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Dear Cape Cod and islands Community:

s
A

SRR

On October 4™ 2013, a small group of dedicated behavioral health providers and consumers
representing local agencies organized the first behavioral heaith summit on Cape Cod and the Islands to a
soEd out crowd, The outcome of our summit was the creation of the Behavioral Health Provider
oalition of Cape Cod & the Islands (BHPCCCI) whose primary purpose is to facilitate opportunities for
Eg networking, communication, and sharing of knowledge between service providers in order to support an
“integrated and cohesive system of behavioral healthcare for residents of Cape Cod and the Island.
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wAs the Affordable Care Act has expanded mental health and substance use disorder benefits to

b apprommately 60 million Americans, the need to improve care and capacity in behavioral health is
%i‘apparent today more than ever. The BHPCCI has recognized the importance of integrated and person-
_centered care as we work together to meet the increased demand for services, encounter new funding
%ichal[enges, and consider options for integrated care here on Cape Cod and the Islands.

%The BHPCC is proud to highlight these local opportunities at our 3™ Annual Behavioral Health
Summit - Building Bridges to Recovery, Friday, October 2™ at the Hyannis Resort and
Conference Center. This year's Summit showcases “Models of Promise” - connecting behavioral
gand physical health services across a continuum from co]laboratxon to full scale mtegratlon of servrces

fPresenters at this year's Summit include healthcare leaders, representatives from our state legislature,
L human service agencies, public safety officials, and peer and family advocates. They will present their

- experiences and expertise on integrating and coordlnat:ng care, taking into account the Ilmltations and
éopportumties of resources and funding in today’s world. :

lease join us in welcoming our presenters and we hope you find today's agenda educatlonai and
nformative. BHPCCI thanks you for your participation as we move forward to improving the quality of
i;jcare to our residents of Cape Cod and the Islands. If you would like to become a member of the
%BHPCC! Coalition, please visit our website at www.bhpccapecod.org.

%Respectful]y,

Diane Wolsieffer and Ron Holmes
Chair/Co-Chair, Behavioral Health Provider Coalition of Cape Cod & the Islands

The BHPCCCl would also like to thank the following organizations for their continued support and

L;:\-i
| commitment in making sure our Behavioral Health Summit is a success.
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8:00 am to 8:30 am - Registration

B8:30 am to 9:00 am — Welcome and Introductions

9:00 am to 10:15 am — KEYNOTE SPEAKER

SENATOR JENNIFER FLANAGAN, D-Leominster

Senator Flanagan earned a Bachelor’s degree in Political Science from the University of Massachusetts Boston
and her Master’s degree of Science in Mental Health Counseling from Fitchburg State University, She began her
career working in the mental health profession as a counselor for young girls at You, Inc. Currendy, Senator
Flanagan serves as Chair of the Mental Health and Substance Abuse Committee, Chair of the Children and

Families and Persons with Disabilities Committee, and Chair of the Special Senate Committee on Opioid
Addiction.

10: 30 am to | 1:45 am ~ “Community Initiatives: Integrating Mental Health & Substance Abuse
and Public Safety”

Moderator: Raymond Tamasi, President/CEQ — Gosnold on Cape Cod

Panelists: Barnstable Police Community Impact Unit, Dennis Police Community Services Unit, Yarmouth Police

Mental Health and Substance Abuse Outreach Team, Department of Mental Health and Gosnold on Cape Cod
Clinicians

11:45 am to 12:00 pm - Review of Break-Out Focus Groups

12:00 pm to 1:00pm ~ Lunch

1:15 pm to 2:30 pm ~ Brealc-Out Sessions

i. “Calmer Choice — A Universal Prevention Program in Cape Cod Schools™ — Fiona Jenson, OTR/L,
Founder/Executive Director and Adria Kennedy, NP, Program Director, Calmer Choice; Bart Main, MD,
Child and Adolescent Psychiatrist, Centers for Behavioral Health — Outpatient, Cape Cod Healthcare

2. “What Happened Here: The Untold Story of Addiction on Cape Cod” documentary film presented by
filmmakers Sam Tarplin and Nate Robertson

3. “Self-Advocacy in Motion on Cape Cod” — Moderator: Pat Durgin, OTR/L, Program Manager, Centers for
Behavioral Health-Partial Hospital, Cape Cod Healthcare. Participants: Parents Supporting Parents; NAM! on

Cape Cod and [slands; Dance in the Rain-Whole Person Approach; Waves of Wellness Recovery
Connection Center

 2:45 pm to 4:00 pm ~ “Integrating Care: Challenges and Opportunities on Cape Cod”
Moderator: Cheryf Bartlett, Executive Director — Office of Community Health, Cape Cod Healthcare
Panelists: Jonas Bromberg, PsyD, Program Manager, Behavioral Health integration, Pediatric Physicians’ Organization
at Children’s Hospital; Debbie Ciavola, RN, PhD, Executive Director and Daria Hanson, MD, Medical Director,
Centers for Behavioral Health, Cape Cod Healthcare; Wesley Klein, DO, Medical Director, Duffy Health Center;
Raymond Tamasi, President/CEO and Catie Dotolo, Director of Integration Projeces, Gosnold on Cape Cod

4:00pm ~ Closing Remarks

Ron Holmes & Diane Wolsieffer, APRN
Co-Chair’s, Behavioral Health Provider Coalition of Cape Cod & the Islands




Keynote Speaker — 9:00 am to 10:15 am - Grand Ballroom

Jennifer Flanagan, D-Leominster

Senator Fianagan earned a Bachelor’s degree in Political Science from the University of
Massachusetts Boston and a Master's degree of Science in Mental Health Counseling
from Fitchburg State University. She began her career working in the mental health
profession as a counselor for young girls at You, Inc. Senator Flanagan serves as Chair
of the Mental Health and Substance Abuse Committee, Chair of the Children and
Families and Persons with Disabilities Committee, and Chair of the Special Senate
Committee on Opioid Addiction.

10:30AM 70 11:45pM PANEL DISCUSSION - Community Initiatives: Integrating Mental

Health & Substance Abuse and Public Safetv — Grand Ballroom

Join police officials from behavioral health and substance abuse focused task forces and their
clinical counterparts in learning about new initiatives addressing the needs of both mental and
substance abuse health care and public safety.

Facilitator

Raymond Tamasi, President/CEQ
Gosnold of Cape Cod

Barnstable Police Community Impact Unit

Sgt. Jean Chaliies, Officer Jennifer Ellis, Officer Jason
Sturgis, Charlene Poliquin, LICSW

Yarmouth Police Mental Heaith and
Substance Abuse Qutreach Team

Sgt. Andrew O'Malley, Officer Michael Zontini, Officer Diana
Wells, Det. Sgt. Kalil Boghdan

Dennis Police Community Services Unit

Sgt. Kenny Gelnett, Officer Ryan Carr, Officer Nick Patsavos

Department of Mental Health

Sarah Stanley, LICSW, Director of Emergency Program,
Cape and Islands
Patrick McGuire, LMHC, DMH Crisis Clinician

Gosnold of Cape Cod

Lori McCarthy, Director of Clinical Qutreach
Kristoph Pydynkowski, LADC, Certified Recovery Coach




Session #1 — Osterville Conference Room
“Calmer Choice — A Universal Prevention Program in Cape Cod Schools”

Fiona Jensen, OTR/L | Executive Director, Caimer Choice

Adria Kennedy, MSN, NP | Program Director, Calmer Choice

Bart Main, MD | Child/Adolescent Psychiatrist, Centers for Behavioral Health - Qutpatient, Cape Cod
Healthcare

.
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Calmer Choice ur

Calmer Choice is a universal prevention program committed to teaching young people how to effectively
and safely manage stress and resolve conflict so that they live happy, healthy and successful lives. Our

goal is to provide skills that will diminish the risk of violence, substance abuse, and other self-destructive
behaviors.

The target population for Calmer Choice programming is youth in grades K-12 in the 15 towns of Cape
Cod (Barnstable County). This includes eight schools districts and 25,000 students in grades K-12. Due
to a primarily seasonal economy and high cost of living, many of the youth are at risk economically and
socially. In some of Cape Cod’s schools, up to 950% of the students receive free or reduced cost lunches.
While high school students are especially vulnerable, students of all ages often struggle with mental,
emotional and behavioral issues resulting in poor academics, bullying, viclence, stress and depression. In
fact, it has become clear that most mental, emotional and behavioral challenges actually begin in
childhood.  Providing Calmer Choice to elementary students capitalizes on impertant developmental
windows that set the stage for a lifetime of healthy behaviors, opportunities that have the potential to
improve the health and wellbeing of an entire generation.

Session #2 — Grand Baliroom
“What Happened Here: The Untold Story of Addiction on Cape Cod”

Sam Tarplin | Co-Chair - Recovering Youth Coalition

Nate Robertson | Co-Chair - Recovering Youth Coalition

Filmmakers Sam Tarplin and Nate Roberson will preview their full-length documentary film, “What
Happened Here: The Untold Story of Addiction on Cape Cod” and talk about their newest advocacy
project, the Recovering Youth Coalition.

Sam Tarplin is a recovering heroin addict from Falmouth, MA. At ninety days clean, Mr. Tarplin
embarked on a photography project to document the phenomena of opioid addiction —~ and recovery —
here on Cape Cod. This small photography praject has now turned into a full length documentary film
which has sold hundreds of copies and has been seen by several thousand of people from all over the
United States. In addition to his filmmaking endeavors, Mr. Tarplin is also the founder and co-chair of
the politically motivated Recovering Youth Coalition, and president of the Students Achieving Recovery
Together (START) club at Cape Cod Community College. He is a graduate of Falmouth High School and is
working towards a LADC II credential as well as psychology Bachelor's degree.

Nate Robertson grew up in a lavely suburban town Rhode Island. He attended college and studied in
Vermont where substance use started to take a more prominent role in his life. After four years of college
he returned home a full blown opiate addict. While struggling to balancing life with substance use, Nate
eventually overdosed and was revived with Naloxone by EMT's. Though it was not a straight line, he
found his way into recovery and has been clean for multiple years now. Today, he works in harm
reduction, prevention, and is an advocate in his community. He credits a sense of purpose, peer-suppott,
and his family as the primary drivers of his continued recovery.



Session #3 — Centerville Conference Room

“Self-Advocacy in Motion on Cape Cod”

Moderator: Patricia Durgin, OTR/L | Program Manager, Centers for Behavioral Health - Partial Hospital,
Cape Cod Healthcare

Panelists: Mary Munseli/Alejandro Marcel - Dancing in the Rain - Whole Person Approach, Deb
Rausch/Dan Shay - NAMI on Cape Cod, Lisa Murphy - Parent Supporting Parents, and Don Lonergan -
Waves of Weliness Recovery Connection Center. Learn more about the important role of peers and
family as part of treatment and recovery in behavioral health.

Dance in the Rain Whole Person Approach mission is “to inspire peer to peer mental health
empowerment through community based programs and engagement. Fostering self-advocacy, sustaining
inner equanimity and achieving wholeness while living our lives with mental illness”. Dance in the Rain is
a place for people with mental iliness, depression and dual diagnosis to help build wholeness and self-
empowerment by becoming accountable to oneself. It's a place where wholeness and a person’s
potential will be nurtured and allowed to grow. Dance in the Rain through its’ various programs will
challenge people to look at the way they view mental iliness and their recovery. It is also a place where
we strive to bring the Cape and Islands communities to work together to end stigma and help bring the
much needed changes within the mental health system. Dance in the Rain seeks to help turn the mental
health system on Cape Cod & the Islands into a Cape& Islands Mental Health Community. Dance in the
Rain Whole Person Approach offers diverse and organic programs developed by Mary E Munsell who has
lived with mental illness for over 35 years. These programs are fresh and challenge the mental health
system, the peer community, the business community and community at large to redefine how they
perceive mental iliness, the mentally ill and recovery in our communities. Dance in the Rain operates out
of its own professional space bringing in peers to support and run its many programs.

www danceintherain-wpa.org

The National Alliance on Mental Iliness (NAMI) Cape Cod in Hyannis is a grass-roots non-
profit organization serving the families and friends of people with mental iliness, as well as the individuais
who have a mental illness themselves on Cape Cod and The Islands. Programs and Services are provided
through Support, Education and Advocacy. We are an affiliate of both NAMI Massachusetts and NAMI
National in Washington D.C, NAMI Cape Cod & the Islands serves individuals and their families who are
affected by the broad spectrum of mental illnesses and neurological disorders through support, education
and advocacy, and promote weliness for all. NAMI Cape Cod & the Islands strives to provide an
understanding of the broad spectrum of neurological disorders and differences. We provide a network of
systems and support groups and educational programming for individuals and their families. We advocate
for and support services for the mental weliness of our total constituency. Enlightenment and education
of the general public on matters of mental heaith is part of the ultimate goal. www.namicapacod.org

Parents Supporting Parents is a parent support group based in Mashpee which helps parents and
family members cope with their child's addiction. Parents Supporting Parents mission is to support,
strengthen, and educate ourselves and others as we help our children achieve sobriety and live a healthy
lifestyle with love. Web site at this time is Face Book based found at
htip://www.facebook.com/pages/Parents-Supporting-Parents/ 186663034743781

Waves of Wellness Recovery Connection Center (RCC) is an entirely peer-run organization
dedicated to providing support, education and advocacy by providing opportunities and resources
assist individuals in finding their own path to mental heaith recovery. The RCC in Hyannis has no barrier
of access for people who self-identify as having a mental health issue in the past or present and/or
having substance abuse issues. All the services of the Recovery Centers are free of charge. It does not
rmatter if a person is or was connected to a mental health agency or provider, it does not matter if a
person was ever diagnosed with a mental health issue, it does not matter if a person was or was not
hospitalized. Our doors are open to everyone and anyone who feels they belong and wants to join a
recovery community. www.southeasiric.org



2:45PM TO 4:00PM PANEL DISCUSSION - Integrating Care: Challenges and Opportunities

on Cape Cod — Grand Ballroom

Learn about some of the newest opportunities in our community for medical and behavioral
health care integration, featuring screening and primary care integration.

Facilitator Cheryl Bartlett, Fxecutive Director
Office of Community Health
Cape Cod Healthcare
Gosnold of Cape Cod Raymond Tamasi, President/CEQ

Primary Care and Specialty Praciice
Integration

Catie Datolo, Director of Integration Projects

Cape Cod Healthcare
CCH/FH Emergency Room and Hospital
Behavioral Health Integration

Debbie Ciavola, RN, PhD, Exacutive Directar
Daria Hanson, MD, Medical Director
Centers for Behavioral Health

Children’s Hospital
Cape Cod Pedatric Office Integration

Jonas Bromberg, PsyD, Program Manager, Behavioral Health
Integration, Pediatric Physicians’ Organization at Children’s
Southeast and Upper Cape Region

Duffy Community Health Center
Community Integration

Wesley Klein, DO, Medical Director
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Abstract The Crisis Intervention Teams model (CIT)
was originally developed as an urban model for police
officers responding to calls about persons experiencing a
mentzl illness crisis. Literature suggests that there is reagson
to believe that there may be unique challenges to adapting
this model in rural settings. This study attempts to better
understand these unique chailenges. Thematic analysis of
focus group interviews revealed that there were both
external and intemal barriers to developing CIT in their
respective commuwinities. Some of these barriers were 2
consequence of working in small cornmunities and working
within small police departments. Participants actively
overcame these barriers through the realization that CIT
was needed in their community, through collaborative
efforts across disciplines, and through the involvement of
mental health advocacy groups. These resuits indicate that
CIT can be successfully implemented in rural communities.

Keywords Crisis intervention - Criminat justice -

Law enforcement - Police officers - Rural communities
Infroduction

Individuals with mental illness in crisis pose unique chal-

lenges to community law enforcement officers. Much
attention has shifted to approaches that officers and other
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Departinent of Psychiatry, Northeast Ohio Medical University,
Rootstowr, QOH, USA
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community stakecholders use to address this issue. It is
estimated that 10 % of contacts between the public and law
enforcement involve & person with a mental health problem
(Watson et al. 2010). As law enforcement officers are the
“primary gatekeepers” to the criminal justice system
(Lamb et al, 2002: 1266), they are often faced with difficalt
decisions about how to best respond to individuals expe-
riencing a psychiatric crisis. This is particularly important
because officers iypically spend more time on these calls
and because these calls may be unpredictable or result in a
violent outcome for the officer or for the individual with
mental illness (Hanafi et al. 2008; Watson et al. 2008).

The Crists Intervention Team {CIT) program fosters
collaborative ties between law enforcement, the mental
health treatment system, consumers and consurner advo-
cates. The goal of this collaboration is to improve the
understanding of, and safety and service to, individuals
with mental illness and their families (Cochran et al. 2000;
Compton et al. 2008; Dupont et al. 2006; Hanafi et al.
2008). CIT officers have undergone specialized training to
improve their response to calls involving a person experi-
encing a mental health crisis through recognition of mental
illness and de-escalation training (Watson et al. 2010). CIT
implementation requires and represents a community
partnership in which law enforcement and the mental
health system work together to respond to individuals in
crisis (Cochran et al. 2000; Ralph 2010; Watson et al.
2008).

Research on how and why CIT has been successfully
implemented in communities varies widely. Some studies
have examined challenges to CIT implementation more
broadly, analyzing CIT in a variety of communities, coun-
ties, and states (Dupont and Cochran 2000; Reuland 2004).
Others have looked ai challenges to CIT implementation
statewide (Munetz et al. 2006; Oliva and Compton 2008},



while still others have studied CIT in specific urban areas
{Canada et al. 2010; Ritter et al. 2010; Teller et al. 2006).
Recent research has even looked at benefits and challenges
to implementing CIT in special settings, such as airports
(McGriff et al. 2010). What is lacking in the literature is
research into the challenges to CIT implementation in rural
areas {Compton et al. 2010). The present study attempts to
explore this topic, thus addressing a critical gap in the
literature.

