chass. Yo will Bave 30 seconds per pair ta peesent
[T T ——————— i .
Pk e o the e e 3 emplete it the snders ; .
Teacher's introduction tn the lessan. Akl atisoe griog ch A al chidsn fve presented
e chidren o s e Bt o thel Lavourte creaton (llowing oo vl per persu) o Crown
e i i 5 the best precuet eresties
disail abuat thenn)
ke share uny dsaiis it ey e eard o pte sty chidren il i g ch Get the children to fill in their diaries (5 minutes).
1 canar b gt gt Rt e condaiot re v

i = o the chisren

i he o b st kil R’ s i dabioes

D bty A phycal or Tl cdion e s i mvernents snsed of
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Term 4 — Lesson 5

DNA-V - PSHE
THE MEDIA - TERM FOUR- LESSON FIVE

‘Term Theme
Focus DNA-V Skill
—

Lesson Resource

A4 Paper
Success Criteria PSHE Association

(nrrhalluul Objectives

Learning Objective

* L saybon itesat
ueace s ma ey
alwaps

3 can ik b i
e s
[r e ——
Adtsor cun row g

wnhelfal tumights abet,
st st Kt
e

Lve e Sesting Sicks 1o reste  weating plas f that lemsen,
ck e o the stter sk t cormpiote w4 sadoess

Teacher's introduction to the lesson.

+ What does the word “meda” mean”
o What are sorme dfereat sowrces of media’

Wach an dvert for sweets:

Term 5 —Lesson 1

DNA-V - PSHE
CHALLENGES - TERM FIVE - LESSON ONE

Term Theme
Challenge Yourself
Focus DNA-V Skill
Advisor

Lesson Resource

Inseraceime White Bzard or Fliochart paper
A ersp e

Success Criteria Learning Objective PSHE Association
Curriculum Objectives

% Core Therss 1 1
¥ R artiodie why it8 dvikrw:)u\-.mdv‘ﬁyr. and Welloeing
s il o

the challenges sl e

b et ot beast

R —

Pk s of th e task tn oot weh 36 soudo

Teacher's introduction to the lesson.

Tiee.
Discassian

+ B the word (Pl o & bosrd amd sk 4 dui o the lass

. £ e iy s b s s bl

+ Tobe " d inga

sometimes be wars) e,
Gt chikdren o pat their

ot e S it e s

ehildres, hich aa

Term 5 — Lesson 2

INA-V - PSHE
PAST CHALLENGES - TERM FIVE - LESSON TWO
Term Theme
Challenge Yourself
Focus DNA-V Skill

PSHE Association
Curriculum Objectives

Learning Objective

Erdermmed
thoughts and feehings ani Welloeing
asseciaed ws HIHZ S

wsctul and imposant for
* & an werasy ways i
which embracteg
chat s tas wlpnd
e Lz aad e

Discassion about past challenges we have expertenced.

5 comle of e with are pervistin. Oer
B s s cunhd e u "

slagthos with; 24
esiber or somathing else.”
sl i e e 0 Troed ol e

aske
« Whatdoes o

advart maska you want to de?
Wit s i desgreed o
it o the acdvertisisg warld b e 01 baw s Advisor works far ensey yeses. I sfen
e mages st play i ur €l kol When s L, e can st ke it Ao
throwing L wobelyi oo
 Whathdnd ol o xmwhlmMvhnuyu.u:.m(uws:uu:r(ur.nlw:u)llhmuyn:m
they walk dov e sreet:

Bt resguens aroed

o0 enugh as 0ot beau il enough et
ke
* Ormhatabous thix
PUT FICTURE OF A MUSCULAR MALE OF THE WHITEBOARD
Again, it

T —

. Tascling e & seive Uit yon/re hat
o0 enagh as 0o beau il enough et
txplain . e vl Kt 4 company
s tryieg o sl surstiving (ahecher a sbea ar & Using) and v we mest set read o beavily e
the strasegpes thrt they use w achieve ths.
ply DXAY
Same xarmyibes;

1k 0 ey wasiog diferant rings o wak myset ool gosal,

N= e
A-If1ha [———— 1 it agsin even o
ot deattdu i

V- Lz my entay

Activity: 1 like my...

Tiese. 1S miates

Grva b s ol ok of b e and sk todms 10 i b tick e doed v it
space st he botiam for 3 bulet psints.

L Des e avowspating o youe St s o e by aod i
Tiee . becuase,
g1 il my wys be s chey arw bright prees

T

i hanc ke ik okt et ot wrvad sommimas
150 why? .
@usenily et e

How we apply DAV 1o challsoging situatioos
st chiren:

-

Wi cam sk afa e Dl acion iy b akm sy when liog
soreshing challenging os bard?

. N

& What halpfl aad/or usiselpfil sdvisor thaughts Eight you havs w
hard or challenging?

doing somathing

o Wihatkind afvalues might be mportan 6 brrg 1150 play whesy emibracig challenges?

Activity: The Fox, The Chicken and the Grain.

Time ez

et sl il childs sairs the chikdren:

A st s o g i aeud s grata, e neods s cross & siver o the I
iy bl e i e 30 e il v g b s o, Bt Ueraré some el

3 The ban cammt s et et e ik e e (s il et the chicken,

z the grai,us che cviuen will at the graie.
3 et be is the aaly one who can Fudéle acruss.
Hiowechoyons e e s amd a3 s o o s f Uhe river 10 the othes?
s paier differers vas in irs. Tell the
mes baut 10 minates 1o
)
. - g s i, i
chs g the
e s backe the

Other side
o Witah the videa o 4 visual represesation of he azswer:
[ =l 2w
Ak thachidrnto i hic and by falodmavedhn 10 . e s b 10
i, e than Bhkmcs. o than § .

E o Eg -
what ot 13 do neat te
« Firally stk which DAY el

ey i 0 o i ok, amd how They e Ehan

Get the children to fill in their diaries (5 minutes).

allerge wara
il the ash thers o raine drelr b | ey thins i was  naitive oxpesiense. lnvite the
chidren o ekaburate on their views about this verbally € they wast to,

Maww can e apply our DRAV s Lo challengiig experiences?
Ak e chiren DRAY specilic paesiions.
 Discoverer

= Haw might e a3ty our Discaverer skl o challsngig lesreing shustions?
. i
. avisor

g sitatians?

