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PROJECT BACKGROUND AND RATIONALE

Behavioral health counseling service providers (“providers”) working on behalf of the Children’s
Home Society (CHS) of Florida meet families at the crossroads of success and struggles. The
bulk of attention in psychology research and practice has focused on how to identify and treat
such families’ emotional and behavioral problems. Accordingly, traditional counseling services
focus on assessing and working to improve a client’s negative cycle of stress, failure, and
insufficiencies. During the 21% century, the growing field of positive psychology has shed light
on evidence-based practices for monitoring and increasing happiness. Fostering a client’s
happiness (i.e., subjective well-being) is essential to ensuring optimal outcomes. In alignment
with a modern lens of mental health, CHS aims to measure and guide families to a new cycle of
happiness and joy. To achieve this goal, CHS created a new intake tool—Positive Psychology
through Happiness (PPH) Assessment—and clinical intervention framework—HAPPINESS
Curriculum—intended for eventual use by behavioral health counseling service providers
throughout the agency. Widespread adoption of the refined PPH Assessment and HAPPINESS
Curriculum (the “program”) is pending empirical support for efficacy.

EVALUATION PLAN

To establish an evidence base for the newly developed PPH Assessment and HAPPINESS
Curriculum, the School Mental Health Collaborative (SMHC) within the USF College of
Education conducted a program evaluation that meets sufficient standards for rigor to permit
designation as “Promising” at post-treatment. In Year 1 of the two-year partnership, the USF
team conducted a pilot study of the PPH Assessment and HAPPINESS Curriculum and assisted
in the refinement of the program in line with findings from the pilot. During Year 2, the USF
team evaluated a refined version of the program (see Appendix A) as implemented in a
randomized controlled trial (RCT) with a larger group of providers.

Throughout the partnership, we evaluated the feasibility, acceptability, and efficacy of the newly
developed positive psychology program as used by CHS providers during 2021-23. Through
qualitative data (e.g., feedback on implementation supports needed to provide the program with a
satisfactory level of fidelity), review of quantitative data from ratings of client behavioral health
(i.e., subjective well-being, mental health problems) and client satisfaction with clinical services,
we examined changes in client well-being throughout behavioral health counseling services. We
learned the outcomes of the new program in relation to the current way of work, as summarized
in this technical report that conveys findings from the RCT. We offer recommendations for
provider use of the new program to ensure high fidelity to the manual and support materials.
Finally, we offer recommendations to the CHS leadership for additional research on the PPH.




COLLABORATORS

The research team from the University of South Florida (USF) College of Education, that
collaborates with Children’s Home Society of Florida (CHS) includes the following members of
the “evaluation team”:
A. Shannon Suldo, Ph.D., Principal Investigator and Psychologist
B. John Ferron, Ph.D., Consulting Methodologist
C. Graduate Research Assistants
a. Frances Coolman, M.Ed., M.A.
b. Camryn Legra, M.A.
c. Radhika Sundar, M.S., M.A.

The team from CHS that collaborates with the USF evaluation team includes:

A. Julie Taylor, M.A. CBHCMS LMFT, Behavioral Health Intern and Training Program
Coordinator

B. Rene Ledford, M.S.W., BCBA, LCSW, Qualified Supervisor, Senior Director of
Research, Training, and Accreditation

C. Danielle Mohrbacher, B.S., Behavioral Health Training Manager

D. Murielle Pamphile, Ph.D, Senior Director of Community Partnership Schools

E. Wade Lijewski, Ph.D., Vice President of Practice Integration

All work was facilitated by the Children’s Home Society of Florida.



PROJECT TIMELINE

A detailed timeline of project activities enacted to support the 2-year program evaluation plan is

provided in Table 1.

Table 1. Overview of Research Activities during Year 1 (2021-22) and Year 2 (2022-23)

Date

Activity(s)

August 2021

Onboarding of CHS and USF staff; creation of USF/CHS team; CHS sent
drafts of PPH and HAPPINESS curriculum (“intervention’) for USF staff
to review and edit

September 2021

CHS sent additional drafts of intervention to USF for feedback; USF
revised and edited manual, and added literature and practices grounded in
positive psychology

October 2021

PPH curriculum finalized with CHS and USF collaboration; USF team
drafted all research materials needed for IRB submission (consent forms,
exit interviews, data sharing agreement, recruitment procedures,
acceptability survey, professional development evaluation forms, etc.);
Initial identification of clinicians for pilot year use and feedback

November 2021

PPH manual finalized with USF and CHS collaboration; USF submitted
IRB application with additional documents needed; Recruitment for pilot
year clinicians and consent forms sent out; USF and CHS drafted
professional development materials to be rolled out in December

December 2021

USF and CHS created PowerPoint presentations to guide both three-hour
trainings; First professional development for PPH (workshop 1 of 2) held
with pilot clinicians by USF and CHS; USF created and used surveys to
assess: professional development acceptability, knowledge of positive
psychology, acceptability/usage of intervention

January 2022

USF and CHS held second training (workshop 2 of 2) for pilot clinicians.
Clinicians began to use PPH program with clients and provide
fidelity/acceptability data on Qualtrics. USF remained in frequent contact
with clinicians to check-in on use and survey completion.

March — April
2022

CHS led monthly supervision check-ins with clinicians for feedback and to
answer any questions; USF recorded clinician responses. USF continued to
collect acceptability and fidelity data through Qualtrics, and conducts
weekly check-ins with clinicians via email.

May — June 2022

As clinician’s start to complete treatment with some of their clients after
using PPH and HAPPINESS, USF met with the clinician via Zoom to
conduct exit interviews and receive feedback on program with each client.

May 2022 Power analyses conducted by USF informed minimum number of
clinicians and clients needed for participation in the randomized controlled
trial (RCT) during Year 2;

July 2022 USF compiled feedback from pilot clinicians to suggest edits for CHS to

make before the RCT year to the virtual trainings and intervention manual.
This data from the pilot guided the refinement of program, training, and
evaluation procedures.




June — July 2022

CHS identified providers in region(s) to recruit for participation in RCT.
For Cohort 1: Enrollment of clinicians; For participants, baseline
assessment of clinician mental health, and random assignment to
condition: treatment (PPH) or control (services as usual).

August -
September 2022

Clinicians in treatment group (Cohort 1) completed initial training in the
PPH through completion of three 2-hour workshops and successful
completion of post-training knowledge quiz.

Clinicians in both groups began administering the baseline assessment
measures to new youth clients in their care.

Clinicians in treatment group provided fidelity of implementation data by
reporting the percentage of each session that they utilized the PPH.

October 2022

USEF pre-registered RCT in OSF Registries (see https://osf.io/dgsqf).

November 2022

CHS identified providers to recruit for participation in Cohort 2 of RCT.

December 2022

For Cohort 2: Enrollment of clinicians; For participants, baseline
assessment of clinician mental health, and random assignment to
condition: treatment (PPH) or control (services as usual).

December 2022-
January 2023

Clinicians in treatment group (Cohort 2) completed initial training in the
PPH through completion of three 2-hour workshops and successful
completion of post-training knowledge assessment.

Clinicians in both groups began administering the baseline assessment
measures to new youth clients in their care.

Clinicians in treatment group provided fidelity of implementation data by
reporting the percentage of each session that they utilized the PPH.

September 2022 —
April 2023

Clinicians contacted weekly by USF team regarding client enrollment and
procedures for collecting pre- and post-treatment data (both groups),
reminder to report fidelity of PPH use (treatment group), and check for
questions re: data collection (both groups) or PPH use (treatment group).
Methodologists monitored fidelity of PPH use reports sent by CHS.

May 2023

Clinicians in both groups attended virtual meetings co-facilitated by CHS
and USF to celebrate progress with study and discuss final steps necessary
to conclude data collection; Clinicians in both groups completed second
assessment (post-treatment) of clinician mental health.

June 2023

Post-treatment data collection from youth clients closed. Final data on
PPH fidelity sent to USF team. USF team conducted analysis of treatment
satisfaction data collected via Qualtrics.

July 2023

CHS compiled complete dataset with de-identified youth client outcomes
data (youth mental health pre and post-treatment) and sent to USF team.

August — October
2023

Methodologists cleaned and merged datasets, completed preliminary
analysis of quantitative data from clinicians, youth clients, and fidelity of
use Surveys.

November 2023 USF team provided preliminary results to CHS team.
December 2023- | USF team completed additional follow-up analyses with additional data
April 2024 received re: client demographic features and clinician employment status

at CHS, and prepared final report summarizing study findings.
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SUMMARY OF YEAR 1 ACTIVITIES, FINDINGS, AND NEXT STEPS

Throughout the 2021-2022 school year, six clinicians were fully trained in the PPH Assessment
and HAPPINESS Curriculum. After completion of initial training, clinicians used the PPH
Assessment and HAPPINESS Curriculum throughout this pilot year. After each session with a
client in which any portion of the PPH had been used, clinicians completed surveys regarding the
usage (i.e., which steps in the HAPPINESS Curriculum were used that session) and acceptability
(rating of intervention materials on a 1 [lowest] to 5 [highest] response scale), and provided
feedback on what seemed to work and not work. Through their time using this new program,
CHS provided monthly supervision meetings that included additional training and sharing of new
materials that were made iteratively through the feedback that was being received by the research
team, and offered weekly office hours to support clinicians’ use. Members of the evaluation team
emailed individualized weekly check-ins to each clinician, reviewed responses to end-of-session
surveys, and relayed clinician feedback to CHS. As clinicians terminated care of clients with
whom PPH had been used, the evaluation team conducted exit interviews to learn more about
their experiences regarding the entire PPH intervention. This included the initial training, weekly
check-ins, monthly group supervision meetings, office hours, use of the program itself, clients'
reactions to the program, and any additional thoughts. Data from this multi-method approach to
assessing feasibility of use, and intervention acceptability, guided understanding of procedures to
retain and revisions to consider to improve the intervention and training.

An interim report! summarizing Year 1 activities provides full details of the findings from Year
I activities. In sum, clinician ratings on post-training surveys indicated high acceptability with
the initial training (2 workshop series), and also provided suggestions for improvement.
Regarding feasibility of initial and ongoing training, 100% of clinicians completed the initial
training, whereas only 50% attended the monthly group supervision, and attendance was even
lower at weekly office hours; clinicians cited time constraints as the primary barrier to taking
advantage of opportunities for ongoing professional learning. The six clinicians ultimately used
the PPH with a total of 28 clients. A total of 137 surveys of PPH session usage and acceptability
were completed. Mean scores for each step in the HAPPINESS Curriculum exceeded the rating
corresponding to both a neutral (3.0) and positive (4.0) affective appraisal, indicating high levels
of satisfaction with the HAPPINESS Curriculum steps. Thematic findings from exit interviews
completed with three clinicians included that: clinicians found using positive psychology as a
clinical tool to be beneficial to their clients, clients seemed to enjoy answering questions from
the PPH Assessment about their happiness, the PPH intervention often needed to be integrated
with other evidence-based approaches appropriate for a client’s needs, and clinicians
independently applied principles of positive psychology to their personal lives and intended for
continued use professionally and personally (Suldo, Coolman, & Legra, 2023).

The Year 1 pilot work yielded evidence of promise that a refined PPH merited use with a
different, larger sample of clinicians in a rigorous program evaluation. The CHS-USF team
affirmed that Year 2 (fall 2022 — summer 2023) of the project would involve evaluation of the
RCT to assess client outcomes associated with receipt of the refined program (V2.0) and client

!'Suldo, S. M., Coolman, F., & Legra, C. (2023). Interim Report (Year 1 Activities): Program Evaluation of the
Positive Psychology through Happiness (PPH) Assessment and HAPPINESS Curriculum. University of South
Florida, School Mental Health Collaborative (SMHC): Research, Training, and Technical Assistance Center.
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perceptions of treatment satisfaction at end of treatment in both conditions. The team decided to
also evaluate clinician mental health in the RCT to explore potential secondary benefits of the
PPH on clinician mental health. The latter research direction was inspired by the finding that
some clinicians in the pilot sample spontaneously described in exit interviews personal use of the
positive psychology activities that they learned in the initial training and were contained in the
PPH applied to clients. The team solidified a research plan for Year 2 that would enroll about 80
CHS providers across the state to complete baseline assessments of personal mental health and
then be randomly assigned to treatment (PPH Assessment and HAPPINESS Curriculum) or
services-as-usual (SAU) control conditions. The approximately 40 clinicians to be assigned to
the treatment condition would receive professional development in PPH (using procedures
developed in Year 1), and then use the program with 3-5 clients each (e.g., the next 3+ youth
assigned to their case load). The approximately 40 providers in the control condition would
continue their current way of work, but gather baseline and outcome data on their next 3-5
clients served. At the end of the 2023 school year, outcome data would be gathered on any youth
clients still enrolled in treatment, and clinicians would complete the post-study assessment of
their personal mental health. In sum, the research plan involved data collection on about 320
youth clients (i.e., 80*4) and 80 clinicians, split equally between treatment and control.
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OVERVIEW OF ACTIVITIES COMPLETED (2021-23)

Year 1 of the program evaluation consisted of:

Complete Version 1 of the electronic intervention manual (lead developer: Julie Taylor)
to detail clinicians use of the PPH Assessment and HAPPINESS Curriculum
o Julie Taylor created the program PPH Assessment and HAPPINESS Curriculum,
with activities and assessment tools to be used by clinicians at CHS. Dr. Shannon
Suldo helped edit and align this program to include some evidence-based
practices from the positive psychology literature, to prepare the intervention for
the pilot year. Frances Coolman stylized and formatted the manual to make it
ready for electronic use.
Create USF-CHS team members to be involved in initial pilot of the program
o Established bi-weekly meetings as a full team, and weekly meetings with USF
and Julie Taylor to finalize program and trainings.
Finalize research plan for 2-year project, for inclusion in USF IRB application to
complete a program evaluation of the PPH Assessment and HAPPINESS Curriculum
o Created consent documents and data collection tools (e.g., exit interviews,
measures that align with constructs) which were submitted to the USF IRB along
with full research plan. The IRB reviewed the submission (study 003415) and
determined it was not human subjects research due to the program evaluation
nature of the project. USF team committed to enacting the project consistent with
standards for any research study, for instance by using an active consent
procedure to enroll clinicians as participants in the project.
Enroll pilot sample of 3 — 6 clinicians in initial pilot of intervention training/professional
development, use of manual (i.e., feasibility and fidelity of program implementation), and
initial signs of program promise through exit interviews
o Julie Taylor shared information with supervisors from multiple regions to recruit
for pilot year. USF team sent follow-up consent forms to identified clinicians.
Ultimately six initial clinicians were enrolled in the pilot of the PPH Assessment
and HAPPINESS Curriculum program during the 2021-2022 school year (fall and
spring implementation with follow-up interviews done in the summer 2022).
Training for this program occurred over two three-hour sessions, the first taking
place in December 2021 and the second taking place in January 2022.
Acceptability data was collected after each training. Post training, clinicians
started to use this new program with clients and provided acceptability data about
the program after each session with a client. Feedback was gathered on each step
and area of PPH Assessment and HAPPINESS Curriculum, which was compiled
and later used to refine the manual to Version 2.0 for use in the RCT year.
Create Version 1 of the initial professional development in the intervention, intended to
ultimately support implementation of the program with high fidelity
o The USF team collaborated with CHS to create the content for 6-hour workshop,
broken into two 3-hour workshops. The USF team created and administered
several assessment tools, including: (a) knowledge quizzes to assess clinician
growth from pre- to post-training, (b) self-report surveys of clinician acceptability
of training, and (c) checklists of the professional learning plan for use by
observers to record fidelity of implementation (FOI) of the training.



12

e Modify/refine initial professional development based on findings from fidelity of
training, clinician knowledge, and acceptability data
o Based on data from acceptability surveys administered after each workshop, and
qualitative comments from exit interviews, the USF team recommended to CHS
following changes: spread professional development content over three two-hour
sessions, add tips/information learned from clinicians who took part in the pilot
year, add examples of completed curricular material and clinician experiences.
e Monitor the six clinicians use of the program with 0-10 clients per provider
o Using Qualtrics, the USF team created a survey to gather clinician use and
perspectives on usefulness of the PPH; after each session in which the PPH was
used, clinician reported which step(s) of PPH was used, how much, and what
other intervention(s) was used in the session. The portions of the survey focused
on use were used to indicate FOI of the intervention, and the ratings and open-
ended items in the survey (e.g., what worked, what did not work) were used to
indicate clinician acceptability of intervention. Through individual exit
interviews, the USF team collected data on clinician perceptions of client
outcomes, and perceptions of PPH program and trainings.
e Analyze qualitative and quantitative data from clinician use of program
o USF Team prepared and shared summary of findings from FOI tools,
acceptability surveys, and exit interviews with the CHS team throughout the
spring and summer 2022. These results are communicated in full in the interim
report submitted to CHS in February 2023 (Suldo, Coolman, & Legra, 2023).
e Modify/refine intervention manual based on findings from use and accessibility data
o Based on findings from acceptability surveys and interview data, USF team
communicated to CHS recommendations for revision to PPH program materials.
The CHS team created supplements for use by the pilot clinicians, which were
presented to pilot clinicians during monthly check-ins. In the summer,
supplements were integrated into the PPH manual 2.0.
e Complete power analysis to inform minimum number of providers and clients needed for
participate in the randomized controlled trial (RCT) during Year 2
o Statistical consultant John Ferron completed and conveyed results of power
analysis that guided goal to recruit 80 clinicians in subsequent RCT year.

Year 2 of the program evaluation consisted of:
e Affirm USF-CHS team members to be involved in randomized controlled trial (RCT) to
evaluate the program; maintain regular communication between USF and CHS
o Continued meeting 2 — 4 times monthly as a full team via Zoom to discuss
clinician participant enrollment, training for the intervention group, and progress
with data collection (student and clinician outcomes).
e Pre-register study plan
o USF team published the design plan (randomized controlled trial [RCT]) for the
study “Evaluation of the PPH Assessment and HAPPINESS” in OSF Registries
(see https://osf.io/dgsqf) on 10/6/22, prior to the completion of research activities.
e Recruit and enroll sample of approximately 80 clinicians in RCT throughout 2023-23
O Julie Taylor contacted CHS clinicians and invited to attend a virtual meeting that
described the project, and procedures for participants (data collection for all; PPH
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training and usage for the intervention group). The USF team distributed consent
forms (via email and DocuSign) to clinicians eligible for the study who attended
the meeting (July 2022 for Cohort 1, December 2022 for Cohort 2), and clinicians
provided indicated “yes” to enrollment (signed the consent form) or “no”
(declined the consent form or did not respond) to participate in the RCT year.