There is reason to believe that the successful imple-
mentation of CIT programs in rural communities is dif-
ferent than in wrban settings. In rural areas, there are
specific system and environmental challenges that com-
munity partners face {(Compton et al. 2010). For example,
as Kempf (2008) reports, there is a general lack of psy-
chiatric treatment facilities in rural areas. Because state
mental health treatment facilities are often the only alter-
native for individuals in crisis in these areas, police
transport of individuals can be time consuming (Compton
et al. 2010, Kempf 2008; Sullivan and Spritzer 1997).
Therefore, for CIT to be effectively implemented in rural
areas, CIT must be adapted to meet local needs, and it must
include close collaboration between local law enforcement
and mental health personnel (Chamberlain 2006). Since the
CIT model has been developed, disseminated, and resear-
ched within urban settings (see Teller et al. 2006, Ritter
et al. 2011, 2010 and Watson et al. 2011)), rural commu-
nities may need to adapt the wrban model to better fit their
specific local needs (Chamberlain 2006). Research is nee-
ded that can evatuate the success or failure of these adapted
urban models in roral communities (Compton et al. 2010).

The present study is one part of a larger, ongoing
research endeavor surrounding the development of com-
munity jail diversion initiatives for individuals with mental
illness. The Ohio Criminal Justice Coordinating Center of
Excellence provides technical assistance to communities to
develop jail diversion programs that are developed along
the Sequential Intercept Model (e.g. CIT, Mental Health
Courts, etc.) (Munetz and Griffin 2006). This broad,
qualitative project seeks to better understand the collabo-
rative process of program development in rural, urban and
suburban communities that are working towards jail
diversion programs. This study included focus groups
conducted annually on an ongoing basis as a means to
evaluate program development of jail diversion efforts, as
well as to evaluate the technical assistance provided by the
Criminal Justice Coordinating Center of Excellence. From
this ongoing study, we have developed a large, descriptive
qualitative data set of namratives around a variety of pro-
grams at various stages of development. This current study
focuses our qualitative research on the exploration of the
barriers and chailenges that community stakeholders in
rural areas might face in implementing CIT programs. This

is important because rural communities are urged to utilize
urban models of CIT (Chamberlain 2006), Knowledge of
stakeholders’ experiences utilizing the vrban model will
aid in the vunderstanding of whether modifications need to
be made to the urban model of CIT when used in rural
communities.

Methods

Qualitative research methods are designed to gain an
understanding of a particular topic through narratives and
in-depth descriptions (Lehoux et al. 2006). The purpose of
this present study is to gain an in-depth understanding of
how community stakeholders implement CIT in their rural
communities by analyzing narratives. This, coupled with
the fact that CIT implementation in rural areas is an under-
researched topic that needs descriptive data, makes quaki-
tative research an appropriate methodological design to
meet the goals of this project.

This stady utilized the focus group interview. Focus
groups are a methodological techrique used when gather-
ing data from a homogeneous group that has never been or
rarely studied (Huberman and Miles 2002; Lehoux et al.
2006). Focus group methodology was used in our broad
study in an attempt to understand the implementation of
jall diversion programs in communities in Ohio. This
custent study focuses on CIT through the narratives of
professionals implementing CIT. One of the goals of this
study was to explore collaboration among professionals
regarding CIT implementation.' Focus groups were
appropriate because such methods are able to “capture the
natural interplay of perspectives on research guestions,
which would be limited in individual interviews, surveys,
or observations™ (McGriff et al. 2010: 155).

Stakeholders were asked about their perspectives on CIT
and the personal experiences they had in developing col-
laborative efforts to sustain a CIT program. Law enforce-
ment officers, community mental health professionals,
system administrators, and consumer advocates from six
rural communities” in Ohio were solicited by research staff

! As the focus group project was an effort to better understand Jail
diversion program development, including CIT, and cross-system
collaboration in general, the research team met with individuals who
were involved in broad community planning activities. Consumer
advocates whe were involved in planning CIT were invited to attend
the discussion, However, other consumers who may have heen
involved with CIT or otherwise may have been affected from the CIT
program were not included,

* We classified rural commenitizs based on the categorization
suggested by the Ohio Department of Mental Health and Ohio
Department of Development (2008). This conceptualization was
derived from the U.8. Census data apd the Appalachian federal
designations. The six communities are defined as the board area
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to participate in the focus group discussions in their com-
munities. The six communities were in varying stages of
CIT program development, with some regularly offered
CIT trainings, while others were in the process of collab-
orating to develop and implement CIT. These individuals
were invited to participate in the discussions based on their
involvement in local efforts to develop a CIT program, or
as a result of their involvement in community collaborative
efforts for other jail diversion programs. Nine focus group
discussions were conducted in these six rural communities
between 2006 and 2009. Each discussion consisted of 6-10
participants. Individuals recruited to participate included
mental health professionals, criminal justice personmel,
court personnel, consumers of mental hezalth services, and
advocates for families and consamers of mental health
services. Mental health professionals (n = 37) consisted
primarily of counselors, social workers, and service
administratoss. Criminal justice personnel (n = 29) inclu-
ded patrol officers, law enforcement administrators (e.g.
Police Chief, Sheriff), jail administrators, and correctional
officers. Court personnel (e.g. judges, probation officers,
prosecutors) were included in some discussions as the
comumunity coflaborative group had implemented court-
based diversion programs in addition to CIT, Consumers
and advocates (n = 4) were the third group involved in the
focus group discussions {total N = 70).

Each focus group lasted approximately 90 min. The
focus groups were audio-recorded and later transcribed
verbatim. Participants were also given the opportunity to
write thoughts and comments and fo privately share this
input with the research team if they did not feel comfort-
able sharing within the group discussion. This study was
approved by the Institutional Review Boards at North-
eastern Ohio Universities College of Medicine (NEOU-
COM, now called Northeast Ohio Medical University), and
Kent State University, and all participants provided written
informed consent prior to the start of each focus group. The
authors have no conflicts of interest, and all authors certify
responsibility for this manuscript.

For this paper, the research question is: What are the
challenges to implementing CIT in your community?

Footnote 2 continued

monitored by the aleohol, drug addiction and mental health services
boards. These mentat health boayds oversee the mental health services
for the courty or counties within the board area. We included com-
munities (board arzas) classified as rural and Appalachian within our
analyses (Qhio Department of Mental Health 2008). Two communi-
ties were categorized as suburban per this classification, so we con-
firmed based on the U.S. Census clagsification system by examining
the population per square mite (U.S. Census Bureau 2011). As neither
of these communities met the 1.S. Census criteria for urbanized areas
or urban clusters, and as the 1.8, Census clagsifies alt territory outside
of urban areas and urban clusters as rurad (UU.S. Census Bureau 2011},
we categorized these communities as rural.
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Topics discussed during the focus groups that relate to this
question include: (1) perspectives of the criminal justice
and rmental health treatment systems; (2) perceptions of
CIT and other jail diversion efforts, and (3) strategies the
collaborative group is utilizing to overcome identified
obstacles. After transcriptions were reviewed for accuracy
by members of the research team, data were organized
based on the topics of barriers to CIT implementation,
overcoming barriers to CIT implementation, and the effects
of CIT implementation. These topics were largely driven
by the both the questions asked and how participants
responded. The data were independently coded and sorted
by 3 members of the research team (per Weiss 1994). This
analysis resulted in the emergence of several themes for
each of the three topics. Below is support for these themes
based on participants’ narratives.

Resalts
Barrlers to CIT Implementation

Concerning the topic of barriers to CIT implementation,
focus group participants discussed their perspectives
regarding the obstacles they faced in starting up the CIT
program. In addition, they spoke of their concems for the
foture in sustaining implementation of CIT in their par-
ticular communities.

Obstacles to Implementing CIT

Focus group participants cited two major obstacles in
putting CIT into operation in their communities. First, they
stated that both mental health professionals and law
enforcement officials had different ways of thinking about
the population of individuals with mental illnesses. They
stated that these different perspectives had the potential to
derail the implementation of CIT. Second, participants
stated that issues related to the internal resources needed to
start CIT training within small police depariments were
also a potential problem in getting CIT off the ground in
their communities,

Law enforcement and mental health professicnals
understood that each had a different orientation toward
mental illness. Some found this a possible barrier to future
cooperation between the two professions. One mental
health professional stated, “You have a mindset (among
law enforcement) that needs to be adjusted in my opinion.
‘Somebody has committed a crime and somebody needs to
pay.” And that is the focus, as opposed to the reason behind
the behavior.” Another mental health professional stated,
“T think at the law enforcement level ...it’s all about



punishment, it's not about rehabilitation. And so there’s
this big disconnect.”

There were also stated differences in professional val-
ues. For example, one criminal justice professional said,
“There was a lot of antagonism from the two cultures,
because there’s a major Janguage difference, a misunder-
standing of problems.” Another mental health worker
highlighted the problem of language by saying, “It’s really
hard to get everyone to have the same beliefs as everyone
else. Still, to this day, I'll get a call from the jail and they’li
just say, ‘we’ve got one of your wackos over here you need
to see.” You know, you're saying this to a mental health
professional.” Thus, participants adrmitted that there were
differences in how each perceived the other’s professional
orientation toward people with a mental illcess.

There was also concem that these differing orientations
affected relationships between law enforcement and
mental health professionals. One criminal justice profes-
sional summed up the sitnation before CIT was imple-
mented: “There was a lot of over the years, for a lack of
a better word, animosity, between the law enforcement
side and the mental health side, CIT was one of the things
identified that needed to come into the county to try to
address that issue...but the underlying part and goals of
CIT is to build bridges and mend fences between the two
sides” (original emphasis). Many focus group participants
believed that a secondary consequence to implementing
CIT would be to build better relationships between law
enforcement and mental health personnel. Participants
thus conveyed that there was some division between
proiessionals that hindered any type of collaboration
between criminal justice and mental health workers before
the beginnings of CIT.

Misunderstandings and differences in values were
characteristic of the relationship between police officers
and mental health professionals. Study participants were
also troubled with the lack of additional resources for CIT
training. They stated that there were two potential prob-
lems concerning resources for CIT training programs in
their communities; one was costs for putting on and filling
the training, and the other was about staffing the depart-
ment while officers were being trained.

Participants were concemned about funding to send rural
police officers to a 40-hour CIT training session. Specifi-
cally, they were concerned about paying overtime. One
officer said, “At first, it wasn’t super easy to get the
trainees to come to CIT. That involved paying overtime in
some cases.” Another criminal justice official stated,
“Especially because we’re a small county department, if
somebody goes to class, they’ve got to cover for that per-
son on the road. Where are the dollars available to try to
reimburse the communities for that overtime to cover that
cost?” A mental health professional also stated, “The

bigger commaunities have a little more flexibility to try to
absorb costs and that type of thing.”

Another difficulty in organizing CIT training in these
communities was staffing departments while some officers
went through CIT training sessions. One mental health
professional stated, “It is a challenge in a rural community
1o get ali the departments to be able to free up officers for a
whole week.” Another mental health professional said,
“The departments are primarily part-time departments with
only a couple of full-time people. So for them to cormmit to
the program...Some of the people who came to our last
class actually took a vacation from their other jobs so that
they could come to the class...It’s a real challenge to have
that commitment from the county chiefs knowing that a lot
of their departments are part-time.”

Obstacles to Sustaining CIT

Focus group participants gave their perspectives on what
they thought might be future obstacles to the sustainability
of CIT. They stated that the two major obstacles that could
derail CIT in their communities were the lack of resources
for persons with 2 mental illness, and the lack of data on
offenders with z mental illness,

First, law enforcement and mental health personnel
agreed that the lack of economic resources to treat indi-
viduals with a mental illness has become an issue in their
communities. The closing of state hospitals has placed a
burden on police and counselors, and has left them little
choice but to put some offenders with mental illness in jail.
One mental health professional said that “state hospitals
close and clients that were diverted from the state hospitals
were sent to the community. The funding never followed
the way it was supposed to. So now you have an over-
burdened county mental health system and an overbur-
dened jail system... Unfortunately as mental health dollars
continue to be contracted, we get fewer and fewer mental
health dollars, more and more of our clients are ending up
in your (the criminal justice) system.”

Focus group participants were also firm in their belief
that money for treating individuals with a mental illness in
their particular communities was a scarce resource because
of the size of their community. One mental health provider
suggested that because they do not work in an urban area,
they don’t always get the funding they need. “I think that
one of the things that 1 get frustrated about is, I think the
state and federal government say, “Where can we have
the biggest impact for our buck? And it’s always, always
the urban areas. It’s just a frustration because we have the
same problems they have in urban areas. It's just at a
smaller scale.”

There was also expressed concern over gathering data
that could evaluate how well the CIT program was meeting
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its objectives. As one mental health professional stated, “In
order to know what our goals should be, I'd like to sec
what other people are doing and how they structure their
outcome measures. I mean, how do we know it works or
whether or not it did what was best?” Another mental
health professional put it this way: “From a continuous
improvement perspective, it’s really important for us to
measure ourselves with others. To make this really work,
I think we really have to be clear on ontcomes.” While
such sentiments indicate a need to collect outcomes data to
determine the impact of CIT, participants were unaware
about how to make such data collection a reality.

Overcoming Barriers to CIT Implementation

The second topic discussed was one of overcoming barriers
to implementing CIT. Three themes emerged from the
discussion of this topic. First, both law enforcement and
mental health professionals realized that there was a need
to handle the mentally ill population more appropriately in
their communities. Second, they reported that advocacy
groups such as the National Alliance on Mental Hiness
(NAMI) were able to support community stakeholders in
their quest to overcome barriers to implementing CIT.
Third, they adapted the urban medel of CIT to fit the needs
of their smaller sized police departments.

Realization of Need for CIT

Criminal justice and mental health professionals alluded to
the seriousness of the problem of mental iliness in their
communities. They agreed that the placement of offenders
with mental illnesses in jails was an inadequate response to
the problem. They believed that offenders with mental
illnesses were in need of treatment, and they believed that
jails were becoming increasingly dangerous, especially for
individuals with mental illness. One law enforcement
officer said, “Incarceration is not the place for these peo-
ple.” Another declared, “There are folks out there that
have issues that commit criminal acts but they’re really not
criminals, they have other things going on, and throwing
them in jail really doesn’t do any good. It really isn’t
appropriate for them.” Still another law enforcement offi-
cial admitted that it was treatment, not punishment, which
most of these offenders needed. “These people, if you
really sat down and looked at them, they don’t belong in
jail. Some do, but most of them don’t belong in a jail. They
have an illness, they need treatment, they need care, you
know?”

Some focns group participants” experiences influenced
their realization that CIT was needed in their community.
For example, the closing of local state hospitals convinced
many in rural areas that CIT was needed. One criminal
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justice professional said, “At one time, we had a very large
state psychiatric hospital, so mental health services have
been part of the community for a long time. But when the
shifting of mental health services went from in-patient to
out-patient to criminal justice system essentially, people
took notice and then went, ‘OK, what do we do about it?
When we offered some solutions to that, they jumped on
the bandwagon very quickly.”

During the course of the focus group interviews, par-
ticipants spoke about how CIT started in their commini-
ties. In fact, officers’ and mental health service providers’
own shared experiences paved the way for CIT training in
these areas. Many saw a meed for more collaboration
between criminal justice and mental health personnel, and
therefore saw a teal need for CIT. For example, many
participants saw a need for CIT to bridge the gap between
professional cultures and training of mental health and
criminal justice personnel in their comtmunities. A mental
health professional, having already seen CIT training in
another county, drew on the experiences of law enforce-
ment personnel to start the process of CIT, "Officers at the
jails were telling me, ‘these people don’t need to be here. 1
don’t know what to do with them.” And they kept telling
the road officers they shouldn’t be bringing these people
here. And so that kind of generated my interest into well,
how do other people deal with that. So I started talking
about it (CIT).”

Advocacy

CIT in some of these comumunities began because of the
support of advocacy groups and local NAMI chapters.
Most of the focus groups mentioned how strong, supportive
and involved local NAMI affiliates were in the communi-
ties. These advocate groups are viewed as partners within
collaborative efforts and instrumental to the developnient
of collaborative efforts. A law enforcement officer in cne
community who is working to develop CIT stated, “NAMI
has been the sole collaborator on the CIT project so far.”
Others viewed NAMI affiliates as serving an important
function by educating the community. One mental health
professional said, “They (NAMI) offer all kinds of activ-
ities and educational things. NAMI has given us grants to
help with our CIT trainings.”

Adapting to Urban Model

Because of the different make-up of the police departments
in the communities that we sampled, focus group partici-
pants noted that CIT may need to be adapted to meet their
needs. For instance, many believed that the training targets
for CIT that are generally accepted for urban areas may not
be appropriate for rural communities. As one focus group
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participant summarized, “I know it’s usually 25 % of your
department. Being in a rural setting, we’'ve decided to train
everyone. Both in the city and in the county, Because we
don’t have that luxury of having that many officers that are
trained on any one shift. Or the ability to have somebody
there waiting, especially in the county, to wait on the
individual who is trained. So it's worked out well with
everybody being trained.”

Effects of CIT Implementation

A final topic that was discussed was the description of the
effects of employing CIT in participants’ respective com-
munities. This topic has two emergent themes. The first is
one of increased collaboration between mental health and
criminal justice personnel. The second involves the
appreciation of the benefits of CIT in the community.

Increased Collaboration

Focus group participants saw the CIT program as a way of
breaking down barriers between mental health and law
enforcement personnel. Specifically, they saw the CIT
program as enhancing cooperation, communication, and
understanding between these professionals.

First, the data show that focus group participants per-
ceived that cooperation among each other had improved
since their CIT programs began. This meant that more
collegial relationships had developed between mental
health and criminal justice personnel since CIT imple-
mentation, As an illusiration, one mental health profes-
sional stated, “We've been happy with the improvements
that have occurred over the last year and a half, 2 years. It's
made a difference that we are beginning to provide CIT
training to the officers. And I think relationships between
law enforcement and the behavioral health care system
have improved as a result of that.” One law enforcement
officer suggested that CIT has resulted in increased part-
nerships, saying, “It’s the best I've seen in an effort to do
that in all my time in this county. We need more of it, and
with other departments, because we're all in it together and
that’s the key here. And you can’t be in it together if you
don’t know one another.” Finally, one mental health pro-
fessional stated, “I think the single most important element
of the success here has been close collaboration by people
who are dedicated to the project and who work well
together.” Cooperation through collaboration was not only
seen as a vital outcome of CIT, but also necessary for
implementation.

