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Abstract
School-based social and emotional learning programs aim to provide students with the skills they need to deal with life
challenges, thereby enhancing their social and emotional wellbeing, academic outcomes, and reducing their risk of mental
health difficulties. While there is a robust evidence base on the effectiveness of these programs originating from the US,
there is a relative paucity of research on how these programs impact young people in other county contexts, especially for
older adolescents and those at higher risk. This study sets out to address this research gap by evaluating the effectiveness of a
social emotional learning program designed for older adolescents in Ireland, the MindOut program. MindOut is a universal
school-based social and emotional learning program designed for older adolescents in Ireland which was developed based on
a common elements approach underpinned by CASEL’s framework. Employing a cluster randomized-controlled trial, data
on social and emotional skills, academic performance and mental health outcomes were collected from students (n= 497;
51.1% female) ages 15–18 years in 32 disadvantaged schools. There were significant improvements in intervention students’
social and emotional skills including, reduced suppression of emotions (p= 0.035), use of more positive coping strategies
[reduced avoidance coping p= < 0.001) and increased social support coping p= 0.044)]. Improvements in mental health
and wellbeing were also found with significantly reduced levels of stress (p= 0.017) and depressive symptoms (p= 0.030)
as well as reduced anxiety scores for females students (p= 0.044). These short-term evaluation findings support the positive
impact of school-based social and emotional learning programs, such as MindOut, when designed to be both age and
culturally appropriate and delivered to older adolescents in disadvantaged schools.
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Introduction

The importance of promoting children and adolescents’
social and emotional wellbeing as a mental health promo-
tion strategy has received increasing attention in recent
years (OECD 2015; Weare and Nind 2011; WHO 2013).
The school is an important setting for promoting social and
emotional wellbeing, given its ability to reach a wide range

of adolescents, including those most at-risk and who are less
likely to access support and services when needed (Green-
berg 2010; Oberle and Schonert-Reichl 2017). In many
countries, schools fulfil their responsibility to support the
wellbeing of students through the delivery of social and
emotional learning programs, which help foster the devel-
opment of youth’s social and emotional skills such as
managing emotions, coping skills, empathy etc. (Elias et al.
2001; Greenberg et al. 2003; Gresham and Elliot 2008).
Several reviews and meta-analyses have provided strong
evidence for the effectiveness of school-based social and
emotional learning programs, endorsing their positive out-
comes for youth, including increased social emotional
skills, improved mental health, increased academic out-
comes and the reduction of negative health and social
behaviors such as substance misuse, bullying, aggression
and risk-taking behaviors (Barry et al. 2017; Clarke et al.

* Katherine Dowling
k.dowling3@nuigalway.ie

1 Health Promotion Research Centre, National University of Ireland
Galway, Galway, Ireland

2 School of Mathematics, Statistics and Applied Mathematics,
National University of Ireland Galway, Galway, Ireland

12
34

56
78

90
()
;,:

12
34
56
78
90
();
,:

http://crossmark.crossref.org/dialog/?doi=10.1007/s10964-019-00987-3&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1007/s10964-019-00987-3&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1007/s10964-019-00987-3&domain=pdf
mailto:k.dowling3@nuigalway.ie


2015; Durlak et al. 2011; Institute of Medicine Report IOM
2009; Oberle and Schonert-Reichl 2017; OECD 2015;
Sklad et al. 2012; Taylor et al. 2017; Weare and Nind
2011).

Although the empirical evidence on school-based social
and emotional learning interventions has grown con-
siderably, a science-to-practice gap remains, which results in
significant challenges in translating these evidence-based
programs into mainstream education (Barry et al. 2017;
Jones and Bouffard 2012; Rotheram-Borus et al. 2012).
Currently, the majority of social and emotional learning
program developments and robust evaluations originate
from the USA, and their transferability to other cultural and
social contexts remains unclear (Durlak et al. 2011; Hum-
phrey et al. 2016; Weare and Nind 2011). For example, one
of the largest meta-analyses to date on school-based social
and emotional learning programs by Durlak et al. (2011)
examined 213 universal programs, however, only 27 (13%)
of these programs were implemented and evaluated outside
of the USA, and even fewer than that were developed and
evaluated in Europe. There has been a lack of program
development and high-quality evaluations conducted within
the European context, which has been highlighted in other
extant reviews (Clarke et al. 2015; Sklad et al. 2012; Taylor
et al. 2017; Wigelsworth et al. 2016). When “exporting”
evidence-based programs to countries outside of their origin
they are likely to produce weaker outcomes. A review
completed by Wigelsworth and colleagues (2016) found that
studies conducted within the country of intervention devel-
opment are likely to demonstrate larger effect sizes than
those adopted outside the country of origin for reasons such
as inadequate infrastructure and cultural adaptability (Elliott
and Mihalic 2004; Kumpfer et al. 2002; Spoth et al. 2004).

In addition, there also appears to be a gap with regard to
program development and evaluation for older adolescents,
especially those who are most vulnerable. The majority of
current programs and evaluations are focussed on youth in
primary and lower secondary schools and there is a lack of
program development and robust studies for older adoles-
cents (>14 years old) (January et al. 2011; Clarke et al.
2015; Durlak et al. 2011; Wigelsworth et al. 2016). This is
supported in a review by Taylor et al. (2017), which
reported that 38% of the programmes reviewed were
delivered with primary students (5–11 years) and a further
45% were delivered with middle school students (11–14
years). Only 11 (13%) programs in this review were
delivered to adolescents of high-school level (14–18 years).

The years between early adolescence and adulthood is a
critical transition period for youth that can have a significant
impact on their mental health and wellbeing. These trans-
formative adolescent years are characterized by many bio-
logical changes (e.g., pubertal maturation) and psychosocial
developments such as identity formation, increased

experience of intense emotions, increased conflict with
parents and desire for independence, increased sensation
seeking, heightened experimentation and risk-taking beha-
viors, initiation of romantic relationships, and increased
pressure to be accepted by peers (Curtis 2015; Steinberg
2015; Patel et al. 2007; Yeager 2017). It is also a time when
youth can be exposed to a number of challenges and stres-
sors such as social and academic pressures, body-image
issues, bullying, financial pressures etc., (Romeo 2013).
These developmental changes and vulnerabilities to new
psychosocial stressors put this specific group of emerging
adults at a heightened risk for the development of psycho-
logical, social and health difficulties that can have lasting
effects during adulthood (Dopheide 2013; Yeager 2017).
Research has shown that school-based interventions such as
social and emotional learning programs that promote youth’s
social and emotional skill development can be effective in
helping them deal with stressors, thus improving their
wellbeing and reducing their risk of developing mental
health difficulties (Clarke et al. 2015; Durlak et al. 2011;
Taylor et al. 2017). Although early intervention for mental
health difficulties is and should remain a priority, the pro-
motion of social and emotional skill development and
wellbeing should continue throughout a young person’s life,
especially at a time when individuals’ exposure to new
stressors increases and their ability to cope with these
becomes more difficult due to the developmental changes
they are experiencing (Yeager 2017).