Vit Values might b el o shove I chalbeaging learning sitkations?

Time

Give wach chiil a rien ! - LESSDN 2 - PAST CHALLENGES PRINT OFF sk t
pea up thess post K ot wnd stick L que:

0 your spsder disgram, put the st inth midkdls s
1
2 Wite donen 3 leclrgs o s kel v bl b — s chalenge

3 Wedens Zarias. subeundpoohed
allenge [Chese could be Lellzctualshil
e ek oige ot cmbirion s
p paiticular challenging

exprrier

et et chlldrn o sbase whth & partney the chlenge sad che differsat words they wiots
around . Enring tht o ikl preserad o 0 sacuire 4 1o hather aspome would ke
share thei cha e, with peleretice L the Sour sections of the aetivity shove,
with the whale class.

From the list of ralues pravided, as the chikden o sebectthe op thre vlaes they wdd waat 1o
s e e <lging e g i, s sl s cildres

lart value

g Thubioes et 1 o Pareet SR o ot P B

he child {30 thels
ek ealus in iz

A5 yoL move i the Diary Completion sectson of s lessan, ke Ehe children 0 bald e crasen
B [

Children complete their DNA- V Diaries (5 minutes).

K e, s e you e 1o wiie dbost e
M arhing o i o . otastn

ey becouse
e ke my v becouse | can ahways ke peple laugh.

e cst e s s i e st s o the s v whth sy e
T e T —

v an example
ke a paiticude pei

bt joints S therasebves. 1 any of the chlldcens 0o sbiare theie self-reflectuns,
£ giving high Levels ul racse far sharieg, WSt we doT wak 10 furce
share.

Get the children to fill in their diaries (S minutes).
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Term 5 — Lesson 3

DNA-V - PSHE
PHYSICAL CHALLENGE - TERM FIVE - LESSON THREE
Term Theme
Challenge Yoursolf
Focus DNA-V Skil
Discoverer
Lesson Resource

Beard /A2 pper
Para and pencls

Learning Objective  PSHE Association
Curriculum Objectives

-t iong s
ahysical o chabenges

 Lan v somsotits

e

Syl kbt

-y

hich: anchalungs
mysel physicaty (o
ackyave sormechina | care
i

s g s el s gl e ek ey

+ Do el of g syl vy —crlalning €t s g f s oy
o for aur beaits.

- thl.drl-udlmmn paairs. vehat iz of 0. K. A and V skills meght hely w overcuome a gyl
.
. 'l.u= fembeack frams the pals ba the whote class.
Activity: Challenge Time

Time £

Use the piz2a grow i
it Of 43 pager.

< o ot Lhe chiren into grouss o B, Give each gronp somse pe:

e ane sbont iy o mears i oo
il et ety tat i physiculy wease
kg o do L. carny L st e the Lrack and describe s effects on s,
Ui o, L chiklren etk e folioming.
v e - — eiker
s o ontiste of the classroc, 5.0 growp. The children wiite tis challenge dews,
wulning what Uhe actvity b (axsagaieg roles and planaicg I if aceded)

. i grosin complesing e chaliesge.
. i Bulet pots s they engaged
anhandowts or i s 5.0) Did.
you encay e iy o you el oow’ youlied iy
e il
» Usethe o what thels
g w0 ersrinces of arne . Tonher uog DYAT bcguset
ann prampiing; f 4 anguage

-

Children complete their DNAV diaries (5 minutes).

Teacher's introduction to the lesson.

Discussian about physica challenges.
. “Physical Challergy e ask e sorme
hyalcal challanges they have done, o witzeasca aikers doing, recently (2.5, golag on o hike,
climbing » moustain, beating o B in gy sinastics .|
bildren io alerge (25 1

$ onthe

Term 5 — Lesson 4

DNA-V - PSHE
INTELLECTUAL CHALLENGE - TERM FIVE - LESSON FOUR
Term Theme
Challenge Yourself
Focus DNA-V Skill

Salf View

Learning Objective  PSHE Association
Curriculum Objectives

I b E and Wellbeing
ek s physical > H
chatlemgen.

are i ¢ e
b upcaming sscvily i
which

e
+ Give the following Frstrusio
B e ot

and e s all dots are drawe g, you
2 peoci s e o ol e Do i il
iy bzl or anhl thghts that show

g v e
o The lnas have 10 b strarght
ot c1501 ke youur penypencl off he paper
= You asrol go back wvera lise
© You st thisk putside the bax

{Give the hidren 35 semsies befoee you shuw e swes]

..
...
.. o

. Whe o ied ot o
s b el s s o s [ B Lo Ess

o
Tt s o sty e o i Aty gt oy b ey
expericnce this nd pescted anyway

i you manage o s &7

iy sanstins G i st e iy
sur thoughes’

Lse the Seaing Stacks 1o ke a seaung plam e i
Puck s o the starter sk 1o compete il e shuds

Discussion about Iatellectual challenges.

o Heraisd chikie hpicail

chaengrg Explain are going w
i sk g e, A R e s b e e AghE it

sy callagiog
Exalain that o brains are ke muscles and just e 9 badies 3 EOTARY 13 Gaercie
them ke them healthy:
Complete his swall mental challenge.

o vringstt i hand ane out 80 each

il oo uebelpfl Adv
" lesst saze of the variaus wass
i we . ly o BRAY o st bt are ety lenge, 1 b
oot the cass ek cwn Aot b
it chal

Activity: Spelling Bee Contest

Time 15~ 20w

sethe e i : anda

e ol A3 pigies
Tel the childes ek e s i S0 prepuae for
illicu chalersge because ot unly does it caller
el o stare i spell ko i frocs of the e,
i
soraspellig bee.

peking e conlest A Spelling Bes coniest s 3
yoat speling sls bt alss you veed

——
practsong b ol J...w, e iy Uty e o
et us .13 s v i

s i o e presentatn, e i s
oyl bt rndily IR s ot

Children complete their DNAV diaries (5 minutes).

