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Abstract
In Canada, mental illness (MI) affects one in five people. Adolescents in Canada are not left
unaffected; up to 1 million children and youth suffer with MI, with only a quarter of those
actually receiving appropriate care. Although positive mental health (MH) and early intervention
for poor MH and MI are known to increase resiliency and provide protection against negative
effects caused by MI, reduced access to MH care for adolescents across Canada, and in particular
Prince Edward Island (PEI), is a well-known problem. Long wait times, shortages of healthcare
professionals, ongoing stigma, and an increasing number of individuals presenting with poor MH
or MI, have left adolescents on PEI with limited access to MH care. The introduction of MH care
in schools is a promising approach to help combat this global concern. Nurse practitioners
provide efficient care, are cost effective, and have shown to be competent in providing optimal
care in primary healthcare settings, within the school system, and within MH care settings. This
initiative, a 1-year pilot project, seeks to implement an NP-led school-based health centre with a
MH focus into a Kensington high school, with the goal of increasing access to MH care for youth
on PEI.
Keywords: adolescents, mental health, mental illness, youth, school-based health centre
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Nurse Practitioner-Led School-Based Health Centre with a Mental Health Focus
Background
Poor MH affects 10 to 20% of children and adolescents worldwide (Cho & Shin, 2013).
Biochemical disturbances in the brain suggest a link to genetic or biological factors. Social and
economic factors, including poverty, low education, and poor social connections with family and
friends, have been identified as strong contributors (Centre for Addiction and Mental Health
[CAMH], 2003; World Health Organization [WHO], 2005; WHO, 2012). Environmental factors,
such as access to necessities in life, as well as effects of social and political management, are
frequently cited as instrumental in the development of poor MH and MI (CAMH, 2003; WHO,
2005; WHO, 2012). In Canada, MI affects over 1 million children and adolescents, although
close to a quarter of these individuals do not receive appropriate treatment for their illness
(Mental Health Commission of Canada [MHCC], 2012a).
Mental health and MI are often used interchangeably. However, these terms are very
different from one another. Mental health is a state of well-being; a defense against negative
feelings, life stressors, and day-to-day difficulties that may affect one's MH (Center for Disease
Control and Prevention [CDC], 2011a; Manderscheid et al., 2010; MHCC, 2012a). In contrast,
MI involves a set of diagnosable disorders that can alter behaviour, thoughts, and mood. The
distress of the individual often accompanies these alterations and can impair his/her daily life
significantly (CAMH, 2003; CDC, 2011a).
Effective coping skills and resiliency develop and emerge as the result of positive MH
and healthy social development in early life and adolescence (MHCC, 2017; WHO, 2005).
Positive MH in childhood can help to increase self-esteem and confidence, build healthy coping
mechanisms, and provide the foundation to develop into strong social beings (Mental Health
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America, 2018). Future physical and emotional health and one’s role in the education system and
workforce are directly related to positive MH in childhood (American Psychological Association
[APA], 2018). MH care includes timely access to counsellors, medications, peer-support
workers, primary healthcare providers, psychiatrists, psychologists, social workers, and/or other
specialized providers. Lack of access to care contributes to inappropriate treatment for
adolescents with MI (MHCC, 2012a).
Adolescents are particularly prone to MI. Adolescence, the period of transition between
childhood and adulthood, is marked by significant growth in the emotional, psychological, and
physical realms (Murray, Zentner, Pangman, & Pangman, 2009). During adolescence,
individuals search for their identities, face changing family relationships, manage evolving peer
networks, face pressures at school, experience a shift in beliefs and values, and learn life skills
(Hanvey, 2002; Honey, Coniglio, & Hancock, 2015; Murray et al., 2009). They begin to
experience changes in physical appearance, sexual development, and sexual identity (Burns et
al., 2017; Murray et al., 2009). Adolescents may also be introduced to risky health behaviours for
the first time (e.g., alcohol, drugs, and/or risky sexual behaviours). Engagement in these
activities could significantly impact adolescent MH (Salerno & Barnhart, 2014; WHO, 2005).
In Canada, only one in four children or youth will seek help and receive services for their
MI (MHCC, 2012a). When access to MH services for adolescents is unavailable or restricted,
MH is negatively impacted (Manderscheid et al., 2010). Adolescents with MH problems often
transition into adults with MH problems (MHCC, 2012b). Research consistently reports the best
possible outcomes involve early intervention and treatment of MH in childhood and adolescence
(Canadian Institute for Health Information [CIHI], 2015; Cho & Shin, 2013). For this reason,
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careful consideration about how adolescents receive appropriate MH services throughout the
transition of adolescence is significant (MHCC, 2017).
Mental health and MI are affected by a number of the social determinants of health;
however, this project will focus mainly on access to care. Evidence-based interventions
implemented before adolescents develop a MH disorder offer the best opportunity to reduce the
economic and healthcare costs associated with poor MH and MI (MHCC, 2012a). Programs or
initiatives that deliver information on MH promotion and target specific groups within a
particular setting are most efficient in yielding results that help those with MI (MHCC, 2012a).
