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Abstract
Background: Half of mental health disorders begin before the age of 14, highlighting the importance of
prevention and early-intervention in childhood. Schools have been identified globally by policymakers as a platform
to support good child mental health; however, the majority of the research is focused on secondary schools, with
primary schools receiving very little attention by comparison. The limited available evidence on mental health
initiatives in primary schools is hindered by a lack of rigorous evaluation. This quasi-experimental cluster study aims
to examine the implementation and effectiveness of a Mental Health and Wellbeing Co-ordinator role designed to
build mental health capacity within primary schools.
Methods: This is a primary (ages 5–12) school-based cluster quasi-experimental study in Victoria, Australia. Before
baseline data collection, 16 schools selected by the state education department will be allocated to intervention,
and another 16 matched schools will continue as ‘Business as Usual’. In intervention schools, a mental health and
well-being coordinator will be recruited and trained, and three additional school staff will also be selected to
receive components of the mental health training. Surveys will be completed by consenting staff (at 2-, 5-, 10- and
17-months post allocation) and by consenting parents/carers (at 3-, 10- and 17-months post allocation) in both
intervention and business as usual schools. The primary objective is to assess the change in teacher’s confidence to
support student mental health and wellbeing using the School Mental Health Self-Efficacy Teacher Survey.
Secondary objectives are to assess the indirect impact on systemic factors (level of support, prioritisation of child
mental health), parent and teachers’ mental health literacy (stigma, knowledge), care access (school engagement
with community-based services), and student mental health outcomes. Implementation outcomes (feasibility,
acceptability, and fidelity) and costs will also be evaluated.

* Correspondence: rachel.smith@mcri.edu.au
1
Centre for Community Child Health, Murdoch Children’s Research Institute,
Royal Children’s Hospital, 50 Flemington Rd, Parkville, VIC 3052, USA
2
Department of Paediatrics, University of Melbourne, Melbourne, VIC 3010,
USA
Full list of author information is available at the end of the article
© The Author(s). 2021 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.

Darling et al. BMC Public Health

(2021) 21:1467

Page 2 of 14

Discussion: The current study will examine the implementation and effectiveness of having a trained Mental
Health and Wellbeing Coordinator within primary schools. If the intervention increases teachers’ confidence to
support student mental health and wellbeing and builds the capacity of primary schools it will improve student
mental health provision and inform large-scale mental health service reform.
Trial registration: The trial was retrospectively registered in the Australian New Zealand Clinical Trials Registry
(ANZCTR) on July 6, 2021. The registration number is ACTRN12621000873820.
Keywords: Mental health, Paediatric, Primary school, Wellbeing, School capacity, Implementation

Background
It is estimated that 10–17% of children and young
people aged 4–17 years meet criteria for a mental health
condition [1–3], and half of mental health conditions
begin by the age of 14 [4]. While for some children certain behaviours might be developmentally appropriate
and resolve over time without intervention, in others
they suggest mental health disorders that if left unaddressed can have deleterious impacts across every aspect
of a child’s life. In the short-term, children with mental
health conditions have higher rates of school absenteeism [5], resulting in poorer learning outcomes [6].
Longer-term, poor childhood mental health has been associated with increased rates of unemployment, violence,
substance misuse, suicide, poorer social functioning and
a lower quality of life in adulthood [7].
There has been a marked increase in presentations to tertiary services of children with non-urgent mental health issues over the past 13 years [8]. This is likely to reflect a
combination of low child mental health literacy among parents (leading to delayed recognition of the existence and/or
severity of the child’s mental health problem) and barriers
to accessing appropriate, community-based early intervention services (i.e., service fragmentation, difficulty navigating
the mental health system and high costs and long wait
times to access specialist care) [2, 9–12]. In an effort to provide children with more appropriate and timely support before mental health problems become entrenched, there has
been a strong push internationally to implement preventative approaches to mental health issues in children [13].
Schools have been consistently flagged by policymakers and other stakeholders as an ideal universal platform to promote and support good mental health for all
students, to identify and manage students with emerging
mental health issues early, and to target interventions
for students with significant mental health problems
[13–16]. For students with and without mental health
issues, school-based mental health services have been
identified as the most common setting for mental health
support [17]. This is especially true for minority populations and for students with less obvious mental health
issues (i.e., internalising or subclinical symptoms) who
are less likely to seek out care [18–20].