Second, much of this increased cooperation was due
to increased communication. Communication between
mental health and criminal justice personnel became more
open after implementing CIT, according to focus group

participants. This was illustrated by one police officer who
said, “There's a lot of communication between them
{tmental health agencies) that we haven’t had in the past. It
has to do with police departments and how they work and
go about asking for things. We've had follow-up discus-
sions about pink-slipping® and about how to communicate
what you need to the departments, and how, if you call up
this department and say you need this, this, and this,
they’re probably going to say ‘go pound salt.” Or, how you
can present it in a different light and how they’d be more
receptive to doing what you want them to do.” In addition,
one mental health professional suggested that this new
open comrmunication was a good sign of mutual support.
“The police do one thing, mental health does ancther thing.
The courts do & third thing. We've demonstrated that that
can happen by thinking outside the box, or being open to
that communication, and what could we do to help each
other.”

Third, focus group participants noted an increase in
understanding of both mental health and criminal justice
systems since the CIT program was launched in their
communities. Law enforcement personnel in the study felt
that CIT contributed to an understanding of how the mental
health system worked. Said one officer, “If you talked to
officers, they really didn’t understand how the mental
health system worked. So part of the CIT program is
explaining to them how the mental health system works. So
we've had to reaily build on that and explain those things to
people. That's part of what CIT programming is bringing.”
But criminal justice professionals also believed that CIT
helped in educating mental health workers as well. For
example, one officer noted, “We found out that there was a
misunderstanding on the mental health side of what Iaw
enforcement’s role was in pink-slipping. They didn't
understand that law enforcement officers can pink slip
someone for a namber of reasons. So we went to (a mental
health treatment agency) and provided that training to the
emergency psychiatric service folks, Now there’s a clearer
understanding on the mental health side of what law
enforcemnent can do.” Another criminal justice professional
stated that after CIT, mental health professionals were
more understanding of what police officers do during their
work day. “I think the mental health professionals are
much more appreciative of the kinds of situations law
enforcement finds themselves in. Like ‘you do what? You
go where? You deal with that kind of thing?”

3 “pink slipping” is the commonly-used phrase for the process of
initiating the emergency detention of an individual for a psychiatric
evaluation to determine whether the person requires involumtary
hospitalization, per the Ohio Revised Code (2011) §5122.10,
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Benefits to Community

There were two ways in which CIT aided these rural
communities in the eyes of the participants. First, partici-
pants perceived that police were better able to respond to
the needs and problems of people with mental illnesses in
the community. Second, participants believed that the
community’s relationship with the police had improved.

Mental health personuel reported seeing changes in how
police responded to people in crisis after CIT. One coun-
selor stated. “I have seen the sheriff’s deputies in action
here sometimes at night when there is limited staff around.
They've needed to support us in dealing with persons who
had the potential to get cut of control. I have felt very
supported and that they clearly are about trying to
de-escalate the situation. Not show any force and just be
kind, be very understanding, be very appropriate with the
people they’ve had to deal with. So I feel like all the
training they have had has certainly helped them to
accommodate our needs for them to respond.” Another
mental health professional related a story of an officer who
was at first reluctant fo participate in CIT, but later found
the training useful when faced with a potential svicide. “He
(the officer) no sooner came out of the class and had five
attempted suicide catls that he went on within a week, and
had received a call from a family member who thanked
him for actually saving their family member’s life. And left
me this voicemail and he said, T just had to send you this
voicemail because I wanted you to know that this was the
best training I ever went through, I wasn't sure if 1 wanted
to go through it but I'm glad T did.””

Many officers who were interviewed felt that CIT pre-
pared them with a plan of action when encountering a
person experiencing a mental health crisis. One officer
said, “It’s easier now that there’s a method. It’s not just hit
and miss. Here’s a plan of action, instead of just, basically
we were trial and error with a lot of these folks. It just
seems smoother, more professional.” Another officer
related a story of how he was able to calm a potentially
harmful situation involving someone with schizophrenia.
“He was escalating all the other residents. And probably if
I had not arrived the person would have been tasered and
rendered unhappy. It would have been an unpleasant thing.
But I actually got in and talked him down, talked him
through it, got him into the cruiser, got him transported,
and got him turned over.”

Focus group participants also reported that they believed
the community’s relationship with the local police had
improved after CIT training. Many felt that increased
credibility due to their newly acquired skill in dealing with
people experiencing a mental health crisis was important.
The skill of being able to defuse potentially dangerous
situations involving a person in a mental health crisis has
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eased community fears. One police officer suggested that
the community is well aware of situations where many
armed officers are called out, but appreciate it when offi-
cers can resolve a situation without much fanfare. He sta-
ted, “On 2 one-on-one or two-on-one police officer talking
to somebody and defusing the sitnation—that’s invisible,
people don’t even see it. And I think that's one of the keys
to this is the success on the street is totally invisible
because no one knows it’s happening.”

But much of what CIT officers do in their communities,
according to many of the focus group participants, is vis-
ible and appreciated by those with mental iliness and by
family members. Some mental health professionals noted
that since CIT, families have been appreciative of the work
CIT officers do and have developed better relationships as
well. One mental health professional stated, “CIT has just
made all the difference in the world... of being able to
handle the patients quietly. Family members used to fear
calling the law, fear for the family member. And so many
actual reports have been that the person has really been in
crisis, and law enforcement officers come and just talk
quietly. They (the family) could not actally believe that
they just went away and went to the hospital willingly, with
no problem at all. So that’s made a huge difference in
families being willing to call.”

Discussion

The central research question of this focus group study of
community stakeholders in the area of mental health in
rural areas was: What are the challenges to implementing
and sustaining CIT in these communities? Participants
raised the issues of barriers to successful CIT implemen-
tation, how they overcame potential bartiers, and the ben-
efits of CIT implementation in their communities.
Analysis of the data revealed that professional orienta-
tion towards mental illness inhibited wunderstanding
between law enforcement and mental health personmel,
This was one potential barrier to CIT implementation.
Other barriers to CIT, according to the focus groups, were
the lack of funding for training costs and lack of replace-
ment officers to patrol the communities while regular
officers were being trained. Participants suggested that it
was difficult for departments 1o absorb the costs of CIT
training in their small communities because of the overtime
pay that was required for the training itself and the extra
police work in the community. While this may be a con-
cern for all police training, CIT may present a unigue
challenge to community police departments. Few police
trainings are a week long. Also, CIT is one of a few
training programs that is not exclusively provided by or
through a police training bureau. Because it is a partnership



with the mental health system, as well as family and con-
sumer groups, the police do not have the same level of
control over the training and may therefore not feel the
same level of ownership at the level of police executive
leadership. This may contribute to resistance to support the
program, although future research would need to examine
this claim. In addition, the problem of the closing of state
hospitals in rural areas was seen as a potential barrier to the
sustainability of CIT in these communities and counties.
While having only one psychiatric facility to transport
mentally ill offenders to is a potential barrier in soree urban
areas (Canada et al. 2010), having no options in trans-
porting individuals to psychiatric facilities has the potential
to be a severe blow to CIT sustainability in rural areas.
Finally, the lack of systematic data collection to evaluate
the CIT program was also cited as a potential barrier to CIT
growth,

However, these community stakeholders, including law
enforcement, mental health professionals and consumers,
families and advocates overcame bartiers to CIT imple-
mentation by first coming together to recognize that the
excessive incarceration of mentally il individuals was
inappropriate. Thus they recognized a need for and the
importance of CIT. These stakeholders also partnered with
advocacy groups such as NAMI to overcome barriers.
There is evidence that stakeholders have modified the
urban CIT model in some rural communities by training the
entire police department rather than one-fourth as recom-
mended. This study shows preliminary evidence that urban
models can be adapted for use in rural areas.

There are several metkodological limitations to this
exploratory study. First, the qualitative nature of this study
limits our ability to generalize our findings across settings.
We attempted to overcome this limitation by gathering
information across multiple communities, and have gath-
ered a rich, descriptive data set. However, the applicability
of these results to other communities may be Hmited.
Further, while the protracted length of time of the study
period is not ideal, we are not aware of any events at the
community level over the 3 years that may have affected
our interpretation of the data. Second, we did not assess
demographic characteristics (e.g. race, gender) of our
sample. Differences in perspective by demographic char-
acteristic were not a focus of this study, as we were
interested in the different perceptions by occupational field
{(e.g. criminal justice, mental health), However, future
research will need to assess demographic differences of
individuals in their perception of CIT. Third, this study
involved some input from consumer advocates, but future
studies would benefit from increased input from consum-
ers, family members and other advocates about their
involvement in developing CIT, as well as their perceptions
of the impact of CIT. A fourth limitation relates to the

status of CIT in the communitics that comprise our sample.
For this study, all community stakeholders are from pro-
grams that are either working towards CIT program
development or have implemented CIT. An important
comparison would be to examine these issues among
community stakeholders from areas that have not imple-
mented CIT, or have tried unsuccessfully to start a CIT
program. In Ohio, while many rural communities have
established CIT programs, others have yet to overcome the
barriers. Future research should assess the perceptions of
stakeholders in such communities for a more complete
understanding of the barriers that exist around CIT pro-
gram development.

Based on early data on CIT in rural communities, some
suggestions can be made for those developing CIT in rural
communities. First, collaborative groups might engage in
cross-systems training to better understand the role and
perspectives of other collaborative pariners in order to
facilitate CIT implementation. Second, due to lack of
funding in rural communities, stakeholders will need to be
creative in the use of local resources and talent in sus-
taining CIT. For instance, college or university stadents
may be helpful in creating research studies or evaluations
of CIT programs. Third, advocacy groups such as NAMI
can serve as important champions in the development and
sustainability of CIT in rural communities. Fourth, the
needs of the local community should be determined to
better nnderstand how CIT can be most effective. Processes
such as system mapping, a group activity that traces the
interface between the criminal justice and mental health
treatment systemns, draw upon the strength and knowledge
of the coliaborative group that oversees the CIT program.
Such activities can highlight unforeseen barriers and areas
of resources and may be a helpful tool for communities
{GAINS Center 1996),
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Abstract

Background: Many members of the public have poor mental health literacy. A Mental Health First
Aid training course was developed in order to improve this. This paper describes the training
course and reports an evaluation study looking at changes in knowledge, stigmatizing atticudes and
help provided to others.

Methods: Data are reported on the first 210 participants in public courses. Evaluation
questionnaires were given at the beginning of courses, at the end and az 6 months follow-up. Data
were analyzed using an intention-ta-treat approach,

Results: The course improved participants’ ability to recognize a mental disorder in a vignette,
changed beliefs about treatment to be more like those of health professionals, decreased social
distance from people with mental disorders, increased confidence in providing help to someone
with a mental disorder, and increased the amount of help provided to others.

Conclusions: Mental Health First Aid training appears to be an effective method of improving
mental health lireracy which can be widely applied.

Background

First ald courses are a well-established way of improving
the public's handling of medical emergencies, but such
courses typically ignore mental health issues. However,
there are several reasons for extending this approach to
mental disorders. Firstly, the prevalence of mental disor-
ders is so high that virtually everyone in the community
can be expected to either develop a mental disorder them-
selves or to have close contact with someone who does
[1,2]. Secondly, the public often have poor mental health
literacy {3]. They cannot recognize specific disorders or
different types of psychological distress and they differ
from mental health experts in their beliefs about the caus-
es of mental disorders and the most effective treatments.

Finally, there is a widespread stigma on mental disorders
which causes an additional burden on sufferers [4]. These
factors lead to delays in recognition and help-seeking,
hinder public acceptance of evidence-based mental health
care, and cause people with mental disorders to be denied
effective seif-help and appropriate support from others in
the community [3].

To help overcome these problems, we have devised a fist
aid course, called Mental Health First Aid, focusing specif-
ically on mental health issues. We did not believe it was
possible to deal with these issues in adequate detail within
the confines of an existing first aid course. The purpose of
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this paper is to describe the course and report data evalu-
ating its effects.

Methods

Deascription of the program

This nine hour course is usually delivered as three sessions
of three hours each across three consecutive weelks. Each
participant receives an accompanying course manuai [5].
The content covers helping people in mental health crises
and / or in the early stages of mental health problems. The
crisis situations covered include suicidal thoughts and be-
haviour, acute stress reaction, panic attacks and acute psy-
chotic behaviour. The mental health problems discussed
include depressive, anxiety and psychotic disorders. The
co-morbidity with substance use disorders is also covered.
Participants learn the symptoms of these disorders, possi-
ble risk factors, where and how to get help and evidenced-
based effective help.

Five basic steps have been devised as an action plan for
carrying out Mental Health First Aid (see Figure 1). This
action plan is applied to each of the problem areas cov-
ered.

The same instructor (BAK) taught all the courses. Mental
Health First Aid courses have been conducted in two set-
tings: with members of the public who respond individu-
ally to publicity and do courses in the evenings at the
Cenire for Mental Health Research, and with workplaces
which request courses during working hours.

Evaluation method
The evaluation reported here was carried out with the first
210 participants in the public courses. These participants

hitp:/Awww. biomedeentral.com/1471-244X/2M10

were given questionnaires to self-complete at the begin-
ning of the first session of the course (pre-test), at the end
of the last session (post-test} and were mailed a question-
naire 6 months after completing the course (follow-up).
The questionnaires had an ID number but no name.

The pre-test questionnaire began by asking about the soci-
odemographic characteristics of the participant and
whether they had ever experienced a mental health prob-
lemn themselves or whether someone in their family had.
Participants were next asked "How confident do you feel
in helping someone with a mental health problem?” (1.
Not at all, 2. A little bit, 3. Moderately, 4. Quite a bit, 5.
Extremnely). This was followed by: "In the last 6 months
have you had contact with anyone with a mental health
problem?" (Yes/ No/ Don't know). If the participant said
"yes", they were asked "How many people?” and "Have
you offered any help" (1. Not at all, 2 Alittle, 3. Some, 4.
Alot) and "What type of help?” (blank lines were provid-
ed for a description }. The next section of the guestionnaire
was taken from the National Survey of Mental Health Lit-
eracy [6]. Participants were presented with a vignette of a
person who had either major depression ("Mary") or
schizophrenia ("John"). Because it would have been too
time consuming for participants to answer questions
about both vignettes, they were randomly assigned to re-
ceive one or the other and were given this same vignette at
each assessment. They were asked "From the information
given, what, if anything is wrong with Mary/John" (open-
ended question) and "Doyou think Mary/John needs pro-
fessional help?" (yes/ no}. Then followed a list of people,
treatments and actions that the person in the vignette
might use and participants were asked to rate each of these
as likely to be helpful, harmful or neither. The list was: a
typical GP or family doctor; a chemist or pharmacist; a
counselor; a social worker; telephone counseling services,
e.g. Lifeline; a psychiatrist; a clinical psychologist; help
from her/his close family; help from some close friends;
naturopath or a herbalist; the clergy, a minister or a priest;
Mary/John tries to deal with her/his problem on her/his
own; vitamins and minerals; St John's wort; pain relievers
such as aspirin, codeine or panadol; antidepressants; anti-
biotics; sleeping pills; anti-psychotics; tranquiliisers such
as valium; becoming more physically active such as play-
ing more sport, or doing a lot more walking or gardening;
read about people with similar problems and how they
have dealt with them; getting out and about more; courses
on relaxation, stress management, meditation or yoga;
cutting out alcohol altogether; counseling cognitive-be-
havior therapy; psychotherapy; hypnosis; admission to
the psychiatric ward of a hospital; electroconvulsive ther-
apy (ECT); having an occasional alcoholic drink to relax;
a special diet or avoiding certain foods. To score these
items, scales were created showing the extent to which
participants agreed with health professionals about which
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interventions would be useful. For depression, there is a
professional consensus that GPs, psychiatrists, clinical
psychologists, antidepressants, counseling and cognitive-
behavior therapy are helpful, while for schizophrenia
there is a professional consensus that GPs, psychiatrists,
clinical psychologists, antipsychotics and admission to a
ward are helpful [7]. Thus, for the depression vignette par-
ticipants received a score from 0 to 6 according to the
number of these interventions endorsed as helpful, while
for the schizophrenia vignette they scored from 0 to 5. To
equalize the range of scores for the two vignettes, they
were then converted to percentages. The questionnaire
next assessed stigmatizing attitudes using a social distance
scale [8]. Social distance was measured by asking how
willing the participant would be to: Move next door to
Mary/John; Spend an evening sceializing with Mary/John;
Make friends with Mary/john; Have Mary/John start
working closely with you on a job; Have Mary/John marry
into your family. Each question was rated on the follow-
ing scale: 1. Definitely willing, 2. Probably willing, 3.
Probably unwilling, 4. Definitely unwilling. Responses
were summed to give a score ranging from 5 to 20. Finally,
the questionnaire asked "Have you ever had a problem
similar to Mary's/John's?" and "Has anyone in your family
or cose circle of friend ever had a problem similar to
Mary's/John's?",

Post-test and follow-up questionnaires involved the same
vignette that was randomly assigned at pre-test. However,
the post-test questionnaire excluded the sociodemograph-
ic questions and questions related to personal or family
mental health problems, confidence in providing help
and actual help provided. The latter questions were ex-
cluded because it was believed that 6 months were re-
quired in order to see the effects of the course in daily life.
The follow-up questionnaire was the same as the pre-test
one except that the socio-demographic questions were ex-
cluded.

Ethics

The Chair of the Australian National University Human
Research Ethics Committee advised that the evaluation
worl fell under the definition of quality assurance and
therefore did not require formal approval by the Commit-
tee. The methods of evaluation conformed to the Helsinlki
Declaration.

Statistical analysis

Scale scores were analyzed by analysis of variance in
which time of measurement (pre, post, follow-up) was a
repeated measures factor and type of vignette {depression
or schizophrenia) was an independent groups factor, Di-
chotomous variables were analyzed using the McNemar
test when two time points had to be compared {pre, fol-
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Table 1: Characteristics of participants

Characreristic % Frequency
Female 84.3
Age group

18-39 years 238

40-59 years 61.2

&0+ years 150
University degree 442
Aboriginal 0.5
English not first language 100
Mental health consumer 129
Carer of person with mantal health 257
probiem
Health service provider 36
Law enforcement officer 1.0
Educator 125

‘Table 2: Reasons for doing course

Reason % Frequency
Reasons refated to workplace 41.6
Reasons relacing to family or close 213

friends

Reasons relating to own mental heaith 6.7
staIus

Duty as a citizen 4.8
Just incerested 243

low-up) and Cochran's Q test when three time points had
to be compared (pre, post, follow-up).