Term 5 — Lesson 5

DNA-V - PSHE

EXAM CHALLENGES - TERM FIVE - LESSON FIVE
Term Theme
Challenge Yourself
Focus DNA-V Skill
Noticer and Valses
Lesson Resource
Board /A2 P

Vibite bourd pers
Balioos beeating sudio

PSHE Association
Curriculum Objectives
can e scem o the
e that exaces asd
test conditions make me
chars feel

oot
Assostation Objectiee
B Toundescribs the

potendlal beseds of

Guring e aad 3t
R ep—

TR 4o e o 4 e

- s s test Epdain che
mperiasce of e et b 4 smprtast shey ol 4 el i s e
ther ey

ow ealght we apply var DAY shilks to tests and exao
Aok the childeen or respuetes, sree exagies are bekom.

emams { [

s reedoc Inaie and do

evsio | usk a Leacher or friend 10

Activity: The Bravest Person | know!

T —
Puck s cf the e taks tr complets with b et

Teacher's introduction to the lesson.

Ask e chlear L discss n aies wihd 8 U Dravest perven ey ki asc whal
it ks e s This coudi e persan U the real L o1 3 ol charactes
ik of s srghe bravest persan, st comm L with one e ey Uik i guite brave

D the biavwst person o Keow s0d e e oxteide i 38 g woe ds tht yos associats
s s i, ks S bl wehets 105 e

2 Unethe e st demuty ror s vl oo ik i e el dring et
p right had cer
e shawing hwyv\_rh\.n: erson woukd

= Poevke apperomitie fr shsin e M e te weienplce

if1here s ume site inhat you w3 s it beste
st o H or during test. Do Balloan
Hresbuzg
- " pticades s
Eiuire bt and reinsorcs Notice skdlls
v What did yos mosice?

+ Whese dil you natice ?
+ Fiow masch di you notice i
. b

gl that e Iy el ol that s b s el whe dolag
s,

Children complete their DNAV diaries (5 minutes).
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Term 6 — Lesson 1

DNA-V - PSHE
EMBRACING FEARS AND WORRIES - TERM SIX

PSHE Association
Curriculum Objectives

L
> i ta e -
worttes are morma for 2l Wellbeing
Taa e e [T —

Aty e

worry iear
ool Tk s o e
n..mmm, s -

[ —
Pick e the artoe v b somplets wath

Teacher’s introduction to the lesson.

PUT A PICTURE OF A SPIDERON THE UOARD
s e chibdren what ind of ot feelogs this pictere ghves therm

A PICTURE OF PUBLIC SPEAXING ON THE BOARD

o s how this pecture makees the children feel

Discussion abuout loars and warrios.
. kb
board {ane b & fear ol a physical thing 1nd the other 15  fear of dolsg).

o Ask dows aapuae kiiow why e have lears? Encourage iiwers such s we bearns them frore

s  ebder sistor waa scaed ol sgsdar o1 was scared of spiders) and | had 4 bisd
[ ot i again (e vwent peaturg in bl and

Term 6 — Lesson 2

DNA-V - PSHE
FINANCIAL SELF CARE - TERM SIX

Focus DNA-V Skill

Lesson Resource
Cousmers somarties fcounting blucks
TERM .- FINANCIAL SELF CARE HAND OUT
TERM .- FINANCIAL SELF CARE NUMBERS
Issaractive bourd
Learning Objective  PSHE Assocation
Curriculum Objectives

. — pes > tere Lo
can write downthe. " ‘The Wier Waeld

:::;:m“_ L5 LI4

0 crate 3 seating plam fo shat s
Pick pm o the arter tasks tn comlete wih the s

‘Teacher's introduction to the lesson.

o Al the childsen 1o stand g f they macwy for 2

. sy 5 ! they pati. equivent) ta sove &

+ sk the children why it i iepertaat t save mosey?

o B the teras e, dobt and vax briefly 1o the students

et cares Wy’
spseting money? i does ke o s 10 e oy (g when spending
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Term 6 — Lesson 3

DNA-V - PSHE
GETTING HELP - TERM SIX

Focus DNA-V Skill
Advisor
Lesson Resource
Past e note
Iateractrme board fwhiteboundy Sipchart
TERM 5 - GETTING HELP SCENARICS PRINT OUT
Learning Objeetive  PSHE Association
Curriculum Objectives

- ani Wellaeing
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Activity: Sharing your fears.
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Term 6 — Lesson 4

DNA-V - PSHE
SEEING THE BIGGER PICTURE - TERM SIX

Focus DNA-V Skill

Lesson Resource
BUE SCENARLDS priot it

PSHE Assodiation
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Term 6 — Lesson 5

DNA-V - PSHE
SHOWING GRATITUDE - TERM SIX

Focus DNA-V Skill

Self and Social View

Lesson Resource
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Activity: Giving and Accepting Compliments
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Accessible link to all lesson plan documents: https://uweacuk-
my.sharepoint.com/:f:/g/personal/emily3 searle uwe ac uk/EphldctcRM1Dsz24yy4

XgxAB nXSbgMyGc2ZnRUknViLmA?e=DBWmgY

Appendix C. Starter task and other lesson plan resources for Chapter 2 and main study.

Starter tasks, seating and grouping activities

Task Name

STARTER TASKS

Purpose, Function
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https://uweacuk-my.sharepoint.com/:f:/g/personal/emily3_searle_uwe_ac_uk/Eph1dctcRM1Dsz24yy4XgxAB_nXSbqMyGc2ZnRUknVjLmA?e=DBWmgY
https://uweacuk-my.sharepoint.com/:f:/g/personal/emily3_searle_uwe_ac_uk/Eph1dctcRM1Dsz24yy4XgxAB_nXSbqMyGc2ZnRUknVjLmA?e=DBWmgY
https://uweacuk-my.sharepoint.com/:f:/g/personal/emily3_searle_uwe_ac_uk/Eph1dctcRM1Dsz24yy4XgxAB_nXSbqMyGc2ZnRUknVjLmA?e=DBWmgY

Example discoverer chart

DISCOVERER CHART

NAME 3 4 10 ULTIMATE DISCOVERER

1 2
Arabella Smith v vl

Brendan Williams. v |

Charlie Gray s v v ¥ M ¥

Zahra Suileman s v s v ' s <

Andy Bath < v s '