O At those virtual meetings, clinician participants who indicated “yes” to enrollment
completed a confidential assessment of their personal mental health. Specifically,
the USF team directed them to a Qualtrics survey that contained brief measures of
life satisfaction, flourishing, positive and negative affect, and perceived stress.

e Train all clinician participants (prior to random assignment to treatment and control
group) how to collect outcome mental health data at start and end of treatment with youth
clients, and treatment satisfaction data at end of treatment

O In virtual meetings and through follow-up email instructions, the USF-CHS team
introduced clinicians to the outcomes assessment battery (SLSS, PANAS-C-10,
BPM-Y), and explained how to administer and record item responses within the
“PPH Pre/Post Assessment” in MyEvolv. Clinicians were instructed to administer
the assessment at the start of treatment with up to 10 new youth clients. Clinicians
were asked to administer the same assessment 3 months later, and/or at
termination (when treatment was complete, or end of the school year- May 2023).

o At termination, clinicians were encouraged ask their clients to complete the brief
Client Satisfaction Questionnaire (CSQ) survey administered through a condition-
specific Qualtrics survey, using the clinician’s phone, iPad, or computer. The
purpose of the survey was for the clients to complete their thoughts on counseling.

e Randomly assign clinician participants to one of two study conditions

o After participant recruitment closed, John Ferron stratified the list of enrolled
clinicians by geographic region of employment, and randomly assigned
approximately half of the participants in each region to the treatment group (PPH
training and use) and the other half to control group (services-as-usual [SAU]).

o For Cohort 1, the 66 enrolled clinicians were assigned to treatment (n = 34) or
control (n = 32). For Cohort 2, the 23 enrolled clinicians were assigned to
treatment (n = 11) or control (n = 12).

e Train clinicians in treatment group in the PPH through initial professional development

O Training for the PPH occurred over three two-hour workshops (August -
September 2022 for Cohort 1; December 2022 - January 2023 for Cohort 2).
Each 2-hour workshop was facilitated by Julie Taylor, with the support of USF
team members who monitored attendance and facilitated data collection. For each
workshop, a training date was announced in advance and those live sessions (held
via Zoom) were recorded. Clinicians who could not attend the announced
workshop date met with Julie Taylor separately for a “‘make-up’ and/or watched
the recorded session. During the first workshop, clinicians received an electronic
copy of the PPH intervention manual.

o USF team members recorded fidelity of implementation (FOI) of the workshops
using checklists of the critical training elements developed in the pilot (Year 1).
The USF team administered several assessment tools, including: (a) knowledge
quizzes to assess clinician growth from pre- to post-training, and (b) self-report
surveys of clinician acceptability of training after each 2-hour session (satisfaction
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with session) and the end of the 3-session series (satisfaction with entire training).
Acceptability data was collected using surveys developed in Year 1 and
administered through Qualtrics surveys that contained Likert-scale questions and
open-ended questions. The pre/post knowledge quiz was developed in Year 1
(covered the PPH intervention and positive psychology content) and administered
through Qualtrics surveys that contained multiple choice items. At post-training,
clinicians who did not score an 80% or higher met with Julie Taylor to review
content covered in the sessions, and then re-administered the knowledge quiz.
After completion of this initial training, clinicians were instructed to begin using
the PPH assessment and HAPPINESS curriculum in their clinical care of new
youth clients, and complete a brief fidelity form in MyEvolv after each session
with an applicable youth client to report approximately what percentage of the
session they used the PPH materials (e.g., 0%, 25%, 50%, 75, 100%).

® Provide clinicians in the treatment group ongoing implementation support in use of PPH

o

o

After the initial training, the USF team mailed a hard copy of the PPH
intervention manual to each clinician’s home address.

Julie Taylor sent group emails and meeting invitations to the treatment group,
titled “PPH Voluntary Office Hours.” These meetings provided a weekly
opportunity for supervision of clinicians’ experiences with the PPH through
designated “office hours” held via Zoom. For instance, every Friday morning at
8:00 EST, Julie was available to meet on Zoom with any clinician in the PPH
group who “has questions on the PPH curriculum, needs a case staffing, or help
with treatment plans.” Participation in these virtual meetings was optional, and
clinicians could utilize them at their own discretion. Anecdotal reports were that
they meetings were rarely utilized by the clinicians.

e Monitor number of youth clients in both conditions, which reflected the number of clients
for whom clinicians had administered the baseline (pre-treatment) assessment battery

(@)

O

CHS provided the USF team with a weekly report of client IDs for whom
clinicians had administered the PPH Pre/Post Assessment.

Weekly, Camryn Legra sent individualized emails to clinicians in both conditions.
These emails listed the clients for whom they had administered the PPH Pre/Post
Assessment, and offered technical support in the process of data collection.
Especially in the event of no or low evidence of client outcome data, the messages
(a) offered encouragement to begin or increase inclusion of their youth clients in
the sample, which was dependent on clinician collection of pre-treatment outcome
data, and (b) included two file attachments: a tutorial created by Julie Taylor that
included step-by-step guidance on how to access the PPH Pre/Post Assessment in
MyEvolv, and a copy of the PowerPoint slides from the Assessment training.

e Monitor fidelity of use of the PPH among the treatment group

O

O

CHS provided the USF team with monthly reports of the fidelity use of the PPH
during sessions with their enrolled clients.

Radhika Sundar and John Ferron merged the data files to determine how many
sessions for a given client a clinician had completed the fidelity measure.

e (Collect post-treatment outcome data on clinician and client mental health
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o In May 2023, clinicians in both cohorts in both groups were invited to attend a
virtual meeting co-facilitated by CHS and USF staff to conclude study activities.
Meeting facilitators expressed gratitude for clinicians’ participation, and reviewed
activities required to conclude the study with an emphasis on data collection from
the youth clients who completed the mental health outcomes assessment at pre-
treatment. Also at this meeting, clinicians provided confidential data on their
personal mental health. Specifically, the USF team directed them to a Qualtrics
survey that contained brief measures of life satisfaction, flourishing, positive and
negative affect, and perceived stress, the same survey they completed at the start
of the study.

e Data analyses; Examine fidelity data on PPH usage in the treatment group, and change in
youth client and clinician outcomes from pre to post treatment in both groups

o In July 2023, CHS provided the USF team with a de-identified dataset that
contained client outcome data (scores on the assessment battery at pre and post).

o An overview of preliminary findings from results of outcome analyses were
provided to CHS leadership in a virtual meeting in November 2023. Subsequent
analyses were conducted and are communicated in full in this final report.
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The evaluation team utilized several quantitative measures to assess client and clinician

outcomes throughout the program evaluation, as well as surveys to assess treatment satisfaction,
acceptability of training, and usage of the PPH among clinicians in the treatment group. Each of
these measurement tools is described in more detail in Table 2.

Table 2. Measures Used in Outcomes Evaluation, Training, and Intervention Implementation

Measure Purpose Description Sample Items
Client Mental Health Outcomes (see Appendix B)
Students Life Index the The SLSS has 7 items that ask students e My life is just right
Satisfaction Scale cognitive to indicate their level of agreement with e T have a good life
(SLSS; Huebner, component of statements about quality of life on a e IwishIhada
1991) youth scale ranging from 1 (strongly disagree) different kind of life
subjective to 6 (strongly agree). A total score is (reverse scored)
well-being calculated by reverse scoring negatively
worded items (items 3 and 4) and then
calculating the mean of all items.
Positive and Negative  Index the The PANAS-C-10 has 5 items that e Happy
Affect Scale (PANAS-  affective measure frequency of positive affect e Cheerful
C-10; Ebesutani et al., component of and 5 items that measure frequency of e Joyful
2012) youth negative affect. Youth rate the degreeto o g54
subjective which they experienced various moods e Scared
well-being or feelings in the past few weeks on a o Mad
response scale ranging from 1 (very
slightly or not at all) to 5 (extremely).
Positive affect and negative affect
scores are determined by calculating the
mean of the five items listing positive
emotions and the mean of the five items
listing negative emotions, respectively.
ASEBA Brief Problem Index youth The BPM-Y contains 19 items that e [ am too fearful or
Monitor (BPM)-Youth mental health assess symptoms of internalizing anxiety
Self-Report problems problems (6 items), externalizing (Internalizing
(Achenbach & (internalizing,  problems (7 items), and attention problems)
Rescorla, 2017) externalizing, problems. The items are from the e [ disobey my parents
and attention lengthier ASEBA Youth Self-Report, (Externalizing
problems) selected based on item response theory, problems)

factor analysis, and discriminant
analyses of diagnostic groups. To
complete the BPM-Y, youth read a list
of items that “describe kids” and rate on
a scale of 0 to 2 how much the item is
not true of them (0), somewhat true (1),
or very true (2) now or within the past
six months. A Total Problems score is
the sum of responses across all 19 items.

I fail to finish things
I start (Attention
problems)

Client Treatment Satisfaction (see Appendix C)

Client Satisfaction
Questionnaire (CSQ;
Larsen, Attkisson,
Hargreaves, &
Nguyen, 1979)

Client rating of
satisfaction
with treatment

The CSQ contains 8 items about
satisfaction with clinical services
received by the program. At the end of
their clinical treatment at CHS, youth
rated each item using a 4-point response

How satisfied are
you with the amount
of help you have
received?”,
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scale. The anchors change across items;
for some items, anchors range from: 1 =
Quite dissatisfied to 4 = Very satisfied,
or 1 = Poor to 4 = Excellent. After
rating those 8 items, youth were
prompted to provide written responses
to 3 open-ended questions about what
they liked best and least about the
services they received.

How would you rate
the quality of service
you received?

Clinician Mental Health (see Appendix D)

Flourishing Scale (FS; Index adult The Flourishing Scale contains 8 items e I lead a purposeful
Diener et al., 2010 psychological  that assess core aspects of social- and meaningful life.
well-being psychological functioning and e My social
prosperity through relatedness, self- relationships are
acceptance, competence, social supportive and
relationships, and capability of activities rewarding.
that someone finds important (Diener et e I am optimistic
al., 2010). Respondents indicate about my future.
agreement with each item using a 7-
point response scale ranging from 1
(strongly disagree) to 7 (strongly
agree). SWLS scores range from 8-56,
with higher scores representing higher
levels of well-being, strengths, and
resources (Diener et al., 2010).
Satisfaction with Life =~ Index the The SWLS consists of 5 items that ¢ In most ways my life
Scale (SWLS; Diener  cognitive assess global life satisfaction. is close to my ideal.

etal., 1985)

component of
adult subjective

Respondents indicate agreement with
each item using a 7-point response scale

The conditions of
my life are excellent.

well-being ranging from 1 (strongly disagree) to 7 e [ am satisfied with

(strongly agree). SWLS scores range my life.

from 5-35. Scores between 5-9 represent

extremely dissatisfied, 10-14 represent

dissatisfied, 15-19 represent slightly

dissatisfied, 20-24 represent slightly

satisfied, 25-29 represent satisfied, and

30-35 represent extremely satisfied

(Diener et al., 1985).
Positive Affect and Index the The PANAS contains 10 items that o Interested
Negative Affect affective measure frequency of positive affect e Excited
Schedule (PANAS; component of and 10 items that measure frequency of e Proud
Watson et al., 1998) adult subjective negative affect. Adults rate the degree to e Upset
with two sub-scales well-being which they experienced various moods e Irritable
(Positive Affect and or feelings in the past few weeks on a e Guilty

Negative Affect)

response scale ranging from 1 (very
slightly or not at all) to 5 (extremely).
Positive affect and negative affect
scores are determined by summing
responses to the positive emotion items
(Positive Affect scale), and summing
responses to the negative emotion items
(Negative Affect scale). Higher scores
represent higher levels of positive affect
and affect (Watson et al., 1988).
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Perceived Stress Scale
(PSS; Cohen et al.,
1983).

Index
emotional
distress in
adults, namely
perceived
stress

The PSS contains 10 items that assess
the degree to which one perceives
aspects of their life as uncontrollable,
unpredictable, and overloading.
Respondents indicate how much they
have felt a certain way during the last
month, using a 5-point response scale
ranging from 0 (never) to 5 (very often).
A total score is calculated by reverse
scoring negatively worded items (items
4,5, 7, and 8) and then summing across
all items. Scores from 0-13 represent
low stress, scores from 14-26 moderate
stress, and scores from 27-40 are
considered high perceived stress (Cohen
etal., 1983).

How often have you
felt nervous and
“stressed”?

How often have you
been upset because
of something that
happened
unexpectedly?

How often have you
felt that you were on
top of things?
(reverse scored)

Training in PPH Among the Treatment Group (see Appendix E)

Acceptability of PPH
Professional
Development —
Workshops 1 -3

Acceptability of PPH
Professional
Development - Full
Training

Fidelity of
Implementation of
Initial Professional
Development

Gather
participant
perspectives of
the usefulness
of each
workshop in
the initial
training for the
PPH program

Gather
participant
perspectives on
the quality of
their entire
initial training
for the PPH
program.

Monitor the
extent to which
the trainers
enacted the
initial training
in the PPH
program as
intended.

After each of the workshops for the
initial trainings, the evaluation team
asked participating clinicians to
complete a Qualtrics survey that
contained 5 items about usability and
acceptability of the training, which
participants rated from 1 (strongly
disagree) to 5 (strongly agree), and 3
open-ended questions. This survey was
developed, refined, and used
successfully during the pilot year.

After the final workshop in the initial
training, the evaluation team asked
participating clinicians to complete a
Qualtrics survey that contained 20 items
about their satisfaction with the entire
training. Participants rated the first 17
items from 1 (strongly disagree) to 5
(strongly agree), then provided brief
responses to 3 open-ended questions
regarding most and least useful part of
the training and what changes they
would suggest. This survey was
developed, refined, and used
successfully during the pilot year.
Checklists of key elements intended by
the trainers to be included in each
workshop were used to monitor FOI of
training. The evaluation team observed
each workshop and recorded whether
each element occurred (yes/no).
Activity start/end times were also
recorded on this tool. These checklists
were developed, refined, and used
successfully during the pilot year.

The material in the
workshop enhanced
my knowledge of
positive psychology
interventions.

I am likely to use
what I learned today
with my clients.
What part of this
workshop did you
find the most
interesting or useful?
The logistics for the
virtual training were
well executed.
Facilitators
presented the
material clearly.

I feel prepared to
implement the
intervention in my
setting.

What was the most
useful part of this
training?

Before workshop 1,
staff ensured that all
participants are
ready for first
workshop.
Components of PPH
reviewed.
Explanation of how
the E-S-S steps
transitions to the
END of treatment.



Knowledge Quiz;
Positive Psychology
and PPH Intervention

Pre- and post-
test of
knowledge
surrounding
positive
psychology and
the PPH
program.

Record number
of clinicians
attending each
Workshop in
the initial
training

Attendance Records

Clinicians completed the same multiple
choice quiz before any of the
professional development trainings (just
prior to Workshop 1), and again at the
end of Workshop 3 to assess knowledge
gains and ultimate proficiency in
positive psychology interventions
throughout training duration. This quiz
was developed, refined, and used
successfully during the pilot year.
Attendance was taken at each of the
workshops, during monthly supervision
meetings, and noted within records of
clinician correspondence with research
team and reported use of PPH.

¢ Positive psychology

interventions
primarily aim to
increase which
outcome?

The HAPPINESS
curriculum contains
all of the following
components except:

e N/A

Fidelity of PPH Usage among the Treatment Group (see Appendix F)

Fidelity of Use of PPH
Assessment and
HAPPINESS
Curriculum

Monitor the
extent to which
the clinicians
in the treatment
group used the
PPH in each
session.

This 4-item survey housed within the
MyEvolv system was to be completed
after each time a clinician trained in
PPH met with a client, to gather
information on which components- if
any- of PPH Assessment and
HAPPINESS Curriculum were used in
that session.

e Which step(s) in the

HAPPINESS
Curriculum did you
access in today’s
session? (check all
that apply)
Approximately how
much of this session
did you use the PPH
Assessment and
HAPPINESS
Curriculum? (nearly
all, most, about half,
some, none)
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ACCOMPLISHMENTS AND FINDINGS
HYPOTHESES

Traditional psychological services focus on ameliorating symptoms of distress. Positive
psychology interventions focus on increasing happiness and other aspects of well-being. This
program evaluation examined differences in mental health outcomes- self-report indicators of
wellness and illness- associated with using a new positive psychology intervention (the PPH) in
treatment vs. services as usual (SAU). The evaluation team anticipated that clinicians assigned
the PPH treatment condition, and the clients they serve, would show more favorable mental
health outcomes than those assigned to SAU control. More specifically, relative to the clients
whose clinicians are assigned to SAU, those with clinicians assigned to the PPH treatment
condition were anticipated to show higher subjective well-being (e.g., life satisfaction), lower
levels of mental health problems, and greater satisfaction with clinical services. Relative to
clinicians assigned to SAU, clinicians assigned to the PPH treatment condition were
hypothesized to shower greater levels of life satisfaction, flourishing, and positive affect, while
also showing lower levels of stress and negative affect.

DESIGN

This program evaluation used an experimental design, specifically a cluster randomized
controlled trial (RCT). The cluster is the group of clients seen by a clinician. Clinicians were
enrolled in two cohorts at the start or mid-point of the 2022-23 school year. The clinicians
(mental health providers at CHS) were randomly assigned by a statistician from the evaluation
team to PPH treatment or SAU control condition. The entire cluster of youth clients seen by the
same clinician are thus assigned to the same treatment condition.