The analysis was carried out according to intention-to-
treat principles, so that all persons who completed a pre-
test questionnaire were included, even if they subsequent-
ly dropped out. In such cases, the pre-test score was sub-
stituted for the missing value, so that no improverent
was assumeg.

Results

Participants’ characteristics

Of the 210 participants who began the course, 190 attend-
ed all three sessions, 14 attended two sessions and 6 at-
tended one session. Some participants who completed the
course chose not to return a questionnaire at post-test or
follow-up. Consequently, questionnaires were available
from all participants at pre-test, 168 at post-test and 166
at follow-up.
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Table 3: Percent correctly recognizing the disorder in a vignette
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Type of vignette Pre-course Post-course 6 Month Follow-up P-value!
Depression %14 95.2 933 277
Schizophrenia 56.6 76.4 67.9 .000
Both 738 85.7 80.5 000

} Cochran's Q exact test

Table 4: Changes in beliefs about treatment and in social distance. Mean scores (and SDs) on scales measuring (a) beliefs about treat-
ment that are concordant with health professionals, and (b) social distance from person in vignette

Scale Pre-course Post-course 4 Month Follow-up P-value!
Beliefs About Treatment

Depression 79.65 {25.01) BY.90 (17.90) 57.98 (21.2)

Schizophrenia 74.34 {25.56) 88.49 (17.88) 85.47 (22.17)

Both 76.97 (25.37} 89.1% (17.86) 86,71 (21.6%) 000
Social Distance

Depression B.05 (2.47) 7.48 (2.36) 7.54 (2.28)

Schizophrenia 10.47 (2.83) 9.86 (2.81) 10.02 (3.12)

Both 9.27 (2.92} 8.65 (2.85) 8.7% (3.00) 000

I Repeated measures analysis of variance. There were no significant interactions with type of vignette.

Table 1 shows the sociodemographic characteristics of the
participants. They were largely middle-aged women and
tended to be well educated. Many were carers or health
service providers. When the health service providers were
asked to state their occupation, the biggest groups were
"support worker/respite carefadministration” {n = 29/65)
and "nurse” {n = 15/65). Table 2 shows the reasons stated
for doing the course, with reasons related to the workplace
being the most common.

Perception of mental heaith problem in self or family
Participanis were asked at pretest and follow-up about
whether they themselves had ever experienced a mental
health problem or whether anyone in their family had.
The percentage reporting these increased from 41.4% to
47.4% for self (P = .050, 2-tailed McNemar exact test) and
from 73.4% to 79.0% for family (P = .052).

Recognition of disorder in vignette

Table 3 shows the percent who correctly recognized the
disorder in the vignette, with 104 receiving the depression
vignette and 106 the schizophrenia vignette. For the schiz-
ophrenia vignette, either "schizophrenia” or "psychosis"
was considered correct. For those who received the depres-
sion vignette, performance was close to ceiling and no im-

provement could be found. However, there was
improvement for those who received the schizophrenia
vignette and also when both groups were combined.

Beliefs about treaiments

Table 4 shows the mean score on the scale measuring
whether beliefs zbout treatment are concordant with
those of health professionals. There was a change over oc-
casions for both vignettes with beliefs becoming closer to
those of professionals (significant linear trend in analysis
ofvariance), but also a tendency for beliefs to revert some-
what at follow-up (as indicated by a significant quadratic
trend).

Sacial distance

Table 4 also shows the mean score on the social distance
scale. As would be expected, those who received the schiz-
ophrenia vignette expressed greater social distance than
those who received the depression vignette, However, so-
cial distance decreased over occasions for both groups
(significant linear trend in analysis of variance), with
some increase again at follow-up (significant quadratic
trend).
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Table 5: Changes in confidence and help provided to others
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Quicome Before Alter P-value!
% Feeling confident in helping someane ("moderately”, "quite a bic" or "extremely™) 62.2% 83.3% 000
% Had contact with anyone with mental health problem? 88.5% 83.0% 1.00
% Pravided help ("some" or "a lot") 54.5% 61.9% 036
% Advised professional help 14.6% 92.0% 052
% Gave multiple types of help 45.6% 52.2% 085

IMcMNemar exact test, 2-tailed 2Although the percent having some contact did not change, the mean number contacted decreased from 6,41 to

5.26, P = 034 in analysis of variance

Help provided to others

Table 5 shows data on confidence in providing help and
actual help provided to others during the 6 months before
the start of the course compared to the 6 months after the
end of the course. Participants expressed increased confi-
dence in providing help. Although they were not more
likely to have contact with someone with a mental health
problem, they reported that relatively more help was pro-
vided. There was also a non-significant trend towards pro-
viding muitiple kinds of help, but surprisingly there was a
decrease (non-significant) in the percent advising profes-
sional help.

Discussion

This evaluation has found several benefits from Mental
Health First Aid training. The course improved the ability
to recognize a mental disorder in a vignette, changed be-
liefs about treatment to be more like those of health pro-
fessionals, decreased social distance (stigmatizing
attitudes), increased confidence in providing help to
someone with a mental health problem, and increased the
amount of help provided to others. All these changes were
found with a conservative intention-to-treat analysis. In
this type of analysis, those who did not answer a question-
naire at post-test or follow-up were assumed to show no
benefit from the course.

On the negative side, participants were less likely to advise
seeking professional help when they provided first aid to
someone, Although this change failed to reach the con-
ventional significance level (P = .052), it merits comment
because it is contrary to the training given in the course to
encourage the person with the mental health problem to
seek professional help, A possible reason may be that
some members of the public decided to participate in the
course because they had had recent contact with a person
having a mental health problem. Following the course,
new contacts may have been fewer and hence there was
less opportunity to recommend professional help. One
could imagine, for example, the situation of a family carer
who enrolled in the course to gain better helping skills,

but had no contacts with additicnal people having mental
health problems following the course. Consistent with
this interpretation, participants reported having contact
with significantly fewer people with mental health prob-
lems following the course. Nevertheless, the participants
reported that the degree of help they provided was greater
after the course.

A potential criticism of Mental Health First Ald training
for the public is that it will lead to the labelling of ordi-
nary life problems as mental disorders. To check on the
possibility of increased labelling, we asked participants
about whether they themselves or members of their fami-
ly had ever experienced a mental health problem. We
found trends towards an increase, with P-values of .050
and .052, which are unlikely to be due to a true change in
lifetime prevalence over a six month period, so must re-
flect increased labelling. However, the increases were
small in magnitude and are appropriate given that many
mental disorders are not recognized and professionally
treated [1].

There are several limitations of the present evaluation
study. The major limitation is the lack of a control group.
There is no reason to expect that knowledge, attitudes and
behavior would improve over time without training.
However, it is possible that repeated testing alone pro-
duced some change or that the participants were biased
towards reporting improvements to please the research-
ers. To overcome this limitation, we are currently carrying
out randomized controlled trials with wait-list control
groups. Another limitation is that the participants were
largely well-educated women. We do not know whether
the findings can be generalized to the broader population,
It is also not known whether the intervention increased
access to care or produced other benefits to people with
mental health problems, since the potential beneficiaries
of Mental Health First Aid could not be directly assessed.

As an approach to improving mental health literacy, Men-
tal Health First Aid contrasts with broad-scale community
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education campaigns such as the Defeat Depression Cam-
paign in the UK [9], the Depression Awareness Recogni-
tion and Treatment {DART) program in the USA [10] and
the TIPS project in Norway [11]. It aims to give more in-
tensive education to a smaller number of interested peo-
ple tather than less intensive education of the whole
community. Of course, these contrasting approaches
complement each other. However, a major problem with
all mental health literacy campaigns is their sustainability.
They require a large amount of government funding and
generally run for only a few years. However, Mental
Health First Aid has the advantage of being potentially
sustainable in the long term. Just like conventional first
aid courses, it can be run on a fee-for-service basis and re-
quires no long-term government commitment. Mental
Health First Aid was initially funded by a grant from the
Australian Capital Territory government, but now that this
has ended the course is being run as a fee-for-service pro-
gram and demand continues, particularly from workplac-
es.

Conclusions

Mental Health First Aid training appears to be effective in
improving mental health literacy. It is an approach which
could be widely applied in the same way as conventional
first aid courses. The present evaluation of Mental Health
First Aid has concerned the first 210 participants in the
public courses. However, the course has been more popu-
lar than these numbers indicate, with approximately 1500
persons trained over an 18-month period out of a total
adult population in the Australian Capital Territory {Can-
berra) of around 230,000 adults. Demand for the course
shows no sign of abating and we believe it would be fea-
sible to train 2% of the adult pepulation. If extended a
whole country, such a course could have a significant pub-
lic health impact.
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Enhancing Cognitive and Social-Emotional Development Through a
Simple-to-Administer Mindfulness-Based School Program for Elementary
School Children: A Randomized Controlled Trial

Kimberly A. Schonert-Reichi, Eva Oberle,
Molly Stewart Lawlor, David Abbott,

and Kimberly Thomson
University of British Columbia

Tim F. Oberlander and Adele Diamond
University of British Columbia and Children’s
Hospital. Vancouver, British Columbia. Canada

The authors hypothesized that a social and emotional learning {SEL) program involving mindfulness and
caring lor others, designed for clementary school studenis, would enhance cognitive control, reduce
stress, promote well-being and prosociatity. and produce positive sehoal outcomes. To test this hypoth-
esis, 4 classes of combined 4th and $1h graders (A = 99} were randomly assigned to receive the SEL with
mindfolaess program versus a regular secial responsibility program. Measures assessed executive
functions {EFs), stress physiology via salivary cortisol, well-being ¢sell-reports), prosoeciality and peer
accepiance (peer reports), and math grades. Rebative to ehildren in the social responsibility progran:.
children who received the SEL program with mindfulness (a) improved more in their cognitive comtrol
and stress physiclogy; {b) reporied greater empathy, perspective-taking, emotional control, optimism,
school setf-concept. and mindfulness, (¢} showed greater decresses in seli-reported symptoms of
depression and peer-rated aggression, (d) were rated by peers 25 more prosocial, and (¢) increased in peer
acezplance (or sociometric popularity). The resulls of this investigation suggest the promise of this SEL
intervention and address a lacuna in the scientific literamre—identifying sirategies not only to ameliorate
childrer’s problens but also to cultivine their well-being and thriving. Directions For future research are
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It is increasingly being recognized that effective education in-
cludes praciices that bolster students™ social-enzotional competen-
cies in tandems with their academic knowledge {Commitice on
Defining Deeper Learning and 21st Century  Skills, 2012;
Schonert-Reichi & Weissberg, 2014). Recent vears have witnessed
increased empirical attention to the school-based promotion of
students” social and emotional competence as cducators, parents.
policymakers. and other societal agencies contemplate solutions 1o
persistent problems during late childhood and early adolescence
such as peor academic motivation (Eceles & Roceser. 2009; Roeser

& Eccles. 2014), school dropout (Battin-Pearson et al.. 20003,
school bullying and aggression (Swearcer. Espelage, Vaillancourt,
& Hymel, 25 10). and mental health problems (Commitiee on the
Prevention of Mental Disorders and Substance Abuse Among
Children. Youth, and Younz Adulis: Rescarch Advances and
Promisiug Interventions. 2009}, The reality is that today’s schools
are facing increased pressure to improve academic performance,
white also giving auention to children’s social-emotional needs,
and are thus expected to do more than ever before with diminish-
ing resources (Jones & Bouffard. 2012). Given competing de-
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MINDFULNESS-BASED SCHOOL PROGRAM

mands on fime and resources, it is essential that educators lind and
implement relatively short-term, evidence-based curricular ap-
proaches that optimize learning and social adaptation while also
proving 1o be cost-effective (Durlak, Weissherg, Dy mnicki, Tay-
lor. & Schellinger. 2611

Social-Emotional Learning, Executive Function,
and Mindfulness

Several models have been proposed for understanding the mech-
anisms that mitisate problems and promote resilience in children,
The bulk of the current theoretical and empirical literature supports
a social-emotional competence perspective in which children with
positive social and emotional skills demonstrate resiliency when
confromied with stressful situations (g Durlak et al. 2014
Luthar & Brown. 20073, Such competencics and protective factors
inclede seif-awareness, self-management. social awareness. refa-
tionship skills. and responsible decision making (Collaborative for
Academic. Sacial. and Fmotional Learning, 2013) A meta-
analysis of school-based social and emotional learning {SEL)
programs provided evidence that such programs can develop the
skills and outcomes of interest in the present study-—social and
emotional competencies and their influence on weil-being and
academic success (Durlak et al.. 2011

One approach 1o promoling ¢hildren’s well-being is based on
recent innovations in developmental neuroscience and. speeifi-
cally, the importance ol executive function for resilience and
developmental success (Shonkolf. Bovee. & MceEwen, 2009),
Mounting evidence suggests that executive finctions (EFs: cogni-
tive control abilities depending on the prefrontal cortex {PFC] that
organize, sequence. and regulate behavior) and selfregulation
fie., the ability to regulate resources in the service of achieving
goals) predict children’s altruistic behavier (Aguilar-Parde,
Martinez-Arins, & Celmenares. 2013). school achievement and
social~emotional competence {Diamond. 2012). and long-term life
success (Muftin et al, 2011). EF skills strengihen significantly
throughout childhood and adolescence and can be influenced by
environmental enrichment (Best & Milker, 2010: M. C. Davidson.
Amso. Anderson. & Diamond. 20006).

One proposed way to support the development of EFs and
seif-regulation during childhood is through practicing mindtulness
(Zelazo & [yons. 2012). Defined as a menial state or Irais. as
opposed to a set of practices (Roesar. in press). mindfulness refers
{0 an ability 1o focus on thoughts, feelings, or perceptions that arise
moment {0 moment in a cognitively nonelaberative, and emotion-
ally nonreactive. way (i.e., “paying altention in a particular way.
on purpose. ia the present momenl. and nonjudgmentally.” Kabat-
Zinn, 1994, p. 4). Being mindfut requires the cognitive control
strategies described earlier as EFs and can be contrasted with
nonconscioas attention and zcting on the basis of “automatic pilot”
{e.g.. Langer & Moldoveanu, 2400). Mindiulness, conceived of as
a set of practices (o cultivate this state of mind. typically inciudes
meditation exercises and the bringing of mindful awareness 10
daily activities like eating. These practices are designed to culti-
vate focused attention and EF. coupled with a nonjudgmental,
curious attitude toward moment-to-moment experience (Rabat-
Zinn, 2003). Both theory and empirical ressarch indicate that
mindfuiness practices in adults can increase awareness of moment-
to-moment experience and promote reflection. seti-regulation. em-
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pathy. and caring for others (Holzel et al, 2011). Moreover,
mindlutness training has been found to improve adults™ regulation
of stress and its underlving physiology {Marcus et al.. 20032 Tang
et al.. 2007).

Despite this empirical support for mindfulness training with
adults. the question of whether mindfulness training shows equiv-
alent benefits for children remains largely unanswered. The rela-
tively meager research examining mindfulness tratning with
school-age children has yielded promising findings (for reviews.
see Greenberg & Harris. 2012; Zoogman, Goldberg, Hoyt, &
Milier. 20143, To date, however, this work has focused mostly on
reducing mental health problems like depressive symptoms (Bie-
gel, Bronen, Shapiro. & Schubert. 2009 van de Weijer-Bergsma.
Formsma, de Bruin, & Bdgels. 2012). Less reseurch has examined
mindfulness training in relation to improving stress regulation,
weli-being, learning, or prosocial behaviors among typically de-
velaping children in regular elementary schoal classrooms.

Accordingly, in this study. we examined how a classroom-based
SEL program {MindUP: Hown Foundation. 2008) that incorpo-
rates mindfulness practices may promote children’s cognitive con-
trol abilities and regulation of stress, well-being, and prosecialty.
The MindUP curriculum is derived [rom psychologicai theory and
informed by research in the felds of developmental neuroscience
(Diamond. 2009, 2012}, contemplative science and mindfulness
(Roeser & Zelazo. 2012), SEL (Greenberg et al.. 2003). and
positive psychology (Lyubomirsky. Shelden, & Schkade, 2005).
The carricutum includes 12 lessons, and each component of the
program buiids on previous skills learned, moving chiidren from
focusing on subjective sense-based experiences (e.g., mindful
smelling. mindful tasting) to cognitive cxperiences (e.g., taking
others” perspectives). to actions such as the practice of aratitude
and the doing of kind things for others in the home, classroom. and
community. To date, little is known about the effectiveness or
“yaluc-added” benelits of an SEL program that incorporates mind-
fulness practices, self-reflective exercises. and actions iavolving
caring For others with regard to the development of children’s EFs,
regulation of siress physiclogy, school achievement. or cnaciment
of prosocial behavior.

Late Childhood Period

We focus on late childhood and the upper elemeniary school
arades in this study. Cellins (1980 suggested that it is during this
developmental period that children’s personalities. behaviors. arxd
competzncies begin to consolidate into [orms that persist into
adolescence and adulthood. We know that the late childhood years,
just before the wransitiong! period of puberty, are a time of con-
siderable synapiic overproduction in the prefrontal cortex and that
this appears to set the stage for advances in EFs during and
following this perfod (Gicdd. 2008). Relatediy. rescarch aiso sug-
gests these vears are an important time in the transtormation of
so-called “top-down™ and “bottom-up” information processing
strafegies in the regalation of behavior (Zelzo & Carlson, 2012).
Changes in nevral/mental organization leading up to puberty. for
instance, are associated with significant changes in seif-regulatory
and self-reflective capacity (Zelazo & Carlsen, 2012), the abstract
nature of seli-represeniations that comprise the sell system (Harter.
2006: Roeser & Pincka. 2014). and moral reasoning {e.g., Nucei &
Furiel, 20093 We know. for instance. that it is during these years
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that children become less egocentric and are able to consider the
teelings and perspectives of others—they develop a sense ol right
and wrong and have the capacity to act prosocially in accordance
with their higher levels of seif- and social understanding (Eisen-
berg. Fabes, & Spinrad. 20063,

Providing enrichment activities that support the development of

healthy forms of self-rezuiation and reflection. matleable self-
representations (e.g., one’s intellectual ability as modifiable
through effort), and prosocial dispositions could ameliorate or
even prevent some of the meatal health and school-linked prob-
lems that ofier: arise around the transition to secondary school and
puberty (see Eccles & Roeser, 2009). Indeed. SEL interventions
that include mindfulness practices might be especially well suited
for such a task by familiarizing voung people with their changing
bodies and minds and by affording them conscious and compas-
sionate ways of relating to their changing natures and those of their
peers {e.g.. Rocser & Pinela. 2014). Indeed, SEL programs that
offer these skifls o all students in classroom scitings may be
instrumenial in creating more caring communities of learning by
having students and teachers model these qualities for one another.
Yet to date there have been no studies of sufficient scope to
examine this premisc. Thus, in the present study, we relied on peer
reports of others’ behaviors in addition to teacher. self-. and
behavioral/biclogical measures.