Jamal Edwards v lv v lvlelvlov v vy CERTIFICATE ACHIEVED
Thomas Jenkins v | v

Alice Harnett vl lvlvlelvlvl vl v~ CERTIFICATE ACHIEVED

Ultimate discoverer certificate

Certificate of Achievement For Becoming An

Olkimate Discoverer

Through the practice of DNA-V
Is Awarded To

Date Awarded:

Values posters

HAPPINESS HONESTY

KINDNESS
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Table documenting visual aids and print out resources per lesson
Term | Lesson | Resources Associated

1 PowerPoint slides, DNA-V video, Inside Out video
PowerPoint slides, discoverer video, Inside Out video
PowerPoint slides, Inside Out video

PowerPoint slides, Inside Out video 1, Inside Out video 2
PowerPoint slides, Inside Out video

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides, ‘Is Change Possible’ print out, self view activity
PowerPoint slides

PowerPoint slides, stranger scenarios

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides

PowerPoint slides, past challenges print out,
PowerPoint slides

PowerPoint slides

PowerPoint slides
*

Financial self-care hand out, financial self-care numbers*

Getting help scenario print out*

Seeing the bigger picture scenarios*

5 *

Note: * no visual aids (PowerPoint slides) were created as teachers were
unable to deliver these lessons.

APIWINIRPOPAPWINIRPIOPRPRIWIN|IRPOVPAPIWINIRPIUOBRIWINIRPIOUDR|W|IN|(F

Example PowerPoint slides for Term 1 — Lesson 1

Slide 1 Slide 2

UWE Ufni;ersily
of the
Bristol | &xin

INTRODUCTION TO Starter Task

DNA-V
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Slide 3 Slide 4

What does DNA-V stand

for? D = DISCOVERER

A = ADVISOR

V = VALUES

Slide 5 Slide 6
Introduction To DNA-V Clip

How do all the skills link?

Slide 7 Slide 8

ACTIVITY TIME Emotions & Allowing

Write down two emotions you like having and two
emotions you don't like having.

Are all our emotions either good
or bad?

NO!H All our emotions are useful to us, they
help us to understand how we feel.

Slide 9 Slide 10

Inside Out Clip

Now spend 5 minutes
filling in your diaries.

d Remember to fill in what
1% % lesson you are doing at

the top of the page.

Accessible link to all PowerPoint slides and resources: https://uweacuk-
my.sharepoint.com/:f:/g/personal/emily3 searle uwe ac uk/EnERE6 3KlhAucqliMny
Mz4B8nN M -rOyLeVwZO70h55w?e=ICv9JF
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https://uweacuk-my.sharepoint.com/:f:/g/personal/emily3_searle_uwe_ac_uk/EnERE6_3KIhAucqIiMnyMz4B8nN_M_-r0yLeVwZO70h55w?e=ICv9JF
https://uweacuk-my.sharepoint.com/:f:/g/personal/emily3_searle_uwe_ac_uk/EnERE6_3KIhAucqIiMnyMz4B8nN_M_-r0yLeVwZO70h55w?e=ICv9JF
https://uweacuk-my.sharepoint.com/:f:/g/personal/emily3_searle_uwe_ac_uk/EnERE6_3KIhAucqIiMnyMz4B8nN_M_-r0yLeVwZO70h55w?e=ICv9JF

Appendix D. Teacher training PowerPoint slides for Stage 2.

Slide 1

University
ofthe

UWE
Bristol |t

CONNECT!

A new PSHE curriculum based on a CBT model of children's mental health.

Slide 2

INTRODUCTIONS

Dr Duncan Gillard - Senior Educational Psychologist @ Bristol
Inclusion Service

Dr Nic Hooper - Lecturer @ The University Of The West Of England

Emily Searle - PhD Student @ The University Of The West Of
England

Slide 3

OUTLINE OF THE DAY

* 9am - 10.15am: Shaping behaviour and the Connect curriculum
(DNA-V, its origins and evidence base).

+ 10.15— 11am: Values.

+ 11am — 11.15am: Coffee Break.

+ 11.15am —12.45pm: Advisor and Noticer

+ 12.45pm - 1.30pm: Lunch break.

+ 1.30pm — 3pm: Discoverer and Self and the Social World.

« 3pm - 3.15pm: Coffee break.

+ 3.15 — 4.15pm: Looking through the lesson plans.

* 4.15pm- 4.30pm: Wrapping up.

Slide 4

AIMS

« To gain knowledge of:

« The approach we are taking to mental health in children.

+ What the evidence says about best practice for developing
positive and prosocial behaviour.

+ The DNA-v model, both intellectually and experientially, and
its origins and evidence base

« How the Connect curriculum brings DNA-V to life in the
context of a universal PSHE curriculum.

« To build a relationship with us, as trainers, so that we can support
you over the next year.

Slide 5

DISCUSSION

Spend a couple of minutes, in pairs, talking
about the key things you do to promote
pro-social behaviour and emotional
wellbeing with the children in your class.

Slide 6

——

PSHE: THE CHANGING
LANDSCAPE

+ Aspects of PSHE to become statutory from 2019 (DfE, 2017)
+ Relationship ed (Primary phase)
« Relationship and sex ed (Secondary phase)
+ Achieved through an amendment to the Children & Social Work Bill

+ We see this as hugely positive as PSHE is the first line of defence against MH
problems in childhood and later life.

+ Currently a low-bar regarding evidence-base in PHSE
+ The problems of a plurality (or lack) of models informing PSHE curricula
+ Hence....DNA-v!

Slide 7

"MENTAL HEALTH” OR “SKILLS FOR
WELLBEING”

« The narrative within our culture often reinforces the idea that
mental health is something you have or don't have.

« Psychological research over recent decades shows that mental
health is strongly associated with certain specific skills. As with all
skills, these are things we can learn!

« Can you think of any examples of skills that could be associated
with wellbeing/mental health in CYP?

Slide 8

SHAPING SKILLS

« The model that is at the heart of the Connect curriculum will train
students in 5 key wellbeing skills, across multiple contexts.

« As with building any skill set, there are some core learning
principles that will optimally facilitate their emergence.

+ So before we start on the actual DNA-v model (which is at the
centre of this curriculum) we will spend a little time talking about
shaping skills/behaviour.