In the adolescent age group, there have been different
approaches both within Australia and other countries to
increase the support provided in schools [13, 21].
Approaches which demonstrate impact in building the
capacity of secondary schools include refining pathways
to care [22], whole school approaches to changing
school culture [23], mental health literacy programs for
staff [24] and students [25–27], services provided by
community-based counsellors and clinical practitioners
[28, 29] and third party delivered intervention programs
[30]. However, despite this significant progress in secondary schools, [8], child mental health and the role of
primary (children aged between 5 and 12 years old)
schools has received comparatively little attention. This
is particularly problematic given the trend towards mental health issues emerging before the age of 14 [4].
Factors such as adults’ limited knowledge regarding
child mental health (i.e., child mental health literacy), a
reliance on parent and carer engagement and consent to
access care and a fragmented child mental health system
may all impede progress in child mental health prevention and support within the primary school setting [31].
This gap in primary schools has been recognised by
educators themselves; they acknowledge that student
mental health and wellbeing support is part of their core
role but consistently report feeling overwhelmed by the
volume and complexity of issues, a lack of mental health
literacy and confidence in their ability to address students’ mental health issues, insufficient time, training
and resources and poor access to specialist services
[32–35]. In Australia, there have been national [36],
state [37], and local examples [23] of programs designed to improve mental health support in primary
schools. However, initiatives have either relied on untrained, time-poor school-based staff to take on additional tasks such as acting as a wellbeing officer, or
clinicians from outside the school system to deliver
services, often for only the most complex or severe
cases [38, 39]. Neither of these approaches addresses
the capacity and service access barriers cited by
educators.
Many primary school mental health initiatives lack
rigorous evaluation of a program’s effectiveness or how
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effectively it has been implemented in the school context
[40]. Where there has been effort across the sector to
evaluate programs, often this is done retrospectively or
using cross sectional designs which fail to capture
change over longer periods of time [41]. This has resulted in an incomplete evidence base regarding the sustainability of implementation and program outcomes.
Further, the lack of a control comparison in many evaluations means it is not possible to conclude if the program has produced benefit over and above what is
already occurring in the school. Only 33% of evidencebased programs are successfully implemented into
practice [42], largely due to a lack of consideration paid
to implementation strategies. To achieve successful,
long-term sustainability of mental health initiatives in a
complex multi-level system, it is important that key implementation principles be embedded within the design.
In an education context, this requires program designers
to consider not just the intervention and the individual,
but also the inner (immediate school environment) and
outer settings (region/district and the larger political,
social and economic context) [43].
The primary school age period presents a unique opportunity to intervene early and modify the trajectory of
many mental health issues and prevent progression to
more chronic conditions. The intervention in this study
has been designed to leverage this developmental window and address the gaps in the school-based child
mental health system by introducing the concept of a
Mental Health and Wellbeing Coordinator (MHWC)
role in primary schools. The MHWC is an experienced
qualified educator who will be an additional resource
for the schools and will take up their role alongside participation in a comprehensive training program designed
within an implementation science framework. The role
and the training program combine to form the “The
MHWC model”, which aims to build mental health capacity within the school. The MHWC will be trained to
identify mental health issues, establish clear referral
pathways, work proactively with other professionals, and
implement whole-school approaches to mental health
and wellbeing. This will equip schools and classroom
teachers with an additional resource for supporting student mental health and wellbeing. In addition, the
MHWC will act as the liaison between the school and
community-based health and other community-based
services.
The primary objective of this study is to assess
whether the MHWC model leads to changes in classroom teachers’ self-reported confidence to support student mental health and wellbeing. Secondary objectives
are to investigate the indirect impact on systemic factors
(level of support, prioritisation of child mental health),
parent and teachers’ mental health literacy (stigma,
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knowledge), care access (school engagement with services), and student mental health outcomes. Implementation outcomes (feasibility, acceptability, and fidelity)
and costs will also be evaluated.

Methods
Design and setting

The study is a quasi-experimental cluster study involving
16 intervention and 16 control (Business and Usual
[BAU]) schools (Fig. 1). We will use a multi-method
(qualitative and quantitative data), multi-site and multiinformant (MHWCs, school leaders, teachers, education
support staff, parents/carers) design. This study has been
approved by the Royal Children’s Hospital Human
Research Ethics Committee (#65924) and the Victorian
Department of Education and Training’s (DET) Research
in Schools and Early Childhood settings (RISEC) process
(#2020_004332).
iData collection will occur over six timepoints in both
intervention and BAU schools beginning at timepoint 1
(T1; 2 months post allocation) and continuing through
to timepoint 2 (T2, 3 months), timepoint 3 (T3, 5
months), timepoint 4 (T4; 6 months – intervention
schools only), timepoint 5 (T5; 10 months) and timepoint 6 (T6; 17 months).
Recruitment and participants
Schools