In Europe, mental health difficulties affect approximately
20% of the adolescent population and youth who face social
and economic deprivation are identified as being at an
increased risk (Reiss 2013; WHO 2015). Findings from
Ireland’s national survey on youth mental health, My World
Survey (Dooley and Fitzgerald 2012), indicate that a
majority of mental health problems among young Irish
people emerge in early adolescence and peak in late teens.
One in five young Irish people (11–15 years) report
experiencing two or more psychological symptoms (e.g.,
feeling low, irritability, nervousness, sleep difficulties etc.)
more than once a week (UNICEF 2017). International stu-
dies have indicated that almost 75% of all serious mental
health difficulties first become evident between the ages of
15 and 25 years old (Hickie 2004; Kessler et al. 2005; Kim-
Cohen et al. 2003), suggesting that the reporting of psy-
chological symptoms is likely to increase in the later ado-
lescent years. Ireland is ranked well above the European
average as the fourth highest country for adolescent (15-19
years) suicide across the 31 OECD and EU countries, and is
the highest rated European country of female youth suicides
(UNICEF 2017). The economic crisis in Ireland and other
European countries has led to increased challenges for the
younger generation, including rising youth unemployment,
migration and school-drop out (European Union 2016),
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placing youth facing this type of disadvantage at an
increased risk of developing mental health difficulties, self-
harming and death by suicide (Dooley and Fitzgerald 2012;
NYCI 2014; OECD 2015). Ireland also had the highest rate
of youth unemployment and disability benefit receipt and
one in five young Irish people are not in education,
employment or training (NEETs), which places them at
greater risk of developing mental health difficulties (OECD
2018).

The developmental differences between childhood and
late adolescence mean that youth’s mental health needs are
likely to vary significantly and, therefore, there is a need for
more rigorous development, implementation and evaluation
of social and emotional learning programs which reflect the
needs of older adolescents (Curtis 2015; Heckman and
Kautz 2014; Yeager 2017). More work in this area is nee-
ded, particularly within the European context where few
robust studies on the effectiveness of these programs has
been cited (Clarke et al. 2015; Sklad et al. 2012; Taylor
et al. 2017; Wigelsworth et al. 2016). There is also a scar-
city of research which investigates the impact of these types
of programs on priority groups (e.g., disadvantaged youth)
that are not only at a greater risk of developing mental
health difficulties but are also less likely to develop their
social and emotional skills outside of the school setting
(Elias et al. 1997; Yeo and Graham 2015).

This study aims to address these aforementioned gaps by
adding to the evidence on the efficacy of social and emo-
tional learning programs among the older adolescent
population of disadvantaged students within the Irish con-
text. Employing a robust research design, this study
explores whether a program delivered within the country of
origin can contribute to promoting the social and emotional
wellbeing of older adolescents.

In developing school-based interventions to meet the
needs of the older adolescent population, it is clearly
important to build on existing theoretical frameworks and
evidence-informed strategies that can provide an integrated
foundation for social emotional learning development
within the context of existing schools policies and practices.
Responding to the increasing use of discrete packaged
school-based programs, Rotheram-Borus et al. (2012) called
for the development of disruptive innovations that draw on
what has been learned from evidence-based interventions in
order to reach a wider audience, with greater impact, and at
a lower cost. Research in youth mental health treatment and
prevention has identified common strategies of successful
evidence-based interventions and mapped these onto what
is referred to as a “common elements framework” (Boustani
et al. 2015; Chorpita and Daleiden 2009). This approach
highlights the most potent core practices of successful
evidence-based interventions and enables a more systematic
approach to new program design and development. Studies

have shown that employing a common elements approach
to child and adolescent mental health treatment can improve
outcomes when compared to usual care and standard
evidence-based treatment (Chorpita et al. 2013; Weisz et al.
2012). Boustani et al. (2015) have also applied this
approach to evidence-based youth prevention programs
identifying both the core practice elements (e.g., commu-
nication skills, problem solving, cognitive coping etc.) and
instructional elements employed by the facilitator (e.g.,
modelling, role play etc.). These studies show how a
common elements framework, through identifying the most
essential components of evidence-based interventions that
exhibit potential for greatest impact, can be applied to
strengthen program development and delivery. Barry et al.
(2017) considered how adopting a common elements
approach to social and emotional learning intervention
development could lead to innovative approaches that
extend the reach of existing social emotional learning
interventions.

This article reports on the evaluation of a social and
emotional learning program, underpinned by a common
elements framework, that was designed for older adolescents
in post-primary schools in Ireland. The context and rationale
for the development of the MindOut intervention is briefly
described and this article reports on the findings from the
first phase of a comprehensive evaluation of the program for
students attending disadvantaged post-primary schools.

Background to the MindOut Program

The MindOut program is a universal school-based program
designed to be delivered by teachers to promote the social
and emotional wellbeing of youth aged 15–18 years in post-
primary schools. This program was first developed in 2004,
with support from the national Health Service Executive,
and has been successfully implemented through the Social
Personal and Health Education (SPHE) curriculum, in post-
primary schools across Ireland. Social Personal and Health
Education is a mandatory health education curriculum in
Irish schools that aims to support the wellbeing and personal
skill development of students so that they are better equip-
ped to make informed decisions about their health, personal
lives, and social development (NCCA 2011; Nic Gabhainn
et al. 2010). While initial evaluations of the MindOut pro-
gram showed a number of positive effects for students
(Byrne et al. 2004, 2005; Byrne 2005), teachers, students
and other stakeholders requested the program be updated to
be more relevant to the lives of young Irish people today and
to reflect the most recent developments in research, policy
and practice both internationally and within Ireland.

The revision of the MindOut program involved a thor-
ough process that was informed by three principal sources;
(i) a review of existing resources based on a common
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elements approach (ii) consultation with program users
(e.g., teachers and youth) and (iii) consultation with a
National Working Group representing key national stake-
holder organizations. In reviewing existing resources, rele-
vant evidence-based programs were examined through a
common elements framework similar to the work done by
Boustani et al. (2015). While a systematic coding process
was not employed, a number of common practice and
instructional elements were identified through a mapping
process. The common practice elements that were present in
all of the youth programs examined included: recognizing
and managing emotions, managing thoughts, positive
thinking and coping skills. The most common instructional
elements employed in the reviewed programs included:
collaborative learning, group discussion, reflection, games
and use of scenarios and worksheets. The MindOut program
is underpinned by the Collaborative for Academic Social
and Emotional Learning (CASEL) theoretical framework
for social and emotional learning (CASEL 2015) and the
most potent common practice and instructional elements
identified during the mapping process were aligned with
CASEL’s five core competencies and embedded into the
program.

Additionally, the development of the revised program
involved consultations with youth and teachers in an effort
to identify program user needs and ensure that these needs
were met within the updated program (Barry et al. 2017;
Dowling et al. 2016; McCrohan 2015). Interviews with
teachers and participatory workshops with students who had
participated in the original program were conducted to
ascertain their feedback on core elements (e.g., content,
instructional strategies, language etc.), priority issues for
inclusion, and to ensure that the program was age and
culturally relevant for older Irish adolescents. A secondary
consultation was conducted with a small group of youth
recruited through a national youth organization who assis-
ted in drafting age-appropriate, real-life scenarios based on
the priority issues previously defined by students. At a later
stage in the development process, this group also con-
tributed in reviewing and providing feedback on each of the
revised program sessions.