SHAPING SKILLS

Discussion:

In pairs, discuss 2-3 specific things you feel you do well in your regular practice
to promote children’s mental health, social skills and emotional literacy.

Slide 10

SHAPING SKILLS

* We do this because when DNA-v skills show up, they need to be
reinforced:
« Positive reinforcement always preferable
« Be specific in your praise - e.g. reference to the specific
skill/behaviour you are reinforcing (within the DNA-v model)

« "Who is our DNA-v Wizard of the Week?” (and why?)
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Slide 11

WHAT IS ACT: THE HEXAFLEX MODEL

THE EVIDENCE: RCTS

z ACT RCTs ,

FESFLLELLLEEL LS PP FL TS

Slide 13

THE EVIDENCE: BROAD OVERVIEW

« ACT has been shown to be effective across a wide range of contexts and mental
health issues. ACT is transdiagnostic and assumes human suffering common to all. An
effective model across many diagnoses - and beyond!

IIIIIIlIlllllllll---
PuR

CCIIIES SIS P
& &£ y

LHEEEEEE

Slide 14

+ 202 empirical papers on ACT for CYP (Swain et al, 2015). Includes interventions for:
+ OCD

« Extemalising behaviour
nxiety

« Chronic pain

« Depression

- Stress (including exam related stress)

« ADHD

- PTSD

« Asperger’s and autism

« LD and anxiety
+ Approx. 75% are individualised intervention
+ Remaining 25% are targeted, group-based interventions

Slide 16

Slide 17

DNA-V INTRO

D[r?lNAA;y is ACT simplified for children, so many techniques used in ACT are also used within

- One study using ACT as individual therapy for 12-18 year olds showed 58% of participants
had significant impt for depi to 36% in treatment as
usual (TAU).

- In the same study there was a significant improvement in the follow up for ACT participants
compared to TAU. Suggesting the effects of the intervention continued even after the
therapy has stopped.

- Other studies showed all these improvements when ACT was being used as a group

intervention;

The evidence thus far:

decrease in depressi compared to TAU
- Significant decrease in stress levels compared to TAU

- Significant decrease in anxiety compared to TAU

- Increase in mindfulness skills

- High acceptability rates from the students taking part

Slide 18

DNA-V: VALUES

« Can be thought of as a
compass that guides people
through the storms and
confusing times in life, toward
the things that matter most to
them.

= Our discoverer, noticer and
advisor all contribute to our
values.

Slide 19

CLARIFYING OUR VALUES

* We use the term Values-light in DNA-V.
« It is important to start the conversation gently.

« The purpose of these kinds of activities are to get a clearer
idea of what is important to the young person and where they
want to go.

« Caution: Beware of automatic responses!

Slide 15

DNA-V INTRO

* The ACT-for-youth model, detailed in The Thriving Adolescent
(Hayes & Ciarrochi, 2015)

« Recognition that ACT was designed for adults and does not
optimally take account of child development models and issues.
The DNA-v model seeks to address this limitation.

« Stands for Discoverer, Noticer, Advisor, Values

* https://www.youtube.com/watch?v=EoXn2AOR3kI

Slide 20

CONVERSATION CARDS

« If you're willing, take a moment to choose a question you would
be willing to respond to with the person next to you. Tell your
partner your focus question. Take a moment to reflect on the
question before you respond to it.

« Listener: your role is to listen mindfully. Listen for core values in the
response. Listen for things that seem to be of personal
importance to your partner. Perhaps, if it seems appropriate,
linger a little and ask one or two open questions (e.g. what’s it
like to have that? or what would it be like to have more of that?)

+ Caution! Protect yourself! Some of these questions can invoke
deep and personal thoughts and feelings.
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Slide 21

Questions?
Slide 22 B
Coffee break -15 minutes
Slide 23
o GIVE YOUR MIND THE
MICROPHONE

* Your job for the next 3 minutes is to write down everything that
comes to your mind without stopping, no matter how trivial.

« Its fine to write the same thing over and over. Do not worry about
grammar or punctuation.

« For example, you may write “How much longer, this room is hot,
how much longer, is this three minutes up yet”.

+ What you write down is for your eyes only, you can destroy it
after if you wish.

Notes: After three minutes:

- What was your experience of this
activity?

- Did you notice how busy your mind
was?

- Did you notice any labeling, evaluating,
judging, positive things, negative
things, worrying etc.?

- Did you notice how it actually never
stops?

Slide 24

DNA-V: ADVISOR

« "The Advisor is a metaphor for
our inner voice. By age two, it
becomes our constant
companion, ready to evaluate,
judge, predict, and, most
importantly, offer advice about
life. It is with us so often that we
sometimes forget it’s there...
Creating awareness of the
Advisor is the first step toward
helping young people recognise
how to utilise it.” (Hayes &
Ciarrochi, 2015, pg40)

Slide 25

DNA-V: ADVISOR

« The aim of work & activities focused around developing the
Advisor is not about quieting its voice.

+ The aim isto;
« Learn to use it skilfully.
« Move to and from it flexibly, as and when helpful (i.e. it often
has a lot to say when we move towards our values).
» Get some distance from the Advisor when its being unhelpful.

Slide 26

DNA-V: ADVISOR

In pairs, think of a recent time in your life
when you did something really important,
even though your mind (your Advisor)
was telling you that you shouldn’t do it.
What was the thing you did? What
unhelpful stuff was your Advisor telling
you?

Slide 27

DNA-V: ADVISOR

Fun'! f

You- Pum_, Maqic ;
Lame-Rss i Rainbous

Comfart 2one 3

NE \\ :

[\ !
/ Nicoras

B/

DNA-V: ADVISOR

In pairs....

Part One - One of you will start by playing the role of the Advisor.
You can tell your partner to do anything you want (within reason)
and they have to comply with it for the next few minutes.

Part Two - Swap roles. However, now the person has the ability to
not listen to their Advisors demands, therefore they have choice
about whether they follow what their advisors says.

Notes: Questions to ask:

- In part one what did your advisor
feel like? (Controlling, overbearing
etc.)

- In part two what did it feel like to
have choice?