DET will recruit 16 intervention schools to receive the
MHWC model from the North West (NW) and South
West (SW) regions of Victoria, Australia in November
2020 (Fig. 1). Schools will be recruited by DET based on
mental health need (through consultation with regional
stakeholders and Incident Reporting Information System
(IRIS) data), readiness (ensuring schools have the
capacity and willingness to participate) and context
diversity (including metropolitan, regional and rural
contexts, and those impacted to different degrees by
COVID-19). A comparison group of schools matched
for socio-economic status (SES), location (metropolitan,
regional, rural, remote) and number of student enrolments will be recruited by the research team and will act
as controls (Business as Usual [BAU] schools). Secondary schools (ages 12–20), specialist schools (i.e., schools
teaching specialist subjects or specialise teaching students with disability), and schools located outside NW,
and SW regions of Victoria will be excluded. All participating schools will complete a formal consent process;
details of what is required for schools to participate in
the study will be outlined by the research team to the
school Principal in a school plain language statement.
An online consent form with the school plain language
statement will be completed by the Principal or Assistant Principal prior to participant recruitment.
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Fig. 1 Flow chart estimating the progress of schools and participants through trial. *Staff surveys will be completed by MHWCs (intervention
schools only) and school staff (school leaders, classroom teachers, education support staff)

School staff

Across both intervention and BAU schools, classroom
teachers, school leaders (principals, assistant principals,
leading teachers) wellbeing staff and education support staff
(i.e., non-teaching staff who provide student, teaching and/
or school support) will be invited to participate in the study
by completing an online survey at multiple timepoints (see
Fig. 1 and Table 2). Staff within these roles will receive an
email from their principal inviting them to complete an online survey. The email at T1 will include a link to complete
a web-based consent form, including the relevant plain language statement, before completing the survey.
Years 2 and 4 classroom teachers and parents/carers

Across both intervention and BAU schools, parents/carers
of students from years 2 and 4 (ages 7–8 and 9–10) will receive an email from the principal (T2) inviting them to (a)

consent to information being collected about their child by
the classroom teacher and (b) complete an online survey at
two timepoints (see Fig. 1). Parents/carers must be the primary caregiver of a student from one of the selected year
levels. Classroom teachers from years 2 and 4 will subsequently receive an email from the principal (T3) inviting
them to complete the Strengths and Difficulties Questionnaire [52] on each child in their class for whom parental or
carer consent has been obtained (see Fig. 1 and Table 2).
Parents/carers and teachers will be asked to complete an
online consent form, including the relevant plain language
statement before completing the survey (Table 1).
Procedure
Intervention

The intervention will consist of the MHWC role and the
MHWC training program.
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Table 1 Summary of participant groups and projected number of participants in each group
Participant group
MHWC and other trainees

School staff

Number of participants
Intervention schools

BAU schools

MHWC

16 (1 per school)

–

Training participants

48 (3 per school)

–

Classroom teachersa

192 (12 per school)

192 (12 per school)

Education Support Staff

32–48 (at least 2 per school)

32–48 (at least 2 per school)

School leadership (principal, APs,
leading teachers, wellbeing)

32–48 (at least 2 per school)

32–48 (at least 2 per schools)

Parents/carers

Parents/carers from years 2 and 4

496 (31 per school)

496 (31 per school)

Year 2 / Year 4 classroom teachers

Classroom teachers from years 2 and 4

64 (2 classrooms per year
level per school)

64 (2 classrooms per year level
per school)

a

Primary outcome will be measured within this participant group. See further details under Sample Size Calculation

Mental Health and wellbeing coordinator (MHWC) role

For each intervention school, a MHWC will be
employed and funded a full-time equivalency (FTE; outlined below). To be recruited for this role the MHWC
should have a teaching qualification and registration
with the Victorian Institute of Teaching. Once recruited
the MHWC will:
 Receive evidence-based training around supporting

the mental health needs of primary school students;
 Embed evidence-based training and professional








development (Tier 1 practices & frameworks) across
the school and build the capability of teaching and
education support staff to better identify and
support students with mental health issues;
Be a significant contributor to the school’s
wellbeing team;
Support the referral pathway for students identified
as requiring further assessment and intervention
within the school or to external community-based
services (the MHWC role will not involve providing
1:1 counselling support to students);
Work proactively with regional staff (i.e.,
psychologists, speech and language therapists, social
workers), school wellbeing and leadership teams,
and other health professionals (community-based
psychologists, paediatricians, GPs, other allied
health) to engage appropriate mental health support
such as assessment, counselling, classroom based
adjustments;
Connect wellbeing initiatives across the school and be
responsible for implementing whole school
approaches to mental health and wellbeing, including
the social and emotional learning curriculum.

students = 0.8 FTE, > 449 students = 1.0 FTE. An additional loading will be provided for MHWCs working in
regional and rural schools.