Throughout the development process, a National Work-
ing Group, which included key stakeholders from educa-
tion, health promotion, educational psychology and mental
health services, were consulted to ascertain their recom-
mendations for strengthening the program and its potential
outcomes. Further details on the development process can
be found in relevant documents (Barry et al. 2017; Dowling
et al. 2016). The revised program, which was written in
consultation with youth and the National Working Group,
was piloted with five post-primary schools to assess the
feasibility of its implementation in schools (see Dowling
et al. 2016 report for further details). Feedback from the

pilot phase was then used to make further adaptions to the
program.

Program Description

The revised MindOut program (Dowling et al. 2017) con-
sists of 13 weekly sessions, which are intended to be
delivered by teachers within the Social Personal Health
Education (SPHE) curriculum for 15-18 year old students.
The content of the program is based on CASEL’s five core
competencies for social and emotional learning i.e., self-
awareness, self-management, social awareness, relationship
management and responsible decision making (CASEL
2015). The program is comprised of a teacher manual, with
structured activities and resource materials which promote
the development of these social and emotional compe-
tencies. The program employs interactive teaching strate-
gies (e.g., collaborative learning, structured games,
scenarios, videos etc.) to engage students in a number of
skill-building activities such as: identifying and managing
emotions, coping with challenges, overcoming negative
thinking, communication, empathy, relationship skills etc.
Additionally, the program promotes whole-school approa-
ches by providing staff with a menu of strategies for pro-
moting social and emotional development at a wider school
level (e.g., practice-at-home activities; teacher reflection;
whole-school activities; whole-school tips for staff and for
engaging students, parents and the community etc.). These
whole-school resources, in combination with the MindOut
curriculum, aim to support students’ wellbeing not only at
the classroom level but at the wider school level. The pro-
gram logic model can be seen in Fig. 1 and a summary of
the program content can be seen in Table 4 of the appendix.
In view of the substantive revisions made, it was deemed
necessary to determine if the new program would lead to
positive outcomes for youth, especially for those from dis-
advantaged communities.

Current Study

The present study evaluates the revised MindOut program
in disadvantaged post-primary schools in Ireland. The
specific aims of the overall study are: to assess the
immediate and longer-term impact of the revised MindOut
program on the participants’ social and emotional skills
development, overall mental health and wellbeing and
academic performance; and to examine the process of
implementation in order to determine the conditions needed
to achieve successful outcomes in the school setting.
Employing a cluster randomized controlled trial design, the
current study reports specifically on the immediate impact
of the MindOut program on students’ social emotional
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skills, mental health and wellbeing and academic outcomes
when delivered to disadvantaged post-primary students.
Unlike other evidence-based social and emotional learning
programs delivered in Ireland, the MindOut program was
especially designed to meet the needs of older Irish ado-
lescents and this was achieved through the extensive con-
sultations conducted with the adolescents themselves, and
the key stakeholders that work with them, during the pro-
gram development process. This process sought to address
the issue of cultural transferability that arises when pro-
grams are being delivered that have been developed and
evaluated elsewhere. The MindOut program also employed
a common elements framework approach to its develop-
ment. This novel process has been used in youth mental
health treatment and prevention studies, but this study will
determine whether or not this type of approach can be
successfully utilized in social and emotional learning pro-
gram development. The evaluation also addresses a gap in
the evidence by assessing the effect of social and emotional
learning programs with older adolescents, an age that is
often overlooked in terms of programing and evaluation
studies, particularly in Ireland, due to the strong weight
given to earlier intervention. Finally, this study focuses on

evaluating the program with a vulnerable group of youth, in
order to gain more knowledge on the impact of social and
emotional learning programs on disadvantaged students’
outcomes.

Methods

Study Design

This study employed a cluster randomized controlled design
with schools as the unit of randomization. Baseline (T1)
measures were taken approximately one to two weeks
before program implementation within each school and
post-intervention (T2) measures were collected immediately
following program implementation (13 weeks).

Participants

Eligibility criteria

In order to qualify for selection, the schools and students
needed to meet a number of eligibility criteria, which

Fig. 1 MindOut program logic model
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included; (i) holding the designated disadvantage status
(DEIS) by the Department of Education & Skills (ii) pro-
viding education at a post-primary level; and (iii) English-
speaking (i.e., not Irish only speaking schools “Gael Scoi-
leanna”). Delivering Equality of Opportunity in Dis-
advantaged Schools (DEIS) address the educational needs
of children and youth from disadvantaged communities,
from pre-school through second-level education. Schools
are given disadvantaged status if 70% of the students are
classified as educationally disadvantaged by the Department
of Education and Skills. A total of 185 schools met these
criteria. Students attending the participating schools who
were in 4th/Transition Year (15–17 years) or 5th year
(16–18 years) at baseline were the target population.
Transition Year is a one-year optional program which acts
as a bridge between the Junior Certificate program (3rd
year; 13–15 yrs.), where learning happens in a highly-
structured environment; and the Leaving Certificate pro-
gram (6th year; 16–18 yrs.), where students are required to
take greater responsibility for their own learning and deci-
sion making. Transition Year is designed to give students
space to learn, mature and develop without the presence of
exam pressures (Department of Education and Skills 2018).
Only full-time students (i.e., not exchange or short-term
visiting students) were considered for inclusion in this
evaluation.

Sample size

To determine the sample size needed for this study
similar intervention studies using comparable measures
were consulted, which indicated a likely effect size of
0.29 and an anticipated intra-class correlation (ICC) of
0.02 based on depression scores (Kuyken et al. 2013).
Assuming a non-participation rate of 10%, an average
class size of 20 pupils and the aforementioned data, a
sample size calculation was conducted using Winpepi
COMPARE2 statistical software program. This power
calculation resulted in a suggested sample size of
600 students from 30 schools (15 control; 15 interven-
tion). In order to account for any dropouts at a school
(cluster) level, schools were oversampled. Therefore, for
the purpose of this study, 34 schools (17 control; 17
intervention) were recruited.

Recruitment and Randomization

Randomization was conducted at a cluster (school) level
as the intervention was intended to be implemented with
groups (classes) rather than individual students. Cluster
randomization accounts for the nested nature of the data
and helps avoid potential contamination bias. A list of all

post-primary DEIS schools in the Republic of Ireland
(ROI) was accessed from the Department of Education
(https://www.education.ie/en/) and schools that did not
meet the eligibility criteria were excluded from this list.
Prior to randomization, schools were stratified based on
school categorization (e.g., urban mixed, rural mixed,
urban girls and urban boys) to ensure the gender and
geographical location of participants in each treatment
group were closely balanced. An independent statistician
used a computerized random number generator to ran-
domly select 34 schools from the list of 185 eligible
schools. DEIS schools were recruited in order of their
appearance on the randomized list. Principals of selected
schools were contacted by the researchers regarding par-
ticipation in this study and schools who declined to par-
ticipate were replaced by contacting the subsequent
school on the list. Once all 34 school principals had given
consent, the independent statistician randomized the
schools into either the i) control (N= 17) or ii) interven-
tion (N= 17) arm. Schools were then contacted and
informed of the group to which they were assigned. Fol-
lowing group allocation, two schools within the control
group dropped out of this study leaving 32 schools (15
control; 17 intervention) participating at baseline. All
parents of participating students received an information
sheet describing the intervention and the nature of this
study. Parents were also given an opt-out consent form
which they were asked to return to the school if they did
not want their son or daughter to participate in this study.
On the day of data collection, students were given the
option to participate in the study and were asked to
complete the consent form provided to them. It was not
possible for staff and students to be blinded to the study
group allocation. The process of recruitment can be seen
in Fig. 2.