Prior to randomization, the clinicians were stratified by region of employment in Florida.
Clinicians within each region were then randomly assigned to PPH or SAU. Specifically, for
each cohort, a list of clinicians who enrolled in the study (i.e., reviewed and signed consent
forms) was sorted into region. Within each region, clinicians were randomly ordered using the
ranuni function within SAS, in which the system clock was used as the seed for the random
number generation. Then all clinicians whose position on the list corresponded to an odd number
(e.g., 1,3,5,..67) were assigned to PPH, whereas all clinicians whose position on the list
corresponded to an even number (e.g. 2, 4, 6, ... 66) were assigned to SAU. This ensured that
across all regions, the total number of clinicians assigned to each treatment group was within 1,
and also that within any specific region the number of clinicians assigned to each treatment
group was within 1. For the second cohort, clinicians whose position on the list corresponded to
an odd number were assigned to SAU, whereas those whose position corresponded to an even
number were assigned to PPH.

This design plan was pre-registered in the OSF Registries. See https://osf.io/dgsqf for
study “Evaluation of the PPH Assessment and HAPPINESS.”

SAMPLE

The evaluation team used the software program Optimal Design to conduct power
analyses, and determined a sample size of 320 youth was reasonable from a power perspective.


https://osf.io/dgsqf
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Specifically, if the ICC is .10 and there were 80 clinicians with 4 clients, this study would have a
power of .80 to find a standardized mean difference effect size of .36 without a pretest. With the
addition of a pretest with an R-square of .5 with the posttest, the same situation would yield .80
power for a bit smaller effect (ES = .32). The evaluation team considered that the effect may be
even smaller than .32, because the SAU condition includes high-quality care with well-supported
practices. Thus, to increase the number of clinicians, the agency agreed to add a second cohort in
winter 2022 to include new hires and those on leave in August.

Clinicians

Mental health providers (“Clinicians”) were provided by CHS, an agency that employs
community mental health providers who work in a variety of settings. All clinicians who worked
for CHS were scheduled to participate in a mandatory Assessment training (see Appendix G) at
the start of the 2022-23 school year (training repeated for new hires in November 2023), because
assessment of client outcomes was being revisited and updated as per routine care in the agency.
Through the course of the Assessment training, all clinicians were invited to volunteer for the
CHS PPH program evaluation. All clinical counselors have a minimum of Master’s Degree
(M.A., M.S., M.S.W.). in Clinical Social Work, Mental Health Counseling, Psychology, or
Marriage and Family Therapy, and are credentialed by the Florida Agency for Health Care
Administration (AHCA). Clinicians vary in their experience and other characteristics. No
volunteering clinicians were excluded.

A total of 89 clinicians at CHS agreed to take part in this study (66 in Cohort 1, 23 in
Cohort 2), as indicated by signing an informed consent form (see Appendix H). The clinician
participants were randomly assigned to PPH treatment group (N = 45; 34 in Cohort 1, 11 in
Cohort 2) or SAU control group (N = 44; 32 in Cohort 1, 12 in Cohort 2). Clinician demographic
details available to the evaluation team are restricted to age and region of employment. On
average, clinicians who enrolled in the study were 43.02 years old (SD = 13.07). Mean ages were
similar for clinicians assigned to the treatment group (M =42.91, SD = 13.46) and control group
(M =43.15, SD = 12.78). Participants were drawn from regions with the following agency-
provided acronyms: CF (N = 6; 3 treatment, 3 control), CF- Central Florida (N = 2; 1 treatment, 1
control), GL (N = 10; 5 treatment, 5 control), Lakeland (N = 2; 1 treatment, 1 control), NE- Day
(N =09; 5 treatment, 4 control), NE- Jax (N = 32; 16 treatment, 16 control), Ocala (N =1; 0
treatment, 1 control), PB- Broward (N = 6; 3 treatment, 3 control), SC (N = 3; 2 treatment, 1
control), SE (N = 5; 2 treatment, 3 control), SE- Miami (N = 2; 1 treatment, 1 control), SE- Palm
Beach (N = 1; 1 treatment, 0 control), and W (N = 10; 5 treatment, 5 control).

Table 3 presents participation in the study across time points, and illustrates attrition from
the study throughout the 2022-23 year. Of the 89 enrolled clinicians, 84 completed baseline
measures of personal mental health (N = 44 in treatment, 40 in control). Of these, 44 completed
the measures at the end of the study.
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Table 3. Sample Size of CHS Clinicians Who Participated in the Study

N Clinicians

Enrolled, Completed Administered Began Completed Completed
Condition  Randomized Baseline Baseline MH PPH PPH Post-Study

to Condition MH Measures to  Training  Training MH

Measures 1+ Client Measures

Treatment 45 44 23 32 30 19
Control 44 40 28 n/a n/a 25
TOTAL 49 44 51 32 30 44

Note. MH = Mental Health. PPH = Positive Psychology through Happiness Intervention

PPH treatment group. Of the 45 clinician participants randomized to the treatment
condition, 32 began the training and 30 completed it. Regarding the 13 participants who did not
initiate training, 6 were identified by CHS leadership as actually ineligible to participate in the
study (i.e., had roles at CHS such as supervisor in which they would not have access to a
caseload with new youth clients to assess or treat with the PPH); an additional 5 left the agency,
1 withdrew participation from the study, and 1 went on FMLA in the period between enrollment
and initial training. The two clinicians who began but did not complete the training left the
agency between the first and third workshops. Of the 30 trained clinicians, 19 remained at CHS
at the conclusion of the study and completed the post-test measures of clinician mental health
(42.2% retention rate from randomization point). Of the 11 lost to attrition since training, 6 left
the agency, 1 withdrew participation from the study, and 3 transitioned to roles at CHS such as
supervisor or intake coordinator which interrupted access to a clinical caseload; no reason was
provided for the remaining 1 trained clinician who was not present at the study conclusion.

SAU control group. Employment and participation data for the 44 clinician participants
randomized to the SAU control condition indicated that 25 remained at CHS at the conclusion of
the study and completed the post-test measures of clinician mental health (56.8% retention rate
from randomization point). Of the 19 lost to attrition, 8 left the agency, 4 withdrew participation
from the study, 1 was identified by CHS leadership as actually ineligible to participate in the
study due to their role at CHS, and 3 more transitioned to roles at CHS such as supervisor or
intake coordinator which interrupted access to a clinical caseload; no reason was provided for the
remaining 3 clinicians who were not present at the study conclusion.

Youth Clients

Of the 89 clinicians enrolled in the study, 51 clinicians (57.3%)- 23 of 45 in the treatment
group (51.1%) and 28 of 44 (63.6%) in the control group—proceeded to administer the baseline
assessment battery to any youth client. These 51 clinicians ultimately administered the baseline
assessment battery to 336 clients (125 treatment group, 211 control group). Two clients served
by the same clinician in the treatment group were excluded because demographic data indicated
they were not school age (> 21 years old), leaving 334 youth clients with baseline data (123
treatment, 211 control). Post-treatment data were gathered for 183 youth clients (69 intervention,
114 control); for five of these cases (2 treatment, 3 control), less than one month had passed
since the date of pre-treatment data collection (specifically, 7 — 19 days between pre and post-test
assessments), and the second assessment for these five cases was excluded from analysis. In
sum, the final sample available for analyses about the impact of the PPH on youth client outcome
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data included 178 youth clients (67 treatment, 111 control) who were in treatment during the
2022-23 school year. Of note, 2 clients in treatment and 2 in control were missing values on
some outcomes, so in some cases the analysis used data from 167 youth as opposed to 171.

The client demographic features are summarized in Table 4. At post-treatment, the 67
clients in the treatment group were significantly younger (M = 10.87, SD = 2.78) than the 111
clients in the control group (M = 12.34, SD = 3.03), #(176) = 3.23, p = .0015, a difference that
was also present for the larger group assessed at baseline, #(332) = 3.21, p =.0015. At post-
treatment, a smaller proportion of clients in the treatment group were Hispanic or Latino (10%)
than in the treatment group (23%), X* = 4.66, p = .03); there were no significant differences
between treatment and control for client gender (X° = 1.36, p = .24) or race (X° =3.48, p = .48).

Table 4. Demographic Features of Youth Clients Administered Mental Health Assessments at
Baseline and Post-Treatment

Treatment Control
Baseline Post-Treatment Baseline Post-Treatment
(N=123) (N =67) (N=211) (N=111)

Age (Years old)

M 10.93 10.87 12.05 12.34

SD 2.70 2.78 3.28 3.03

Range 5-17 7-17 5-19 5-18

N % N % N % N %

Gender

Male 64 52% 35 52% 89 42% 48 43%

Female 59 48% 32 48% 121 57% 63 57%

Transgender 0 0% 0 0% 1 <1% 0 0%
Race

White 54 44%, 27 40% 100 47% 45 41%

Black 54 44% 35 52% 79 37% 48 43%

Multiracial 11 9% 4 6% 21 10% 10 9%

American Indian 1 1% 1 1% 0 0% 0 0%

Other 0 0% 0 0% 1 <1% 1 1%

Unknown 3 2% 0 0% 10 5% 7 6%
Ethnicity

Non-Hispanic 111 90% 60 90% 171 81% 85 77%

Hispanic or Latino 12 10% 7 10% 40 19% 26 23%

Data on treatment satisfaction is available for a smaller number of youth clients. In
particular, responses for 52 clients (20 treatment group, 32 control group) served by 22 clinicians
(11 treatment, 11 control) were recorded in the Qualtrics database. No demographic data is
available for this data that were collected anonymously within each condition.

PROCEDURES

To introduce clinicians to the program evaluation, CHS invited clinicians to attend a
mandatory Assessment training that included an orientation to new measures available for use to
assess client outcomes. These assessment trainings were held in July 2022 for Cohort 1, and
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December 2022 for Cohort 2. The purposes of these meetings included (a) training in the
assessment battery to be administered to youth clients to evaluate positive and negative
indicators of mental health, (b) participant recruitment to the PPH program evaluation, and (c)
clinician baseline survey of personal mental health. These meetings provided a description and
rationale for the program evaluation, and procedures for participants including (1) data collection
for all participants, and (2) training and usage of the PPH training for the treatment group.

Clinician Mental Health

During the aforementioned Assessment training, clinician participants who indicated
“yes” to enrollment completed a confidential assessment of their personal mental health.
Specifically, the evaluation team directed them to a Qualtrics survey that contained brief
measures of life satisfaction, flourishing, positive and negative affect, and perceived stress.
Ultimately, clinicians who enrolled in the study were invited to complete surveys regarding their
personal mental health at two time points: (1) At the start of the study (Baseline/Pre; July, 2022
for Cohort 1; December, 2022 for Cohort 2), before randomization to group; and (2) At the end
of the study (Post; May, June 2023). Clinician responses across time were linked by name and
date of birth, and not shared beyond the evaluation team.

Youth Client Mental Health

During the aforementioned Assessment training, all clinician participants (prior to
random assignment to treatment and control group) were asked to collect outcome mental health
data at the start and end of treatment for youth clients, and treatment satisfaction data at end of
treatment. Specifically, during the Assessment training, the evaluation team introduced clinicians
to the outcomes assessment battery, and explained how to administer and record item responses
within the “PPH Pre/Post Assessment” in the agency’s client record system (MyEvolv).
Regarding the assessment battery, clinicians were introduced to a dual-factor model of mental
health, and asked to administer measures of well-being in addition to a traditional negative
indicator of psychopathology symptoms. The measures of subjective well-being included
indicators of life satisfaction (Students Life Satisfaction Scale; SLSS) and positive and negative
affect (Positive and Negative Affect Scale; PANAS-C-10). The measure of psychopathology was
the ASEBA Brief Problem Monitor (BPM)-Youth Self-Report, which yields the following
composite scores: Internalizing behavior, Externalizing behavior, and Attention problems.
Clinicians were asked to administer the assessment at the start of treatment with up to 10 new
youth clients. The client enrollment period spanned from 8/30/22 through 4/15/23.

Clinicians were asked to administer the same assessment battery (and record responses
within MyEvolv) at a post-treatment time point, operationally defined as:

e Natural end of treatment. This includes clients who discharge due to meeting treatment
goals or reach the end of time-limited therapy, or are preparing to leave the agency.
Examples include: the clinician administers post-assessment to a client at 3 months (e.g.,
after about 12 sessions) because that client met treatment goals. In another example, the
clinician administers post-assessment to a client in the session that the client announces
their family is moving the following week and thus will not return for therapy. In another
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example, the clinician administers post-assessment to a client during the 6"/final session
of their 6 sessions of planned time-limited therapy.

¢ During the session that includes a treatment plan review. This includes a mid-
treatment assessment for long-term clients not anticipated to be discharged by end of
school year, and/or during the session that is approximately three months after intake.

¢ End of the program evaluation period. This includes an assessment at the end of the
study period, no matter where the client was in their treatment plan.

The client post-treatment period spanned from 10/19/22 through 6/21/23.

In addition to data collection training at the Assessment training, the evaluation team sent
clinicians individualized emails that summarized the number and list of clients for whom they
had administered the PPH Pre/Post Assessment, and reminded clinicians to administer the PPH
Pre/Post Assessment again at post-treatment. These emails included offers of technical assistance
with the data collection process. In the event of no or low evidence of collection of initial client
outcome data, the email messages encouraged clinicians to begin or increase inclusion of their
youth clients in the sample, which was dependent on clinician collection of pre-treatment
outcome data. Emails included two file attachments: a tutorial created by Julie Taylor that
included step-by-step guidance on how to access the PPH Pre/Post Assessment in MyEvolv, and
a copy of the PowerPoint slides from the Assessment training.

Treatment Satisfaction

At the end of their treatment or the end of the study, participating clinicians were
encouraged to ask their youth clients to complete the 8-item Client Satisfaction Questionnaire
(CSQ; a=.91). The CSQ was administered through a condition-specific Qualtrics survey, using
the clinician’s phone, iPad, or computer. This data was collected anonymously; the youth client
did not provide their name or a client ID number, but did select the name of their
clinician/provider. The survey was intended for the client to complete independently; however,
clinicians were permitted to read aloud the questions and type the responses for a client if it was
necessary due to readability challenges. Responses on the CSQ were time-stamped in Qualtrics.
CSQ survey entries spanned from 2/28/23 through 6/13/23.

Study Conditions

After clinician recruitment closed for each cohort, the project statistician stratified the list
of enrolled clinicians by geographic region of employment, then randomly assigned
approximately half of the participants in each region to the treatment group (PPH training and
use) and the other half to control group (services-as-usual [SAU]). For Cohort 1, the 66 enrolled
clinicians were assigned to treatment (n = 34) or control (n = 32). For Cohort 2, the 23 enrolled
clinicians were assigned to treatment (n = 11) or control (n = 12). The 45 clinicians assigned to
PPH treatment were intended to complete professional development in that approach, and then
use the PPH with approximately 3-10 youth clients each (the next 3-10 assigned to their case
load) and gather baseline and outcome data on those clients. The 44 clinicians in the SAU
control were intended to continue their current way of work, but gather baseline and outcome
data on their next 3-10 clients served.
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PPH treatment condition. The Positive Psychology through Happiness (PPH)
Assessment and HAPPINESS Curriculum is a recently advanced positive psychology
intervention for use by community mental health clinicians serving youth and adults, including
youth in schools who present with mental health problems. During 2021-22, CHS commissioned
a year-long pilot study with six clinicians to advance, refine, and verify the acceptability of this
program (Suldo, Coolman, & Legra, 2023). The PPH Assessment and HAPPINESS Curriculum
is detailed in an intervention manual (see Appendix A). It is in use by CHS clinicians, and in the
future may be made available to the public (copywrite pending). The PPH is rooted in positive
psychology theory, and focuses on strengths and positive subjective experiences through well-
being, joy, and happiness (Seligman, 2002) instead of only attempting to fix what is wrong.

The PPH Assessment contains a weekly and monthly check-in. One or the other is to be
utilized at the beginning of each session a clinician has with a client. At the initial assessment,
clients complete ‘The PPH Assessment — Monthly’ to establish a baseline, and then again
complete it once a month to assess changes. This assessment asks a Strength Question (i.e., List
something positive about yourself or something you are good at) and Enjoyment Questions (i.e.,
On a scale of 1-10, with 10 being the highest, how happy are you?, Think of all the things you do
in your daily life and complete this sentence: I am most happy when I am , How many
hours last week did you spend enjoying (identified activity)?, What could you do to increase the
amount of time you’re able to dedicate to ?) and then presents seven items (i.e., | feel
satisfied with my life as a whole, I feel good about myself as a person, I feel good about my
physical health, I feel good about my mental health, I feel good about my relationships with
others, I feel good about my education, and I feel good about my job) that clients rate from
1=strongly disagree to 5=strongly agree. When clients meet with their clinician the weeks
between the monthly sessions, they complete ‘The PPH Assessment — Weekly’ that only asks the
Strength and Enjoyment Questions from the monthly assessment.

The HAPPINESS Curriculum consists of nine different sections, corresponding to each
letter of HAPPINESS (i.e., H = Understanding Happiness, A = Assessing Where I Am Now, P =
Producing Positive Thoughts and Actions, P = Practicing My Daily Habits, I = Investigating a
New Way of Doing Things, N = Navigating the Bumps in the Road, E = Examining My
Successes, S = Spreading My Strengths, S = Savoring My Success). The purpose of this
intervention is to help each client understand their individual happiness (subjective well-being)
and create goals and steps to work towards being happier, all under a positive psychology
framework. The intervention is manualized and developed to be used in order of the
HAPPINESS steps, allowing for some steps to have more time spent on them but moving
through from H to the last S. For each letter, there are three different types of lesson tools (i.e.,
ACTS) that clinicians can choose to use during a session. ACTS stands for Activities (suggested
exercises to do with client in session or to prescribe the client do outside of the session),
Cognitive Copy (worksheets designed for clients to work on in session), Talking Points
(questions used to guide discussion), and Simple Changes (brief worksheets to be done weekly
around simple changes to reach happiness goal).