MHWC training program

The MHWC will participate in a purpose designed training program, delivered by the research team, to increase
their knowledge, skills, and attitudes to effectively focus
on building the capacity of the whole school, working
with individual teachers and the whole staff cohort. To
promote whole school upskilling, encourage staff buy-in,
and maximise the chance of sustainably embedding the
MHWC model in the broader school setting, leaders at
each intervention school will nominate three additional
staff members to attend components of the MHWC
training (training participants). All MHWCs will receive
an explanation of the research component at the induction session by the training delivery lead and complete a
plain language statement. Nominated training participants must be members of school leadership (i.e., principal, assistant principal, leading teacher), wellbeing staff,
or a teacher (classroom) at an intervention school. Administrative staff will be excluded from the MHWC or
training participant groups.
The intervention comprises an induction session
followed by three core modules: Mental Health Literacy;
Supporting Need; and Building Capacity attended by
MHWCs and nominated additional school staff.
MHWCs will also attend Communities of Practice sessions which will involve a selected expert for each session (Fig. 2). The content of the core modules will focus
on the following broad areas:
 Mental health and wellbeing as a continuum,

MHWC full time equivalency (FTE) allocation will be
determined based on number of student enrolments at
each school using the following scale: 0–149 students =
0.4 FTE, 150–299 students = 0.6 FTE, 300–449

including behavioural, social emotional and learning
indicators;
 Risk and protective factors for mental health issues
and promoting wellbeing;
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Fig. 2 Content and structure of the training program for MHWCs

 Engaging parents and carers and supporting school

staff in conversations with parents and carers about
student mental health and wellbeing;
 Building and maintaining effective relationships with
service providers;
 Understanding the referral pathways within the
school system and into the community;
 Evidence-based prevention and promotion
approaches and programs and evaluating their
effectiveness and fit for purpose in the school
context.
The instruction will use a problem/task centred
approach informed by Merrill’s first principles of
instruction [53]. These principles work on the basis that
learning is promoted when: learners acquire knowledge
in the context of real-world problems; existing knowledge is activated as a foundation for new knowledge;
new knowledge is demonstrated to the learner, applied
by the learner, and integrated into the learner’s world.
MHWCs and other school participants will practice applying their knowledge through case studies, role-plays,
and case studies and examples from their school context.
Outputs of the training include a mental health and
wellbeing profile and plan, and care pathway mapping
based on each participant’s individual school context
and circumstances.
Induction and the three core modules will be delivered over an intensive 3-day training program via a
synchronous online environment, using teleconference
technology to facilitate the building of professional
networks and communities of practice between
schools. In addition, asynchronous learning will include, videos, content-based activities, pre-reading,
skills and knowledge checks, completion of online
modules from other providers (as pre-requisites to

cover basic concepts and engage with potential resources for staff professional development) and
reviewing previously covered material to consolidate
learning. Communities of practice and skills practice
‘on-the-job’ will also form an integral part of the
learning approach and will continue as part of the
model once the core training modules are delivered.
Comparison

BAU schools will not receive the intervention (MHWC
role or training program). They will complete T1, T2,
T3, T5 and T6 surveys (see Table 2).

Primary and secondary outcomes and measures
School and participant characteristics
School characteristics

Information will be collected for each school including
the Index of Community Socio-Educational Advantage
(ICSEA) [54] metropolitan, regional, rural or remote location as determined by DET, number of enrolments
and region (NW or SW).
Participant demographic characteristics and professional
experience

Basic demographic information will be collected via survey, including participant age, school postcode, highest
level of education, languages spoken at home, the number of years teaching and/or working within primary
schools (school staff only), previous participation in child
mental health and wellbeing related training courses and
professional development (school staff only).
Primary outcome and measure
Teacher confidence in supporting mental health

The School Mental Health Self-Efficacy Teacher Survey
(SMH-SETS) [44] will be completed by classroom