Teacher Training

All teachers from intervention schools attended a one-day
comprehensive training session, delivered by a Health
Promotion Officer (HPO) from the Health and Wellbeing
Division of the national Health Service Executive (HSE),
prior to beginning program delivery. This training pre-
pared teachers by introducing them to the program con-
tent, materials and teaching strategies while also
providing them with techniques for supporting their stu-
dents’ needs. Teachers of intervention schools were
asked to implement the program in the context of
the Social Personal Health Education curriculum as
faithfully as possible over a thirteen week period. Tea-
chers of control schools were advised to implement the
Social Personal Health Education curriculum as they
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normally would, which includes a component on emo-
tional wellbeing.

Measures

A review of measures was completed to select the most
appropriate outcome measures for this study and the final
selection was based on a number of criteria including: age-
appropriateness, length, cost, psychometric properties and
sensitivity to change. All measures were piloted with a
group of Irish students to identify any problematic questions
and to ensure that the questions were culturally appropriate
for Irish adolescents.

Demographic Variables

Participants were asked to report on their gender, age, year,
nationality and parent demographics (education and
employment).

Student Outcome Measures

Social emotional skills

Self-esteem Self-esteem was measured using the Rosen-
berg Self-esteem Scale (Rosenberg 1965), a 10-item scale
that was originally designed for use with high-school stu-
dents. Items are answered on a four-point Likert scale. The

scale showed high internal consistency (α= 0.87) in the
current study.

Emotional regulation The Emotional Regulation Ques-
tionnaire (Gross and John 2003) is a 10-item scale which
was used to assess respondents’ (i) cognitive reappraisal and
(ii) expressive suppression. This scale has been used in a
number of studies with adolescents 10–18 years old (Dingle
et al. 2016; Jennings et al. 2013; Kuosmanen et al. 2017).
Respondents are asked to rate how much they agree or
disagree with items on a 7-point Likert scale. Good internal
reliability was found for the subscale cognitive reappraisal
(α= 0.85), however, the subscale expressive suppression
(α= 0.67) fell under the required threshold of 0.70 in the
current study.

Emotional intelligence Emotional Intelligence was mea-
sured by the Trait Meta-Mood Scale (TMMS), which was
originally developed by Salovey et al. (1995) as a 48-item
scale used to measure people’s ability to manage and reg-
ulate their moods and emotions. The TMMS-24 was
adapted in Spain (Fernández-Berrocal et al. 2004) and
validated for use with youth (Garaigordobil and Pena-
Sarrionandia 2015; Pedrosa et al. 2014; Salguero et al.
2010). The scale has three subscales: attention to feelings,
emotional clarity and emotional repair and items are scored
on a five point Likert scale. Acceptable internal con-
sistencies were found for the subscales emotional clarity (α
= 0.70) and emotional repair (α= 0.80) but the reliability of
the subscale attention to feelings (α= 0.66) was below the
0.70 threshold.

Coping skills Coping skills were measured using the
Coping Strategy Indicator (CSI-15; Ellis 2004), a 15-item
short form of the original 33 item scale (Amirkhan 1990),
which evaluates three types of coping strategies (Subscales:
Problem Solving, Avoidance, Social Support). This scale
has been successfully used in a number of studies with
adolescents ranging from 11–25 years in Ireland and
internationally (Dooley and Fitzgerald 2012; Kuosmanen
et al. 2017; Shandley et al. 2010). The subscale measures
displayed adequate to high internal consistencies (problem
solving, α= 0.83.; avoidance, α= 0.76; social support, α=
0.91).

Social self-efficacy The Self-Efficacy Questionnaire (SEQ-
C; Muris 2001) is a 24 item scale designed for youth aged
13–18 and is comprised of three main subscales: academic
self-efficacy, emotional self-efficacy and social self-
efficacy. Only the latter was utilized in this study. The
social self-efficacy scale is an 8-item subscale that measures
respondents’ self- assessment of their ability to navigate

Fig. 2 CONSORT diagram of recruitment of schools and students
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through social situations and engage successfully with
others. Each of the items are scored on a five-point Likert
scale. The scale showed good internal consistency (α=
0.77) in the current study.

Asserting influence and conflict resolution Asserting
influence and conflict resolution was assessed using the
Adolescent Interpersonal Competence Questionnaire
(AICQ; Buhrmester 1990), which is composed of five
subscales: initiating relationships, providing emotional
support, self-disclosure, asserting influence and conflict
resolution. Only the two latter subscales were used for the
purpose of this study, each of which contains 8-items.
Respondents are given a number of brief interpersonal
situations and rate on a 5-point scale their level of compe-
tence and ease in handling these situations. The subscale
measures displayed high internal consistencies (asserting
influence, α= 0.85; conflict resolution, α= 0.81) in
this study.

Decision making Decision making was measured using the
Making Decisions in Everyday Life Scale (Mincemoyer and
Perkins 2003), which includes 20 items and assesses ado-
lescent participants’ use of skills during the decision-
making process. This scale was adapted (Cater et al. 2010)
to a short form, which is composed of five items. Respon-
dents are asked to rate how often they engage in certain
actions of the decision making process on a four point
Likert scale. The scale showed good internal consistency
(α= 0.79) in the current study.

Mental Health and Wellbeing

Mental health The Depression Anxiety Stress Scale
(DASS-21; Lovibond and Lovibond 1995) is a 21-item self-
report scale designed to measure levels of symptoms related
to three subscales: depression, anxiety and stress. Though
this scale was originally developed for adults, it has been
validated and used in a number of studies with adolescents
within Ireland and internationally (Da Silva et al. 2016;
Dooley and Fitzgerald 2012; Tully et al. 2009). Each of the
three subscales is composed of 7 scale items. High internal
consistencies were shown for all three subscales (stress, α
= 0.85; anxiety, α= 0.84; depression, α= 0.90).

Mental wellbeing The positive mental health and well-
being of respondents was assessed using the 14-item War-
wick Edinburgh Mental Wellbeing Scale (WEMWBS;
Tennant et al. 2007). This scale was originally designed for
use with adult populations, however, the scale has also been
validated with adolescents (Clarke et al. 2011). The mini-
mum score is 14 and the maximum score is 70 with higher
scores indicating higher levels of mental wellbeing. The

WEMWBS demonstrated high internal consistency (Cron-
bach α= 0.91) in this study.

Academic Outcomes

Attitudes toward school The Attitudes Towards School
scale (Anderson 1999) was used to measure students’ (12-17
years) attitudes toward their school environment (e.g., tea-
chers, homework, grades and learning) and their feelings
toward school. A higher score on this a 15-item scale indicates
a more positive attitude toward school. The scale showed high
internal consistency (α= 0.87) in the current study.