- What has this activity taught you?
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DNA-V: NOTICER

Slide 30

MINDFULNESS AND THE NOTICER

Experiential exercise:
Balloon Breathing

http://thrivingadolescent.com/adolescent-resources/new-ideas-
for-you/audio-ideas/

Slide 31

* The act of realizing your mind has wandered, and bringing
your attention back to the breath/body, without criticizing
yourself. (Adapted from “Finding Peace in a Frantic World” by
Williams and Penman)

« "“Paying attention in a particular way; on purpose, in the
present moment and non-judgementally”(Kabat-Zinn 1994)

MINDFULNESS AND THE NOTICER

+ Mindfulness training
+ A method of mental training.
« Cultivating a more skilful use of our attention and awareness.
. earnm%t? rellate skilg.lllz to l’the world inside our skin, such as
oughts, feelingsand sensations.
« Using mindfulness to help strengthen the skill of valuing.

« Three ways to practice mindfulness
« More formal eyes-closed meditations.
« Bringing present moment awareness to routine daily activities.
« Regular mindful ‘check-ins’.

Slide 33

MINDFULNESS AND THE NOTICER

http://thrivingadolescent.com/adolescent-resources/new-ideas-

for-you/audio-ideas/

3 Step Breathing Space

Slide 34

TI

« Why the transition from mindfulness to The Noticer?

« Research over last 20yrs seems to show that mindfulness beneficial
to a wide variety of aspects of human functioning, including
psychological wellbeing

« Research with CYP in earlier stages but still promising

« But we know that many CYP not yet ready for lengthy, formal
mindfulness practice

« Stepping to The Noticer is a way of shaping up mindfulness skills
across all daily contexts, without explicit need for formal practice

« Noticing changes our relationship with the world inside our skin, e.g.
less reactive, more choice etc.

Slide 35

THE NOTICER

Something we can do from birth - but as we learn thinking skills in
infancy we can begin to lose touch with our ability to notice the
world around us. The Noticer helps us

Tune into our body and what is happening in it

Track our own actions in the world and the outcomes they are
having

Notice what is on offer in the world around us and

Reconnect with the world around us when we get stuck in
unhelpful thoughts (unhelpful Advisor messages)

Respond more skilfully (and in a less avoidant way when helpful) to
aversive thoughts and feelings

Slide 36

THE NOTICER
Experiential exercise:
Normalise AND Allow

http://thrivingadolescent.com/adolescent-resources/new-ideas-
for-you/audio-ideas/

Slide 37

Questions?

Slide 38

Lunch break - 45 minutes
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DNA-V: DISCOVERER

« The discoverer represents
behaviours related to exploring
and testing the world. Within the
DNA-v model, we use Discoverer
skills to broaden our behavioural
repertoires, try new things and
assess how they work, find and
create values and build
strengths.

Slide 40

— ]
DISCOVERER
« "We define discovery as an adaptive form of risk-taking,
undertaken explicitly for the purposes of selecting new
behaviours that are life-enhancing (Hayes & Ciarrochi, 2015)
« Three key steps in building Discoverer skills:
1. Tracking the natural consequences of engagingin new
behaviours
2. Identifying values
3. Building strengths
Slide 41
..... ——
DISCOVERER

« Close your eyes for an imagination task.

Notes: Script “You are on holiday,
somewhere nice and hot. You have taken a
stroll and come across several people
jumping off a small
cliff into the blue sea... It looks fun.
Everyone that is doing it is fine and
enjoying the thrill... You think it would be
something fun to try. You stand on the
edge of the cliff... What to you notice?...
What sensations do
you feel in your body?... What is
your advisor telling you?... Is it safe?
Should you do it? Will it be worth
it?... Imagine you jump off the cliff... How
do you feel? You have discovered
something you hadn't before. Now open
your eyes”
Questions to ask:

- What feelings did you notice before

‘jumping’?
- What kind of things did your advisor
say?
- What did it feel like to be a discoverer?

Slide 42

DISCOVERER IN PRACTICE

« There can often be something inherently slightly aversive about engaging
The Discoverer because, by definition, it involves doing something new or out
of one’s comfort-zone. In this activity, we are going to invite you to lean into
this a bit!

«+ If you're willing, turn to the person next to you and tell them something that
you have appreciated about something they have done or said today, and
why you appreciated it. See if you can identify a particular quality (value)
that their actions seemed to you to show.

+ Role of the recipient of this information is to simply listen, be responsive, be
open to these comments and to thank your partner for this reflection.

Slide 43

« Involves developing skills that
enable flexible perspective
taking. This includes taking a
view of oneself in different times
and places (self-view) and of
other people’s perspectives
(social view).

Slide 44

DNA-V: SELF VIEW & SOCIAL VIEW

« Some of this language can feel a little ethereal or hard to grasp
so we prefer the following;

« Self-view — a young persons story about themselves and the
ways in which sometimes that can get in the way of them
moving in positive directions.

« Social-view - addresses the importance of empathy and
perspective taking skills in order to function well in a social
world.

Slide 45

DNA-V: SELF VIEW

How do you view your self?

Part 1 - read the following statements and rate them to the extent in which you agree
with them. 1 being strongly agree and 6 strongly disagree.

___People don't change.

___Icantimprove my intelligence that much.

____IfI'm bad at something, it probably means I'll never be good at it.
__Icantdevelop talent at something. I either have it or don't have it.

Part 2 - please fill in your hand out.

Slide 46

DNA-V: SOCIAL VIEW

+ We are going to draw something that looks a bit like a dart board. On
the middle of a piece of paper write *"ME” then draw a circle around
it, then draw another circle around that about 2cm width away from
“ME” and then another circle around that 2cm width away.

+ Now write some names of people that play some role in your life on
the diagram, putting people nearer to the centre or farther away
depending on how close they are to you. And by close we mean
someone you can trust and turn to in times of need. Try to put all
people you connect with in the diagram even if it means they are far
from the centre.
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Slide 51

DNA-V: SOCIAL VIEW

LESSON PLANS

+» Encouraging empathy through restorative conversation.
« WISH! « First 6 lesson plans main focus is on introducing DNA-V.

<> What happened and who was affected? + Each lesson is tailored to be 1 hour long.
: « Each lesson has Starter Tasks, some may have one that
< Is there a chance that someone was hurt? specifically suits the lesson and others you can pick from a
<> So how do we put things right? selection.
« Each lesson has a ‘tell’ and a ‘do’ part.