Child Health Poll [45]
Study designed perceived confidence
and skills
Vignettes
The Attitudes about Child Mental Health
Questionnaire [46]
Strengths & Difficulties Questionnaire [47]
Attitude to Schools Survey [48] and Parent
Opinion Survey [49]
Study designed
Attitude to Schools Survey [48] and Parent
Opinion Survey [49]
Study designed

Mental health literacy

Child mental health stigma

Student mental health and
wellbeing

Levels of engagement with
DET-based and externally
based mental health and
wellbeing services

Prioritisation of child mental
health & wellbeing within
school’s curriculum & planning

Process
Outcomes

Study designed

Perceived levels of support in
managing child mental health

Secondary
Outcome

Acceptability of Intervention Measure,
Intervention Appropriateness Measure
& Feasibility of Intervention Measure [50]
Focus Groups
Study designed and Focus Groups
Cost inputs (time, resources, Casual
Relief Teacher funding)
Data will be obtained from referral
activities log, job analysis, focus groups
and surveys

Levels of engagement with
MHWC

Cost

Study designed

Implementation (feasibility,
acceptability, appropriateness,
reach, fidelity)

Level of unmet mental health
and wellbeing need within
classrooms

School engagement and
Attitude to Schools Survey [48], Parent
perceived mental health support Opinion Survey [49] and study designed

School Mental Health Self-efficacy
Teacher Survey [44]

Confidence to support student
mental health and wellbeing

Primary
Outcome

Data source/Measure

Variable

Outcome

Table 2 Summary of outcomes and measures

✔

✔
✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔

✔ ✔

✔

✔

✔

✔

✔ ✔

✔

✔

✔

✔

✔ ✔

✔ ✔

✔

✔ ✔

✔ ✔

✔ ✔

✔ ✔

✔ ✔

✔ ✔

✔ ✔

✔ ✔

✔ ✔

T1 T2 T3 T4 T5 T6

Years 2 / 4
Parents

MHWC Trainee School
School staff
staff (INT) (BAU)

Years 2 / 4
Teachers

Data collection
timepoint

Participant group
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Variable

FTE allocation; study devised measures
Demographics

School & Participant
Characteristics

Readiness to Implement scale [51]

Data source/Measure

MHWC Time allocation

Moderators Readiness to implement

Outcome

Table 2 Summary of outcomes and measures (Continued)

✔

✔

✔ ✔

✔

✔

✔

✔
✔

✔

✔

✔

✔ ✔

T1 T2 T3 T4 T5 T6

Years 2 / 4
Parents

MHWC Trainee School
School staff
staff (INT) (BAU)

Years 2 / 4
Teachers

Data collection
timepoint

Participant group
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teachers. The SMH-SETS is a psychometrically sound 15
item measure that utilises a 6-point Likert scale that
addresses teacher’s confidence in their ability to successfully support students’ mental health with excellent internal consistency (Cronbach’s alpha = .91), item reliability
and validity [55].
Secondary outcomes and measures
Perceived level of support for student mental health

To evaluate the impact of the MHWC model on perceived levels of support for student mental health, study
designed questions will be developed to capture (a) how
much support staff expect in managing student mental
health and wellbeing from within their school and DET,
and (b) how supported staff have felt in the past month
from within their school and DET.
Mental health literacy

To evaluate the perceived level of knowledge and confidence in identifying child mental health and wellbeing
issues, study designed items will be developed and rated
on a 6-point Likert scale from strongly agree to strongly
disagree. Study devised multiple choice items requiring
respondents to choose the correct answer will also be
developed to capture knowledge about internalising and
externalising mental health issues in students.
To evaluate skills and confidence related to mental
health and wellbeing of students, school staff will
complete a skills assessment at T1, T5 and T6 (see Table 2).
The skills assessment will comprise case study vignettes
covering a range of potential scenarios school staff may be
presented with, and respondents will be asked about key behavioural issues, contributing factors, strategies and further
support required, as well as confidence in supporting the
child described in the vignette.
To evaluate parents/carers child mental health literacy,
items will be drawn from the Child Health Poll – child
mental health edition [45]. The Child Health Poll includes items that address parent confidence in recognising and managing child mental health issues (measured
on a 3-point Likert scale: confident, somewhat confident,
not confident) and items that address knowledge about
child mental health (measured on a 6-point Likert scale:
strongly agree to strongly disagree).
Child mental health stigma