School achievement motivation The School Achievement
Motivation Rating Scale (SAMRS; Chiu 1997) was also
employed to assess students’ academic motivation. This 15-
item scale is designed for use by teachers to rate the
achievement motivation demonstrated by their students
(5–18 years) in the classroom. Achievement motivation
includes the students’ desire to do well, ability to overcome
challenges, maintain a high standard of work and surpass
others. Teachers rate students on a five-point scale. The
SAMRS demonstrated high internal consistency (α= 0.92)
in this study.
An effort was also made to measure students’ academic

performance through both self-reported and teacher-
reported grades. However, due to the absence of standar-
dized test scores, the data provided by both students and
teachers were deemed insufficient and are therefore, not
reported in this article.

Analysis

Intention to treat (ITT) analysis was employed in this study
utilizing all available data. In accordance with the CON-
SORT 2010 statement (Schulz et al. 2010), all randomized
students that were present both at pre-and post-assessment
(n= 497) were analyzed in the groups they were originally
randomized to, irrespective of their characteristics and how
much or how little of the intervention they actually received
(Hill 1961). Baseline differences between males and
females were examined through independent sample t-tests
to determine whether or not the model would need to
control for gender. Intervention effects were analyzed using
a linear mixed model (LMM) framework due to the clus-
tered nature of the data. Mixed models have a number of
advantages in comparison to standard linear regression
models including the ability to handle missing data points
and account for the fact that data points are likely not
independent of each other. In other words, students within
the same school/class are likely to report more similarly to
each other than students from different schools (Demidenko
2013; Krueger and Tian 2004; Wainwright et al. 2007). For
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each outcome, treatment allocation group (intervention vs.
control) was modelled as a fixed effect and School ID was
modelled as a random intercept term to allow the between-
and within-school variability to be modelled separately.
This random intercept alleviates the issue of inflated stan-
dard errors, which would occur in a simple regression
model (Steenbergen and Jones 2002). Post-test scores acted
as the dependent variable while pre-test scores and gender
were controlled for by being modelled as covariates. The a
priori alpha level set for this study was 0.05. All statistical
analyses were completed using SPSS (version 25). The
findings from this study are reported in compliance with the
CONSORT 2010 statement for cluster randomized trials.

Results

Participants

In total, 675 participants from 32 schools completed the
baseline assessment (intervention n= 330; control n=
345). At post-intervention, a total of 497 students from
32 schools remained in this study (intervention n= 246;
control n= 251). A comparison of the demographic char-
acteristics at baseline and post-intervention of participants
in the two groups in terms of gender, year group and school
category are outlined in Table 1. Almost equal numbers of
males (50.1%) and females took part in this study overall.
Students ranged in age from 15 to 18 years old at baseline
(M= 15.87, SD= .69) (Males M= 15.85, SD= .719;
Females M= 15.88, SD= .66). Reasons for dropout at an
individual level was largely related to individual students
being absent on the day of follow-up data collection.

Baseline Analysis

Profile of participants’ mental health

Of the total sample at baseline, 57% of adolescents were
classified as having normal levels of stress, 35% normal
anxiety levels and 48% normal symptoms of depression,
based on DASS-21 scores. Males were more likely to be
classified in the normal range for all three categories in
comparison to females. Overall, the students in this study,
who were identified as disadvantaged, reported less favor-
able mental health and wellbeing outcomes at baseline
when compared to the general population of adolescents as
reported in a large-scale national study; mean DASS-21
depression score of 12.06 in comparison to 8.3; mean
DASS-21 anxiety score of 12.7 compared to 7; mean
DASS-21 stress score of 14.5 compared to 9.9 in a national
sample of 16–17 year old Irish students (n= 6085; Dooley
and Fitzgerald 2012). The mean WEMWBS score of 47.2 in
the present study compares to 48.8 in 13–16 year old stu-
dents in the UK (n= 1650; Clarke et al. 2011). In line with
the above studies and current literature, female students
reported poorer mental health and wellbeing at baseline in
comparison to males (Dooley and Fitzgerald 2012).

T-tests were employed to assess gender differences on
the main outcome variables at baseline. Males scored higher
than females on the following scales: Self-Esteem, Total
Emotional Intelligence (TMMS), Emotional Clarity
(TMMS), Problem-Solving Coping (CSI), and Asserting
Influence (AICQ). Females scored higher than males on:
Attention to Feelings (TMMS), Avoidance Coping (CSI)
and Social Support Coping (CSI). For academic outcomes,
males scored significantly higher than females on the

Table 1 Baseline characteristics
by group

Baseline N= 675 Post-intervention N= 497

Intervention Control Intervention Control

Gender

Male 177 (26.2%) 161 (23.8%) 124 (25%) 123 (24.7%)

Female 153 (22.7%) 184 (27.3%) 122 (24.5%) 128 (25.8%)

Age

15 82 (12.2%) 117 (17.4%) 57 (11.5%) 83 (16.7%)

16 179 (26.5%) 199 (29.5%) 132 (26.5%) 150 (30.2%)

17 60 (8.9%) 28 (4.1%) 49 (9.9%) 19 (3.8%)

18 9 (1.3%) 1 (0.1%) 6 (1.2%) 1 (0.2%)

School category

Urban mixed 198 (29.3%) 144 (21.3%) 141 (28.4%) 115 (23.1%)

Rural mixed 95 (14.1%) 130 (19.3%) 76 (15.3%) 92 (18.5%)

Urban boys 11 (1.6%) 23 (3.4%) 6 (1.2%) 18 (3.6%)

Urban girls 26 (3.9%) 48 (7.1%) 23 (4.6%) 26 (5.2%)

Year group

Transition year
(TY)

128 (19%) 217 (32.1%) 82 (16.5%) 161 (32.4%)

5th year 202 (29.9%) 128 (19%) 164 (33%) 90 (18.1%)
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Attitudes Towards School scale. Males scored higher than
females on the Mental Wellbeing scale, whereas females
scored higher than males on stress, anxiety and depressive
symptoms (DASS-21). The results of the t-test can be found
in Table 2.

Outcome Analysis

Results of linear mixed model for key outcome variables are
shown in Table 3.

Social emotional skills

With regard to social and emotional skills, there was little
evidence for an effect of the intervention on students’ self-
esteem (p= 0.135). There was no evidence for an effect of
the intervention on emotional intelligence (p= 0.076),
attention to feelings (p= 0.095), emotional clarity (p=
0.318) or emotional repair (p= .361). There was evidence to
suggest that the intervention decreased levels of suppressing
emotions, with students in the intervention group scoring
0.244 points lower at follow-up (95% CI −0.45, −0.041;
p= 0.035). No intervention effects were detected for cog-
nitive reappraisal (p= 0.195). There was evidence for a
significant reduction in avoidance coping in the intervention

group. Those youth receiving the intervention had a 1.43-
point reduction in their avoidance levels (95% CI 0.64, 2.22;
p= < 0.001). Increased levels of social support coping were
also found, with students in the intervention group scoring
0.812 points higher at follow-up (95% CI 0.02, 1.60; p=
0.044). There was no evidence for an intervention effect on
problem-solving coping (p= 0.935) or on students’ social
self-efficacy (p= 0.865). Likewise, there was no evidence
for an intervention effect on students’ interpersonal skills for
both asserting influence (p= 0.306) and conflict resolution
(p= 0.768). Students’ decision-making skills also showed
no significant program effect (p= 0.520).