<> i i ime?

How can we do things differently next time « At the end of every lesson a minimum of 5 minutes should be

assigned for children to fill in their diaries.

Slide 48

Slide 52

RESOURCES

Q Uest| (0} nS7 « There will be different film and video resources used that relate
to the different lessons

« Discoverer Chart - Ultimate Discoverer

+ DNA-V Wizard Stickers for Diaries

« Grouping Activities

Slide 49

Slide 53

LETS LOOK AT THE LESSON PLANS
Coffee break - 1 5 m|n utes - Plans have been through a 2 stage review process so far

- We want to develop the final plans with you, iteratively
- So this next hour is the review period:
- Split into six pairs
- One lesson per pair
- 15 minutes per review approx.
- Consider the following:
- Is the lesson plan clear?
- Does it contain enough or too much/too little information?
- What other information might you need to deliver this?
- What questions arise as you read this through? Write them
down.
Please write down all relevant information of the paper provided.

CURRICULUM STRUCTURE

« Six themes

* One theme per term
« Each term has 5 weekly lessons
« Each lesson focused on one of the DNA-V segments
« The themes:
> Introduction to DNA-V & Emotions
> Health
> Relationships
» Diversity
> Dreams & Goals
> Building Resilience

Appendix E. Knowledge Multiple Choice Questions for Stage 2.

1. What is the best way to shape behaviour?
a. Positive reinforcement
b. Negative reinforcement
c. Punishment
d. Extinction

2. If you use reinforcement, how will you know that your reinforcer works?
a) The child will be happy
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b) The child will display the behaviour that you want more frequently
c) The child will display the behaviour you want less frequently
d) The child will be uninterested in your reinforcer in future interactions

3. What name has been given to the picture most associated with ACT?
a) The MAC model
b) The DNA-V model
c¢) The Hexaflex model
d) The Three Pillar model

4. What does ACT aim for?
a) Happiness
b) Being better able to control unwanted thoughts and feelings
c) Psychological flexibility
d) Reduced symptoms of mental illness

5. DNA-Vis an ACT model which better accounts for:
a) How children live in modern day society
b) How children learn curriculum skills
c¢) How children develop their resilience and wellbeing
d) Bad parenting practices

6. What does DNA-V stand for?
a) Diffuser, Noticer, Advisor, Vocaliser
b) Discoverer, Noticer, Advisor, Values
c) Discoverer, Namer, Accepter, Values
d) Decider, Namer, Accepter, Vocaliser

7. Which part of DNA-V uses a metaphor about having an ‘inner voice’?
a) D
b) N
c) A
d Vv

8. Which part of DNA-V is often described as a compass that guides us through
storms and confusing times?
a) D
b) N
c) A
d VvV

9. Which part of DNA-V should we move to when we feel a little stuck in unhelpful
thoughts?
a) D
b) N
c) A
d) Vv

10. Which part of DNA-V do we describe as ‘an adaptive form of risk taking’?
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11.

12.

13.

14.

15.

16.

17.

In the DNA-V model, what do the letters S & S stand for?
a) Source & Solve
b) Self & Summarise
c) Shape and socialise
d) Self and Social

A good way to get students thinking about their values is via (circle all that are
correct):
a. Conversation cards
b. Asking students to describe a person that they look up to
c. Getting the student to describe how their parents want them to be
d. Asking students to think about the things in their life that give them a
sense of meaning and vitality

In terms of DNA-V what does D represent?
a) The part of us that explores and tests the world through new
behaviours
b) The part of us that helps us connect with our feelings
c) The part of us that reinforces our behaviours
d) The part of us that uses our past experiences to guide us

What is our aim with the ‘A’ part of DNA-V?
a) To allow ourselves to feel our emotions
b) To help us to learn from trial and error
¢) To improve social skills and decrease bad behaviour
d) To use our thoughts when it’s helpful and distance from them when its
unhelpful

In terms of DNA-V what does N represent?
a) The part of us that uses our past experiences to guide us
b) The part of us that reinforces our behaviours
c) The part of us that helps us socialise
d) The part of us that becomes aware of our experiences without reacting
to them

Discoverer is key in helping us to:
a. Manage our advisor
b. Tune into our noticer
c. Build new behavioural skills that promote growth and strength
d. Explore our values

Noticer in the DNA-V model is closely related to:

a. CBT
b. Mindfulness
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18.

19.

20.

21.

22.

23.

24,

c. A person-centred approach
d. Psychodynamic therapy

In the classroom, in order to reinforce a student’s Discoverer skills, | should:
a. Ask students to think about what they are good at
b. Encourage safe and adaptive risk-taking
c. Tell students that they should try to choose the safe option
d. Encourage friends to keep each other safe

In terms of DNA-V what does A represent?
a) The part of us that helps us socialise
b) The part of us that wants to try new things
c) The part of us that uses our past experiences to guide us
d) The part of us that shows what we care about

Noticer exercises are designed to create a space where unwanted thoughts and
feelings can simply be:

a. Watched
b. Changed
c. Discredited
d. Suppressed

In terms of DNA-V what does V represent?
a) The qualities we want to show in our actions
b) How we see ourselves in different settings and society
c¢) How we overcome and solve difficulties
d) The ability to connect with our thoughts and feelings

Our Advisor can often give us advice that keeps us in a comfort zone, why does
it do this?

a. Because it our advisor evolved to protect us from threat

b. Because it wants to stop us from achieving

c. Because it knows that we will be happiest in our comfort zone

d. Because it loves to confuse us

In terms of DNA-V what does S & S represent?
a) The ability to connect with our thoughts and feelings
b) How we relate to our sense of self and our sense of the social world
around us
c¢) How we overcome and solve difficulties
d) Where our passions lay and what we care about

Is it possible to carry on doing things that are important to you, even if your
advisor thinks it is a bad idea?

a. Yes

b. No

c. It depends on the context

d. I'm not sure
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25. A fundamental skill needed for effective social functioning is:
a. Happiness
b. Values
c. Self Esteem
d. Perspective Taking

26. In Normalise A-N-D Allow, what does A-N-D stand for?
a) Aware, Name, Describe
b) Accept, Notice, Discover
c¢) Amend, Name, Detect
d) Admire, Normalise, Dream

27. Our WISH pneumonic aims to encourage empathy through:
Feedback

Reinforcement

Restorative conversation

Rules

o0 oo

Appendix F. DNA-V diary example for Stage 3.