The MH needs of adolescents are often first identified in schools. School-based health
centres (SBHCs) can address many of the barriers to healthcare access for school-aged children
(Committee on School Health [CSH], 2004; Keeton, Soleimanpour, & Brindis, 2012; McNall,
Lichty, & Mavis, 2010; Nobars & Prodente, 2002; Scudder, Papa, & Brey, 2007). Positive
outcomes have been demonstrated at the individual, community, and systems level and include:
improved academic performance; increased health-related quality of life; increased accessibility
to health services by marginalized groups; improved relationships between schools, parents, and
communities; and decreased utilization of emergency department (ED) services (CSH, 2004;
Keeton et al., 2012; McNall et al., 2010; Nobars & Prodente, 2002; Scudder et al., 2007).
Nurse practitioners (NPs) are healthcare leaders with advanced education who can assess,
diagnose, interpret diagnostic testing, and prescribe medications (Carter et al., 2010). Nurse
practitioners practice as efficiently as other healthcare providers (e.g., primary healthcare
physicians), practice as safely as these counterparts, cost no more than physicians, and are wellpositioned to treat MH conditions in primary healthcare settings (Cashin, Theophilos, & Green,
2017; Martínez-González et al., 2014; Poghosyan, Liu, & Norful, 2017). The increased need for

3

MH services, lack of access to services for adolescents, and evidence of NP success in both MH
care and SBHC support the development of the proposed project. With the goal to help create
and maintain good MH and wellbeing, the proposed project places an NP alongside adolescents
in grades 7 to 12 in a SBHC with a MH focus.
Part I: Needs Assessment
The WHO declares one in four people worldwide will encounter MI in their lives (2010).
In Canada, the number is one in five (Mood Disorders Society of Canada, 2009). Almost 75% of
all MI begins to manifest in childhood or adolescence (Canadian Medical Association &
Canadian Psychiatric Association [CMA & CPA], 2016; CIHI, 2015; WHO, 2003).
Lack of access to MH/MI services and lack of appropriate services are broad-scale
problems across the globe (Government of Prince Edward Island, 2013; Pan American Health
Association & World Health Organization, n.d.). Access to MH services is also an issue across
Canada. Barriers to access to services include poverty, stigma, lack of healthcare professionals,
and difficulty in navigating the MH services available (CMHA, 2018).
Nature of the Need
Children and youth who struggle with MH are especially in need of MH services; access
to care for this population is a significant issue (CMA & CPA, 2016; CMHA, 2018; Ontario
Centre of Excellence for Child and Youth Mental Health [OCECYMH], 2010). Less than half
the youth who require MH services receive the treatment they need (OCECYMH], 2010),
although some estimates have the number as one in five (MHCC, 2013).
Demand for existing adolescent MH services on Prince Edward Island (PEI) is on the
rise. For example, the INSIGHT Program for youth MH (day treatment for teens with severe and
complex needs) has admitted 29 clients since it started last year (CBC News Release, 2017a).
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PEACE OF MIND, a day program for teens with anxiety, psychosis, and mood disorders, is
filled to capacity (CBC News Release, 2017a). The Strength residential MH and addictions
program admits 75 clients per year (CBC News Release, 2017a). The Strongest Families
program, which deals with issues related to behaviour, anxiety, and bedwetting receives 40 new
referrals per month (CBC News Release, 2017a). The Student Well-Being Teams, which are
currently in the Montague and Westisle families of schools, have seen 130 children since the
beginning of the 2017-2018 school year (CBC News Release, 2017a).
Inpatient hospitalizations for Canadian children and youth (aged 5 to 24 years) for poor
MH or MI were as high as 18% in 2013 to 2014 (CAMH, 2012). In PEI, depression,
stress/adjustment disorder, and childhood/adolescent disorder were cited as the most common
reasons why children and youth under 17 year of age were admitted to hospital (CBC News
Release, 2017a). Mental health conditions or MI that children and youth in PEI displayed during
the longest hospital visits recorded included obsessive compulsive disorder, effects from drug
use, and childhood/adolescent disorder (CBC News Release, 2017a).
Emergency department (ED) visits due to poor MH or MI accounted for 5 % of visits
(CAMH, 2012). In 2017, the chief of MH and addictions services for Health PEI declared that
the increased numbers of patients who present with MH problems and MI in PEI was so farreaching that MH and addiction services were in crisis (The Guardian, 2017). Nurses who work
in the EDs in PEI describe the wait times for persons with MH can be up to a week and
sometimes they are discharged without any referrals or treatment after this time (The Guardian,
2017). In 2017, one of Health PEI’s psychiatrists stated that patients with MI and MH staff on
PEI were at risk secondary to the shortage of psychiatrists and MH staff (CBC News Release,
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2017b). This same psychiatrist indicated that the province was ill-equipped to see all people in
PEI with MH needs in a timely manner (CBC News Release, 2017b).