Mental health and wellbeing

The findings show that the intervention significantly
decreased levels of both self-reported stress (1.63 decrease
95% CI −2.97, −0.30; p= 0.017) and symptoms of
depression (1.58 decrease 95% CI −3.01, −0.15; p=
0.030). No evidence for intervention effects were detected
for anxiety (p= 0.159) however, there was a significant
effect on the intervention on anxiety for females students
(−2.02 decrease 95% CI −5.89, −.078; p= 0.044). There
was no evidence for significant intervention effects on
students’ self-reported mental wellbeing (p= 0.942).

Table 2 Results of t-test for
gender differences at baseline

Male Female t-test

M SD n M SD n 95% CI for Mean
Diff

Mean diff df

Self-esteem 29.50 4.98 338 26.38 5.30 337 2.4, 3.9 3.12*** 673

Emotional intelligence 69.58 9.77 338 67.32 10.15 337 .75, 3.8 2.26* 673

Attention to feelings 25.79 4.84 338 26.72 4.58 337 −1.6, −.22 −0.93* 673

Emotional clarity 338 26.50 338 23.79 5.12 337 1.9, 3.4 2.70*** 673

Emotional repair 338 28.26 338 27.69 5.87 337 −.30, 1.4 0.57 671

Avoidance coping 16.39 5.57 336 18.59 6.43 337 −3.1, −1.3 −2.2*** 671

Problem-solving coping 16.52 5.27 336 15.57 5.20 337 .16, 1.7 0.95* 672

Social support coping 11.48 4.93 336 14.26 5.68 337 −3.6, −2.0 −2.8*** 671

Reappraisal 4.38 1.21 337 4.32 1.29 337 −.14, .24 0.05 672

Suppression of
emotions

4.03 1.30 337 3.87 1.35 337 −.04, .36 0.16 672

Asserting Influence 3.43 .73 337 3.25 .91 337 .06, .31 1.81** 672

Conflict resolution 3.17 .78 337 3.08 .79 337 −.03, .21 0.09 672

Decision-making 2.74 .65 337 2.79 .67 337 −.15, .05 −0.05 672

Attitudes towards
school

3.66 .67 337 3.87 .66 337 −.32, −.12 −0.22*** 672

Stress 12.47 9.05 337 16.93 9.59 337 −5.9, −3.0 −4.46*** 672

Anxiety 10.90 8.63 337 14.69 10.85 337 −5.3, −2.3 −3.79*** 672

Depression 10.80 9.84 337 13.77 11.09 337 −4.6, −1.4 −2.97*** 672

Wellbeing 49.12 10.78 333 44.42 11.80 337 3.0, 6.4 4.70*** 668

*p < .05; **p < .01; ***p < .001

M mean, SD standard deviation

1254 Journal of Youth and Adolescence (2019) 48:1245–1263



Academic outcomes

No intervention effects were demonstrated for students’
attitudes toward school (p= 0.935). There also was no
evidence for significant intervention effects on students’
school achievement motivation as rated by teachers
(p= 0.828).

Discussion

Research has shown that school-based interventions that
promote youth’s social and emotional skill development can
be effective in improving their mental health and wellbeing
and reducing their risk of developing mental health diffi-
culties (Clarke et al. 2015; Durlak et al. 2011; Taylor et al.

Table 3 Results of linear mixed model analyses for key outcome variables

Scale Name Scale/Subscales Group N Pre-mean (SD) Post-Mean (SD) Effect Confidence interval P % change

RSES Self-esteem Control 251 27.4 (5.3) 27.5 (5.45) 1.48 −0.15, 1.14 .139 0.36%

Intervention 246 28.8 (5.4) 29.0 (5.2) 0.69%

TMMS Total emotional intelligence Control 249 68.3 (10.3) 79.3 (11.9) 1.78 −0.27, 3.7 .087 16.1%

Intervention 244 69.9 (10.0) 82.1 (11.5) 17.4%

Subscale: attention to
feelings

Control 250 26.2 (4.7) 26 (4.8) 1.98 −0.06, 1.75 .067 −0.76%

Intervention 246 26.4 (4.9) 26.9 (4.7) 1.89%

Subscale: emotional clarity Control 251 24.8 (5.4) 25.2 (5.5) 1.17 −0.39. 1.45 .250 1.61%

Intervention 246 25.9 (5.0) 26.3 (5.6) 1.54%

Subscale: emotional repair Control 251 28.4 (5.7) 28.2 (5.7) 1.05 −0.51, 1.57 .303 −0.70%

Intervention 246 28.5 (5.7) 28.9 (5.1) 1.40%

CSI Subscale: avoidance Control 250 18.2 (6.2) 18.4 (5.7) −3.35 −2.15, −0.56 <.001** 1.1%

Intervention 245 16.5 (5.7) 16.1 (5.2) −2.42%

Subscale: problem solving Control 250 16.4 (5.3) 16.0 (5.0) .97 −0.90, 0.94 .97 1.10%

Intervention 245 16.4 (5.2) 16.1 (5.0) −1.83%

Subscale: social support Control 250 13.6 (5.6) 13.1 (5.2) 2.13 0.03, 1.74 .044* −3.68%

Intervention 245 12.5 (5.4) 13.3 (5.3) 6.4%

SEC-Q Social self-efficacy Control 250 27.1 (6.2) 27.0 (6.3) .394 −0.80, 1.17 .698 −0.37%

Intervention 246 27.4 (6.1) 27.4 (6.3) –

ERQ Subscale: reappraisal Control 251 26.3 (8.1) 25.9 (7.4) 1.26 −0.06, .29 .210 −1.52%

Intervention 246 26.5 (6.8) 26.5 (6.6) –

Subscale: suppression Control 251 16.1 (5.5) 15.7 (4.8) −2.2 −.4, −0.02 .033* −2.48%

Intervention 246 15.4 (5.2) 14.5 (4.3) −5.84%

AICQ Subscale: asserting influence Control 251 23.2 (5.8) 23.3 (5.5) 1.24 −0.04, 0.16 .218 −0.43%

Intervention 246 23.1 (6.1) 23.6 (5.6) 2.16%

Subscale: conflict resolution Control 251 21.9 (5.6) 22.2 (5.5) .434 −0.08, 0.13 .665 1.37%

Intervention 246 22.2 (5.6) 22.4 (5.3) 0.90%

DMS Decision making Control 250 13.6 (3.3) 13.8 (3.4) −.763 −0.15, 0.07 .457 1.47%

Intervention 244 14.0 (3.4) 13.8 (3.3) −1.43%

DASS-21 Stress Control 250 15.8 (9.6) 15.8 (9.6) −2.37 −2.94, -0.28 .018* –

Intervention 245 13.3 (9.3) 12.8 (8.5) −3.76%

Anxiety Control 250 13.8 (10.2) 13.1 (10.1) −1.50 −2.87, 0.46 .148 −5.07%

Intervention 245 11.5 (9.5) 10.5 (9.1) −8.70%

Depression Control 250 13.7 (10.8) 12.9 (10.2) −2.18 −3.01, −0.15 .030* −5.84%

Intervention 245 10.4 (9.7) 9.7 (9.1) −6.54%

WEMWBS Wellbeing Control 250 45.8 (12.3) 47.7 (11.0) −.183 −1.86, 1.56 .857 4.15%