The HAPPINESS Curriculum is based in positive psychology using aspects of signature
strengths (Gable & Haidt, 2005), developing optimism for the future, and savoring (van Agteren
etal., 2021). Clinicians in the PPH treatment group were intended to participate fully in the
initial training on how to use it, and be exposed to positive psychology as a clinical tool.
Clinicians were instructed to then use the HAPPINESS Curriculum with their clients; actual
reported use was variable across clinicians. Many enrolled clinicians work with students in
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schools through their community partnership with schools. Previous research has shown
increases in student outcomes and well-being when using a positive psychology intervention
(Tejada-Gallardo et. al, 2020).

As specified in the initial training and the intervention manual, the PPH is designed to be
integrated with other clinical practices (e.g., cognitive-behavioral therapy, motivational
interviewing, trauma-informed care) pending the client’s individual needs and treatment plan.
Thus, clinicians have autonomy over the extent to which they choose to use the intervention in
conjunction with their evidence-based practices and tools.

SAU control condition. At CHS, clinical counselors come from one of three fields of
study: Mental Health Counseling, Social Work, or Marriage and Family Therapy. All three fields
of study have a basis in counseling theories. Registered interns and Licensed Clinical Counselors
follow the guidelines of the Florida Department of Health, which also require clinicians to utilize
a foundational theory when planning treatment for clients. CHS is accredited by COA (Council
on Accreditation), and follows all standards and guidelines from the Florida Department of
Health, as well as SAMHSA, VOCA, and other funders’ requirements. The 2018 Family First
Prevention Services Act (FFPSA) requires the use of Evidenced-Based Practices or Theories in
practice. In general, CHS follows multiple sets of guidelines in its clinical counseling programs.
These guidelines increasingly require the use of Evidenced-Based Practices (EBP). Thus, at
CHS, clinicians utilize a variety of EBP as outlined in CHS 7217: Clinical Practice Manual for
Behavioral Health Programs (CHS Clinical Practice Manual), which contains a listing and
description of multiple EBP; of most relevance to this program evaluation is Section 6.3 —
Children (6-12) and Adolescents (13-18). In addition, various programs in regions have contracts
that require use of a specific EBP or curriculum. Striving to stay on the cutting edge, CHS
continues to add new EBPs as research continues to evolve.

Training in PPH among the Treatment Group

The purpose of the initial training (series of three 2-hour workshops) was for the CHS
clinician to increase understanding of (a) positive psychology, (b) how to use the PPH
Assessment monthly and weekly check-ins, (¢) how to use the HAPPINESS Curriculum, and (d)
the purpose of the pilot and subsequent evaluation study. The workshops were primarily
facilitated by Julie Taylor of CHS, with some portions led by Shannon Suldo of USF. In order to
be certified to deliver the PPH, participants were asked to (a) fully attend and participate in all
three training sessions, and (b) obtain a passing score (80%) on a post-test knowledge quiz.

Two members of the evaluation team (graduate student research assistants) monitored
participant attendance at each workshop, administered and scored the knowledge quizzes pre-
and post-training, and evaluated the fidelity of implementation of the training as intended.
Regarding fidelity of implementation of the training, the evaluation team recorded “yes” or “no”
whether numerous critical elements of each workshop were present or absent using checklists
created in the pilot year.

The 45 participants randomized to the treatment condition were immediately invited to
attend a 3-part workshop series to learn the PPH. Only 32 (71.1%) began the training by
attending the first workshop. Of the 13 who did not initiate training, 6 were identified by CHS
leadership as ineligible to participate in the study because they had roles at CHS such as
supervisor in which they would not have access to a caseload with new youth clients to assess or
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treat with the PPH. Five other left the agency, 1 withdrew participation from the study, and 1
went on FMLA in the period between enrollment and initial training. Of the 32 who began the
training, 30 completed it. The two who began but did not complete the training left the agency
between the first and third workshops.

To determine the acceptability of the training and perception of the intervention, the
evaluation team collected survey data throughout the training (end of each workshop) and
immediately post-training. After each workshop, participants were asked to complete a Qualtrics
survey that included 5 close-ended items and 4 open-ended items (see Appendix E). For the
close-ended items, participants indicated their agreement using a 5-point response scale, ranging
from Strongly Disagree (1) to Strongly Agree (5). The open-ended items included:

e What part of this workshop did you find most interesting or useful?

e What recommendation(s) this workshop do you have?

e What main ideas (takeaway points) did you learn from this workshop?

e What questions would you like the presenters to address during the next workshop?
Immediately post-training, the acceptability of the entire initial professional development was
assessed to gather perceptions on the training as a whole. Participants were asked to complete a
Qualtrics survey that included 17 close-ended items and 3 open-ended items (see Appendix E).
For the close-ended items, participants indicated their agreement using a 5-point response scale,
ranging from Strongly Disagree (1) to Strongly Agree (5). The 3 open-ended items included:

e What was the most useful part of this training?

e What was the least useful part of this training?

e What changes, if any, would you suggest?

After the initial training, weekly meetings were offered via Zoom for supervision of PPH
application to client care. Specifically, CHS trainer Julie Taylor provided open “office hours”
each week through Zoom for clinicians to use at their own discretion. Reports from Ms. Taylor
were that these voluntary meetings were rarely utilized by the clinicians.

Fidelity of PPH Usage among the Treatment Group

The evaluation team received reports from CHS containing treatment clinicians’ entries
for the “Self-Report Fidelity of Use of PPH Intervention” form they were asked to complete after
each session with a youth client with whom they worked with intent to provide the PPH.
Although the evaluation team anticipated receiving this session data for about 67 clients (the
number of clients served by clinicians in the treatment group, who had post-treatment data in the
outcome file), session data were ultimately provided for only 44 youth clients. The total number
of sessions reported for these clients ranged from 1 (min) to 15 (max). The mean number of
sessions was 4.86 (SD = 3.54, sk = 0.93, ku = 0.12). In sum, for these 44 clients whose clinicians
provided any information on fidelity of implementation, on average there were about 5 sessions
of treatment after which the clinician completed the fidelity report.

From those sessions for which the fidelity tool was completed, the evaluation team scored
responses to Question 3 “Approximately how much of the session did you use the PPH
assessment and happiness curriculum” where none=0, some=.25, half=.5 most=.75, and nearly
all=1.0. This permitted an examination of the total number of sessions that contained at least
some PPH. The mean number of sessions in which at least some PPH was used was 4.23 (SD
=3.49, sk=1.16, ku = 0.86). Regarding the range, 2 clients had no reported exposure to PPH and
1 client had some exposure in 15 sessions. In sum, for these 44 clients whose clinicians provided
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any implementation data, on average they participated in just over 4 sessions (M = 4.23) that
included at least some PPH treatment. Of note, the most frequently provided responses to
Question 4 “What activities or interventions did you use in this session OTHER THAN the
PPH?” included references to: cognitive-behavioral therapy, motivational interviewing, client-
centered therapy, solution-focused therapy, and/or play therapy. These responses suggest that
clinicians tended to integrate the PPH intervention with existing clinical practices during their
treatment of youth clients.

Last, the evaluation team created a number of PPH sessions variable, in which the score
from Question 3 was summed across sessions. The number of PPH Sessions ranged from 0 (min)
to 6.5 (max). The mean number of PPH sessions was 2.01 (SD = 1.60, sk = 1.21, ku=0.98),
further illustrating that clinicians in the treatment group who completed the self-report of PPH
usage tool tended to report some but not full use of PPH in sessions.

RESULTS
Intervention Training for the Treatment Group: Fidelity, Completion, and Acceptability

Fidelity. To assess fidelity of implementation (FOI) of the planned initial training,
members of the evaluation team attended each workshop and recorded whether the important
elements of training were present or absent using a pre-established fidelity form tailored to the
content of each workshop (see Appendix E for an example completed FOI of training checklist).
A total of 12 synchronous live workshops (3 workshops * 2 occurrences each * 2 cohorts) were
held at specified times over Zoom. As displayed in Table 5, the maximum value of 100% of
planned elements was observed to have occurred in 9 of 12 live workshops (range: 97.2 — 100%
FOI for each workshop). Across the 12 workshops, the average FOI was 99.39%, indicating that
execution of the initial training plan was quite high for both cohorts of clinicians trained.

Table 5. Fidelity of Implementation of Initial Training in PPH

Date Workshop Cohort FOI
percentage
8/11/22 1 1 97.9
8/16/22 1 (Make-up) 1 100
9/1/22 2 1 97.2
9/8/22 2 (Make-up) 1 100
9/22/22 3 1 100
10/6/22 3 (Make-up) 1 100
12/13/22 1 2 100
12/19/22 1 (Make-up) 2 100
1/5/23 2 2 100
1/10/23 2 (Make-up) 2 100
1/19/23 3 2 100
1/23/23 3 (Make-up) 2 97.6

Completion: Participant attendance. To be certified to use the PPH intervention,
participants were asked to fully attend all training sessions. Attendance was recorded at the
sessions. For each workshop, a make-up session at a later date and time was offered to clinicians
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who missed the initial offering. If they were unable to make the original workshop date or the
make-up session, they were contacted by the agency and invited to a meeting in which they
would view a recorded version of a previous live session. For Cohort 1, 23 clinicians began the
training; 21 out of 23 clinicians completed all 3 workshops and an additional participant
completed 2 of 3 workshops and was permitted by the agency to use the PPH. For Cohort 2, 11
clinicians began the training; 8 of 11 clinicians completed all 3 sessions. Table 6 summarizes the
number of clinicians in Cohort 1 and 2 who attended each workshop.

Table 6. Clinician Attendance at Initial Training in PPH

Date Workshop Cohort Number of
Clinicians Present

8/11/22 1 1 17

8/29/22 1 (Make-up) 1 4

9/12/22 1 (recording played) 1

9/1/22 2 1 14

9/8/22 2 (Make-up) 1 4

9/19; 9/27 2 (recording played) 1 4

9/22/22 3 1 13

10/6/22 3 (Make-up) 1 6

10/3/22 3 (recording played) 1 2

12/13/22 1 2 1

12/19/22 1 (Make-up) 2 4

12/22; 1/6; 1/18 1 (recording played) 2 3

1/5/23 2 2 3

1/10/23 2 (Make-up) 2 2

1/12;1/18 2 (recording played) 2 3

1/19/23 3 2 3

1/23/23 3 (Make-up) 2 3

2/3/23 3 (recording played) 2 2

Completion: Knowledge assessment. Of the 30 clinicians with full (n = 29) or majority
(n = 1) workshop attendance, 29 and 27 completed the knowledge measure at pre-test and post-
test, respectively. Analysis of scores from the 26 clinicians who completed the knowledge quiz at
both time points indicated improvement in scores over time. Specifically, of 100 possible points
total, the average score on the knowledge quiz increased from 76.92 (SD = 11.50) at baseline/
pre-test to 91.35 (SD = 7.29) at post-training (Table 7 presents mean scores for each cohort).

A total of 26 of 30 clinicians achieved a passing score by post-test. Two more clinicians
in Cohort 1 showed increases in knowledge from pre-test; their earned scores of 70% or 75% at
post-test were deemed sufficient progress to proceed with remaining in the treatment group. A
final 2 additional clinicians who completed the workshops in make-up sessions did not complete
the post-test knowledge quiz for unknown reasons.
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Table 7. Clinician Scores on Knowledge Quiz of Positive Psychology and PPH Intervention

Cohort Pre- Score Average Post- Score Average Score > 80%

(% items correct) (% items correct) (% passed quizzed)
Cohort 1 (N =20) 77.00 90.25 90% *
Cohort 2 (N = 6) 76.67 95.00 100%

Note. Score of 80% or higher is benchmark for sufficient knowledge in intervention framework
and manual. *The two clinicians with post-test scores below this threshold showed marked
increases in knowledge from pre-test; their earned scores of 70% or 75% at post-test were
deemed sufficient progress to proceed with remaining in the treatment group.

In sum, 30 clinicians who completed the initial training workshops were permitted to proceed
with use of the PPH as a result of their participation in the training series.

Acceptability. Average responses from acceptability surveys completed by participants
in Cohorts 1 and 2 indicated high levels of satisfaction with each professional learning
workshop. As shown in Table 8, mean scores for each item and the overall measure (average
scores = 4.43, 4.42, and 4.20 for Workshops 1, 2, and 3 respectively) exceeded the rating
corresponding to both a neutral (3.0) and positive (4.0) affective appraisal. In Appendix I, Table
9 presents qualitative responses to the open-ended items.

Table 8. Clinician End of Workshop Acceptability Ratings
Workshop 1 Workshop 2 Workshop 3

Rating Scale Items M (SD) M (SD) M (SD)
n=28 n=25 n =30
1. The material in the workshop enhanced  4.43 (0.82) 4.42 (0.49) 4.20 (1.17)
my knowledge of positive psychology
interventions.
2. The material in the workshop was easy 4.36 (0.55) 4.46 (0.50) 4.33 (0.91)
to understand.
3. The amount of material presented was 4.25(0.74) 4.54 (0.50) 4.13 (1.02)

appropriate for the time available for
the session.

4. 1 am likely to use what I learned today 4.46 (0.57) 4.58 (0.49) 4.30 (0.97)
with my students.
5. I am confident that I could use the 4.18 (0.66) 4.25 (0.66) 4.27 (0.68)

positive psychology interventions
discussed in this workshop.
AVERAGE SCORE 4.34 (0.12) 4.45 (0.13) 4.36 (0.08)

Note. Response metric was 1 = Strongly Disagree to 5 = Strongly Agree.

A total of 29 of 30 clinicians who completed the workshop series completed the overall
training acceptability survey. Mean scores on the End of Initial Training Acceptability are shown
in Table 10. Clinicians' ratings ranged from 4.07 to 4.76 with an average of 4.47 (SD =0.19) on
the items related to Satisfaction with Training, the highest possible rating being a 5.0 (see Table
10). Responses to the open-ended items provided useful feedback on the training and generally
positive responses (see Appendix J, Table 11).
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M (SD)

Items (n=29)
Satisfaction with Training

1. The communication I received in advance of the workshops gave me the 4.14 (0.90)

information I needed to prepare for the virtual training.

2. The logistics for the virtual training were well executed. 4.38 (0.55)
3. The goals and objectives of the virtual training were clearly stated. 4.59 (0.49)
4. Training facilitators were knowledgeable about the content. 4.76 (0.50)
5. Facilitators presented the material clearly. 4.69 (0.53)
6. Visuals in the PowerPoints were clear. 4.55 (0.50)
7. Facilitators maintained good pacing. 4.45 (0.56)
8. Transitions between sections were smooth. 4.41 (0.56)
9. Facilitators were enthusiastic. 4.69 (0.53)
10. The material was well-organized. 4.62 (0.49)
11. The material was easy to understand. 4.45 (0.50)
12. The amount of information presented was appropriate. 4.24 (0.62)
13. Facilitators were respectful in answering questions. 4.62 (0.49)
14. Facilitators provided adequate wait-time when questions were posed. 4.45 (0.50)
15. Facilitators monitored and managed time well. 4.48 (0.50)
16. Facilitators were personally connected to the participants. 4.45 (0.67)
17. 1 feel prepared to implement the intervention in my school setting. 4.07 (0.52)
Scale Composite (average) 4.47 (0.19)

In sum, data from the post-training acceptability survey indicated high levels of satisfaction with
the entire professional development.

Client Mental Health Outcomes

At two time points—pre- and post-treatment—clinicians administered the outcomes
assessment battery to their youth clients. At pre-treatment, 334 youth (123 treatment group, 211
control group) provided self-report ratings of mental health. Post-treatment data were gathered
for 178 youth clients (67 intervention, 111 control). For the 12 clients who completed post-
treatment assessments at multiple points after baseline, the last assessment was analyzed as the
post-test. Analyses on changes in client mental health were restricted to outcomes for N =178
clients served during 2022-23 by N = 42 clinicians enrolled in the program evaluation.

The data analytic strategy used to examine change in client outcomes accounted for
clustering of clients in clinicians. The ICCs were 0 for all dependent variables, indicating that
although the analyses took into account the nested data structure, there was little to no empirical
evidence to support the clustering. In any event, only clinicians who provided complete client
outcome data at pre and post for at least one youth client were included in this analysis of client
outcomes. In the PPH treatment group, 20 clinicians had at least 1 client with pre/post data. The
number of clients per clinician ranged from 1 to 9, with a mean of 3.35 and a median of 2.5,
totaling 67 clients. In the SAU control group, 22 clinicians had at least 1 client with pre/post
data. The number of clients per clinician ranged from 1 to 11, with a mean of 5.05 and a median
of 4, totaling 111 clients. Of note, the number of cl/inicians in each group is similar, with the
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small difference explainable by the difference in the number of eligible clinicians assigned to
each condition. The project statistician was not concerned about differential attrition between the
two conditions because the proportion of eligible treatment clinicians that had at least 1 client
with pre/post data is very similar to the proportion of control clinicians that had at least 1 client
with pre/post data. It is unclear why the median number of clients enrolled by condition was
different and higher for the control group; for an unknown reason, more clinicians in the PPH
treatment group (n = 7) contributed only 1 client to the dataset than clinicians in the SAU control
group (n = 2) who contributed only 1 client. Regardless, for most client outcome variables, the
sample available for analyses regarding the impact of the PPH on client mental health involved a
maximum sample size of 178 youth clients. Of note, two clients in treatment and 2 in the control
condition were missing values on some outcomes, so in some cases the analysis used data from
174 youth as opposed to 178.

For the sample of 174 to 178 clients, Table 12 presents the average scores within each
condition (PPH treatment or SAU control) on each measure of mental health at baseline (pre)
and after treatment (post). These descriptive statistics illustrate that in both groups, clients
evidenced improvements in mental health over time. Within the PPH treatment and SAU groups,
mean scores on each indicator of psychopathology symptoms (BPM) were lower at post than pre,
and mean scores on each positive indicator of subjective well-being (SLSS, PANAS-Positive)
were higher at pre than post.