To evaluate changes in attitudes and stigma the
Attitudes about Child Mental Health Questionnaire
(ACMHQ [46];) will be administered. It consists of
30 items with four subscales: child dangerousness/incompetence, general stereotypes, community devaluation/discrimination and personal attitudes. Each
item is rated on a 6-point Likert response scale that
ranges from 1 (strongly disagree) to 6 (strongly agree).
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The ACMHQ subscales have good to excellent internal
consistency (α =0.78–0.96) [46].
Unmet mental health and wellbeing need

To evaluate changes in the level of unmet need for
mental health and wellbeing support within school classrooms, study devised questions will be used to capture
(a) the proportion of students within each teacher’s
classroom who have unmet needs for school-based mental health and wellbeing support and (b) the barriers to
obtaining mental health and wellbeing support for these
students.
Child mental health and wellbeing

To evaluate the impact of the MHWC model on child
mental health, the Strength and Difficulties Questionnaire
(SDQ) will be used [47]. The 25-item measure is a brief
emotional and behavioural screening questionnaire for
children aged 4–10 years old. There are 5 subscales with 5
items in each; emotional symptoms, conduct problems,
hyperactivity/inattention, peer relationships and prosocial
behaviour. The SDQ has good concurrent and predictive
validity, and satisfactory internal consistency [47].
Prioritisation of student mental health

To evaluate the level of prioritisation of child mental
health and wellbeing, school leaders will answer questions exploring the level of priority given to wellbeing
and mental health provision for students, whether wellbeing and mental health provision for students is part of
the school strategic plan or annual implementation plan,
or if the school has a policy related to child mental
health and wellbeing.
Engagement with mental health support

School staff engagement with school-based and external
child mental health services will be measured using
study designed questions to capture the perceived level
of engagement required, the actual level of engagement
and the types of child mental health support and services
provided to staff.
Student engagement with mental health support and
perceived availability of mental health and wellbeing
support will be measured using subscales from the Attitudes to School Survey (AToSS) years 4–6 version [48].
The AToSS is a DET administered survey that will be
completed by students and consists of 60 items across 6
domains with 3–5 factors/subscales within each domain.
The following subscales will be used: Teacher concern;
School connectedness; Advocate at school; Managing
bullying; Peer relationships; Perceptions of school; Social
outcomes; Subjective physical & mental health; Experience of COVID-19. The survey items use a five-point
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Likert scale from 1 (strongly disagree) to 5 (strongly
agree).
Parent engagement with school-based and external
child mental health and wellbeing support will be measured using study designed items and items from the
DET Parent Opinion Survey (POS) [49]. The following
subscales from the POS will be used: Student agency
and voice; Confidence & resiliency skills; Managing
bullying; Promoting positive behaviour; School connectedness; Positive transitions; Remote & Flexible learning
items (2020). The items use a five-point Likert scale
from 1 (strongly disagree) to 5 (strongly agree).
Implementation measures
Readiness to implement

To effectively evaluate the implementation of the
MHWC model we will also seek to understand individual and contextual characteristics (across all participant
groups) that are present prior to implementation which
may also influence program outcomes. We will use the
Readiness to Implement Scale [51] which looks at three
key areas: feasibility, fit and staff support. It is a selfreport measure, consisting of 20 items and has an overall
reliability of Cronbach’s alpha [α] = .92 [51].
Costs of the intervention

Costs of delivering the intervention will be estimated to
inform wider implementation. This will be based on
budgets for each role, the log of activities kept by
MHWCs tracking time and resources used and from records of replacement teachers filling in for classroom
teachers to attend professional development and training
activities run by the MHWCs. The costs will be from
the perspective of the school.
MHWC referral activities log and job analysis

To evaluate the tasks, responsibilities, time, and resources required to achieve all aspects of the MHWC
role and successful implementation of the MHWC
model, MHWC activity will be recorded in a study
developed database. This information will include
number of students impacted, number of interactions
with classroom teachers, time spent on tasks, type of
mental health and wellbeing activities the MHWC is
assisting with, number of referrals made, uptake/outcome of referral, waitlist times, number, and type of
interactions with regional staff. This information will
be collected for two working weeks during the academic school year (Semester 2).
Feasibility, appropriateness, and acceptability of the MHWC
model