Present Study Design

The present randomized controlled trial study was conducted to
test whether an SEL program that incerporates mindfulness prac-
tices (MindUP: Hawn Foundation, 2008) would lead to improve-
ments in EFs. stress regutation, sociai-emotional competence. and
school achievement in fousth and fifth grade children. An active
confrof group of fourth and fifth grade children who received a
business as usual (BAU) social responsibility program were used
as a comparison. We examined group differences between treat-
ment and BAU conditions on multiple outcones, including EFs,
hypothalamic—pituitarv—adrenocertical (HPA) regulation. social-
emotional competence, and end-ofsyear math erades. Te our
kngwledge. there are no studies in which ncuropsychological,
biological, and social-emotionai campelence measures have been
exnmined simultancously in relation 1o the effectiveness of an SEL
program for children. We hypothesized that when compared with
students in the BAU condizion. MindUP program students would
show positive changes from pretest to postiest on all measures.
with the exception of a measure ol social responsibility. We
hypothesized that the groups would not dilTer on a measure of
soctal responsibility given a focus on this construct in both con-
ditions.

Method

School Selection and Randomization

The evaluation took place in a public school district serving
approximately 35,000 students in a suburban. predominuntly
middle-class community near a large western Canadian city, Four
elementary schools in the district—equivalent on school size.
achfevement fevel. socioeconomic status (SES). and ethnic and
racial diversity——were first identified as potential sites for the

study because of their focus on the promotion of students’ social
responsibility. The neighborhoods in which schoals were located
were considered to be of similar population density and SES.

The rescarch protocel was described to the four principals
and the teachers of combined fourth and fifih grade classrooms
at each school. Given the potential for dilfusion effects (Cra-
ven. Marsh, Dubes, & Jayasinghe. 26013, only one classroom in
each school was considered eligible for parsicipation. Teachers
were aware that once they decided to participate, their class-
room had a 50% chance of being randomized as a comparison
classroom. All principals and teachers agreed w participate.
After the collection of baseline data. randomization was done
by a coin flip that assigned two of the four classrooms to
receive the MindUP curriculum and twe to receive the district
program that focused on the promotion of sacial responsibility
{BAU condition).

Participants

Children. The recruited sample included 100 fourth and fifth
grade children in classrooms in which approximately half of the
children were from Grade 4 ard half from Grade 5. One child
moved away prior ¢ postiest daea collection, resulting in a final
sample size of 99 children. Participants’ ages ranged from 9.00 to
1116 years (M = 10.24, §D = 0.53). The average income for the
neighborhoods in which each of the four schools was loeated
approximated the median annoal income for Canada (5352.800
CAD; Sutistics Canada. 2006). Regarding children’s family com-
position. §4% reported [iviag in two-parent homes {including both
biological and step-parent families). 9% reporied living with
mother only, and the remainder reported living in dual-custody
arrangements {i.e.. half time with mother, half time with father).
With regard to language. 66% of the chiidren reported that English
was their native language. For the remaining children, the majority
reported that thelr fanguage at home was of East Asian origin
{25%: e.g.. Korean, Mandarin. Cantenese), and the remaining 10%
indicated a range of other languages (e.g.. Spanish, Russian, Pol-
ish), This range of language backgrounds in the sample is reflec-
tive of the cultural and ethnic diversity of the Canadian city in
which this research took place. Following randomization. analyses
indicated that the ¢hiidren did not differ across studv conditions on
baseline demographic characteristics. suggesting that the random-
ization process was successful {see Table 1). Of the children
recruited for participation. 98%% received purent or suardian con-
sent and gave assent themselves.

Teachers. The four participating eachers represented compa-
rable expetiential and cultural backgrounds. All of the teachers had
over 3 wears of teaching experience, had obtained a bachelor's
degree in education. and had received similar levels of professional
development in the promotion of students” social responsibility in
their schoo! district. Ali four teachers reported their ethaic/ealtural
heritage as European-Canadian.

Interventions

MindUP  program. MindUP is a  simple-to-administer
mindfulness-hased education SEL program that consists of 12
lessons taught approximately once 2 week. with cach lesson tusting
approximately 40- 30 min. The core mindfuiness practices in the
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Tabie 1
Supumary of Demaographic Information by Condition
Variable MingtIP BAU Total
Participants {#} 48 51 99
Age (years)
A 140.16 1031 10.24
SD (.52 0.32 0.53
Gender
Female 46% 42% ‘
Male 4% 8% 46%
First fanguage leamed (%o}
English 63 68 6
Fast Agian 27 2 5
Cther 1% 149 i0
Family composition (&)
Two parenss 77 89 84
Single parent i 1 9
Hall mother, hali father 10 4 7

Apte. BAU = business as usual.

program (done every day for 3 min three {imes 2 day)} consist of

focusing on one’s breathing and attentive lisiening to a single
resonant sound. The curriculum includes lessons that promote EFs
and self-regufation {c.g. mindful smelling. mindful tasting),
social—emotional understanding {(e.g.. using literature to promote
perspective-taking skills and empathy). and positive mood (e.g.,
fearning optimism. practicing gratitude). In addition. the MindUP
curriculum inciudes lessons that involve performing acts of kind-
ness for one another and collectively engaging in community
service leamning activities. These activities are aimed at changing
the ecology of the classroom environment to one in which belong-
ing, caring. collaboration. and understanding others is emphasized
o creale a positive classroom milieu {e.g., Noddings, 1992: Staub.
1988). Alsa incorporated in the MindUP intervention model is an
ecobehavioral systems orientation (Weissberg, Caplan. & Siva.
1989} in which teachers generalize the curriculum-based skitls
throughout the schoot day and support ¢hildren’s use and internal-
ization of skills to support a positive classroom environment. A
more complete description of the MindUP program can be found
in the supporting online material,

Social responsibility program.  The social responsibility pro-
aram that represented the BAU condition in this study was in-
formed by guidelines and resources provided by British Colum-
hia's (BC™s) Ministry of Education (see tp://www.bced. gov.be.ca/
pert_stands/social_resp.him). Since 2001, social responsibility has
been ideatificd as one of four performance standards considered 1o
be “foundational” for students in BC (the other performance stan-
dards are reading, writing. and numeracy). The framework for
BC's Social Responsibility Performance Standards includes a
common set of expectations for the development of students along
four categories: (a) contributing to classroom and school commu-
pity (e.g.. sharing responsibility for their social and physical en-
vironment), (b} solving problems in peaceful ways (e.2.. using
effective problem-solving steps and strategies). (¢) valuing diver-
sity and defending human rights (e.g. treating others [airly and
respectfully. showing a sense of ethics), and (d) practicing demo-
cratic rights and responsibiiities {¢.g.. knowing and acting on rights
and responstbilities {local, national. global]). Further information
about the Social Responsibility Performance Standards can be
found in the supporting online material.

L
L

Procedure

Trained research assistants, blind o teacher and student study
conditions, administered all sssessments und vcollected diurnal
cortisol samples from students at pre- and posttest. Teacher mea-
surcs of children's achievernemt in math were also collected, ai-
though teachers, of course. were not blind to the study conditions
of students, Administration of EF compater tosks and cotlection of
cartisol samples took place the same week that the surveys were
adininistered. Children were told that they were participating it a
research study that was aimed at understanding “children’s expe-
riences in school” and “their attitudes and beliefs about their
classmates and themselves.” Seif-report and peer behavioral as-
sessments were administered to students during one 43-min regu-
lar class period, and each item on the questionnaire was read aloud
while students completed the measures 1o control for any differ-
ences in reading abilities.

Implementation Measures

To assess implementation dosage and quality, teachers imple-
menting the MindUP program were asked to compleie surveys.
Dosage was assessed by asking teachers to report how many of the
12 MindUP lessons they had compieted and detail any omitted
pari(s) of each lesson. [n addition, teachers were asked to track and
tecord daily implementation of the MindUP core practices (breath-
ing and listening) via a lesson daily diary. Teachers implamenting
the Social Responsibility Performance Standards of the district
were also asked fo report on the number of activities that they
completed each week.

Quicome Measures

Children’s outcome measures were derived from five indepen-
dent sources: {a) behavioral asscssments of EF. (b) biological
assessments of children’s salivary cortisol. (¢} chifd scif-reports of
well-being and prosociality. (d) peer nominations of prosociality,
and (e) vear-end teacher-rated math grades collected from school
records.

EF measures. To assess EFs. the flanker task and the hearls
and Rowers version of the dots task were administered (M. C.
Davidson et ab. 2006: Diamond. Barnett. Thomas, & Munro,
2067). These measures are appropriate for ages 4 through adults
and assess all three dimensions of core EF skills. Tasks were
presented on a laptop computer using the Presentation program by
Neurobehavioral Systems (Berkeley, CA) to present stimuli and
record responses. Responses were collected via two input keys ol
either side of the keyboard. Participants were positioned approx-
imately 30 em from the screen. The task consisted of three differ-
ent conditions. Each condition began with specific instructions and
a short block of four practice trials, 1f necessary. the practice trials
were repeated 1o ensure that the participant had understood the task
and the condition-specific requirements.

Flanker task. The task consisted of three conditions: {a) stan-
dgard Nanker. (b) reverse tianker. and (¢} mixed trials. In the
standard fanker candition. the fish were blue. Chitdren were
instructed to press the key on the side of the keyboard that
represented the direction in which the middle fish was {acing.
ignoring the two distractor fish on either side of the middic {target)
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fish. This task required remembering the rule for the task, regu-
faling attention on the task. and irhibiting distraction from the
flanker fish on cither side of the rarget siimuli. In the reverse
flanker condition. the fish were pink. In contrast to the previous
task, children were Instructed to press the key that represented the
direction in which the four fish on cither side of the central fish
were facing, Not only did this task require remembering the new
rule for the ask and selective attention, it also required the cog-
nitive lTexibility needed to change from the strategy used for the
standard {lanker task. In the third condition, standard flanker (blue
fish) and reverse flanker (pink fish) tasks were randomly inter-
mixed, requiring flexible application of the rules for each. This
task put a heavy demand on all three core EFs. It required first
recalling which rule applied; then focusing one’s attention on only
the relevant stimuli, registering which direction the relevant fish
was or were facing; and finally choosing the correct response. A
suecessful response was followed by positive Feedback {cheers
such as "yummy” or “vippee™ produced by the computer program).
whereas an incorrect response was followed by negative feedback
{e.g. “oops™). The stimulus presentation time was 1,500 ms. the
feedback interval was 1,000 ms, and the interstimulus interval was
300 ms.

Hearts and Aowers task,  We also administered the hearts and
flowers task to measure studenis’ working memory, response
inhibition. and cognitive flexibility {Diamond et al.. 2007 Wright
& Diamend, 2014). This task required students to learn and follow
a rule and then to switch to a second rule. Stimufus presentation
time was 750 ms. and the interstimulus time interval was 500 ms.
Ir all conditions of this task, a red heart or flower appeared on the
right- ot lefi-hand side of the screen. In the ¢ongruent condition,
one tule applied (“press the key on the same side as the heart™).
The incongruent conditicn required students to remenber another
rule {“press the key on the side opposite the tlower™). However,
the incongruent trials also required stadents to inhibit the natural
tendency to respond on the side where the stimulus appeared. In
the mixed condition. incongruent and congruent trials were inter-
mixed (taxing ail three core FFs),

Scoring of EF tasks.  Scores for both accuracy (percentage of
correct responses caleulated by dividing the number of correct
respanses by the total number of responses) and reaction time (RT)
in milliseconds were caleulated. Anticipatory responses—that is,
responses that were faster than 200 ms—were considered too fast
to be @ response to the stimulus (M. C. Davidson ot al.. 2006} and
were thus excluded from the analyses, A response was considered
correct il the participant correctly applied the coudition-specific
rule by pressing the appropriate button on the keyboard and if this
oceurred no faster than 200 ms after the trial stimulus had appeared
and before the trial stimuius had disappeared. Practice trials and
the first trial following the practice trials of each block were
excluded from analyses. We caleulated accuracy and RT for three
sels of trials that demanded the greatest EFs in terms of inhibitory
control, working memory. and flexiblity: (a) flanker switch trials,
{b) reverse flanker trials. and (c) incongruent hearts and fowers
trials,

Salivary cortisol.  HPA axis activity was assessed by measur-
ing free cortisol in saliva three times within 1 day, refative to
awakening, at both pretest and posttest. This method of salivary
cortisol collection is consistent with Murrav-Close. Han, Cicchetti,
Crick. and Rogosch (20085, who examined the association be-

tween daily cortisol patterns and agaression using the average of
three cortisol samples (morning. prelunch, and afternoon’ obtained
from school-age children (6-12 years of age) attending a week-
long day camp. Note that we assessed children after the cortisol
awakening response and, thereforc. when cortisol was raturally
decreasing in the body. Although additionsl time points (e.g..
awakening. fater evening) would have better defined the diumal
paitern. the voung age of these children and the emphasis on
limiting the assessment burden on them and their caregivers
guided the selection of only three lime points during the schoal
day.

The salivary cortisol collection was Facilitated by rescarch as-
sistants who came into in the participants’ classrooms 1o assist
them throughout the collections at 9 A, 11:30 4. and 2:30 s,
Participants were instructed to avold food intake and higlt physica!
activity at least a half an hour prior 2o saliva collection. Teachers
modified their classroom schedule and eliminated any physical
activity and snacking on the davs of cortisol coilection. At cach
assessment period. children were given a short diary to document
their time of awakening, last food and liguid consumption, and
medication taken that day. To collect the saliva samples, research
assistants directed children to put a dental cotion rell in their
mouth for | min and sawrate it in saliva (Salimelrics Oral Swab,
State Colfege, PA [hutps:Ziwww salimetries.com/[y. Research as-
sistants instructed children on how 10 place the roll into a protec-
ifve twbe using latex gloves to avoid contamination. Cortisol sam-
ples were shipped 1o the Kirschbaum laboratory at the Dresden
University of Technology. Dresden. Germany. for analyses. Cor-
tisol concentrations were then determined using & commercial
chemiluminescence immunoassay (IBL Tnternational. Hamburg,
Germany). This assay has a sersitivity of 0.16 ng/ml and intra- and
interassay ceefficients of variation of less than 12%. The lower
concentration limit of this assay was 0.44 nmol/L: intra- and
interassay coefficients of variance were loss than 8%, Any sample
over 50 nmol/L. was repeated.

The cortisol data were screened fo ensure that each case had
complete data for cortisol samples and time since awakening at all
time points. We calculated average cortisol output at each of the
three time points. Fotlowing the procedures outlined by Stetler and
Miller (2008). after the coriisol values had boen tog-transformed.
the pattern ol cortisol secretion was computed as a linear slope. I
this procedure, the coriisol values ut each time point were re-
gressed on the number of hours awake. Higher (less negative)
values indicated a flatter slope, whereas lower {more negative)
vatues indicated a steeper slope,

Child self-report measures. Child self-repart measures in-
cluded a battery of measures assessing children’s empathy and
perspective-iaking, optimism. emotional control, school self-
concept. depressive symptoms, mindfulness. and social responsi-
bility.

Demographic informatien. To obtain demographic inforn-
tion aboui the participants, students completed demographic
questionnaire asking them about their grade level. birth date,
family composition. and first language learned in the home.

Empathy and perspective-taking. Participants’ ermpathy and
perspective-taking were assessed via the Interpersonal Reactivity
Index (IRL: Davis. 1983), which had been modified for children
{Schonert-Reichl, Smith. Zaidman-Zait & Hertzman. 2012). The
IR is a self-reporl measure comprising four seven-item subscales
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(perspective-taking, fantasy, empathic concern, personal distress).
each of which wps a separate dimension of empathy. Because we
were interested in examining intervention effects on dimensions
retated fo social awareness and caring for others. only the empathic
concern and perspective-taking subscales were used in the present
study. The empathic concern scale assesses the tendency to feel
concern for other individuals (e.g., “I often feel sorry for people
who don’t have the things T have™), whereas the perspective-taking
subscale measures the tendency to consider things from others’
viewpoints (e.g., “Sometimes | try 1o undersiand my {Tiends better
by imagining how they think about things™). Participants rated
each tem on a five-point rating seale (1 = never, 3 = very ofien).
Scores were computed by averaging ilem scores within subscales
so that higher scores signified greater empathic concern and
perspective-laking, respectively. Supportive evidence for the con-
siruct validity and reliability of the cmpathic congern and
peespeetive-taking subseales of the IR has been obtained in pre-
vious research (Davis. 1983}, including significant correlations
with relafed constructs in expecied directions (Schonert-Reichl o1
al.. 2012). In the present study. Cronbach’s aiphas at pretest and
posttest tor the empathy subscale were .80 and .78, respectively,
and for the perspective-taking subscale were .63 and .76, respec-
tively.

Optimism. We assessed participants” optimism using a sub-
scale from the Restliency Inventory (RI), ereated by Noam and
Goldstein { 1998) and later modified by Song (20031 The RI was
developed specitically as a measure of resilience in adolescents
(Moam & Goldstein. 1998) and has also been demonstrated to be
cross-cutturally robust (Song. 2003). The optimism subscale con-
sists of nine items assessing children’s positive perspective on the
world and the future in general {e.g.. “More good things than bad
things will happen to me”). Children were asked to rate each item
on a five-point Likert-type scale (1 = nof ar all like me. 2 = a linle
bit like me. 3 = kind of like me. 4 = a for like me. 3 = ahvays like
me). Ralings are averaged. with higher scores representing higher
levels of optimism. Previous research has found support for the
validity and reliability ol the optimism subscale (Noam & Goid-
stein, 1998; Thomson. Schonert-Reichl, & Oberle. 2014). For the
present study, Cronbach’s alpha for the optimism subscale was .69
at pretest and .73 at postlest.