Table 12. Descriptive Statistics for Client Outcome Variables at Pre and Post, by Group (PPH
Treatment, SAU Control)

Means SDs
Outcome PPH Tx SAU Control PPH Tx SAU Control
Pre Post Pre Post Pre Post Pre Post
BPM- Total 13.97 12.05 16.30 10.97 | 6.33  5.29 6.53 6.94
BPM- Attention 558 5.27 6.15 456 | 273 2.53 2,78 2.72

BPM- Internalizing 4.10 3.16 5.56 3.07 | 297  2.64 2.87 2.77
BPM- Externalizing 4.28 3.69 4.62 334 | 2.74 248 2.90 3.04

SLSS 4.03 441 3.63 4.08 | 1.09 1.00 1.02 1.05
PANAS-Positive 3.00 3.39 2.96 329 | 1.07  0.94 1.01 0.92
PANAS-Negative 201 1.67 2.20 1.72 1 0.77  0.57 0.71 0.65

Note. BPM = Brief Problem Monitor. SLSS = Students Life Satisfaction Scale. PANAS =
Positive and Negative Affect Scale for Children. At Pre, N=67 for treatment group and N= 111
for control group for most variables; For BPM-Attention and BPM- Total N=109 (control) at pre
and N = 65 (treatment) at post. Reliability estimates (pre/post): BPM-Total (0=.83/.85), BPM-
Attention (a=.71/.74), BPM-Internalizing (a=.80/.79), BPM-Externalizing (0=.74/.79), SLSS
(0=.81/.84), PANAS-Positive (0=.88/.87), and PANAS-Negative (0=.67/.68).

To estimate the raw score treatment effects, a multilevel model was estimated via
restricted maximum likelihood for each outcome (e.g., a separate model for BPM, SLSS,
PANAS-Positive affect, and PANAS-Negative affect). The general form of the model is shown
in Equation 1, where the raw score treatment effect (i.e., 1) is the difference in post-assessment
means after adjusting for the pre-assessment and taking into account the clustering of clients
within clinicians. Positive values for ¥, indicate higher adjusted mean values for the treatment
group (i.e., Tx was coded 1 for the treatment group and 0 for the control group), thus a positive
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intervention effect would lead to positive values of 7,; SLSS and PANAS-Positive, and a
negative value of y; for BPM and PANAS-Negative.

= Po;j + P1jPreY;; +e;; e;j ~N(0,0%) (1)
,30] Yoo T )/01ij + 7o Toj ~ N(O, Urz)
,311 = Y10

To estimate the standardized effect the raw score treatment effect estimate (i.e., ¥51) was
divided by a standard deviation estimate obtained from the variance components from a model
that did not contain the PreY;;, such that we obtained a cleaner estimate in the variation between
participants in the treatment and control conditions. This reduced model used to estimate the
variances is shown in Equation 2 and the standardized effect estimator is shown in Equation 3.

Yii = toj + vy v;j ~ N(0,07)
(2)

Hoj = 900 + 901ij + Woj Woj ~ N(O, O-v%/)
d=—Ju_ 3)

/05+a‘%,

Table 13. Effect Estimates

Outcome Effect SE p-value  Standardized  Within = Between
Estimate Effect (d) Variance  Variance
BPM- Total 1.77 0.96 .07 28 40.73 0
BPM- Attention 0.93 0.38 014 35 7.01 0
BPM- Internalizing 0.59 0.40 .14 22 7.41 0
BPM- Externalizing 0.47 0.41 25 17 8.10 0
SLSS 0.14 0.14 31 14 1.07 0
PANAS-Positive 0.08 0.12 71 .09 0.86 0
PANAS-Negative 0.003 0.09 97 .00 0.38 0

Note. BPM = Brief Problem Monitor. SLSS = Students Life Satisfaction Scale. PANAS =
Positive and Negative Affect Scale for Children. N = 167 for BPM-Attention and BPM-Total,
and N =171 for BPM- Internalizing, BPM- Externalizing, SLSS, PANAS-Positive affect, and
PANAS-Negative affect.

A review of the effect estimates and associated p-values displayed in Table 13 indicates
the SAU group had more favorable Attention outcomes than the PPH group (d = .35, p =.014).
Among the other variables, there were no significant differences between the two treatment
groups. To interpret effect sizes, Cohen’s guidelines were used, in which d = .20 is considered
small, d = .50 is considered medium, and d = .80 is considered large. Although the estimated
effects in the sample favored the PPH group for SLSS (d = .14) and PANAS-Positive (d = .08)
and favored the SAU group for BPM-Total (d = .28), Internalizing (d = .22), and Externalizing
(d=.17), all of these estimates were small and none were statistically significant. In sum, non-
significant trends in the data suggest that the PPH treatment group may be more effective in
increasing youth clients’ global life satisfaction and positive affect (mental wellness), whereas
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SAU may be more effective in reducing psychopathology symptoms (mental i//ness), particularly
symptoms of attention problems.

Treatment Acceptability

The purpose of the CSQ was for the youth clients to rate their satisfaction with their
counseling experiences. Both groups reported high satisfaction with treatment on the CSQ. For
the PPH treatment group, M = 3.26 (SD = .73), and Mdn = 3.44 across the 20 clients served by
11 clinicians. For clients in the SAU control group, M = 3.78 (SD = .31), and Mdn = 3.88 for the
32 clients served by 11 clinicians. Considering the 1 (quite dissatisfied) to 4 (very satisfied)
response metric, it is notable that the average and mid-point scores for both conditions exceed
the response point corresponding to “mostly satisfied.”

Average between-group CSQ scores were examined using a multilevel model to account
for the clustering of clients into clinicians (e.g., some clinicians had data for 4 clients, other
clinicians had data for only 1 client). The cluster adjusted mean on the CSQ score for the PPH
intervention group was .30 lower than for the SAU control group, which is not statistically
significant, # (1, 19) =-1.36, p = .189. In sum, clients in both groups reported high acceptability
scores (max value is 4.0). When the fact that the clients are nested in clinicians is controlled for
statistically, the trend for somewhat higher scores among the SAU control group relative to the
PPH intervention group is not statistically significant. Thus, mean levels of acceptability with
counseling services are comparable between the groups. Responses to the final three items that
followed the 8-item CSQ are provided in Table 14. Similar comments voiced across clients are
denoted with an “x” followed by the number of different clients who expressed the idea.

Table 14. Client Responses to Open-Ended Questions that Followed the CSQO
What did you like best about What did you like Any additional

Condition the services you received? least about the thoughts, feedback,
services you received? or information?
Treatment e Activities done in session e Nothing (x15) e Counselor was
(games, drawings, etc.) (x4) e Having to talk (x2) helpful
Talking to the counselor (x2) e “The thinking e Therapist was
o Likeability of the counselor (x3) process” likeable
Outlet of someone to talk to e Counselor leaving e Everything went
(x2) . , e The counselor was well
° g;);/lded solutions to problems not nice e Unsure/no/no
e The counselor asked about the * Do not see the response (x12)
child’s day counselor as mgch
e Helped understand their as they would like
emotions e Better
e Child felt understood communication is
e Everything needed
Control o Likeability of the counselor (x5) e Nothing/Unsure e Counselor was
e Feeling heard (x3) (x19) helpful and
e Everything went well (x3) e Schedule or timing listened (x2)

e Convenience of the therapy of sessions (x2) Very satisfied
occurring at school (x3) with services (x4)
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e Good communication (x3)

e Breathing and positive thinking
e Learning something new

e Helped with understanding

e [ ocation of sessions

(x2)
Better
communication is

Sessions should
be more than
once per week
Clinician has

helped calm
client down, and
the client enjoys
the sessions

e Unsure/ no/ no
response (x20)

emotions needed
e Sessions held in the home e Want to meet with
e Enjoyed therapy overall their counselor more

e Unsure (x2) (x3)

Clinician Mental Health

At the start and end of the study, clinicians completed five measures of personal mental
health. Three measures assess indicators of positive mental health (i.e., life satisfaction,
flourishing, and positive affect) and two measures assessed indicators of negative emotional
experiences (i.e., negative affect, and perceived stress). At baseline, 84 of 89 clinicians who
consented to take part in the study completed pre-study measures of mental health (44 treatment,
40 control). At post-study, 44 of these clinicians completed these measures of mental health
again (19 treatment, 25 control).

An attrition analysis was conducted to explore if there was a significant difference in
baseline/pre-study mental health scores between those clinicians who completed the study and
those who did not. A series of independent t-tests was used to compare the baseline scores of the
44 clinicians with pre and post data (i.e., "study group”) to the baseline scores of those 40 who
did not provide post data but did have baseline data (i.e., “attrition group”). Of the 89 clinicians
who consented for the study, 84 filled out the baseline measures. Of the 40 participants without
post data, 19 left the agency during the study period (13 intervention, 6 control), 4 remained
clinicians at the agency but withdrew from study participation (2 intervention, 2 control), 13
transitioned to a different position at the agency such as supervisor or intake coordinator (9
intervention, 4 control), and 4 remained clinicians at the agency but were unresponsive to
requests to complete post-test measures for unknown reasons (1 intervention, 3 control). There
was not a significant difference between the study group and the attrition group on the measures
of life satisfaction (SWLS), flourishing (FS), and negative affect (NA). There was a significant
difference for stress (PSS). As shown in Table 15, the 44 who completed the study started with a
lower stress score (M = 26.95, SD = 4.57) than those who were lost to attrition for various
reasons (M = 29.88, SD = 6.97), t(82) = 2.27, p <.05. There was also a significant difference in
positive affect (PA); the 44 who stayed in the study had higher baseline positive affect (M =
35.77, SD = 6.75) compared to the attrition group (M =31.15, SD =7.68), t(82) =-2.94, p <.05.
In sum, clinicians who did not fill out post measures for any reason started the study reporting
higher perceived stress and lower frequency of positive affect, but levels of flourishing, life
satisfaction, and negative affect that were similar to those of clinicians who remained in the
study throughout the year.
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Table 15. Clinician Scores on Baseline Measures of Mental Health

Study Group Attrition Group
(n=44) (n=40)

Variable t df p M SD M SD

SWLS -1.94 82 056 24.68 6.08 21.93 6.96
FS -0.53 82 .60 41.32 4.30 40.75 5.48
PA -2.94 82 .004%* 35.77 6.74 31.15 7.68
NA 1.33 82 .19 19.05 4.40 20.93 8.19
PSS 2.27 82 .026* 26.95 4.57 29.88 6.97

Note. *p < .05

To examine change over time in clinician mental health, analyses were restricted to data
from the study group, specifically the 45 participants with complete data at pre and post. Table
16 displays the descriptive statistics for the various mental health outcomes, assessed at Pre and
Post. The pre/baseline time point was before any participant was randomly assigned to condition
and before the treatment group had any exposure to positive psychology for both the treatment
group and the control group. The descriptive statistics for the post time point were after
clinicians in the treatment group participated in the PPH training and used the intervention as
much or little as they saw professionally fit with their clients.

Table 16. Descriptive Statistics for Clinician Mental Health Outcome Variables at Pre and Post,
by Group (PPH Treatment, SAU Control)

Means SDs
Outcome PPH Tx SAU Control PPH Tx SAU Control
(n=19) (n=25) (n=19) (n=25)
Pre Post Pre Post Pre Post Pre Post
SWLS 2495 27.11 24.48 25.96 5.90 4.40 6.33 6.77
FS 47.47 48.26 47.64 47.52 5.22 6.31 2.61 5.99
PA 36.05 34.58 35.56 36.44 7.95 7.66 2.77 6.37
NA 18.63 17.32 19.36 16.12 3.95 5.23 2.86 4.62
PSS 25.63 25.16 28.00 24 .92 4.36 4.48 1.01 5.77

Note. SWLS = Satisfaction with Life Scale. FS = Flourishing Scale. PA = Positive Affect scale
of the PANAS. NA = Negative Affect scale of the PANAS. PSS = Perceived Stress Scale.

First, change in mental health among clinicians in the PPH treatment group was
examined through a series of repeated measures ANOVA analyses (one per dependent variable)
using data from only the 19 clinicians in the PPH treatment group. For all scales, pre scores were
subtracted from post scores to see the gains between the two time points. Results are shown in
Table 17, including p-values and effect sizes (Cohen’s d). Effect sizes were calculated using the
gain/difference score (subtracting pre from post) and divided by the standard deviation from the
scores at pre-test. As indicated in Table 17, there was a significant change in the PPH clinicians’
complete mental health on three of the five scales: SWLS, NA, and PSS. The SWLS showed a
2.16 raw score increase (p = .005, d = 0.37) with a small effect size, indicating an overall
increase in life satisfaction. The NA scale of the PANAS showed a 1.32 raw score decrease over
time (p = .008, d = 0.25) with a small effect size, indicating a decline in negative affect over
time. The PSS showed a 0.47 decrease (p = .04, d = 0.19) with a small effect size, indicating
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reductions in perceived stress throughout the study period. Changes in positive affect and
flourishing were not statistically significant.

Table 17. Changes in PPH Treatment Clinicians’ Complete Mental Health (N = 19)
Group Differences from Pre- to Post-Study for PPH Clinicians

Outcome Gain Scores p d

SWLS 2.158 .005%* 0.37
FS 0.789 53 0.15
PA -1.473 76 0.11
NA -1.316 .008* 0.25
PSS -0.474 .04* 0.19

Note. *p<.05. SWLS = Satisfaction with Life Scale. FS = Flourishing Scale. PA = Positive
Affect scale of PANAS. NA = Negative Affect scale of PANAS. PSS = Perceived Stress Scale.

Next, to determine if the aforementioned changes in clinician mental health were unique
to the treatment group, a second set of analyses focused on time by treatment group interactions
to determine if there were any significantly different changes in mental health between the PPH
treatment group and the SAU control group. A series of mixed model ANOVAs was conducted,
with findings reported in Table 18.

Table 18. All Clinicians Mental Health Across Time, Tests of Within- and Between-Subjects
Effects (N = 44)

Variable F P
Life Satisfaction
Time 8.69 .005%*
Clinician Group 0.22 .64
Time x Clinician Group 0.31 .58
Flourishing
Time 0.22 .64
Clinician Group 0.04 .85
Time x Clinician Group 0.40 .53
Positive Affect
Time 0.09 .76
Clinician Group 0.14 71
Time x Clinician Group 1.47 23
Negative Affect
Time 7.68 .008*
Clinician Group 0.04 .84
Time x Clinician Group 1.37 25
Perceived Stress
Time 4.28 .04%*
Clinician Group 0.80 38
Time x Clinician Group 2.24 14
Note. *p < .05

For these analyses that include data from all 44 clinicians in both groups, a main effect of
time was statistically significant (p <.05) for life satisfaction, negative affect, and perceived
stress. The direction of the effect was the same as reported for just the PPH treatment group:
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from pre- to post-test; specifically, clinician life satisfaction increased while negative affect and
stress decreased. There were no main effects of clinician group and no significant time by group
interactions, suggesting that clinicians across both groups tended to begin and change in mental
health (increase in life satisfaction, decrease in negative affect and stress) similarly over time,
rather than improvements in mental health being particularly unique to the PPH treatment group.
Such similarity in change between groups is depicted in Figure 1, which shows mean pre to post
SWLS scores for each condition.

Figure 1. Change in Clinicians’ Life Satisfaction During Study, by Condition

Clinician SWLS Scores from Pre to Post
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Taken together, this set of analyses indicated that there were no significantly different
end-of-year changes in personal mental health among clinicians who used the PPH treatment as
compared to those clinicians who continued with services as usual during this same time period.

Exploratory analyses. Given the variability in clinician reported use of the PPH within
the treatment group, additional analyses were conducted to explore if changes in clinician mental
health varied in relation to how much or little they used the PPH in their clinical practice. For
each outcome, difference scores (pre-treatment subtracted from post-treatment scores) were
correlated with total exposure to PPH in practice. The total exposure to PPH during client care
variable considers (1) amount, defined as the number of times a clinician completed a PPH
fidelity measure after a session with a client in the study [amount], and (2) usage, defined as the
average percentage of each session that contained PPH content as reported on the PPH fidelity
measure, with response options ranging from: none (0% = 0), some (up to 25% of session
content = .25), about half (about 50% of session content = .50), most (about 75% of session
content = .75), and nearly all (close to 100% of session content = 1.0). For the 19 clinicians in
the PPH treatment group, Table 19 presents their usage, amount, and total exposure values.

A total exposure score of 0 represents a clinician in the treatment group who completed
the initial training needed to use the PPH, but either chose not to use it with their clients or did
not report the fidelity of usage. Table 19 also presents the number of youth clients each clinician
enrolled (i.e., collected baseline data for at the start of treatment), and the number of clients the
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clinician completed (i.e., collected post data for by the conclusion of the study). For clinicians
with multiple enrolled clients, it is unknown why failure to complete the fidelity measure
occurred given regular reminders from the evaluation team staff and the agency to report fidelity
of use with enrolled clients. However, for two clinician participants (numbers 4 and 16) who
collected pre- and post-treatment data from numerous youth clients, no fidelity measures were
completed; their fidelity data is conceptualized as missing rather than a “0” score because they
completed treatment with several youth clients. Due to missing fidelity data, these two were
omitted from correlational analysis of clinician outcomes and total exposure.

Table 19. Total Exposure Variable and Number of Youth Clients for Clinicians in PPH Group

Clinician ID Amount Usage Total Youth Clients Youth Clients
Exposure Enrolled in RCT  Completed in RCT

1 12 0.73 8.75 6 4

2 18 0.43 7.25 5 3

3 2 0 0 3 1

4 . . 10 10

5 6 0.21 1.25 9 1

6 0 0 0 1 0

7 12 0.50 6.00 6 2

8 2 0.50 1.00 1 1

9 2 0.25 0.50 4 4

10 1 0.25 0.25 8 3

11 76 0.28 21.50 12 7

12 36 0.49 17.75 9 6

13 49 0.46 22.50 10 7

14 0 0 0 0 0

15 0 0 0 0 0

16 . . . 7 6

17 40 0.28 11.50 6 5

18 0 0 0 2 0

19 0 0 0 0 0

Note. “.” = missing data. Amount = number of sessions a clinician completed the PPH fidelity of

use measure. Usage = average percentage reported in fidelity measure (sum of all use percentage
values, divided by the number of entries). Total exposure = product of usage and amount.