To evaluate the feasibility, appropriateness, and acceptability of the MHWC model we will use the Feasibility
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of Intervention Measure (FIM), Intervention Appropriateness Measure (IAM) and the Acceptability of Intervention Measure (AIM) [50] adapted as required. These
measures will assess the extent to which a new treatment or innovation can be successfully used or carried
out within a setting (FIM), the perceived fit, relevance
and compatibility of the intervention for a given practice
setting, provider, or consumer and/or perceived fit of
the innovation to address a particular issue or problem
(IAM) and the perception among implementation stakeholders that an intervention is agreeable or satisfactory
(AIM). These measures consist of 4-items each targeting
perceived intervention acceptability. Items are measured
on a 5-point Likert scale (completely disagree-completely
agree) and the score is a calculated mean. Each measure
has excellent structural validity (FIM α = 0.89, IAM
α = 0.91, AIM α = 0.85) and test-retest reliability (FIM
α = 0.88, IAM α = 0.87, AIM α = 0.83) [50].
Engagement of school staff with MHWC model

To evaluate the level of engagement that school staff
have with the MHWC model, questions will be developed to capture the perceived level of engagement
required, the actual level of engagement and the types of
support provided to staff by MHWCs.
Focus groups

To further explore and capture data regarding the feasibility, appropriateness, and acceptability of the model,
purposive sampling will be used to recruit a subset of
school and regional staff to participate in qualitative
focus groups at T4 and T5, using a semi-structured
interview guide. Focus groups will consist of between 3
and 8 participants and will include MHWCs and other
trainees from participating intervention schools as well
as a cross-section of other school staff (including leadership and education support staff, wellbeing staff, classroom teachers) and regional support staff. Interviews
will be facilitated by an experienced qualitative researcher, audio-recorded with permission from the participants and transcribed verbatim using an external
transcription service.
Moderators

Exploration of potential moderators to the relationship
between the intervention and the primary outcome will
include planned FTE allocation of MHWC, socioeconomic status (ICSEA value), school geographic
location (metro/rural/regional), as well as process moderators; training dosage (hours attended of training) and
local adjustments to MHWC FTE by the school during
implementation (average hours worked in MHWC role).
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Sample size calculation

We based the sample size calculation on the primary
study objective of detecting the impact of the MHWC
model on classroom teachers’ self-reported confidence
to support student mental health and wellbeing which is
assessed by the School Mental Health Self-Efficacy
Teacher Survey (SMH-SETS [55]). We assumed a mean
SMH-SETS score of 67.7 (standard deviation = 9.5) in
the BAU arm based on unpublished data provided by
the measure authors [56]. Participation of 12 teachers
per school with the intra-cluster (intra-school) correlation coefficient (ICC) set to 0.1 (expected ICC is
unknown); the sample of 32 schools (16 intervention
schools and 16 BAU schools) provides 80% power at the
(2-sided) 5% level of significance to detect a mean difference between the trial arms of 3.9 on the teacherreported SMH-SETs score.
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costs of delivering the intervention according to school
characteristics such as number of student enrolments,
location, and SES. Based on these estimated costs,
budget impact of delivering the intervention state-wide
will be calculated, with associated resource implications,
particularly workforce.
Qualitative analysis

Focus group transcripts will be deidentified and
imported into the computer software package QSR
Nvivo 12 [57]. Data analysis will follow the guidelines
for reflexive thematic analysis [58]. An experienced
qualitative researcher will independently code the data
and emergent categories and themes will be crosschecked with the broader team for accuracy and to
ensure the data is well represented. Study findings will
be reported in line with the COREQ checklist for reporting
qualitative research [59].

Planned statistical analysis

All analyses will be based on observed data only; i.e. we
will assume data are Missing Completely At Random.
We will make every attempt to ensure that data are not
missing from surveys at the point of completion. If there
are missing responses to surveys completed by school or
regional staff, we will follow up via phone or email up to
three times to obtain the missing responses. If missing
data are > 10% for specific outcomes, then predictors of
missing data will be explored and sensitivity analyses
making further adjustments (i.e. valid under Missing At
Random) will be used such as imputation. The details of
how this will be conducted will be outlined in the statistical analysis plan.
The primary outcome (mean difference in SMH-SETS
total score) will be analysed using mixed effects linear
regression fitted at the teacher level, including a fixed effect for arm (MHWC vs. BAU) and a random effect for
school, adjusting for baseline values of SMH-SETS and
school matching criteria (ICSEA, number of enrolments
and metro/regional/rural location).
According to the nature of the secondary outcomes to
be analysed (binary, continuous or ordinal) the appropriate mixed effects model will be used to estimate the impact of the MHWC model on the outcome of interest
compared to the BAU schools. These models will be fitted at the participant level, including a fixed effect for
arm (MHWC vs. BAU) and a random effect for school
adjusting for school matching criteria (ICSEA, number
of enrolments and metro/regional/rural location) and
baseline value of the outcome where available. Analyses
will be done using Stata Statistical Software MP.
Cost analysis