Emotional control  Emotional controf was assessed with a
subscale of the RIL deseribed earlier, The emotional contrel sub-
scale consists of five items assessing the degree to which the
respondent feels he or she has some control over his or her
emotional reactivity and emotional displavs {e.g.. [ stay calm
even when there’s a crisis™). Ratings on the five items are aver-
aged, with bigher scores representing higher levels of emotional
control. Evidence supporting the reliability and validity of the
emotional control subscale of the Rl has been reported {Noam &
Goldstein. 1998; Song. 2003} In the present study. Cronbach’s
alphas for (he emotional conirol subscale in the present study at
pretest and postiest were .37 and .60, respectively.

School self-concept. The school self~concept subscale from
Marsh’s Self-Description Questionnaire (SDQ; Marsh, Barnes,
Cairns, & Tidman, 1984) was used to measure sivdents” self-rated
abilities, enjovment. and interest in school subjeets. This subscale
includes items such as “1 am good at school subjects™ and “f leok
forward to all school subjects.” liems are rated on a five-point
scale (1 = never. 3 = ahwavs). Ratings are averaped, with higher

scores indicating higher levels of school seif-concept. Evidence
supporting the validity of the SDQ has beer reported. and internal
consistencies (Cronbach’s alphas) for each of the subscales in the
guestionnaire have ranged from .80 to .92 (Marsh et al, 19843, In
the present study. Cropbach’s alphas at pretest and posttest for this
subseale were (82 and L83, respectively.

Depressive symptoms, Students’ depressive svmptoms were
measured using the Seattle Personality Questionnaire for Children
{SPQC: Kusche, Greenberg, & Beilke. 1988). The scale comprises
four constructs: (a) conduct problems, (b) anxiety. {c} somatiza-
tion, aml {d) depressive symptoms. For the purposes of the present
study, we used only the 11-itent depressive svmploms subscale
(¢.g.. “Do vou feel unhappy 2 fot of the time?”). Htems are scored
on a four-point Likert-type scale (1 = nor ar ofl, 4 = abways).
Ratings are then averaged. with higher scores representing higher
levels of depressive symploms. Evidence exists supporting the
validity and relinbility of the depressive symploms subscale of the
SPQC (Kusche et al. 1988). In the current sample, Croanbach’s
alphas at pretest and posttest were (30 and .84, respeetively.

Mindfulness. The Mindful Attenfion Awareness Scale
adapted for children (MAAS-C; Lawlor, Schonert-Reichl, Gader-
mann, & Zumboe, 2014) was used to assess individual differences
in the frequency ol mindful states over time. In developing the
original version of the MAAS for adults (Brown & Ryan. 2003).
the authors proposed that “statements reflecting mindlessness are
likely more accessible to most individuals, given that mindless
states are much more common than mindful stawes™ {p. $26).
Hence, items on the MAAS reficet mindless states {e.g.. "I could
be experiencing some emotion and not be conscious until some-
time Jater.” I do fobs or tasks automatically without being aware
of what 1 am doing™). The MAAS-C is a | 5-item measure that has
been modified for use with vounger populations by (a) altering
language to be age appropriate and (b} changing the six-point
Likert-type scale to read in a more child-lriendly format (I =
almost wever, 2 = nof very often ot all, 3 = not very gfien, 4 =
somewhat often. 3 = verv often. 6 = almost abrays). On analysis.
items were reverse-scored and averaged, with higher scores indi-
cating higher mindfulness. Lawlor et al. (2014y reported the
MAAS-C 10 be a relinbie and valid instrument for children. with a
reported infernal consisiency of 84 as assessed via Cronbach’s
aipha. For the present investigation, Cronbach’s alpha was good.
with presest and postiest alphas both equaling .84,

Social responsibility.  Social responsibility was assessed with
a subseale of the Social Goals Questionnaire (Wentzel. 1993}, The
Social Goals Questionnaire comprises lwo subscales measuring
prosocial goals and social responsibility. In the present study. only
the seven-item social responsibitity subscale was used because of
the focus on social responsibiliy promotion in Lthe MindUP and
BAU conditions. ltems on the subscale assess, among other things,
how students try to “keep promises [they] have made to other
kids.” "he nice {o other kids when something bad has happened te
them.” and “be quiet when other kids are rying to study™ Students
indicate their answers on a Likert-type scale (1 = never, 3 =
aheavsy. with higher scores indicating higher social responsibifity
coals. Previous research has found support for the validity and
relinbility of the social responsibility subscale in early adoleseents
{Wentzel. 1993}, In the present study, Cronbach’s alphas at pretest
and postiest were .60 and .73, respectively.
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Peer-Report Measures

Peer nomirations of prosociality. Following the procedures
outlined by Parkhurst and Asher {19921, pecr nominations were
used to obtain independent assessments of prosociality. wherehy
children nominated their classmates wiro fit particular behavioral
characteristics. This methodology is consistent with published
investigations in which peers” ratings of behaviors are considered
to be a refiable and valid way in which to assess students® social
behaviors in & school context (Schoner-Reichl et al.. 2012; Went-
zel. Barmy, & Caldweldl. 2004).

Unlimited and cross-gender peer nominations were used to
obtain independent assessments of children's social behavior. Five
types of provecial behaviors {“shares and cooperates.” “trustwor-
thiness,” “helps other kids when they have a problem.” “kind.”
“understands other kids” point of view™) and two tvpes of aggres-
sivelantisocial behaviors (“breaks rules,” “starts fights™) were as-
sessed. For each question. children were asked to “circle the names
of any of your classmates who” fit each of the behaviora descrip-
tions. Below each written question, children were given a roster of
all their classmates participating in the research. Childrer couid
circle us many or as few names as they wanted. Children’s nom-
inations were standardized within cach classroom. and a propos-
tional nominations score was calcuiated per child for each of the
behaviors. Because data collection took place midway into the
school year, it was reasonable to assunie that students knew one
another well encugh to make valid nominations.

Peer nominations of peer aceeptance. Children’s level of
accepiance by peers (one ilem: “would like to be in school activ-
ities with”) was assessed using the same nomination sociometric
procedure used for obtaining measures of behaviors (e.g., Oherie.
Schonert-Reichl. & Thomsen. 2010). Level of accepiance was
scored in the same manner described earlier.

Achievement measure.  Math achievement was assessed via
students’ end-olthe-school-year math grades obmined from
school records. The schools provided only math grades for 89 of
the 99 participating students. Grades were recorded on a continu-
ous seales (1 = O, 9 = 4+),

Analytic Plan

To assess changes in students” EFs over time by condition, we
examined both accuracy and speed of responding (RTs in ms) as
dependent measures. Because accuracy dala sre binary at the
individual trial level. a generalized estimating equation using a
binary logistic equalion was used o compare the difference in
accuracy between the MindUP and BAU children, with covariates
for pretest accuracy, age. gender. and English as a second language
(ESL). RT at positest was examined via multilevel medeling
{(MLM) analyses, because the respense trials in the EF tasks were
nested under different blocks that represented different response
ruies (see the EF tash deseriptions). with covariates for group, RT
at the pretest, accuracy at pretest. age, gender, ESL. block condi-
tion. Group X Block interaction. and accuracy of the response
{correct/incorrect). All covariates were entered as fixed effects in
the model. The parameters were estimarted via restricted maximum
likelihood. The covariance structure was set to compound symme-
try. Individual trials within the tasks were modeled as repeated
etfects.

“Fo assess changes in students” regufation of stress physiology over
time by condition. we used analyses of covariance (ANCOVAS) o
exirmine changes in students™ patterns of daily coniisol computed
as linear slopes.,

To address changes in the sets of measures we collected from
student self-report and peer nomination, and 1o do so in a way that
accounted for multicollinearity in these measures by informant, we
used multivariate analyses of covariance (MANCOVAS). followed
by ANCOVAs. When significant omnjbus intervention effects
were found with MANCOVA on these varipus sefs of measures
from different informants. we then used generalized linzar model
analyses of covariance in which difference, or “change.” scores
served o the dependent variable. Statistically comparabie to per-
forming a repeated measures analysis, change scores provide an
unbiased estimate of tue change regardless of bageline value
(Zumbo. 1999), Change scores can be used as the dependent
variable in an analvsis of variance {ANOVA)Y and are seen as an
alternative to ANCOVA when the researcher is interested in ex-
amining the direction of change from pretest to postiesz, as was the
case here (Tabachnick & Fidell. 2001,

Beeause we oaly had teacher-reported math grades from the end
of the school year, we examined differences between groups via an
ANCOVA, in which math grades served as the dependent variable,
and group {MindUP vs. BAU) served as the independent variable,
In all analyses. children’s gender. age, and ESI., stalus were con-
wolled as potential confounds. Where approprinte, effect sizes
{Ceohen’s dsy were calculated o provide information about the
magnitude of program effects. According to the criteria proposed
by Cohen (1988), an effect size of .20 is considered small. .50 is
considered medium, and .80 is considered a large effect,

Results

Implementation Bata

Review of implementation surveys and implementation diaries
at the end of the schoo! vear indicated that the two teachers
intplementing the MindUP program bad completed all 12 {100%)
of the MindUP lessons. With regard to core breathing practices,
which are recommended to be done three times a day {morning.
after lunch, end of day): Teacher 1 reported completing an average
of 81% ol the practices in a given week, and Tercher 2 reporied
completing an average of 95% ol the practices in a given week.
The two teachers in the BAU condition also reported implement-
ing activities from the social responsibility program for each of the
12 weeks.

QOuteome Data

EFs. The two dependent measures for EFs were percentage of
correct responses (accuracy) and RT in ms. Analyses of baseline
differences in accuracy revealed no significant difference between
that the MindUP and BAU children on the flanker switch trials
(86% [SE = .16] and 87% [SE = .15]. respectively). x*(1, ¥ =
99y = 0.06. as: flanker versus reverse flanker trinls (91% {SE =
.09] and 91% [SE = 00}, respectively), x3(1. & = 99) = 0.02, ns;
or hearts and flowers congruent versus incongrueat trials (84%
(SE = 11] and 80% [SE = | 13]. respectively). x°(1, ¥ = 90} =
2.32, ns. Analysis of postiest differences in accuracy (ceatrolling
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for pretest accuracy, gender, age, and ESL [note that percentages
reported are adjusted means]) revealed simiiar nonsignificant dif-
ferences between groups: flanker switch trials (73% [SE = 23]
and 80% [SE = .17], respectively), x*(1, N = 99) = 3.15, ns;
flanker versus reverse flanker trials (81% [SE = .17] and 83%
[SE = .13], respectively), xX(1, ¥ = 99) = 2.31, ns; and hearts and
flowers congruent versus incongruent {rials (82% [SE = .12] and
79% [SE = .13], respectively), x%(1, N = 99) = 1.45, ns.

Pretest, posttest, and adjusted posttest means and standard de-
viations for the EF RTs by growp are provided in Table 2. An
overview of the estimated means and the results of the hypotheses
tests are presented in Table 3. MLM of the EF data revealed that
MindUP children were faster, but no less accurate, than compar-
ison children on all three EF tasks at posttest {see Figure 1}, Forthe
flanker switch trials task at posttest, MindUP children showed
significantly shorter RTs than comparison children, F{1, 92) =
4.32, p = .04, d = — 21, and outperformed comparison children
on incongruent flanker and reverse fianker trials as well, indicating
a geeater ability to selectively attend and inhibit distraction, F(l,
92) =354, p = 02,d = — 31

Similar results were obtained for the hiearts and flowers task: At
pasttest, the MindUP childven showed significantly shorter RTs on
trials in the hearts and flowers incongruent condition than did
comparison children, F(1, 87) = 4.00, p = .04, 4 = —.22 but were
not less accurate, as reported earlier,

Salivary cortisol. A series of ANCOVAs were conducted to
check for mean baseline differences between the MindUP and
BAU children on cortisol output at morning arrivai, prelunch, and
predismissal, controlling for age, gender, and ESL. No significant
differences were found (see Table 4). To examine intervention
effects on HPA axis activily over the course of 2 school day, we
calculated the cortisol change across the day (slope) as the coef-
ficient of a single child’s cortisol measures regressed on time of
cortisol data collection (i.e., mean log 9 A.m. to mean log 3 p.M.
cortisol), taking into account time since awakening.

We used slope difference scores (posttest mean minus pretest
mean) as our dependent variable because of our interest in exam-
ining the direction of change and not simply differences at posttest
(Zumbo, 1999}, At pretest, MindUP and BAU children exhibited a
similarly steep slope (Ms = —.05 and —.06, $Ds = .05 and .03,
respectively), F(3, 94) = 1.31, ns. ANCOVA with group (inter-
vention vs. BAU) as the independent variable and difference score
in slope from pretest to posttest as the dependent variable (con-
trolling for age, gender, and ESL) revealed that MindUP children’s

average slope changed little from pre- to postiest (difference score:
M= —.003, SD = .06). whereas the average slope for comparison
children changed from a steeper to a flatter diurnal pattern, (dif-
ference score: M = 032,50 = 07), F(3,94) = 590, p = .02,d =
.51, These cortisol results at postiest for each group are illustrated
in Figure 2. In addition to examining slope, we also examired
posttest differences between MindUP and BAU children on corti-
sol secretion at moming arrival, prelunch, and predismissal, con-
trolling for age, gender, and ESL (see Table 4). No significant
differences were found between the two groups for cortisol secre-
tion at either prelunch cortisol secretion or predismissal; however,
MindUP children had significantly higher cortisol secretion at
morning arrival than did BAU children at posttest (see Table 4).

Child self-report. Baseline differences were examined between
the MindUP and BAU group children on afl child-report prosociality
and well-being outcomes narnely empathy, perspective-taking, opti-
mism, emotional control, school selfconcept, mindfulness, depres-
sive symptoms, and social responsibility using MANCOVAs with
intervention status as the independent variable, controfling for age,
gender, and ESL. Results for the effect of group across ail the child
self-report measures at baseline were nonsignificant, {7, 88) = 1.32,
HS.

To examine potential intervention effects of the MindUP pro-
gram on children’s self-reports, a MANCOVA for the entire set of
child self-report measures was conducted, with difference scores
(posttest minus pretest) as the dependent measures and interven-
tion status (MindUP vs. BAU) as the independent variable, con-
trolling for age, gender, and ESL. Results showed a significant
main effect for group, F(7, 88) = 2.14, p = .04. Pretest and
posttest means, standard deviations, and difference scores for all
child self-report measures by group are reported in Table 5.

Follow-up ANCOVAs indicated that, in contrast to children in
the BAU group, childrer in MindUP showed significant improve-
ments from pre- to posttest in empathy, F(1, 97) = 4.42, p = .03,
d = 42; perspective-taking, (1, 97) = 4.17, p = .04, d = 40;
optimism, F(1, 97) = 540, p = .02, d = .48; emotional control,
F(I, 97) = 8.78, p = .004, 4 = .59; schoot self-concept, F(1,
97) = 3.60, p = .02, d = .30; and mindfulness, F(1, 97) = 7.94,
p = .006, d = .55; and significantly decreased depressive symp-
toms, £(1, 97) = 4,14, p = .04, d = —0.45 (see Figure 3). The
reverse was true for children in the comparisen carriculum that
focused solely on social responsibility—they reported significant
decreases in all of these social-eruotional well-being measures
{see Figure 3). As hypothesized, no significant difference between

Table 2
Descriptive Statistics (Means and SDs) For Recction Time Measures On EF Tasks by Condition
MindUP (n = 48) BAU (n = 51)
Adjusted Adjusted
Pretest Posttest postlest Pretest Posttest postiest
Task M SD M 8D AR SE M SD M Sb M SE
Flanker switch 87158 24593 8122 20802 84443 1658 943.64 24647 86475 22768 §79.86  19.30
Flanker vs. reverse flanker 616.64 169.11 577.65 14828 622.03 13.10 703.70  201.84 62551 14972 63971 1284
Hearts and flowers congruent
vs. incongruent 395,57 100,51 389.63 3879 39882 248 44029 12494 41218 9806 41935 343

Note. BAU = business o5 usual.
* Estimated marginal mean.
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Table 3
Results of Executive Function Analyses for Reaction Time (RT}

Hearts and Flowers congruent vs.

Flanker switch trials Flanker vs. Reverse Flanker incongruent
Covariate Estimate ! p Estimate ! P Estimate I P
Group —48.10 ~2.08 .04 —55.60 16.56 001 —24.89 -229 .02
RT pretest .10 4,70 <.G01 14 10.92 .001 Al 6.63 <001
Age ~37.98 -1.73 ns —2.33 —0.15 ns 291 0.28 s
Gender —-33.38 -1.49 ns —24.05 —1.47 ns kA ¥ 0.32 ns
ESL 23.65 0.96 ns 16,22 0.96 ns 11.53 1.06 ns
Accuracy [16.26 6.02 <.00% 89,54 7.09 <.01 21.91 2.58 01
Block — — — —44.04 ~7.66 <001 —52.53 -11.31 <001
Block X Group — —_ — 35.97 4.36 <.00] 8.31 1.33 ns

Nore.  Dashes in cells indicate that no analyses were conducted for these cells, ESL = English as a second language

the groups was found for self-reported social responsibility, F(I,
97) = 0.30, #s; both groups improved.

Peer nominations. A MANCOVA conducted to examine
baseline differences between MindUP and BAU children on all
peer nominations of proseciality yielded a significant muliivariate
effect for intervention, F(§, 87) = 10.41, p = .001. Te examine
baseline differences between MindUP and BAU children, a series
of simple ANCOV As (controlling for age, gender, and ESL) were
next conducted. Despite randomization, results revealed signifi-
cant baseline differences on each of the prosocial dimensions
favoring cemparison children; shares, F{I, 94) = 14,11, p =
0001; trustworthiness, F{1, 94) = 11.29, p = .001; helpful, F(1,
94) = 14.11. p = .001; takes others’ views, F(1, 94) = 19.28,p =
001; and kind, F(1, 94) = 13.46, p = .001. Moreover, MindUP
children were found to have significantly higher baseline scores on
the dimensiens of starts fights, F(1, 94) = 7.17, p = .009, and
breaks rules, F{1, 94) = 11.29, p = .001. No other significant
baseline differences were found between groups on our assessment
of peer acceptance (i.¢., liked by peers) were foond, F(1, 94) =
001, #s.