TERM: LESS0N:

DNA-V DIARY

Write down one thing that you learned in the lesson woday.

Write down how you might apply what you have learned to
your life,

Draw a picture that relates to the lesson today.

Pupil Code: UWE |
Bristol I3
School Code: _______
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Appendix G. Analysis split for gender comparisons.

Table: Independent t-test comparing male and female wellbeing and psychological

flexibility scores pre- and post- intervention.

Male Female
Means  Std. Means Std. t df p
Dev Dev
1. Pre AFQ-Y 25.02 10.70 22.34 12.07 1.29 119 0.20
Post AFQ-Y 22.09 11.89 21.62 895 0.18 61 0.86
2. PreSCWBS 51.57  10.07 52.73 11.34 -5.89 118 0.56
Post SCWBS 52.77  10.25 52.31 7.61 0.21 63 0.84

Repeated measure ANOVA split for male and female participants across three time
points (excluding the follow up due to high attrition) to compare potential significant

differences found across genders:

- Repeated measures ANOVA with Greenhouse-Geisser corrections found no
significant difference between male psychological flexibility scores (F(1.53,
42.96) = 0.54, p = 0.54).

- Repeated measures ANOVA with sphericity assumed found no significant
differences between male wellbeing scores (F(2, 56) = 0.58, p = 0.56), female
psychological flexibility scores (F(2, 52) = 1.75, p = 0.19) or female wellbeing
scores (F(2,52) =0.10, p = 0.91).

Results showed no significant effects across t-test comparisons and no significant
differences found for either gender when comparing variables across timepoints.
Appendix H. Student interview questions for Stage 4.

How do the DNA-V lessons work for you and your classmates?
What did you enjoy about the lessons?

What did you not enjoy about the lessons?

1
2
3
4. What do you think would make the lessons better?
5. What have you learned from the lessons?

6

How have the lessons helped you?
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7.
8.
9.

10.
11.

Have the lessons changed how you feel and behave?

How have you used DNA-V outside of the lessons?

Do you feel like the lessons have affected others in the classroom, if so how?
Would you like to continue doing lessons like these and why?

Is there any other information you would like to share?

Appendix |. Teacher interview questions for Stage 5.

W 0 N o U B W N

10.
11.

12.
13.

14.

15.

How do DNA-V lessons work within the year 5 classroom?

How did you find the lesson plans to deliver?

What did you like about the lessons?

What did you not like about the lessons?

What do you think could improve the lessons?

How do you think the lessons affected individuals?

How do you think the lessons affected the class as a whole?

Have you seen DNA-V being used outside of the lessons and how?

Do you feel like any adults involved in the teaching/supervision of this class
have been affected by the lessons (including yourself)?

Would you like to continue with lessons like these and why?

How did these lessons plans compare to other PSHE lessons you have
delivered?

How do you think lessons like these can impact on children’s mental health?
Do you think these sorts of lessons are suitable for primary school aged
children and why?

How do you feel about the time teachers get to deliver lessons like this and
more mental health focused activities?

Is there any other information you would like to share?

Appendix J. Additional teacher interview questions for Stage 6.

What do you currently do within your school/class that educates your students
on mental health and wellbeing?
Where in the curriculum does mental health education fit within your

school/class?
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3. What training has your school provided you on mental health and wellbeing?

4. Have you experienced any challenges when teaching mental health focussed
lessons?

5. What impact do you think these lessons have on children’s mental health?

6. Are there any elements missing from mental health education?

7. What are your thoughts on the time teachers get to focus on mental health
focused activities?

8. Do you have any final thoughts you would like to add or any things you would

like to follow up that | haven’t asked?

Appendix K. Ethical approval code.

UWE research ethics reference number: HAS.18.04.149

(It was deemed as one large study with continuous stages, therefore only one code)

Appendix L. Pilot study data normality tests.

Kolmogorov-Smirnov tests of normality.

Measure Sig.
AFQ-Y 0.55
SCWBS <0.001*
Pro-social 0.200
Anti-social 0.002*
Close friend nominations 0.187
Popular nominations <0.001*

Note: *suggests normality was violated.

Appendix M. Spearmans correlation of pilot data for comparison.

Correlations between study measures, showing the same significant relationships.

Measures 1. 2. 3. 4, 5.

1. AFQ-Y Pearson Correlation

Sig. (2-tailed)
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N

2. SCWBS Pearson -47" _
Correlation
Sig. (2-tailed) <.01
N 97
3. Pro-social Pearson -.07 -.01 _
Correlation
Sig. (2-tailed) .57 .95
N 75 76
4. Anti-social Pearson 12 -.09 -.50" .
Correlation
Sig. (2-tailed) 31 .95 <.01
N 75 76 76
5. Close friend  Pearson -.08 -0.1 .55 -.38" .
Correlation
Sig. (2-tailed) .52 91 <.01 <.01
N 75 76 76 76
6.Popular Pearson Correlation 0.15 -0.2 A3 14 42"
Sig. (2-tailed) .90 .89 .25 .23 <.01
N 75 76 76 76 76

Note: 1. Psychological flexibility score, 2. Wellbeing score, 3. Pro-social score, 4. Anti-

social score, 5. Close friend peer nominations, 6. Popular peer nominations.
AFQ-Y = Avoidance and Fusion Questionnaire for Youth, SCWBS = Sterling Children’s
Wellbeing Scale.

** Correlation is significant at the 0.01 level

Appendix N. Training data normality tests.

Kolmogorov-Smirnov tests of normality.

Measure Sig.
AAQ-II 0.085
MCQ 0.200

Note: *suggests normality was violated.
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Appendix O. Main study data normality tests.

Kolmogorov-Smirnov tests of normality.

Measure Sig.
AFQ-Y 0.200
SCWBS 0.196
Pro-social 0.200
Anti-social <0.001*
Close friend nominations 0.050
Popular nominations <0.001*
Helping behaviours <0.001*
Indirect aggression <0.001*
Direct aggression <0.001*

Note: *suggests normality was violated.
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