Table 20 presents the correlations between difference/gain scores on each of the five
mental health outcomes and total exposure to the PPH intervention during the program
evaluation year. With regard to associations between total exposure to PPH and clinician mental
health, there were no statistically significant correlations (p <.05) between improvements in any
of the five outcomes (SWLS, FS, PA, NA, PSS) and total exposure to the PPH in practice.
Because there were no statistically significant correlations, any interpretations of magnitude from
these exploratory analyses may be non-generalizable. To fully explore trends in the data within
this underpowered portion of study, Cohen’s (1992) guidelines were used to understand the
strength/magnitude of correlations as small (» = .10), medium (» = .30), and large (r = .50) for
this specific sample. Three associations reached the threshold for medium in magnitude.
Specifically, the correlation between clinicians’ total exposure to PPH and change in personal
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levels of perceived stress was negative, with a medium magnitude and non-significant p-value (»
=0.370, p = .144). This suggests that as exposure to the PPH in clinical practice increased,
levels of perceived stress reported by clinicians tended to decrease for this sample. It was also
found that as total exposure to PPH in clinical care increased, personal flourishing and positive
affect also tended to increase with a medium magnitude correlation but a non-significant p-value
(r=0.316, p = .216 for flourishing; » = 0.316, p = .217 for positive affect). In sum, there were no
statistically significant findings between total exposure to PPH in clinical practice and any
indicator of clinician mental health, in part due to lack of power associated with a small sample
size (N = 17). Trends in the data include medium-sized associations between greater total use of
PPH in client care and improvements in three indicators of mental health (perceived stress,
positive affect, and flourishing).

Table 20. Correlations between Exposure to PPH and Mental Health Gain Scores of Clinicians
in Treatment Group with Pre and Post Outcome Data (N = 17)

Variable N M SD Total Exposure
Total Exposure to PPH 17 5.78 7.97 1.000
Usage 17 0.26 0.23 0.556
Amount 17 15.06 22.19 0.945%*
Clients Enrolled in RCT 19 5.21 3.85 0.770%*
Clients Completed in RCT 19 3.16 3.00 0.905*
Difference Pre to Post SWLS 19 2.16 4.48 -0.280
Difference Pre to Post FS 19 1.65 3.94 0.316
Difference Pre to Post PA 19 -1.47 7.87 0.316
Difference Pre to Post NA 19 -1.32 5.88 0.094
Difference Pre to Post PSS 19 -0.47 4.03 -0.370

Note. *p < .05; Total Exposure = (Amount x Usage).
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SUMMARY AND NEXT STEPS

This program evaluation examined differences in client and clinician mental health
outcomes associated with clinician use of a new manualized positive psychology intervention—
the PPH Assessment and HAPPINESS Curriculum—in treatment vs. services as usual (SAU)
conditions. Across two cohorts, 89 clinicians enrolled in the program evaluation and were
randomly assigned to the PPH treatment group (N = 45) or SAU control group (N = 44). These
clinicians completed training on how to measure client mental health using a comprehensive
battery of indicators of wellness and illness at two time points- pre-treatment and post-treatment.
Attrition of clinicians during the study period was high, driven by changes in employment.
Ultimately, about half of enrolled clinicians (N = 42; 47.2% of the initial sample) recorded pre-
and post-treatment data for a total of 178 youth clients (67 treatment group, served by 20 PPH
clinicians; 111 control group, served by 22 SAU clinicians). For the examination of clinician
mental health, 84 of 89 enrolled clinicians completed pre-study measures of personal mental
health (44 treatment group, 40 control), and 44 of them completed the measures again at the end
of the study period (52.4% of the initial sample; 19 treatment, 25 control).

We had hypothesized that clients served by clinicians in the PPH treatment condition
would show more favorable mental health outcomes than those assigned to SAU control. These
hypotheses were not supported by any statistically significant findings from data analyses;
relative to the clients served by SAU clinicians, clients served by clinicians in the PPH treatment
condition did not evidence significantly higher subjective well-being, fewer mental health
problems, or greater satisfaction with clinical services. Instead, at post-treatment, average scores
for clients in each condition (PPH treatment and SAU control) indicated increases in subjective
well-being (SLSS and PANAS-Positive affect scores) and reductions in mental health problems
(BPM-Total scores) from pre-treatment levels, and clients in both groups reported high
satisfaction with services. These findings suggest that clinical care that includes the PPH is as
efficacious and well-received as clinical care in the SAU condition. This level of support for the
PPH is promising given that the SAU condition features clinician use of multiple evidence-based
practices per agency policy and accreditation guidelines. However, the PPH treatment was not
supported as superior to SAU. The estimated effects favored the PPH treatment group on client
outcomes involving indicators of subjective well-being (d = .14 for life satisfaction and d = .08
for positive affect), and favored the SAU group on indicators of psychopathology (d = .28 for
total emotional and behavioral problems, more specifically d = .22 for internalizing problems
and d = .17 for externalizing problems), but these estimates were small and none were
statistically significant. Given the direction of these non-significant trends in the data, future
studies with larger sample sizes may find the PPH treatment group to be more effective in
increasing youth clients’ global life satisfaction and positive affect (mental wellness), whereas
the SAU control may be more effective in reducing psychopathology symptoms (mental i//ness).
An unanticipated finding in the current study was that the SAU group had a significantly more
favorable outcome on one of the three narrower types of psychopathology examined—attention
problems—than the PPH group at post-treatment. It is possible that the inclusion of clinical
content intended to upregulate positive emotional experiences associated with mental wellness
may detract clinical attention from fully addressing various symptoms of mental illness,
especially inattention.

We had hypothesized that clinicians in the PPH treatment condition would report more
favorable mental health outcomes than clinicians assigned to SAU control, specifically higher
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levels of life satisfaction, flourishing, and positive affect, and lower levels of stress and negative
affect. Instead, at the end of the study period, average scores for clinicians who remained in each
condition (PPH treatment and SAU control) indicated increases in life satisfaction (SWLS
scores) and reductions in perceived stress and negative affect (PSS and PANAS-Negative affect)
from levels reported at the beginning of the study period. These average improvements in
clinician mental health were not unique to either treatment condition. Follow-up correlational
analyses were conducted with the sample of 19 clinicians in the PPH treatment group who
provided personal mental health data at pre- and post-study, to explore if change in any mental
health outcome was associated with the clinician’s level of exposure to the PPH intervention
during their clinical practice with the youth clients whose outcomes were assessed pre- and post-
treatment. Results indicated no statistically significant correlations between improvements in any
of the five outcomes (SWLS, FS, PA, NA, and PSS scores) and total exposure to the PPH in
practice. Trends in the data include medium-sized associations between greater total use of PPH
and improvements in three indicators of mental health—perceived stress, positive affect, and
flourishing. More research with larger samples of clinicians is warranted to further determine the
reliability of these trends.

Study Limitations and Directions for Future Research

Attrition of clinicians during the study period was high (47.6% - 52.8%), which
contributed to smaller sample sizes than desired in the datasets available for the analysis of client
and clinician outcomes. Of note, other studies with clinicians in community mental health
agencies have also encountered high rates of attrition; for instance, Adams and colleagues (2019)
reported a turnover rate of 39% during their 1-year study of 247 therapists from 28 community
mental health agencies. Our data analyses found that clinicians who left this study for any reason
reported higher stress and less frequent positive affect at the start of the study, as compared to
their colleagues who stayed in their clinical role at CHS and participated in the study throughout
the year. Future research with clinicians from community agencies might plan to oversample at
the start of the study in anticipation of substantial attrition, and/or monitor staff mental health
(stress, positive affect) throughout their employment to identify, support, and retain staff who
may report signs of diminished well-being.

Another limitation in the current study involves some differences in demographic
features of clients in the two conditions. In particular, the average age of clients in the PPH
treatment group was 10.87 years old, whereas the average age of clients in the SAU group was
12.34 years old. This study used random assignment of therapist to condition; it is unknown why
the sample of clients served by clinicians in the PPH treatment group was significantly
younger—by about 1.5 years, on average, than the sample of clients served by clinicians in the
SAU group. This difference may be relevant to the current evaluation, though, as findings from
the first pilot study with the PPH indicated that clinicians suspected the intervention may be
more effective with older youth. Specifically, a theme that emerged across exit interviews with
clinicians who reported their impression of the PPH when used with multiple clients was: “Better
to use with older clients, as paradigm change for younger clients was difficult when thinking
through positive lens, making this program fit better with certain clients” (Suldo, Coolman, &
Legra, 2023, p. 32). Future studies of the PPH might consider equivalence of client age across
conditions, and/or restrict use of the PPH with youth above a minimum age (e.g., 8 years old; the
current study included youth ages 5+ in each condition). Of note, the client sample in the current
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study was also somewhat unbalanced across conditions with regard to proportion identified as
Hispanic or Latino (10% in PPH treatment group, 23% in SAU group), which may have affected
the findings in an unknown way; however, no qualitative data in the pilot suggested the PPH
may be more or less effective on the basis of client race or ethnicity.

Among the clinicians assigned to the PPH treatment group, reported use of the
intervention with youth clients was variable across clinician as well as within a given session.
Some clinicians reported their fidelity of use of the PPH after a high number of sessions (e.g., 36,
40, 49, and 76 sessions), some reported fidelity of use on a moderate number of instances (e.g.,
after 6 — 18 sessions), and multiple others completed 0 reports of fidelity of use. Of the clinicians
who completed the self-report fidelity of use survey as requested, the average amount of the
session in which they used the PPH ranged from some to most of the session content. Such
variability within the treatment condition poses challenges with isolating the effect of any novel
intervention that is being integrated with use of other evidence-based interventions. Future
studies of the PPH may consider: (a) utilizing more objective indicators of PPH usage (e.g.,
coding of intervention content during direct observation of sessions or review of audiofiles from
recorded sessions), (b) routine monitoring of fidelity of implementation after the initial training
to identify and support clinicians with no to low use, and (c¢) planning to examine PPH dosage
within statistical analyses of intervention effectiveness on various client and clinician outcomes.

Conclusions

The Positive Psychology through Happiness (PPH) Assessment and HAPPINESS
Curriculum is a novel manualized intervention intended to direct attention to client strengths and
positive subjective experiences. The intervention is rooted in positive psychology theory, and an
extensive evidence base supports the effectiveness of positive psychology interventions on
improving client mental health outcomes across aspects of wellness, distress, and quality of life
(Carr et al., 2024). The PPH aims to foster emotional well-being and positive mental health
during clinical care. Clinicians are encouraged to use the PPH alongside their existing evidence-
based practices that address symptoms of mental health problems, resulting in a balanced
approach to counseling that maximizes potential to increase client wellness and decrease illness.
The results of this randomized controlled trial of the PPH among a final sample of 42-44
clinicians during the 2022-23 school year establish that it is at least equivalent to use of
traditional evidence-based practices with respect to improving multiple aspects of client and
clinician mental health, and that clients of clinicians trained in it report high levels of treatment
satisfaction. Trends in the data that were not statistically significant suggest that the PPH may be
more effective in increasing youth clients’ global life satisfaction and positive affect (mental
wellness), whereas services as usual may be more effective in reducing psychopathology
symptoms (mental il/lness); further, non-significant but medium-sized correlations suggest that
more frequent use of PPH in client care may be associated with greater improvements in
clinician mental health (less stress, more positive affect and flourishing). Future research is
needed to determine if these trends replicate and are associated with statistically significant
effects in larger samples. The manualized intervention evaluated in this study is ready for use in
such future research and practice, and findings detailed in this report support the acceptability of
the initial training procedures created to prepare clinicians to use the PPH within their clinical
care for youth in individual psychotherapy.
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Positive Psychology through Happiness (PPH)
Assessment and Curriculum
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6. Conclusion. pe. 16
7. References. pg. 17
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10. Appendix C: The HAPPINESS Curriculum pe. 20
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20

Appendix C— HAPPINESS Curriculum

Introduction -

The HAPPINESS protocol curriculum is designed to help the CHS professional take definitive
steps with CHS clients to guide and teach steps toward defining, planning, and achieving self-
defined happiness in their lives. While there is no time limit on how long a client stays at each
step, the steps are introduced and worked on in order. The curriculum presents an overview of
each letter of the HAPPINESS acronym (listed below) to provide both the CHS professional and
the CHS client with the basics of the step.

During interactions with the client, the CHS professional will introduce the topicin the
age/developmental level of the client. Then the CHS professional will review the ACTS acronym
for each step. ACTS refers to the type of learning opportunities in each section: Activities,
Cognitive Copy (worksheets), Talking Points, and Simple Changes. By the time the client works
through the HAPPINESS curriculum the client will have gained an understanding of what it takes
to make their own happiness, learned how to plan and set goals, and learned how to go
through the process until they reach success. Helping clients learn to build their own success is
a key part of our CHS mission of “We Do Good."

The HAPPINESS curriculum follows a step-by-step process, using the HAPPPINESS acronym:
H - Understanding Happiness
A - Assessing Where | Am Now
P - Producing Positive Thoughts and Actions
P - Practicing My Daily Habits
1 - Investigating a New Way of Doing Things
N - Navigating the Bumps in the Road
E - Examining My Successes
S - Spreading My Strengths
S - Savoring My Success

The steps are designed to walk the client through the key concepts and lessons that they will
need to be able to define, take action, and achieve their own personal happiness goal.

@ Children’s Home Society of Florida
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Appendix C— HAPPINESS Curriculum & Children’s Home Society, 2021
21

Positive Psychology
through H;g&einess

For each step above the curriculum includes an overview of each topic and the lessons you can
use to work with your clients. The lessons are tools we call ACTS. ACTS stands for:

A — Activities to do with your dient to emphasize the step

C — Cognitive Copy, worksheets designed to have your client work on to learn the step.
Many of the Cognitive Copy worksheets are designed for children, but do also work
for adults.

T- Talking Points, questions that you can use to guide the discussion with the client.
These tend to work well with teens and adults.

5- Simple Changes, a brief worksheet to be done each week that asks the client what
one simple change they can make the next week toward their goal. It is expected
for this worksheet to evolve, and for the happiness goal to evolve, as the client
learns and grows. This is designed for use with children through adults.

The ACTS tools for each of the steps in the HAPPINESS curriculum have many opfions. As the
counselor you have the option to choose which of the ACTS works best with your dient. Some
clients respond well to activities, some clients respond well to structured worksheets, other
clients do best with talking points. The only required piece is the § — Simple Changes. Doing
this each session is a key component.

In the spring 2022 pilot of the HAPPINESS Curriculum, CHS counselors reported a variety of
ACTS done for each HAPPINESS step. The counselors in the pilot reported that they used
differant ACTS with different clients. The key is to find the way that best connects with your
client and use it. If you have a dient who is not getting the point of the lesson, stay on that step
of HAPPINESS another week and try a different activity.

Using the Curriculum

The HAPPINESS curriculum is designed to done in order. In the pilot it took counselors between
10to 12 weeks to complete all of the HAPPINESS steps with their clients. If you do not have a
set time to end services with a client or a natural stop (such as end of school year), there is no
limit on how long you can spend on each HAPPINESS step.  However, there are times when a
counselor cannot work with a client for a full 12 weeks, so below is a scope and sequence for
various time frames to use the curriculum:

@ children's Home Society of Florida




Appendix C— HAPPINESS Curriculum © Children’s Home Society, 2021

Positive Psychology

23

through Happiness
e Hepp)

10 Week Scope and Sequence-
A 10~-week scope and seguence allows the client to focus on the key paradigm shifting steps
while moving along through the HAPPINESS curriculum:

Week #1: H - Understanding Happiness
Week #2: A - Assessing Where | Am Now

Week #3: P - Producing Positive Thoughts and Actions [This topic is key to the program
and is where the paradigm shift happens)
*Focus on Thoughts

Week #4: P - Producing Positive Thoughts and Actions [This topic is key to the program
and is where the paradigm shift happens)
*Focus on Actions

Week #5: P - Practicing My Daily Habits

Week #6: 1 - Investigating a New Way of Doing Things

Week #7: N -Navigating the Bumps in the Road

Week #8: E- Examining My Successes

Week #9: 5- Spreading My Strengths

Week #10: 5- Savoring My Success

8 Week Scope and Sequence
The 8-week scope and sequence still allows for a focus on the first P, which is a key component
of the curriculum, while touching each of the topics.

Week #1: H - Understanding Happiness and A - Assessing Where | Am Now
Week #2: P - Producing Positive Thoughts and Actions

Week #3: P - Practicing My Daily Habits

Week #4: 1 - Investigating a New Way of Doing Things

Week #5: N-Navigating the Bumps in the Road

Week #6: E-Examining My Successes

Week #7: 5-Spreading My Strengths

Week #8: 5-Savoring My Success

@ Children’s Home Society of Florida
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Appendix B: Client Mental Health Outcome Measures

PPH Pre/Post-Assessment
1. Client biological gender is: Iuiale Female Other (specifi):
2. Actual date survey adminizterad:
PANAS-C-10

This scale consists of a number of words that describe different feelings and emotions. Indicate to what extent
vou have falt thiz wav m the past few weelks.

| Very slightly | : : |
Feeling or emotion:  ormotatall | Alittle | Moderately | Quite a bit | Extremely
1. Sad ' 1 ! 2 ! 3 ' 4 ' 3
2. Happy \ 1 A T 3 \ 4 .5
3. Scared : 1 2 3 4 s
4. Mhserable ' 1 | 2 | 3 ' 4 ' 5
5. Cheerful : 1 : 2 : 3 : 4 : 5
6. Proud ! 1 ! 2 ! 3 ! 4 ! 3
7. Afraid ! 1 C2 3 . 4 a3
g Jovful ! 1 A T 3 ! 4 ! 5
9. Mad ; 1 I T
10. Lively ! 1 ! 2 ! 3 ! 4 ! 5
SL55

We would like to Imow what thoughts about life vou've had during the past several weeks. Think about how
vou spend each day and night, and then think zbout how your life has been during most of this time. Here are
some guestions that ask vou to indicate vour satisfaction with life. In answerning each statement, circle a number
from (1) to (8), where (1) mdicates vou strongly disagres with the statement and (8) indicates vou sirongly
agres with the statement.