To assess intervention effects on these measures, a MANCOVA
for the entire set of peer nominations of prosociality was next
conducted, with difference scores as the dependent measures and
intervention as the independent variable, controlling for age, gen-
der, and ESL. Resuits showed a significant multivariate effect for
intervention across all measures, F{7, 88) = 4.36, p = .001. Given
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these resuits, we proceeded with ANCOVA analyses of the dif-
ference scores, Pretest and posttest means, standard deviations, and
difference scores by group are reported in Table 3.

Difference scores for peer-nominated prosocial and aggressive
behaviors and peer liking for children in the MindUP versus
children BAU condition are illustrated in Figure 4. Children in the
MindUP program, despite initial differences on many of these
measures, were more likely to improve from prefest to postiest on
almost every dimension of peer-nominated prosocial behavior:
sharing, F{(1, 97) = 4,42, p = .04, d = 42; nustworthiness, £(1,
97) = 13.44, p = .001, & = .76; helpfulness, F{1,97) = 13.05,p =
001, d = .72; and taking others’ views, {1, 97) = 18.90, p =
001, 4 = .87. The findings for peer ratings of kind were not
significant but were in the expected direction, #(1, 97) = 3.14,p =
.06, d = .36, In addition, children in the MindUP condition showed
significant decreases in peer-nominated aggressive behavior from
pretest to posttest for breaks rules, F{1, 97) = §.07, p = .006,
d = —.35, and starts fights, £(1, 97) = 13.95, p = 001, d = —.71.
Finally, whereas comparison children were liked less by their
classmates at posttest in June than they had been at pretest in
March as assessed via our peer sociometric procedure {i.e., peer-
rated popularity), the reverse was true for children in the MindUP
classrooms, F(I, 97) = 3.93, p = 05, d = 44,

Math grades. Analysis of final math grades on a grade metric
O=4d+,8=4=38,...1=C~)were analyzed via ANCOVA,
controiling for age, gender, and ESL. Analysis showed a trend

440
420
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v 360

Reaction Time (In milllseconds)

Flanker switch trials

B MindUp Program

Reverse Flanker

Hearts Flowers inzongeuant
minus congruent

# Comparison

Figure I.  Reaction time (RT) results for executive function tasks. Adjusted means at posttest in RT on EF tasks
for MindUP and business as usua! (BAU [comparison]) conditions, with covariates for group, RT at pretest,
accuracy at pretest, age, gender, English as a second language, block condition, Group X Block interaction, and

accuracy of response (correct/incorrect),
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Table 4

Summary of Anaivses of Pretest and Postrest Cortisol Assessments by Condirion

MindUP (2 = 48)

Contisol (o/dl) A hYal

BAU in = 51}
M SD

F »

Pretest

Morning arrival 0.83 0.20 0.89 0,24 218 s

Prelunch 0.62 0.18 0.70 AT 4,13 ns

Afternoon predepartuse 0.56 19 339 0.24 0,22 is
Posttest

Morning arrival 4.97 0.23 ¢.70 031 11.87 001

Pretunch 0.76 013 0.75 0.16 .34 ns

Atternoon predepariure 0.69 0.14 0.62 0,22 3.04 ns

Note. Analyses controlled for aze, gender, and English as a second language, BAU = business as asual,

toward higher year-end math grades for children in the MindUP
program (3 = 6.12. 80 = 2,17) than for BAU children (M = 3235,
SD = 246, 87y = 1,76, p = .07.d = 38.

Interpreting Obtained Effects in Context

To provide more information on the value added of bringing a
schoal program that incorporates mindfulness attention training
and caring for others to the regular school curriculum, we caleu-
lated Cohen's U5 “imprevement” index to reflect the avesage
difference between the percentile rank of the MindUP and BAU
groups (Institne of Education Sciences, 2008). We found a 24%
gain in peer-nominated positive social behaviors from participa-
tion in the MindUP program. a gain of 13% in math achievement,
a gain of 20% in self-reported well-being and prosociality. and a
reduction of 24% in peer-nominated aggressive behaviors. Put
another way. the avernge student in the BAU condition would
demonstrate a 24 percentile increase in positive social behaviors
(as rated by peers), a 15 percentile increase in math achievement,
a 20 percentile increase in self-reported well-being and prosocial-
ity, and a 24 pereentile decrease in aggression if he or she had
participated in the MindUP program.

Discussion

These preliminary findings suggest that a refatively simple-to-
administer SEL curriculum including mindfulaess training added
onto the regular curriculum for a perfod of only 4 months can vield
promising and noteworthy findings with regard to positive behav-
ioral and cognitive change in children, MindUP children. in con-
trast to children in a social responsibility program, showed signif-
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Fignye 2. Results for cortisol @t posttest. Means for cortisol over the
scheol day at posttest for MindUP and business as usual (BALF [compar-
tson]y children,

icant improvements in EFs. seli-report measures of well-being,
and self- and peer-reported prosocial behavior, They also tended o
show better math performance {the only subject for which grades
were provided by the school) relative to children who received the
regular school district social responsibility program. Qur findings
for cortisol are open Lo differing interpretations. We discuss each
set of findings in tum.

Previous research with adulls has shown that cognitive pro-
cesses asseciated with PFC, known collectively as EFs. are im-
proved through regular mindfuiness attention training (R. ). Da-
vidson et al. 2003: Hilzel et al.. 2011: Jha, Krompinger. & Baime.
2007). Consistent with those studies. using behavioral measures of
attention, we found that MindUP children in our study outper-
formed comparison children on the mest difficult EF fasks requir-
ing responsc inhibition. working memory, and cognitive flexibil-
itv, There has been considersble theorizing and some data
indicating that EFs, and ir particular inhibitory control. are espe-
cially relevant to the development of emotional reguiation during
childhood. The results of this study suggest the possibility that the
threc-times-daily mindfulness practices could have led to the in-
creased inhibitory control. which in turn led to the improved
emotional control and decrcased aggression that was observed in
the MindUP children. It may also be the case that it was not only
the mindfuiness training that led to increased caring and Kindness
among students but also the opportunities for premoting optimism
and performing acts of kinduess for others that ave part of the
MindUP ewrricuium. Future research is needed to replicate the find-

2 Mmdiip

5 Comparison

Figure 3
petencies.

Results for chitdren’s seli~reported social and emotionad com-
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Table 3

Child Seif-Reports of Well-Being and Proseciality and Peer-Nominations of Prosociality aid dsaression by Conedition
iz I 5 3 - Z8l A

MindUP (n = £8) BAU (# = 3D
Prefest Postiest Difference score Pretest Postiest Difference score
Muasure hY) S0 M S M S M S0 M SD M SD
Self-report
Empathy 348 0.7} EWE] 0.68 027 1.07 3.80 .63 3.68 (.81 -0.19 103
Perspective-taking 299 0.64 R 0.67 0.25 0.89 334 60 3.11 0.67 -0, 14 1.02
Optimisnt 3.60 0.63 3.88 .64 0.22 0.82 3.83 .35 3.68 .02 ~0.17 (.81
Emotional conirol 3139 0.73 370 .63 0.3t 0.85 349 0.64 3.30 6,03 -0.21 0.5¢
Sclioot self-concept 3.63 0.66 3.8¢ 0.62 0.23 0.87 37 0.38 3.61 (.39 -017 0.78
Mindfulness 4.34 0.82 4.68 G.82 0.34 122 4.36 0.76 4.26 .74 —=0.30 L1
Social responsibility +4.01 0.33 4.07 0.39 .06 0.85 423 0.48 4.19 .33 —N.04 0.69
Depressive symptoms 204 048 1.85 031 —~0.19 0.72 192 0.31 102 043 .16 0.53
Peer behavioral agsessment
Shares 42 17 57 21 A3 26 34 14 .58 A7 04 26
Trustworthy A0 1A 33 A3 {03 A9 40 14 29 A8 =11 23
Helpful 34 RE) 44 A8 RU 22 49 14 A2 .20 -7 23
Takes others” views 30 14 A3 17 A3 22 A3 A4 38 2 ~ 03 24
Kind 33 .16 A9 18 4 21 R RE: .62 19 =04 24
Liked by peers 32 16 38 A7 06 22 32 16 28 16 - 04 A3
Swarts fights A3 18 08 A4 - 05 9 06 0 A6 20 10 23
Breaks rules RE] 19 A3 21 —-.01 24 04 07 A3 18 Bl A9
Nofe, BAU = business as usual.

ings on EF and also to identifv the “active ingredients” in the
curriculum leading to these specific outcomes,

With regard to cur findings on cortisol. they were ambiguous
and open to differing interpretations. On the one hand, despite no
differences in the diurnal thythm of cortisol between MindUP
children and BAU children at pretest (both exhibited a similar
decline ir cortisel secretion from morning arrival to predismissal),
we found that MindUp children’s average slope changed little
from pre- to posttest, whereas the average slope for comparison
children changed from a steeper to a flatter pattern. In healthy
people not exposed to chronic stress. cortisol displays a robust
divrral rhythm, with values highest in the morning 30 min after
awakening and gradually decreasing throughout the day (Milter.
Chen, & Zhou, 2007: Shirtclifl’ & Essex, 2008: Stetler & Milfer.
2088). During this part of the diurnal rhythm, higher (less nega-
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Figure 4. Results for peer nominations of prosocial and aggressive be-
havior and peer liking. Mean change scores across indices ol peer nomi-
aations o prosocial and antisocial/aggressive behaviors and peer liking by
condition.

tive} values indicate a flatter diuenat cortisot slope, whereas lower
tmore negative) values indicate a steeper diurnal cortisol slope.
The change from a healthy diurnal rhythm of cortised levels (ie..
decline from aag to P 10 an attenuated diurnal decrease in
cortisol from morning to afternoon has been recognized as indic-
ative of neuroendocrine dysregulation (Gunnar, 2000; Gunnar &
Vazquez, 2001) and has been found among children experiencing
chronic stress (Bevans. Cerbone, & Overstreet, 2008). On the other
kand. we found that MindUP children actually showed higher
morning arrival cortise! secretion at posttest than BAU children
(despite no differences at pretest on this measure); this pattern of
elevated levels of aa. cortisel has been found to be associated
with increased stress in children (Gunnar, [992) The fact of the
matter is that we know very little aboul normative cortisol regu-
lation across the day in healthy samples of elementary scheolchil-
dren {for a review, see Quas, 2811). Thus, the nawre of program
elfects on cortisol in this study remains ambiguous, Clearhy more
research is needed to shed further light on the effects of mindful-
ness practices on cortisol regulation in late middle childhood and
early adolescence,

Overall. the resudts of this study are in accord with other
research evaluating the offectiveness of well-designed SEL inter-
ventions. For instance, in a mew-analysis of 213 school-bhased.
universal SEL programs involving 270.634 students from kinder-
garten through high school. compared with controls, students i
SEL programs demonstraled  significantly improved sociai-
emotional skills, attitudes. and behavior and academic perfor-
manee, with an average effect size ol .31 (Durlak et al. 2011, Of
particular note is that the average effect size of the social. emo-
tional, and behavioral outcomes i the present study was .33,
Henee, the present study adds to the growing literature on SEL
programs and provides initial evidence that mindlulness practices
can provide an added value 1o an SEL program.
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One question that arises with regard to teachers impiementing
the MindUP program is what changes might have occurred in them
as a resull to implementing the program. That is. could the
MindUP program bave led to changes in the teachers themselves?
Anecdotally. the teachers reported that they also participated in the
three-times-duily mindful breathing practices with their students.
Could this have led to differences in their ewn steess regulation in
the classroom? Recent evidence indicates that efforts to improve
teachers’ knowledge about SEL alene are not sufficient for suc-
cessful SEL implementation. Indeed, teachers™ own SEL compe-
tence and well-being appears to play a crucial role in influencing
the infusion of SEL into classrooms and schools (Jones, Bouitard.
& Weissbourd. 2013 Clearly. future research is needed that
examines changes that oceur in feachers as a result of implement-
ing an SEL program that integrates mindfulness practices,

Study Limitations

There were various limitaticns to this study. First, analyses were
conducted at the individual child fevei even though randomization
ta condition was done at the classreom tevel. This limits the causal
inferenices to be drawn from this initinl stady of the program.
Unforiunately. the small number of classrooms did not provide
sufficient statistical power to use MLM. The clustering of children
within ¢lassrooms resulis in the nonindependence of subjects,
which could bias the statistical tests used 1o identify intervention
cffects. This is a major challenge to cvatuations of universal.
school-based interventions when insufficient resources exist to
recruit large aumbers of classrooms or schools {Stooimiller, Fddy.
& Reid, 2000). Nonetheless, as noted by Stavin (2068), although
analyzing data at the child level when randomization was done at
the classroom level is discouraged by methodologists, because the
findings can exaggerate statistical sigaiftcance. “their effect sizes
are unbiased . . . and therefore are of valug™ {p. 9). The eileci sizes
in this study do suggest the promise of this program in producing
change in child attention and well-being.

Second, despite randomization to treatment, significant differ-
ences were found between MindUP and comparisen children at
baseline on one of the child self-report measures (empathy) and
most of the peer behavioral assessment indices. Tt should be noted
that finding baseline differences between a treatment and control
group is a common occurrence in studies like ours in which there
is a smull-lo-moderate sample size (Shkadish, Cook. & Campbell.
2002}, Nonetheless. the success of our random assignment proce-
dure. as evidenced by the lack of any significant demographic
differences between MindUP and comparison children. gives us
confidence that our resulls represent an internally valid test of
intervention effects on child outcomes. Moreover. because the
patiern of change for almost every one of our dimensions of peer
behavioral assessments was one in which MindUP students sig-
nificanthy and positively improved and control children decreased
or became worse, this provides further evidence that the MindUP
progeam was successful in improving children’s behaviors as rated
by their peers. Indeed. s noted by Shadish ot al. (2002), this
crossover pattern {i.e.. one in which the trend lines cross aver and
the means ave reliably different in one direction at pretest and in
the opposite direction at posttest for the treatment and control
groups) represents a pattern that is particuiarly amenable for as-
serting causal claims regarding treatment effects. because the

plansibility of other alternative interpretations for the findings
(e.g.. ceiling effects. selection-maturation effects) is significantly
reduced.

Third, with regard o our teacher and peer assCSSMEnts. raters
were not blind to treatment condition. Although peers as partici-
pant observers can provide imporiant sources of information about
their classmates™ behaviors both inside and outside of the class-
room. our peer behavioral assessment measure of prosceial and
ageressivefantisocial behaviors may have been influenced by
peers” knowledge about the experimental condition. We speeculate
here (hat peers” ratings of classmates’ behaviors would be less
likely than teachers™ to be influenced by knowledge of the inter-
vention status, given that it is unlikely that children would be able
10 senerate specific a priori hypotheses of the study, Monetheless.
we have no data to support such  claim, and futare investigations
of the MindUP program would benefit from collecting data from
observers blind to intervention stafus to allow for a more objective
measure of children’s behaviors, Similar concems arise with re-
spect to using teacher report measures of students when teachers
are not biind to the condition to which a classroom has been
assigned in a field experiment,

Conchisions

This smalf sindy is among the few that have examined the
sffectiveness of an SEL program for children using an array of
cognitive—behavioral. neurophysiciogical, and psychological indi-
catars for multiple sources, The findings demonstrate that giving
children mindfulness attention training in combination with op-
portunities to practice optimism. gratitude, perspective-taking, and
Kindness to others can not only improve cognitive skills but also
lead to significent increases in secial and emotional conipetence
and well-being in the real-world setting of regular elementary
classrooms. Whether or not a mindfulness-training component
plays a direct or indirect role in fostering the development of both
cognitive contrel skilis and social-emotional competence and
well-being. this study provides promising evidence that the inclu-
sion of mindfulness practices in a classroom-based SEL program
may represent a value-added composnent 1o the regular school
curricudum that can result in multipie benefits.

What ave the implications of this study for future research? We
would argue shat rigorously designed experimental studies that are
grounded in strong developmental theory: that include multim-
ethod. multiinformant approaches: and that follow up children
after a program has ended are clearly warranted to advance the
ficid. Similarly. these studies should be conducted by fecams of
rescarchers from multiple disciplines (¢.g., developmensal neura-
science. conterplative science, health, education, sociology) fo
shed light on the effects of these intervenlions across multiple
Jevels of functioning— bielogical. cognitive. and contextual. Such
research will add greatly to the field and help advance the science
and practice of mindfulness-based SEL preventive interventions
that will help all children thrive and flourish.
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ORIGINAL RESEARCH

Primary Care, Behavioral Health, Provider

Colocation, and Rurality

Benjamin F. Miller, PsyD, Stephen Petterson, PhD, Shandra M. Brown Levey, PhD,
Jessica C. Payne-Murphy, MA, Miranda Moore, PhD,

and Andrew Bazemore, MD, MFPH

Purpose: The purpose of this study was to characterize the proximity of primary care and behavioral
health service delivery sites in the United States and facters influencing their colocation.

Methods: We geocoded the practice addresses of primary care and behavioral health providers found
in the Centers for Medicare & Medicaid Services’ National Plan and Provider Enumeration System Down-
loadable File to report where colocation is occurring throughout the country.

Results: The extent to which primary care physicians are colocated with behavioral health providers
is strongly associated with rurality. Specifically, 40.2% of primary care physicians in urban areas are
colocated with behavioral health providers compared with 22.8% in isolated rural areas and 26.5% in
frontier areas. However, when controlling for number of primary care physicians at a location, the odds
of colocation actually are greater for physicians in a frontier area than those in urban areas (odds ratio,

1.289; P < .01).

Conclusions: Our findings offer new insights into the overlap of the behavioral health and primary
care workforce, where opportunities for integration may be limited because of practice size and the
proximity of providers, and where new possibilities for integration exist. (J Am Board Fam Med 2014;

27:367-374.)