Intervention 244 48.6 (10.7) 49.1 (10.0) 1.02%

ATS Attitudes toward schools Control 251 55.9 (10.2) 54.4 (10.4) .231 −0.13, 1.66 .819 −2.68%

Intervention 246 58 (9.6) 56.6 (10.6) −2.41%

SAMRS School achievement Control 243 53.4 (10.6) 54.0 (11.1) −.220 −3.5, 2.8 .828 1.1%

Intervention 295 51.2 (10.9) 51.1 (11.8) −0.2%

RSES Rosenberg Self-Esteem Scale, TMMS Trait Meta-Mood Scale, CSI Coping Strategy Indicator, SEC-Q Self-Efficacy Questionnaire for
Children, ERQ Emotional Regulation Questionnaire, AICQ Adolescent Interpersonal Competence Questionnaire, DMS Decision Making Scale,
DASS-21 Depression, Anxiety and Stress Scale, WEMWBS Warwick Edinburgh Mental Wellbeing Scale, ATS Attitudes towards School Scale,
SAMRS School Achievement Motivation Rating Scale

*p < .05; **p < .01; ***p < .001

SD standard deviation; controlling for pre-test score
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2017). While there is strong evidence internationally for the
effectiveness of school-based social and emotional learning
programs, the evidence on the impact of these programs
with older adolescents outside of the US context, especially
those who are more vulnerable, remains unclear. This study
set out to address these gaps in the evidence by conducting
a cluster randomized controlled trial to assess the effects of
a social and emotional learning program on disadvantaged
adolescents (15–18 years) in Irish post-primary schools.

The results indicate that the MindOut social and emo-
tional learning program positively impacted on both stu-
dents’ social and emotional skills as well as their mental
health and wellbeing outcomes. These are promising find-
ings that are in line with other large-scale randomized
controlled trials evaluating social and emotional learning
programs such as Positive Action (Lewis et al. 2016;
Snyder et al. 2010), Friends (Stallard et al. 2014) and Stress
Management Intervention (Keogh et al. 2006), which have
been shown to improve youth’s overall wellbeing, academic
outcomes and mental health outcomes. The findings from
this study are particularly interesting given that this is one of
the first cluster randomized controlled trials evaluating a
social and emotional learning program developed for, and
implemented with older adolescents within an Irish context.
The results of this study demonstrate that the MindOut
social and emotional learning program led to positive out-
comes for youth by improving their social emotional skills,
including reduced suppression of emotions, reduced
avoidance coping and increased social support coping.
Lower ratings of emotion suppression have previously been
shown to be associated with higher positive affect, life
satisfaction, social support as well as lower negative affect
and depression (Balzarotti et al. 2010; Gross and John 2003;
Haga et al. 2009; Nolen-Hoeksema and Aldao 2011). Pre-
vious research on the influence of different types of coping
mechanisms on wellbeing has shown that higher levels of
avoidant coping are more commonly associated with higher
levels of depression, social anxiety, misuse of drugs and
alcohol and deviant behaviors (Blumenthal et al. 2016;
Horwitz et al. 2011; Markova and Nikitskaya 2017).
Avoidant coping is also noted as a risk factor for both
anxiety and depression (Seiffge-Krenke and Klessinger
2000). In contrast, higher levels of social support coping are
related to lower levels of stress and depression and higher
self-esteem (Camara et al. 2017; Lee et al. 2014; Thor-
steinsson et al. 2013).

It is important to explore the plausible explanations for
the differences in significant and non-significant outcome
effects. Within the MindOut program, sessions 2 and 3
focus on emotional coping skills such as emotional aware-
ness, emotional regulation and overcoming negative think-
ing. Sessions 4 and 5 also address coping skills and
encourage active coping strategies rather than avoidant as

well as identifying supports. Therefore, the improvements
displayed by the intervention students in emotional reg-
ulation, emotional suppression, avoidance coping and social
support coping can be reasonably attributed to the content
within the MindOut sessions. MindOut appears to have a
greater impact on students’ emotional skills in comparison
to their social skills. One possible reason for this could be
that emotional skills were explored in the first five sessions
of the program, when engagement and adherence to the
implementation of the program lessons are likely to have
been higher. The sessions which explored social skills
occurred in the second half of the program: sessions 6, 7,
and 9. A number of schools (n= 3) reported that they ran
out of time to deliver some or all of these sessions, which
could have impacted on outcomes. The impact of levels of
program implementation on student outcomes will be
examined in detail in the next phase of this evaluation.
However, it is also possible that the MindOut program was
not effective in improving social skill outcomes for stu-
dents. It will be of interest to examine the sustainability of
these findings during the planned 12 month follow-
up study.

The results of this study also demonstrate that the
MindOut program was successful in reducing participants’
levels of reported stress, and symptoms of depression, as
well as anxiety for female participants. The improvements
in students’ emotional suppression could be directly linked
to the decrease in depression scores, and likewise stress
scores may have decreased as a result of students’ improved
coping skills (e.g., reduction in avoidant coping and
increased social support coping) as outlined earlier. Given
that young females are at an increased risk of experiencing
anxiety (Bahrami and Yousefi 2011; Hosseini and Khazali
2013), it is important to note that social and emotional
learning programs can be effective in reducing this risk
among the adolescent female population.

The presence of stress, depression and anxiety during
adolescence can have serious negative impacts on a young
person’s life. These mental health difficulties have been
associated with poorer social relationships, poorer academic
performance and school drop-out, increased substance
misuse, increased delinquent behaviors as well as increased
risk of self-harming and suicide (Beesdo et al. 2009;
Birmaher et al. 1996; WHO 2013). Therefore, the develop-
ment of social and emotional skills through social and
emotional learning programs such as MindOut can act as a
protective factor not only for mental health problems but
also for a wide range of negative health and social outcomes.

In relation to academic performance, there were no sig-
nificant positive effects detected for either groups in terms
of students’ self-reported attitudes toward school or teacher-
reported school achievement motivation. Although previous
research has shown evidence for the effectiveness of social
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and emotional learning programs in improving academic
outcomes (Durlak et al. 2011; Zins et al. 2004), this study
did not find any significant impact of the intervention on
these outcomes. Previous research has signaled the impor-
tance of whole-school approaches and positive school cli-
mate in partnership with classroom-based programs in
improving academic outcomes for students (Greenberg
et al. 2017; Jones and Bouffard 2012; Osher et al. 2004).
While MindOut includes whole-school resources for
schools, these strategies were not implemented to a high
degree as reported by teachers in the intervention schools. It
is plausible that classroom based-strategies alone are not
enough to impact on academic outcomes for students and
that these need to be aligned with whole school elements
that promote a positive school climate in order to see these
types of improvements. Future research should investigate
this further by monitoring the implementation of whole-
school strategies alongside a classroom-based social and
emotional learning program to determine what key ingre-
dients are needed for improving academic outcomes for
adolescents.