52

Stromgly | DModerately | DLhldly | Wildly | Dloderately | Strongly

Disagres Dizagres | Dizagres | Agree Arraa Apree

1. My life is going well | ! 2 o3 4 5 -
2. My life is just right | ! 2 P 3 ro4 5 T -
3. I'would like to change many things in | | " | | : - :

my life : ! | - | : | 4 : ’ : °
4 Twish I had a different kind of Life ! 1 ! 2 ! 3 o4 3 '8
3. Thave a good life ' 1 ' 2 ' 3 o4 3 T
6. Ihave what I want in life L1 . 2 . 3 4 4 4, 3, 6
7. Ny life iz better than most kds’ ! 1 ! 2 ! 3 o4 ! 3 ' 6

ASEBA BPAM-Y

[itemis not presentad due to copyright restriction]



Appendix C: Client Treatment Satisfaction

Docusign Envelope ID: EXSBCE3E-33F 1-4036-626B-CB663F35DEFS
C50-8 English

‘B

CSQ-8

CLIENT SATISFACTION QUESTIONNAIRE

Please help us improve our program by answering some questions about the services you have received. We are interested

in your honest opinions, whether they are positive or negative. Please answer all of the questions. We also welcome yiour
comments and suggestions. Thank you very much. We appreciate your help.

CIRCLE YOUR ANSWERS

1. How would you rate the quality of service you received?

| 4 Excellent | 3 Good 2 Fair | 1 Poor
2. Did you get the kKind of service you wanted?
| 1 Wo, definitely mor | 2 Ne.mot really | 3 Yes, ganerally | o ur definitely

3. To what extent has our program met your needs?

4 Almeost all of my needs
Rhave beem met

3 Most of my needs
have been met

2. Only a few of my neads
R been met

1 Nome of my needs
have been mer

4. If a friend were in need of similar help, would vou Fecollmend oulfprogram to him or her?

1 Mo, definitely not 2 No_Idoniihink 1o

3 Yes, Ithink 5o

4 Yes, defimitely

5. How satisfied are yon with the amount of helpiyon received?

1 Owire dissarisficd & Indifferent or

mildly dissan sficd

3 Mostly satisfied

4 Very sarisfied

6. Have the sef¥ices vou received helped you to deal more

effectively with your problem:

L

™

4 Yes, they helped 3 Yes, they helped
a great deal somewhar

2 No, they really
didn’t help

1 No, they seemed to
muake things worse

7. In an overall, general sense, how satisfied are you with t

he service you received?

4 Very satisfied 3 Mostiy sanisfied

2 Indifferent or

mildly dissarisfied

1 Ouite dissatisfied

8. If vou were to seek help again, would you come back to

OUr program?

1 No, definitely mot 2 Ne, I don’t think so

3 Yes, Ithink so

4 Yes, defimitely

Diiztributed by Tamalpais Mairix Systems, LLC
Copyright © 1975, 1989, 1990,

info @ C5Qscales.com

2003 Clifford Attkisson, Fh.D

Use, transfer, copying, reproduction, merger, transation, madification, or enhancement
{in amy format incloding electronicy, in whole orin pant is forbidden without written permission.

www U5 scales com

THhES. 1925
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C m () https://usf.azl qualtrics.com/jfe/form/sV . @ AY gy m =
UNIVERSITY of

@®
P

SOUTH FLORIDA

What did you like best about the services you received?

What did you like least about the services you received?

Any additional thoughts, feedback, or information?




Appendix D: Clinician Mental Health Outcome Measures

SATISFACTION WITH LIFE SCALE (SWLS)

55

This survey assesses your feelings about life. Below are 13 statements with which you may agree

or disagree. Using the 1 - 7 scale, indicate your agreement with each item by selecting that
response for each statement. Please be open and honest in your responding.

o
> 0! O > O §08 > >
25 5 E5 <F E8 8 | B8
5§ 23 5R PH D D
n Al A 7N a) = 5 | @ 2}
Z &
1. In most ways my life is close to my ideal. 1 2 3 4 5 6 7
2. The conditions of my life are excellent. 1 2 3 4 5 6 7
3. I am satisfied with my life. 1 2 3 4 5 6 7
4. So far.I h:ewe gotten the important things | 1 ) 3 4 5 6 7
want in life.
5. If I could llye my life over, I would change 1 ) 3 4 5 6 7
almost nothing.
FLOURISHING SCALE

This survey assesses your feelings about life. Below are 8 statements with which you may agree

or disagree. Using the 1 - 7 scale, indicate your agreement with each item by selecting that
response for each statement. Please be open and honest in your responding.

1. I'lead a purposeful and meaningful life.

2. My social relationships are supportive and
rewarding.

3. Tam engaged and interested in my daily
activities.

4. T actively contribute to the happiness and
well-being of others.

5. Tam competent and capable in the
activities that are important to me.

6. Iam a good person and live a good life.

7. T am optimistic about my future.

8. People respect me.

1

1

2

2

3

3

4

4

~ b~ B~ b

AN & O




POSITIVE AND NEGATIVE AFFECT (PANAS)

56

This scale consists of a number of words that describe different feelings and emotions. Read each
item and then circle the appropriate answer next to that word. Indicate to what extent you have
felt this way during the past few weeks.

~

© o N S AN

~
S

11.
12.
13.
14.
15.
16.
17.
18.
19.
20.

Feeling or emotion:

Interested
Distressed
Excited
Upset
Strong
Guilty
Scared
Hostile
Enthusiastic
Proud
Irritable
Alert
Ashamed
Inspired
Nervous
Determined
Attentive
Jittery
Active

Afraid

Very
slightly or
not at all
1

1
1
1

G ) G G U i G i W ey

S G SO w—y

—

A little

[ S N e O e O e O R O B S O S S S e S L S S S L \S I (ST (SRR \S R S

Moderately

W W W W W W W W W W W W W W W W W W W W

Quite a
bit

B N - T - T R T N - S S i S e S . . . -

Extremely

L L O L O L b i b i b U b b b b i D ek WD




PERCEIVED STRESS SCALE (PSS)

Instructions: The questions in this scale ask you about your feelings and thoughts during the
last month. In each case, indicate how often you have felt or thought a certain way.

In the last month... Never Almost | Some- | Fairly | Very
Never times | Often | Often

1. How often have you been upset because
of something that happened 0 1 2 3 4
unexpectedly?

2. How often have you felt that you were
unable to control the important things in 0 1 2 3 4
your life?

3. How often have you felt nervous and
“stressed”? 3

4. How often have you felt confident about
your ability to handle your personal 0 1 2 3 4
problems?

5. How often have you felt that things were
going your way? 3

6. How often have you found that you could
not cope with all the things that you had 0 1 2 3 4
to do?

7. How often have you been able to control 3
irritations in your life?

8. How often have you felt that you were on 3
top of things?

9. How often have you been angered

because of things that were outside your 0 1 2 3 4
control?

10. How often have you felt difficulties
were piling up so high that you could not 0 1 2 3 4

overcome them?




Appendix E: Training in PPH Among the Treatment Group

Acceptability of PPH Professional Development

(questions that clinicians answered after completing each workshop)

Think about the professional development you just completed on
Zoom, and answer the 5 items with your opinion about the virtual

workshop and level of agreement with the following:

o

O

O O O
O O )
O ©, O
O O @)
O O O

What part of this workshop did you find the most interesting or
useful?

What recommendation(s) for change to this workshop do you
have?

What main ideas (takeaway points) did you learn from this
workshop?

What questions would you like the presenters to address during
the next workshop?
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(questions that clinicians answered after the full initial training)

PART I: Please complete this 20-item survey to evaluate the
quality of the initial training you just completed in Positive
Psychology through Happiness (PPH).

1. The commmunication | received in advance of the workshops
gave me the information | needed to prepare for the virtual
training.

(O strongly Disagree

(O Disagree

(O Neither Agree nor Disagree
O Agree

(O Strongly Agree

5. Facilitators presented the material clearly.
(O strongly Disagree

(O Disagree

(O Neither Agree nor Disagree

O Agree

(O strongly Agree
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16. Facilitators were personally connected to the participants.
(O strongly Disagree
(O Disagree
(O Neither Agree nor Disagree
O Agree

(O strongly Agree

17. | feel prepared to implement the intervention in my setting.
(O strongly Disagree

(O Disagree

(O Neither Agree nor Disagree

() Agree

O strongly Agree

10. The material was well-organized.
(O strongly Disagree

(O Disagree

(O Neither Agree nor Disagree

O Agree

(O Strongly Agree
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Date: _ 9/1/2022

Fidelity Checklist- Interventionist Initial Training in the PPH

V11

61

Participants: (complete attendance log), N=_ 14

Study Staff- Facilitator(s): Shannon Suldo/Julie Taylor FOI Recorder: Camryn Legra
Workshop 2
A. Online Workshop Preparation (Est. Time — 10 min). Start Time: 9:52 End Time: 10:07
1. Platform with desired characteristics secured (e.g., Zoom). No es
2. Ensuored that presenter Wi-Fi, video, and audio worked. No s
3. Ogpen the platform 3 -10 minutes before start time to allow participants to join early and| No | Yes
trouble shoot technology issues.
4. Ensured that chat box, audio, and video is enabled for all participants. No | Yes
3. Desired facilitator to participant ratio obtained (at least: 1 per 4 participants) No | Yes [3:14
B. Refresher of Workshop 1 (Est. Time — 30 mins). Start Time: 10:07 End Time:  10:42 .
6. Greet participants upen arrival for workshop 2 No | Yes
7. Workshop materials reviewed (manual, PowerPoint, ete). No | Yes
2. Overview of professional learning workshop series reviewed. No | Yes
9. Workshop agenda (objectives and activities) reviewed. No | Yes
10. Benefits of subjective well-being reviewed. No | Yes
11. Dutcomes of school-based positive psychology interventions reviewed. No | Yes
12. Learning from clinicians — discussion of clinicians’ experiences with PPH to date. No | Yes
13. Instructions for using Eyoly, for assessments No | Yes |Some questions about Pre-Test on
evolve
14. HAPPINESS Curriculum acronym reviewsed. No | Yes
15. ACTS Curriculum acronym reviewed. No | Yes
C. Using the HAPPINESS Curriculum: P- P- I (Est. Time — 30 mins). Start Time: 10:43_ : End
Time: 11:45
16. Producing Positive Thoughts and Actions Overview. No | Yes
17. Producing Positive Thoughts and Actions, Theory of change introduced. No | Yes
18. Producing Positive Thoughts and Actions, discussion of clinicians’ personal experiences | No | Yes | Went over pilot clinicians
with change goals. experiences
19. Producing Positive Thoughts and Actions Cognitive copy worksheets introduced. No | Yes
20. Producing Positive Thoughts and Actions Talking Points reviewed. No | Yes
21. Producing Positive Thoughts and Actions Simple changes or Set a goal reviewed. No | Yes
22. Discussion time activity for Producing Positive Thoughts and Actions No | Xes
23. Break provided No | Yes [11:28-11:35
24, Practicing My Daily Habits Overview No | Yes
23, Practicing My Daily Habits Activities introduced No | Yes
26. Practicing My Daily Habits Cognitive copy worksheets introduced. No | Yes
27. Practicing My Daily Habits Talking points reviewed. No | Yes
28. Practicing My Daily Habits Simple changes or Set a goal reviewed. No | Yes
29. Investigate a New Way of Doing Things Overview. No | Yes |Start (@ 11:43
30. Investigate a New Way of Doing Things Activities introduced No | Yes
31. Investigate a New Way of Doing Things Cognitive copy worksheets introduced. No | Yes
2. Investigate a Wew Way of Doing Things practice with Cognitive copy worksheet. No | Yes
33. Investigate a New Way of Doing Things Talking Points reviewed. No | Yes
34. Investizate a New Way of Doing Things Simple changes or Set a goal reviewed. No | Yes
35. Learning from clinicians — discussion of clinicians’ reactions and questions No | Yes |Time was set aside, but there were no
questions
36. Participants asked to complete professional development (workshop 2) anonymous No | Yes |_10_ of 14  Participants
feedback survey. completed

Workshop 2, Fidelity to Training Protocol Score:

A # of session elements completed (circled “Yes™): 35

B. # of session elements possible (36 — N/A items): 36
o

o of elements completed (Line A /Line B):  97.2%




Appendix F: Fidelity of PPH Usage among the Treatment Group

SELF-REPORT OF FIDELITY OF USE OF PPH
ASSESSMENT AND HAPPINESS CURRICULUM

The new items for myEvelv to add immediately after the PPH questions (e.g_, after *J feel
satisfied with my life as a whole ™), new items for myEvolv:

Q1. Which step(s) in the HAPPINESS curriculum did you access in today’s session? (check all
that apply)
¢ H —Understanding Happiness
¢ A Azzessing Where I Am Now
P — Producing Positive Thoughts and Actions
P — Practicing My Daily Habits
I - Investizating 2 New Way of Doing Things
N —Navigating the Bumps in the REoad
E — Examining My Successes
s 35— Spreading My Strengths
s 5 Savoring My Succes
o None I did not use the HAPPINESS curriculum in today’s session

Q2. Within the HAPPINESSE step(s) accessed today, which of the ACTS learning opportunities
did you use in the session? jcheck all that apply)

s Activities

o Cognitive Copy

o Talking Points

s Simple Changes

o None of the ACTE; (briefly describe why not or what else was used in the session:

Q3. Approximately how much of thiz session did you use the PPH Assesament and HAPPINESS
Curriculum?

Nearly all (cloze to 100% of sezsion content)

Most (about 73% of zeszion content)

About half (about 30% of session content)

Some (up to 23% of session content)

s  None (0%)

Q4. What activities or interventions did you vee in this sezzion OTHER. THAN the PPH?
« NONE:Ioaly uzed the PPH Aszessment and HAPPINESS Curriculum in this session
o Tused . (briefly describe the activities or intervention that you used in thiz zession that
are not in the PPH manual)
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Appendix G: Slides from Presentation during Assessment Training

Positive Psychology
through H@iness

Prograrn Evibstios with Linbsrsiy of South Florkia
Phaias I = luly 3032 theough May 2033

1 §iiiomos

Invitation to Take Part in a Program Evaluation

= Greetings from the USF Teaml
= W ane excited to join CHS inthe
creation and evaluation aof cutting
edge clinical practices in school
menital health services
= Review af corsent form for dinicars
{this provides extersive information
ahout the program evaduation to taie
place in 2022-23)
= if you haven't already, check your

email for 2 DocwSign irmEation from
Frances Coclman

£ TriTH nona

B — |
1 2
Invitation to Take Part in a Program Evaluation ) o rasiain :
o i b Program Evaluation Timeline e e
B v All CHS Counselors will be provided a training on assessmeents in July
2022 and will add shart prejpost assessments to all dients, which ane
i hyEvalv 25 2 single assessmeent:
OB Bried’ Youth Probleem Monior (ams desslopsr oy CBOL)
DSLEE: Srdents Lite Sathlection Seala
O FARAS-C-10: Posithe and Nagathe AMect Seal
» August 12 |Randomimtion|: half of the courselors will do
assessments only and the ather half will be tained 1o use FFH
curricalum
o el b e ikt e T alidd Ity = B0 cousselon (40 n Buth intenent s
and control geosp)
o iandomization Telal i ren fom Aug X2 thiowgh May 23
4

What do the Assessments Measure?
Construct

Factor

Clinician Well-Being is Also Important...

_ =
_ &5

Construct

Factor

figigl

o 5 3
=l=1=
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Experience these Well-Being Measures Firsthand

‘izriing Independenthy, rompists thoss confidentisl
wab pagen ol nurveys of scklt wel-baing. -
g S —
ek el b lrE mawe e T
= b B v B ] D g e e s el
[ty
- P g e B
-2 Empy i e g e
- L e

AL s L e e D e o L

S —
7

How to Collect Pre-Treatment Client Well-
Being Data

v All threse will be on cne service entry

» Wil be done BEFORE any counseling services are done.
= Far rigghons thal have imikas coondisaton, the aondisaton will do1tBa
AR TR
= Faxt iigghon s wisane The coufelos dowi the intake papeiwork, will be done by
the coun sl
= Tahini abowt 15 misubes within your saskon 7 beieg done by a coussakr

PPH Pretest/Post Assessment:

o5 r st A S
F———— P e F—
_| -
[ —
[
[
g gy a0 e ey £ i s
L e Lhrate
Corvemp i et 4 e bty (5 gt () e
T Lo
e g ) o e M Do (3 . s 1 W g e s
Ly B o i
gl g 1) Mt g ] My B 11ty g sty et ] iy e
S ———— [ —
- =t - . = s

Cmmi g & i . . A
s oy iagest ) Wty e et s oy s gass ' sambanmy e gy g
L - [ iy
() iy oo Mot g - ] iy oo 3 i e ) by e 7 Bty e
Tn [ [ P— - [ v—
e 3 Sy Do ey emre D e e ) e 5 s

D] e

o ot ] [P R Tra—

[T, e

T b b e e 8
faia. iy

> || 0 bty i L iy e L b g 0 by, s ] bty g 10 Mg e
= U B e B e '
{7 s gre nmgens L) ooty mngress ) e gt 7 im0 b chvmasiy
Lgmesy

Ftarerd Vil e Fevmes i i iy
)
]
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10

What to Collect Post-Treatment: Client Well-
Being and Treatment Satisfaction

* Saime Mmeasanes [SL5S, PANAS-C.10, BFM-Y) will be done again AFTER
tounseling Services e Comphete |5, during the: final session). ANl three
will [ O N SETVRCE ENEry

* Far mgiom that fave ks the il i tha
* Far mgionywhars ths do the imtsks will b dons by the
coumnior

* Tk ascart T4 minten within your snakon § being dors by & coursskar
* Please ask your client 1o comgplete a briel, anonymous sunvey Wa Qualirics
anout thsr experiences with counseling
* Comumer Sathdaction Cuestionnaine [050]

* CHE will wend you & weh sddremn for pou o shere with S dient w that Shey can
morenn the rwtrucSone and Bem

= Tl mizoar % minudss wihin or @ier pour ssaion

B —
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Appendix H: Clinician Consent Form

UNIVERSITY 0F
SOUTH FLORIDA

URSF ALSLANDH & R OWVATION

Dear CHS climcian:

This letter tells you about a project, “Evaluation of the PPH Assessment and HAPPINESS Curniculum ™ The
project/study is supported by the Children’s Home Society of Florida (CHS), in collaboration with researchers
from the University of South Florida (USFE). The goal of the project is to evaluate the newly developed program.
The program was developed to use principles from positive psychology and related appreaches to monitor and
increase happiness within clients, instead of traditional counseling services that focus on negative cyeles.

v Who We Are: The team 15 led by Dr. Shannon Suldo and her graduate student assistant, Frances Coclman.
Dr. Suldo and Ms. Coolman are from the School Psychology Program within the USE College of Education.
We are deing the study in partmership with CHS and clinicians affiliated with CHS.

v Why We Are Bequesting Your Participation: We are deing this study to evaluate a new program created by
CHS—Positive Psychology through Happiness (PPH) Assessment, and a clinical intervention framework with
procedures and activities that align with the acromym HAPPINESS. Findings from the evaluation will inform
how well the program works to improve client outcomes and treatment satisfaction. Findings will also inform
the extent to which program materials are used in sessions. Clinician perspectives of the usefulness of the
program and framnings to leam it will permut continued refinement of matenals. You are being asked to take
part because you are affiliated with CHS and work with clients for whom the program is appropniate for use.

v Why You Should Parficipate: We need to know more about the impact of promising programs to help clients
develop skills to increase emotional well-being (happiness) and overall mental health. To address this need,
we are evaluating the PPH Assessment and HAPPINESS Cumiculum. We anticipate that clinicians will
develop proficiency with the PPH Assessment and HAPPINESS Curmiculum through trainings provided by
CHS. Please note that vou will not receive extra compensation for time spent in study activities. You may
receive some professional ime off and‘or public recognition for participation in the program evaluation.

v What T our Participation Eequires: In this evaluation, clinicians will be randomly assigned to either the
infervention or conirol group for the 2022-2023 school year.