Keywords: Health Policy, Integrated Delivery Systems, Mental Health, Primary Health Care

Current fragmentation in health care leads to in-
creased cost and is associated with decreased health
outcomes and overall quality of care.'~ Central to
this problem is the perpetuation of the false dichot-
omy that has separated mental health from physical
health systems.” Many have written extensively
about the need for increased and improved integra-
tion of primary care and behavioral health, which
includes mental health and substance use ser-
vices.*”” Emerging research indicates that the
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integration of behavioral health into primary care
improves health care access, minimizes stigma
associated with seeking mental health services,
increases overall health outcomes, and lowers
health care costs.%®

To date, there have been limited attempts to
assess where integration is occurring throughout
the country.” The challenge for this assessment is
the vast differences in practices’ classification sche-
mas for integradon and the lack of a national da-
tabase that clearly encapsulates the practices that
are integrating primary care and behavioral health
on site. !

This article uses a novel approach to identfy
where behavioral health and primary care service
delivery currently intersect and diverge, focusing
on their proximity or colocation to each other.
While colocation is by no means the equivalent of
integration, it is often a part of the definition."
Using practice addresses from a listing of most health
care providers in the United States, we examined the
extent to which primary care physicians (PCPs) and
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behavioral health providers share the same space, al-
though not necessarily the same practice.

A somewhat self-evident issue is that colocation
is more common in larger practices. What is not so
obvious is the extent to which PCPs in smaller
practices share space with behavioral health provid-
ers. Thus, we examine how the concentration of
primary care providers in a particular location is
related to colocation. A shared location (also known
as colocation) also means something different in
rural than urban areas. In particular, sharing the
same address may be meaningful in an urban area,
but colocation of rural PCPs and behavioral health
providers in the same small town may matter the
most. Sharing the same space, however defined, is
certainly different from integration. Still, coloca-
tion is of intrinsic interest because it offers the
potential of collaboration and the improvement of
health care delivery for Americans.

Using US national workforce data, our analysis
addresses 3 related issues. The first is a straightfor-
ward examination of the association between rural-
ity and the number of PCPs that are colocated
(hereafter “PCPs at location”), regardless of
whether they are in the same practice. The second
issue is the relationship becween PCPs at location
and colocation between primary care physicians
and behavioral health providers, using both a nar-
row and broad measure of colocation. The final
issue is less obvious: the extent to which the asso-
ciation between rurality and PCPs at location ex-
plains differences across levels of rurality in the
colocation of PCPs and behavioral health provid-
ers.

Methods

The Health Insurance Portability and Accountabil-
ity Act of 1996 (FITPAA) mandated that the Na-
tional Provider Identifier (NPI) be required for
Medicare services and has been widely adopted by
other payers.'? In partcular, in 2007, all entities
covered by the Healch Insurance Portability and
Accountability Act, such as providers completing
electronic transactions, health care clearinghouses,
and large health plans, were required to use only
the NPI to identify covered health care providers.
Thus, nearly all health care providers who bill third
parties for their services, including physicians and
behavioral health providers, have obtained an NPI.
Providers who are excluded include those who (1)

only bill their patients directly or (2) occupy a
salaried position and payment for their services is
only from their employer. Information gathered
from health care providers with an NP is publicly
available from the Centers for Medicare & Medic-
aid Services in the National Plan and Provider
Enumeration System QNPPES) Downloadable File.
The datz includes 2 pieces of provider information
required for our colocation analysis: practice ad-
dress and provider specialty. We used data from
August 2010; this earlier date was chosen to mini-
mize the inclusion of an increasing number of re-
tired or otherwise inactive providers listed in the
NPPES.

We were able to identify active physicians with
more precision by matching the NPPES data with
the 2010 American Medical Association’s (AMA)
Physician Masterfile. Using common identifiers in
both data sets (including name, address, and unique
physician identification number), we were able to
match approximately 95% of the physicians in the
2010 NPPES data with those in the 2010 AMA
Physician Masterfile. Given this match, we re-
stricted our analysis to physicians classified in the
Masterfile as providing direct patient care, thus
excluding those who are retired residents, as well as
those who mainly teach or hold administrative po-
sitions,

By geocoding the practice addresses in the
NPPES data we were able to count the number of
behavioral health providers and PCPs in a partic-
ular location. PCPs are those specializing in family
medicine, general internal medicine, general pedi-
atrics, geriatrics, and general practice. Behavioral
health providers include psychiatrists, psycholo-
gists, social workers, marriage and family thera-
pists, mental health counselors, and substance
abuse counselors.

Using longitude and latitude coordinates, we
used different levels of precision to identify a
shared space. Using § digits after the decimal place
(eg, 43.23983, 23.56778), there is approximately a
1-m buffer around each point; this level of preci-
sion almost always means that persons at that Joca-
tion share the same street address. This is different
from being in the same practice. It is quite com-
mon, especially in larger urban centers, that mul-
tiple medical practices share the same street ad-
dress. At the same time, it is not uncommon for
physicians and behaviora! health providers in dif-
ferent practices to collaborate in the care of a pa-
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tent; such collaboration is arguably facilitated by
proximity.

Using 4 digits (eg, 43.2398, 23.5678) there is
approximately a2 10-m buffer that may include
neighboring buildings; using 3 digits, the buffer is
approximately 100 m (“down the road”); and using
2 digits, the buffer is 1 km (the “other side of a
small town™). For each of these levels of precision
we obtained a count of the behavioral health pro-
viders and PCPs and calculated the percentage of
these physicians who are colocated with these pro-
viders. Our preliminary findings indicated little dif-
ference in estimates of colocation using 5, 4, or 3
digits; thus we restricted the analysis to results
using the more precise (5-digit) measure and the
broader 2-digit measure.

For each PCP, we obtained a count of the num-
ber of PCPs sharing the same 5-digit latitude and
longitude, which is effectively the same street ad-
dress (but not the same suite, office, floor, and any
other ways to differentiate among multiple occu-~
pants that share the same street address.) We use
“PCPs at location” as a shorthand for this measure,
with understanding that multiple practices may be
located at a particular site and that a practice may
have providers located at multiple sites. For ease of
presentation, we classified site size into 3 catego-
ries: just 1 PCP, 2 to 10 physicians, and >10 phy-
sicians.

To identify different levels of rurality, we use a
measure based on the Rural-Urban Commuting
Area (RUCA) codes. This is 2 Census tract—based
classification scheme that uses the standard Bureau
of Census Urbanized Area and Urban Cluster def-
initions in combination with work commuting in-
formation to characterize all the nation’s Census
tracts regarding their rural and urban status and
relationships. There is also a ZIP code RUCA
approximation that is used in this analysis by using
the ZIP code of providers’ practice location. Rural
researchers have developed a RUCA-based mea-
sure that classifies all ZIP code areas as urban, large
rural, small rural, isolated rural, or fronter."’
Among several alternatives, we use the following
definition of frontier areas based on travel time: “all
ZIPs that have RUCA 10 codes that are more than
60 minutes or greater road travel to the closest edge
of an Urbanized Area and are more than 30 min-
utes or greater road travel to the closest edge of 2
large Urbanized Cluster of 10,000 population or

nl3
greater.

We used simple tabulations and x? statistics to
examine the associations between (1)} PCPs at lo-
cation and rurality, {2) PCPs at location and colo-
cation, and (3) rurality and colocation. To examine
the extent to which rural-urban differences are at-
tributable to smaller numbers of PCPs at location
in rural areas, we estimated multiple logistic regres-
sion models. Using both a precise (5-digit) and
broad (2-digit) measure of colocation, we examined
nested models. These include levels of rurality (ur-
ban, large rural, small rural, isolated rural, and
frontier), PCPs at location, as well as an interaction
term between PCPs at location and rurality. We
compared different ways to specify PCPs at loca-
tion and decided to use the natural log of size to
capture the nonlineariry in the relation between
this number and colocation (see Results). All sta-
tistical analyses were completed using Stata 13.1
(StataCorp LP, College Station, TX). Statistical
significance is defined as P < .0L.

Results

The first step of this analysis was to examine the
reladonship berween level of rurality and the nom-
ber of PCPs located at 2 particular location (PCPs
at location). Overall, in the 2010 NPPES, we iden-
tified approximately 211,000 primary care physi-
cians in direct patient care, a figure very close to
other estimates of the size of the primary care
workforce.'*~1¢ Of these PCPs, 175,197 practice in
urban aress, 18,113 in large rural areas, 9,837 in
small rural areas, 2,560 in isolated rural areas, and
2,248 in frontier areas. As expected, there is a
strong association between numbers of PCPs at
location and rurality (Figure 1). The percenrage of
all locations with just 1 PCP is 12% in urban areas
and doubles to 24% in isolated rural areas and 21%
in frontier areas, The percentage of locations with
more than 10 PCPs is 39% in urban areas but just
9% in frontier areas.

The extent to which PCPs are colocated with
behavioral health providers is strongly associated with
rurality using either a point (with § digits after the
decimal) or 2n area with a 1.1-km buffer (2 digits)
(Figure 2). With the point estimate, we found that
40.2% of PCPs in urban aress are colocated with
behavioral health providers compared with 22.8% in
isolated rural areas and 26.5% in fronter areas. Using
the larger area to define colocation, more than three
fourths (77.8%) of urban PCPs are near a behavioral
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Figure 1. Distribution of primary care physicians (PCPs) at location by level of rurality.
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health provider compared with a little more than a2
third (37.3%) in fronder areas.

We turn to the final analysis that examines differ-
ences in colocation across both rurality and numbers
of PCPs ar location. While there is 2 substantial
difference in colocation across levels of rurality, we
examined the extent to which these differences are
explained by fewer PCPs at a given location. The
nested logistic regression results in Table 1 summa-
rize our analysis.

QOur main finding is that after controlling for the
number of PCPs at location, much of the cobserved
difference in colocation across levels of rurality dis-
appears. In particular, in the second model, there is
not a significant difference in the likelihood of colo-
cation in an urban area and an isolated rural area
(odds rato [OR], 1.063; P > .05). Surprisingly, after
controlling for size, the odds of colocation are actuelly
greater for physicians in 2 fronder area than their
counterparts in urban areas (OR, 1.289; P < .01).

The final model in Table 1 includes interzedon
terms between the number of PCPs at location and

T

Isolated Rural  Frontier

level of rurality. These results indicate a size effect
slightly lower in large rural areas compared with
urban areas (OR, 0.907; 95% confidence interval,
0.871-0.944), but the reverse is true for PCPs in
the more rural areas, such as isolated rural settings
(OR, 1.214; 95% confidence interval, 1.066—
1.381). This relationship is displayed in Figure 3,
which shows how the likelihood of colocation varies
by site size for physicians in urban areas, large rural
areas, and more rural locations (combining small ru-
ral, isolated rural, and fronder). In isolated and fron-
tier rural areas, physicians in locations with few phy-
sicians are less likely to be colocated than urban
PCPs. However, the likelihood of colocation rises
sharply with size, reaching 100% for sites with 25 to
30 physicians. By contrast, the likelihood of colaca-
tion increases more gradually and nears 100% only in
locations with more than 100 to 110 PCPs.

Limitations
The data we use is silent about integration and
collaboration among PCPs and behavioral health

Figure 2. Percentage of primary care physicians collocated with behavioral health providers by level of rurality

and mateh preeision.
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Table 1. Summary of Logistic Regression Analysis Examining Joint Impact of Size and Rurality on Colocation of

Primary Care Physicians with Behavioral Health Providers

Size and Locadon Raurality Only Rurality and Size Rurality-Size Interaction
Urban Reference Reference Reference

Large rural 0.552 {0.533-0.571)* 0.758 (0.730-0.787)* 0.921 (0.843-1.006)
Small rueal 0.430 (0.410-0.452)* 0.790 (0.750-0.832) 0.589 (0.515-0.672)"
Isolared rural 0.439 (0.400-0.482)" 1.063 (0.961-1.174} 0.807 (0.652-0.999)
Fronter 0.537 (0.489-0.590)* 1.289 {1.166-1.423)" 1.118 {0.899-1.391)
In(size) 2,676 (2.650-2.703)" 2,678 (2.650-2.706)*

Large rural*ln(size)
Small rural*In(size)
Isolated rural*Inisize}
Frontier rural”In(size)

0.907 (0.871-0.944)*
1.185 (1.105-1.269)"
1.214 (1.066-1.381)*
1.106 (0.966-1.265)

Data are odds ratios (95% confidence intervals). Data are from the National Plan and Provider Enumeration System 2010 and the
American Medical Association Masterfile 2010, The analysis is based on 207,955 primary care physicians in direct patient care.
Ln{size) is the natural log of the number of primary care physicians located at the same Jocation (streer address). Colacation of primary
care physicians and behavioral health providers also is based on the same, more precise locatdon. The outcome variable for the three

models i colocation of primary care physician with behavioral healsh providers.

*Significant at 1%.
TSigmificant ar 5%.

providers. Although PCPs may share an address
with behavioral health providers, they may have no
interaction with each other. Conversely, a rural
physician may work closely with a psychologist a
few towns over. The measure of colacation used in
this article can serve as a valuable indicator of a

potential relationship that could provide the basis
for policies aimed at improving mental health care
within primary care settings.

Another limitation of the data are that addresses
analyzed and geocoded in both data sets are self-
reported and contain inaccuracies. While the geo-

Figure 3. Association between colocation and primary care physicians (PCPs) at location.
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coding process strives to use the best possible ad-
dress and apply the most accurate assignment of the
longitude and latitude points, approximately 3% of
addresses are geocoded at the 5-digit ZIP code. In
addition, some health care providers may report
their home or billing addresses rather than their
practice address.

Since the NPI is required only for billing pur-
poses, some providers may not be included in the
NPPES. Furthermore, the NPPES database may
overestimate the number of providers: all providers
with an INPI are assumed to actively deliver clinical
services, and providers who have retired have not
necessarily been eliminated from the data. By com-
bining NPPES data with AMA Masterfile data, we
reduced the likelihood of overcounting physicians
by including only those in direct patient care.
Without a “master file” for behavioral health pro-
viders, we could not make a comparable correction
for them.

Discussion
Successful expansion of integrated primary care de-
livery will require an array of strategies and inter-
provider arrangements, including in-house behav-
ioral health staffing, coordination with proximal
outside providers, and teleconsultation. Policymak-
ers hoping to accelerate integration must first un-
derstand where the delivery of behavioral health
and primary care services currently intersect and
diverge. Absent this knowledge, policymakers will
unlikely be able to recognize immediate opportu-
nities for integration. Further, without a more
complete understanding of where integration pos-
sibilities are, policymakers may not be able to as-
certain where integration may simply need minimal
incentives to occur and those geographical areas
where greater policy and payment will need to be
leveraged. Unfortunately, the current extent and
distribution of primary care and mental health co-
location and integration as it relates to provider
density and practice proximity is unknown. In this
article, we illuminated where behavior health and
primary care proximity might offer a proxy for
potentin] collaboration possibilities and where alter-
native strategies and support are likely needed to
propel the integration of primary care and mental
health forward to improve the health care delivery
system for Americans.

The degree to which PCPs are colocated with
behavioral health providers is positively associated

with practice site size. This association explains
some but not all the observed differences across
level of rurality. While there are few large sites in
more rural areas, findings show that they do exist,
and they almost always contain 2 behavioral health
provider. These findings suggest that support for
integration in smaller practices is needed and adds
to the growing call for facilitating change among
smaller primary care practices.”” Current providers
who have been trained as solo practitioners may
need additional assistance and would benefit from
training in the effective delivery of team-based
care. Awareness of proximity informs opportunities
for not only full integration of care bur also coor-
dination of care when integration is not possible or
desired.

While some limitations of our colocation method
to understand reladonships between primary and be-
havioral health care providers are obvious, several
are, nonetheless, worth noting. To understand na-
tonal workforce patterns, we made opportunistic
use of secondary and administrative data, which do
not include information about actual employment,
referral, or other relationships between providers
nor evidence to understand where patient sharing is
actually occurring. Our results can, therefore, only
speak to the degrees to which potental relation-
ships occur or could occur; for example, a part-time
or even a full-time professional colocated within a
primary care practice may be primarily employed at
a mental health organization outside of the primary
care practice building. Our results are best svited to
demonstrating gaps in proximity, and our findings
are consistent with well-documented shortages in
rural areas of primary care mental health providers
independent of one another.®-*! A plausible expla-
nation of the low rates of colocation in rural areas
is the absence of behavioral health providers. Re-
cruiting and retaining these providers in rural areas
is complicated because of economic, geographic,
and sociocultural characteristies.?! Broadening the
use of small-business loans, debt relief, enhanced
infrastructure for telehealth opportunites, and ad-
ditional payment incentives like those found to be
beneficial in regional and international settings
should all be considered among efforts to recruit and
retain both PCPs and behavioral health providers in
rural areas.*®?*** Incentive plans and innovative cur-
ricula also are needed to encourage behavioral health
providers to train for the provision of services within
a primary care environment.**™>7
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Conclusions

Pespite evidence showing that integrating behav-
ioral health care into primary care can improve
patient outcomes®® and decrease health care costs,’
there remain many unanswered questions about
who is integrating and where.?? Among these are
payment policies separating physical and behavioral
health care, workforce distribution, and supply de-
ficiencies, particularly in rural aress.

The challenges inherent to delivering integrated
primary care among physicians in smaller practices
and in rural settings are many, as are the strategies
required for their mitigation. To realize this poten-
dal, policies that both encourage and support inte-
gration are needed. Seversl key processes are
needed to enable primary care providers to collab-
orate better with behavioral health providers: in-
creased reimbursement and education at the prac-
tice level,” workforce expansion, shared training,
payment reform that favors team approaches, out-
comes and populaton-based care to balance the
isolating effects of fees for service, telehealth ini-
datives, and other incentives that support shared
care. As we continue to better understand the im-
portance of integration efforts, support can rake
place at the local community level as well as
through state-based and national initiatives.

The United States must address the problem of
fragmentation in health care delivery, and better
integration of its health workforce through inno-
vative delivery models is a critical first step. The
inclusion of behavioral health providers into the
largest platform of health care delivery, primary
care, is an essential step toward the achievement of
the nation’s triple aim of decreasing overall health
care cost, improving outcomes, and enhancing the
patient experience.’® Understanding their current
proximity and gaps in colocation is a critical first
step— one that we hope galvanizes further research
to understand how such proxdmity affeces the actual

team-based integrated care delivery and population
health.
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