The present study reported the short-term evaluation
results of the MindOut program for students in dis-
advantaged post-primary schools within the Irish context. In
line with international research (Durlak et al. 2011; Taylor
et al. 2017), this study supports the effectiveness of
implementing universal school-based social and emotional
learning programs demonstrating positive program impacts
on students’ social and emotional skills and mental health
and wellbeing. In contrast with other research studies,
which suggest that social and emotional learning programs
are not effective when delivered to older adolescents
(Yeager 2017; Heckman and Kautz 2014), this study shows
that these programs can show improvements for this
population. There are two plausible reasons why this has
not been found before. Firstly, there is a lack of high-quality
evaluations of social and emotional learning programs
conducted with this older age group, and therefore, it is
impossible to conclude their effectiveness from the limited
studies available. Second, the majority of programs that are
evaluated with this age group, are adapted versions of
programs developed for children and younger adolescents
and therefore, the content may not be tailored to the needs
of this older group, making it less relevant and therefore,
less effective (Yeager 2017). The baseline findings indicate
that students from disadvantaged backgrounds have lower
levels of mental health and wellbeing and, therefore,
demonstrate an increased need to engage with school-based
social and emotional learning programs such as MindOut.
The findings also provide preliminary support for the use of
a common elements framework in developing universal
social and emotional learning programs for standard deliv-
ery within the senior cycle of post-primary school,

especially in the context of disadvantaged schools. The fact
that MindOut was developed specifically for older adoles-
cents, based on a common elements framework and with
direct input from youth and teachers, could have contributed
to the students’ engagement with the program and its
overall impact.

The next phase of the evaluation of the MindOut pro-
gram will examine program implementation and longer-
term program outcomes in further detail. The present find-
ings do, however, indicate that school-based social and
emotional learning programs such as MindOut can have
positive benefits for vulnerable adolescents in Ireland. This
study also demonstrates how intervention development,
based on sound underlying program theory, the adoption of
a common elements approach, and stakeholder consultation
can provide a feasible and usable set of evidence-based
strategies that can be successfully embedded into the Social
Personal and Health Education (SPHE) curriculum in Ire-
land. In designing programs for older adolescents,
researchers and practitioners therefore, need to consider
how they will ensure that programs are both age and
culturally-appropriate for their target group and tailored to
their specific needs.

Future Directions for Research and Practice

The findings from this study suggest that social and emo-
tional learning programs such as MindOut can create
positive outcomes for disadvantaged post-primary students.
There is a need for more research internationally to examine
the impact of social and emotional learning programs both
with more vulnerable disadvantaged groups as well as older
adolescents, two populations which are underrepresented in
social and emotional learning research. There is also a need
for more robust studies which assess the effectiveness of
social and emotional learning programs developed within
the European context. The initial outcomes from the present
study suggest positive findings, however, the long-term
impact will also need to be determined at 12 months follow-
up. Further research could contribute to advancing the
application of the common elements approach to social and
emotional learning interventions, including employing a
more systematic coding process to identify common ele-
ments and determining their wider application in interven-
tion development and implementation. Finally, there is also
a need for research to explore levels of implementation
quality and the potential impact this can have on achieving
successful program outcomes. The next stage of this eva-
luation study will examine implementation fidelity across
the intervention schools and explore its relationship with
achieving positive outcomes for students.

From a practice point of view, the findings from this
study suggest that social and emotional learning programs,
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when specifically developed and tailored for target popu-
lations, can be successfully embedded into the post-primary
school curriculum. Ensuring programs adequately meet the
needs of target audiences and are both age and culturally
relevant could be two key contributing factors to the success
of program outcomes. This is an important consideration for
both future developers of social and emotional learning
programs and schools intending to embed these programs
into their curriculum. The program appeared to show the
greatest impact on emotional individual-centered outcomes
(e.g., emotional suppression, coping skills, stress, depres-
sion etc.) and less of an impact on social outcomes (e.g.,
social self-efficacy, interpersonal skills etc.) or academic
outcomes. It is possible that curriculum-based social and
emotional learning programs are effective in improving
person-centered emotional outcomes, but improving social
and academic outcomes may require the inclusion of posi-
tive whole school strategies as well. The importance of
aligning whole-school approaches with classroom-based
strategies is not a novel idea and its importance has been
endorsed in a number of studies (Jones and Bouffard 2012;
Oberle and Schonert-Reichl 2017; Zins et al. 2004). While
this study has shown that classroom-based social and
emotional learning programs can be delivered successfully
within the school curriculum for older students, schools
could be encouraged to also implement whole school
practices to ensure that students’ skills are being supported
through a positive school climate and environment.

The years between early adolescence and adulthood is a
highly vulnerable but transformative period in a young
person’s life, especially in relation to their mental health and
wellbeing. The findings from this study indicate that school-
based social and emotional learning programs can be a
useful strategy for improving the wellbeing of older ado-
lescents and reducing the risk of mental health difficulties or
other problem behaviors. This is an important realization
that should be considered by those working in the area of
adolescence either through research, policy or practice.

Strengths and Limitations

The current study has a number of positive features which
contribute to the strength of its findings. It is one of the first
large-scale c-RCT studies in Ireland to evaluate the social
and emotional wellbeing of high-risk adolescents. The
robust design, including the clustered data, intention-to-treat
and mixed model analysis is also a strength of this study, as
is the range of validated outcome measures, which were
carefully selected to reflect the program content and
underlying theoretical social and emotional learning
framework.

While there are several strengths in the research design
of this study, it also has several limitations which should be

considered. One major limitation to this study is that all the
data were collected through self-report measures and
therefore, there is a risk of participant response bias. An
additional limitation is that the evaluation study was led by
the intervention developers, which can potentially lead to
inflated treatment effects due to bias, higher quality
implementation or both of these factors (Eisner 2009). A
further limitation of this study is that the outcomes were
attained immediately after the intervention had ended.
Evidence suggests that the effects of many interventions
diminish over time and therefore, it will be important to
determine if the program effects will endure post-
intervention. To assess this, a one-year follow-up study
will investigate the longer-term effects of the program on
students’ outcomes.

Conclusion

During the adolescent years, youth experience a number of
developmental changes and are exposed to a number of new
day-to-day stressors. The ability of youth to cope with these
psychosocial stressors can have a significant impact on their
mental health and wellbeing. School-based mental health
promotion interventions such as social and emotional
learning programs aim to enhance adolescents’ social and
emotional skills, which act as protective factors for pro-
moting positive wellbeing and reducing the onset of mental
health difficulties and health risk behaviors. While there is
strong evidence to support the effectiveness of these pro-
grams in schools, the majority of findings are limited to
studies conducted with children and younger adolescents
(<14 years) and originate mainly from the USA. Employing
a rigorous c-RCT design, this study aimed to investigate
whether or not a social and emotional learning program,
which was designed for older adolescents and evaluated
within the country of origin, could produce positive out-
comes for participants. The findings suggest that the Mind-
Out program was successful in producing positive outcomes
for students, including improvements in their social and
emotional skill development and their mental health. These
findings are important to the area of adolescence as they
suggest that implementing school-based social and emo-
tional wellbeing programs, such as MindOut, can provide
older adolescents with the skills they need to enhance their
ability to cope with life, overcome stressful situations, thus
reducing their risk of developing psychological difficulties
and improving their mental health and wellbeing.
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