Data collection. All clinicians- these in the infervention and condrol group- will be asked to collect
confidential mental health cutcomes measures for youth clients before and after treatment. and anonymous
client safisfaction with services data after treatment. All clinicians will also be asked to provide confidential
ratings of their personal well-being (life satisfaction, affect, stress) on two cccasions—before random
assignment to group, and at the end of the 2022-2023 academic year. These ratings will be aggregated across
groups to determine if using the PPH Assessment and Happiness Curmiculum impacts clinician wellness.

Intervention group. Clinicians in the infervention group will be asked to complete the initial training .
and then use, the PPH Assessment and HAPPINESS Curmiculum. Duning these activities, you will complete
brief surveys to provide feedback on traming and program activities, and report fidelity of implementation
(FOTL) with the PPH Assessment and HAPPINESS Cumiculum delivery. After conclusion of a treatment plan
that used the PPH Assessment and HAPPINESS Curriculum, you may be asked to take part in a confidential
exit interview with USF study staff about your expenences with the program. Fegarding the inifial training,
CHS will host a senes of workshops to help clinicians develop experfise in positive psychelogy. stages of
change theory, and the PPH Assessment and HAPPINESS Cwrmiculum in particular. Clinicians will receive
the intervention mamual HAPPINESS Cwriculum and accompanying worksheets to become familiar with
throughout the traiming. Feadiness to implement the program will be ensured through growth on knowledge
tests before and after training, and performance on activities dunng the training. Individualized training
sessions will be held as needed until proficiency in knowledge and skills is demonstrated. All clinicians using
the PPH Assessment and HAPPINESS Cumiculum will receive ongoing suppoit during program
implementation from CHS team members to ensure the program is used as intended durng sessions with
clients. This ongeing professicnal learning will consist of (a) monthly group case consultation, and (b)
penodic coaching meetings (“office hours™), all held remotely via Zoom. Feedback, duration, and focus of
case consultation and coaching meetings will be mdividualized based on clinician needs.

Control group. Clinicians who were randomly assigned to the control group will receive the refined
initial training and program materials durmg the 2023-2024 school year, to enable all CHS clinicians to leamn
and use the PPH Assessment and HAPPINESS Curniculum with their clients.
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LESF ALSEARDH & ATV TION

Leaming and providing the PPH Aszessment and HAPPINESS Cwrmiculum are not considered study
activities, since using the program to assess and increase happiness is part of the CHS clindcian’s professional
role. The study activities entail data collection activities (e.g., collection of client outcome and satisfaction
data; climcian ratings of tramning and program acceptability, and use of the PPH Assessment and HAPPINESS
Curriculum during sessions to monitor FOI; exit inferviews to discuss clinical experiences), which will be
outside routine professional roles. We estimate it will take about 2-3 hours per month for study activities,
duning each month of the study. In sum. participation will total about 15 hours over the course of the study.

Please Note: Your participation in study activities is voluntary. You are free to participate in this evaluation

project of to withdraw at any time, without penalty. Any decision to participate, not participate, or withdraw
participation at any peint during the project will in no way affect your employee status. or your relationship
with your school/district, USF, or any other party.

Confidentiality of Your Responses and Study Risks: This program evaluation is considersd minimal nsk.
Minimal risk means that study nsks are the same as the risks vou face in daily life. There are no known
additional nisks to those who take part in this study. You will receive no guaranteed benefits by participating
in this study. Your privacy and recerds will be kept confidential. Your individual responses will not be shared
with other employees, or amyone other than us and cur research assistants. All participants will be assigned
unigue study code numbers to protect the privacy of information from all parties. Some discussions with the
USF team will be andio recorded for program evaluation and quality assurance purposes. Consenting to
participate in this project indicates your consent to be audio recorded duning such exit interviews. In andio
files, you will net be identified by name. Instead, your study number will be used to protect the confidentiality
of your statements. No names will be attached to stored surveys or audio files. All records from the stady will
be destroyed five years after the study is completed. These records include completed surveys. Only approved
study staff will have access to the password-protected files and locked file cabinets stored at USF that will
contain records linking code numbers to participants” names, and’or consent forms. Note that if you complete
portions of the study online (such as complete surveys electronically, or training sessions through Zoom), it is
possible, although unlikely, that unauthorized individuals could gain access to your responses. Confidentiality
will be maintained to the degree permitted by the technoelogy used. No guarantees can be made regarding the
interception of information sent via the Internet. However, your participation in this study using electronic
surveys of meeting methods involves risks similar to a person’s everyday use of the Internet.

What We'll Do With Your Besponses: We plan to use the information from this study to determine the
effectiveness of the PPH Assessment and HAPPINESS Cumiculum on clients” well-being. We plan to use the
information from feedback forms and discussion to improve training and intervention materials. Findings will
inform CHS on their assessment/curmiculum and will include suggestions for refinement on how to improve it
for other clinicians to use in the future to promote mental health and well-being. Feesults from data collected
during this study may be published. However, the data obtained from you will be combined with data from
other people in the publication. The published results will not include your name or any other information that
would in any way personally identify you.

Cuestions? If you have questions about this study, contact Dr. Suldo at (813) 974-2223.

Want to Parficipate? To take part in this study, complete this consent form (titled “Conszent to Participate in
Program Evaluation™) via DocuSign. You will be able to keep an electronic form on file for your records.

Sincerely,

Shannon Suldo, PhD. (Professor)

Frances Coolman M.Ed. (Project Coordinator)
School Psychelogy Program, College of Education
University of South Florida
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Consent to Participate in Program Evaluation

I freely give my permission to take part in this study. Tunderstand that by sigming this form [ am agreeing to take
part in the program evaluation I have received a copy of this form for my records.

Signature of Person Taking Part in Study  Pronted Name of Person Taking Partin Study  Date

{Porfion for USF): Statement of Person Obtaining Informed Consent

I certify that the person taking part in the study has been provided with an informed consent form that explains the
nature, demands, nisks, and benefits involved in participating in this study. I further certify that a phone number
has been provided in the event of additional questions. This participant has provided legally informed consent.

Signature of Person Printed Name of Person Date
Obtaining Informed Consent Obtaining Informed Consent
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Appendix I: Qualitative Data from End-of-Workshop Surveys
Table 9. Clinician Qualitative Responses to Acceptability Survey After Each Workshop (Combined Cohorts 1 and 2)
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Questions Posed to Clinicians

What part of this workshop did you

find the most interesting or useful?

What recommendation(s) for
this workshop do you have?

What main ideas
(takeaway points) did you
learn from this workshop?

What questions would you
like presenters to address
during the next workshop?

Responses
for
Workshop 1

The cake baking activities

The information regarding Happiness

defined in the very beginning
Ranking time spent in happiness
The theory/modalities based off the
curriculum

Assessing my happiness
Empowering clients to feel happier
Tools (worksheets, talking points,
activities)

I enjoyed being able to apply some of
the workshop to myself and assess my

own level of happiness

The actual curriculum

How positive psychology does not
begin by focusing on the client’s
negative behaviors

The entire concept of PPH
Practical examples

The pillars slide, discussion

Top 3 happiness items

The actual importance of assessing
your level of happiness and how it
related to mental health. As well as
behavioral actions, academics, etc.
Overall learning about the program
Visuals

The assessment

Having the client give feedback

Maybe make it shorter and
more to the point

Extensive training to practice
Involving audience more, and
discuss more realistic cases
Spend more time on the
different activities

More interactions with the
audience

Continue working with trauma
narrative

More application examples
There should be more
interaction so participants do
not get bored or feel tired from
just sitting in a seat looking at
the screen

More activities

Make a drop box with
information so we can get it on
our own

Include more background on
cultural competency of
development for clients
impacted by systems that
negatively effect happiness

Do the work for the best
outcome

We are going to work on this
Assisting clients to find their
own goals

To look through a different
professional lens when
practicing in the fiels

The idea that when focusing
on the happiness from the
onset of the session with a
client can change the
trajectory of the session and
bring more quality
conversations and
interactions with the child
Life satisfaction can be
measured in 4 categories
The Significance of induvial
happiness and what that
means

What PPH is (more in depth)
and how to use it

Having a focus on positive
psychology can affect all
aspects of your life

This seems easy to
implement

When discussing their
happiness in what they can
control- how do you balance
cognitive reframing without
moving towards toxic
positivity?

Time to practice prior to
implementation with clients
Go over the rest of the letters
Knowing which client is best
for PPH

Experiences with clients
Entering into MyEvolv
Clients with trauma history and
experiencing trauma
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Showing images of the assessments
and tools

The purpose behind the study and
wanting to invoke and incrase hapiness
within our clients and ultimately our
community

Everything

Learning about the ACTs activities to
do with clients

The information was great, I just wish I
had a copy of the PPT before the
training so I could make my notes in it
Interventions

Better emotional
development for kids

We can find something
positive in every situation.
Happiness is a choice

This resonates with me
because I tent to ask: what is
good? Rather than what is
wrong

Top 3 happiness items
Simply how differently
happiness is interpreted
Ways to ask questions about
happiness or describe
happiness

How to help children learn
valuable skills to bring
happiness in their world
Cognitive reframing
Warning clients to be happy
with what they have and
where they are

Learned about myself

What is SWB and how it
affects us all

Cognitive Reframing

The structure

Responses
for
Workshop 2

The examples helped to put in
perspective and see client progress in
each step. I was also able to establish a
routine to prepare me for session
Talking points that can be utilized to
facilitate client engagement

Hands on learning

More worksheets on how to do
activities with the clients
Having clinicians fill our the
worksheets on themselves or a
client and share

Theories of change and the
elimination of the relapse
piece and how we can help
to facilitate progress even if
there is a bump

Steps of change

What if a client becomes
resistant during series?

Are there daily tracks for the
positive psychology practice?
Talk more about workbooks
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All More explanation on how to
Technically how to use it with the incorporate this with therapy
materials, ideas, and tips sessions

Examples to use with the children More activities during the
The activities workshop

Going over worksheets
Making option plans of options

Addressing systemic
challenges to happiness

Can we get a copy of the slides
before the workshop? The
slides move too fast for note
taking

Use more group interaction

The discussion

Worksheets

Work sheets to use in sessions
Learning to focus on positive aspects
of people over their negative thoughts
The practice section

Being able to apply the stages of
change to my own life/behaviors
Cognitive Copy of Happiness Goals
Everything, I am very excited to
implement PPH with my upcoming
clients

The incorporation of PPH with
traditional approaches

How to implement with the family

In the piece about investigating new
ways of doing things and how coming
up with additional plans is beneficial to
achieve the goal

Encouraging small steps

Techniques for practical use

There is nothing specific that stuck out
Wealth of information

The visual helped me alot

Positive Psychology is
something we need to
continuously practice

To be creative with the kids
Ways to help clients start
thinking more positively
Curriculum

Know clients readiness
PPH when done correctly
greatly enhances the client
The change steps

How happiness make the
sessions go better

The execution of the PPI
letters

That there is not just one
way to help change and
focus on your happiness
That failing with the first
option of a goal does not
mean that the goal itself is
unreachable. This is
something personal for me
with my own happiness
goals

Affirmed held beliefs
How to prepare to help the
clients

That it is common to use
PPH with other modalities
Empowering clients to
define success

I like the small steps and not
calling things a failure if it
did not work

Putting the information in
MyEvolv, worksheets, etc
Incorporating with therapeutic
techniques
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There is nothing specific that
stuck out

Challenging myself to make
a positive change

I learn a lot about having 3
options

Responses
for
Workshop 3

I enjoyed the concepts overall, I like
the structure of the process and the
assigned activities to help to guide the
process

Character strengths

I really enjoyed taking the strengths
quiz to identify my top strengths

I believe the ACTS are very useful
within sessions

Strategies and worksheets

The “H” through “I”

Everything

Celebrating Success! I love the

intervention shared by Julie. Powerful.

Explanation of the N-E-S-S

Part 2

Strength oriented goals

Engaging the clients in the sessions
with the new curriculum
Celebrate

Savoring my success

Tools (worksheets, activities, etc)
Perspective on happiness
Everything

It was all interesting

Examine my success- I think the
success journal is a brilliant idea
Applicable interventions

ACTS

Practice more during trainings
Give the workshop material
before the corresponding
session

More interactive

Finding a way to approach this
practice as a way for clinician
to use skills and not just as an
entire program. I did not agree
with multiple parts of this
theory but I did enjoy some
interventions that were
discussed so possibly finding
ways to discuss the
intervention pieces without it
being tied to the theory, if that
makes sense or is possible.
Practical examples through
video of actual sessions
Continuing to evaluating the
role of systemic issues that
affect client’s outlook

More group interaction

More practical application
More examples

Perhaps videos applying these
techniques with clients that we
can preview

The influence of taking the
positive approach to
addressing needs of a client
Savoring Success

I learned how to work with
the client in the action stage
and also support the client if
relapses occur

Continuing the conversation
with client about next steps
happiness requires time and
dedication

This could help with setting
goals on treatment plans
Happiness

Keep it fun

Happiness is a journey not a
destination

The importance of allowing
children and adolescents to
understand the importance of
their happiness

That you can use your clients
strengths to help guide and
empower them through this
process

Listen to the client as they
work for their happiness
The discussion of ages

More examples

Working with the
sheets/handouts

Talk about engaging young
kids

To see videos of these steps
being used with clients-
children and adults
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Creative elements to add to the work
The survey

Finishing with modality and strengths
The e.n.s

Intervention about success in life
Examples

I prefer to hear the stories of people
who have used this with their client
successfully and their stories
Explanation of topics

Creative ways to reinforce this
technique with children and adults

The family can be involved
in the process even though
we focus on the child
Cultivating success for
clients

How to better engage clients
The “spreading my
strengths” as I find so many
of my young clients simply
unaware of their personal
strengths

I love the story that truly told
about her client being able to
realize her success with the
help of the visual aid of
crepe paper

Helping the clients to savor
their success at the end of
treatment

How to utilize clients skills
into treatment

Navigation

Empowerment

Bumps in the road

Success work

How to use the letters and
their curriculum

Goals and interventions
Steps to change

How to use the curriculum
How to reframe thinking and
empower clients

Note. Responses such as “Not Applicable,” “None at the moment,” or similar are excluded from this table. Responses are largely
verbatim although some have been edited for grammatical clarity.
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Appendix J: Qualitative Data from End-of-Training Survey
Table 11. Clinician Responses to Open-Ended Items on End-of-Training Acceptability Survey

Questions Posed to Clinicians

18. What was the most useful

part of this training?

19. What was the

least useful part
of this training?

20. What changes, if any,

would you suggest?

Responses

e The organization of the

curriculum and how it flows
making it easy to follow with
a client

A new method of providing
services which focuses on
the positive

Being able to offer various
ways to deliver skill
techniques to clients
(worksheets, activities, or
discussions)

The ACTS, examples from
other clinicians

The Worksheets provided
All of it. Training was
exciting. The information
shared was greatly
appreciated

The examples given and the
explanations regarding the
training and goals
Understanding Happiness for
myself (counselor know thy
self) then using it forward!
The facilitators were great
Activities to introduce to the
clients

Trainers were very
knowledgeable

Getting to practice some
interventions on myself
The easy acronym

Going through the manual
The paradigm shift

Finding ways to be happy
The breakdown of different
steps

The break down in different
steps

e Talking too

long on
presentations
sometimes
Doing the
surveys

Time
management
was off at times
and breaks do
not happen
when they are
scheduled.
Pacing was too
fast

No group
interaction

It went too
quickly in the
third part. Too
much time in-
between
trainings

None (x24)

Printing the hardcopy
of the manual at the
start (x4)

Inclusion of section
on addressing
systemic influences
on PPH outcomes
Greater Income
Potential

Integration with other
disciplines

To continue to
include the client in
the aspects that
pertain to them.
Some of us have been
so trauma focused
and driven that we
also neglect
happiness and its
importance.

More active

Know the population




e Learning a new way to help
my future clients manage
difficult feelings and
emotions that often lead to
negative behaviors

e [earning a new perspective
on how to support clients in
perceiving themselves and
their lives on more positive
terms

e Ease of using the trainings
with kids

e The knowledge of how to use
PPH with our clients and
families

o Ability to ask questions
openly and honestly without
judgment

e Examples of how to use the
material

e Having access to the manual
while going through the
client

Note. Responses such as “None,” “Not Available,” or similar are excluded from this table.
Responses are largely verbatim although some have been edited for grammatical clarity.
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