Variation in costs across participating schools will be
evaluated to identify factors that may impact on the

Discussion
This study protocol introduces a quasi-experimental
cluster study investigating the impact of a mental health
and wellbeing coordinator (MHWC) model on classroom teacher confidence to support student mental
health and wellbeing in an Australian primary school
setting. Previous approaches have largely focussed on
developing and evaluating specific mental health and
wellbeing programs delivered using existing school resources in cross-sectional study designs with limited
attention paid to implementation factors [38]. This
protocol describes a novel approach to building the
capacity of primary schools by introducing an
additional resource for schools, the MHWC, which is
embedded through an implementation science framework to maximise impact on target outcomes and
long-term sustainability.
Despite the strengths of the proposed study, there are
some practical limitations involved in conducting
applied research in a school setting [60]. First, a randomised controlled trial (RCT), the gold standard for assessing effectiveness of an intervention, was not feasible in
the current study as intervention schools were selected
by DET based on mental health need, readiness and context diversity [61]. The quasi-experimental design does
have the benefit of enabling enrolment of schools to the
intervention based on motivation, which reflects the
real-life situation of public health interventions. The lack
of randomisation, however, can introduce both selection
bias and confounding. We will aim to mitigate these
biases by matching our control schools and adjusting for
known confounders as well as T1 values at the analysis
level.
Second, standardised measures and data collection
methods for some of the project outcomes were not

Darling et al. BMC Public Health

(2021) 21:1467

available (i.e., Mental Health Literacy [62], routine collection of outcomes (e.g. referral data)). Ideally standardised measures and data collection processes would be
used to maximise the quality of the research conclusions, including comparisons with previous school-based
mental health initiatives, and across intervention and
BAU schools. This lack of measures relevant to the study
outcomes and standardised processes for routine data
collection in schools likely reflects a historical lack of
scientific rigour in evaluating school-based initiatives
[63]. To mitigate the lack of appropriate measures, the
research team in collaboration with an expert advisory
panel, developed bespoke items to target these outcomes. The measures developed for this project will
likely be relevant for future projects and therefore measures development may form a sub-project of the
broader study. To mitigate the lack of standardised, routine data collection across schools, the research team
has developed data collection templates that will capture
pertinent referral pathway information for students. Due
to the absence of routinely collected resource or cost
data on mental health supports in schools, it is not possible in this study to compare the costs in intervention
and BAU schools, so the full cost implications of the
model will not be estimated, nor will an economic evaluation that compares costs and outcomes between intervention and BAU schools be conducted.
Finally, there are additional context considerations in
the state of Victoria in 2021 that will need to be taken
into account during data analysis and interpretation.
These include the acute and longer-term impacts of the
COVID-19 pandemic, school closures and remote learning on the mental health of students, teachers and the
education community [64, 65] as well as the resources
and programs being implemented by individual schools
following the findings and recommendations of the
Royal Commission into Victoria’s Mental Health System
in March 2021 [66]. The COVID-19 pandemic is a fluid
situation, so that a comprehensive risk mitigation strategy has been developed to plan for various situations as
they arise (e.g., higher than anticipated attrition rate for
schools and participants, schools returning to remote
learning and the MHWC role and training being implemented using teleconferencing methods). In contrast,
the findings from the Royal Commission are static, but
may have longer-term, permanent implications for the
offerings provided by schools to better support student
mental health. To mitigate this, a comprehensive list of
actions taken in response to the Royal Commission recommendations will be collected for each school and
taken into account when interpreting data from the proposed study.
Results from this study will inform decision-making
around large-scale mental health service reform and
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possible state and national roll out of the intervention
[66]. To ensure the ongoing quality and sustainability of
the MHWC model should it prove to be efficacious, it is
imperative that there is ongoing monitoring and evaluation of the model is conducted. This would involve follow up of primary and secondary outcomes as well as
implementation factors associated with the MHWC
model including identification of enablers and barriers
across school, region/district and system levels [43]. This
design will address some of the shortcomings of previous approaches to address child mental health issues in
primary schools and maximise the likelihood that the
MHWC intervention will have positive long-term, sustainable effects on child mental health. This approach
will not only impact the individual child and their family,
but benefits may also be seen at a community and societal scale, across education and health sectors, and likely
be experienced by generations to come.
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