In regards to specialized MH care, a staggering 75% of children/youth with MI do not
access these services (CAMH, 2012). In 2016 to 2017 in PEI, there were 1,274 children and
youth referred to community MH services; 1,102 were referred to clinical therapy and 117 were
referred to a psychiatrist (CBC News Release, 2017a).
Wait times for counselling services for Canadian children and youth struggling with poor
MH or MI can be very long, sometimes with waits up to 1 year (CAMH, 2012). In PEI, wait
times are also long for children and youth to see MH professionals and psychiatrists. In 2014 to
2015, when triaged as urgent, the average wait time to see a MH worker was 25 days; whereas
average wait times to see psychiatry were 50 days. Only 23% of youth have met current access
standards for care (Government of Prince Edward Island, 2016).
Adolescent MH and access to MH services is a significant issue for adolescents in PEI,
Canada, and worldwide. A better solution must be made available for youth in need.
Contributing Factors
The gap in access to MH services for adolescents on PEI is related to a multitude of
issues. These include lack of adolescent MH services, increased demand for these services, lack
of MH training for teachers, and limited MH knowledge of primary healthcare providers.
Income, a social determinant of health, and the impact on MH care access for adolescents in
regards to poverty, are discussed. Stigma remains a major barrier to adolescents accessing MH
services on PEI and globally; this is explored as well.
Lack of mental health services and increased demand for MH services. Decision
makers within the PEI healthcare system and providers involved in direct patient care struggle to
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manage the increasingly large number of adolescents in need of MH services (Government of
Prince Edward Island, 2016). According to the most recent PEI census, 8,650 adolescents (aged
15 to 19) live in PEI (Prince Edward Island Department of Finance, 2017). In Canada, the need
for increased access to care is widely recognized and considered key in MI treatment and
management (MHCC, 2018; OCECYMH, 2010).
Provincial financial commitment to mental health. In order to transform the MH care
that is required for youth in need there must be an increase in investments from government for
MH care (MHCC, 2012a). In comparison, other countries similar to Canada, including New
Zealand and United Kingdom, spend up to 11% of their healthcare budget on MH care. In
Canada, only 7 % of the Canadian healthcare budget is spent on MH care (MHCC, 2012a). The
MHCC (2012a) appealed to the Canadian government to increase overall spending to at least 9%
of the budget, specifically towards MH care over the next 10 years. To date, this has not been
achieved. Health PEI’s budget for 2017 to 2018 allows for 45 million dollars towards MH care
which is 6.8 % of the total healthcare budget (Health PEI, 2017b). For PEI to reach the dollar
investment that the MHCC is appealing for would mean a total of 60 million dollars towards MH
care, or an increase of 33% of the current amount of money allotted for MH care in PEI.
Inequitable distribution of community mental health services. The community MH
services on PEI are limited in regards to who is able to access services, as well as the
geographical coverage for services on a consistent and regular basis.
Mental health walk-in clinics are offered in several locations across PEI; however,
restrictions in hours of operation, as well as age limitations for individuals presenting with MH
concerns, limit the number of people who can benefit from these services. For example, MH
services at the Richmond Centre, McGill Centre, and West-Isle High school are only available
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for individuals 16 years of age or older (Government of PEI, 2018). Services in Lennox Island
are provided only for residents of Lennox Island and are not available to any other individuals
outside of this community (Government of PEI, 2018). At the West Isle location, only students at
that particular school are able to visit the clinic for MH care (Government of PEI, 2018). The
O’Leary Walk-In Clinic location operates 1 day per week which limits access for the individuals
who live in this part of PEI. The Summerside Walk-In Clinic operates twice weekly and is
located within a hospital setting. This location may deter some adolescents who are afraid of
being stigmatized for seeking MH care. There are no walk-in clinics listed east of Charlottetown,
leaving many communities such as Morell, Souris, and Montague without these MH services
(Government of PEI, 2018). This leaves a considerable number of adolescents without available
services other than those offered by their primary healthcare provider.
Strongest Families, a free MH program offered through Health PEI, involves MH care
delivered online and through telehealth services for children and youth aged 3 to 17 years
(Government of PEI, 2017b). This program offers help for children and youth dealing with
behavioural issues, anxiety, and nighttime bedwetting. Although helpful, this program is limited
as to the MH care it offers. There are an abundance of issues that concern adolescent MH which
would not necessarily be appropriate for treatment by this service including depression, bipolar
disorder, obsessive-compulsive disorder, post-traumatic stress disorder, physical or sexual abuse,
sexual identity concerns (e.g., transgender population), self-esteem and body image, eating
disorders, and many other MH-related issues. The treatment that the Strongest Families program
offers is for a very limited population.
Lack of dedicated youth inpatient beds. In 2014, the PEI government announced plans to
develop a 12-bed inpatient unit for PEI youth with MH and addiction issues; this would include
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12 inpatient beds both in Charlottetown and in Summerside (CBC News Release, 2014). In 2016,
Health PEI acknowledged that this project would not be possible with the budget provided by the
PEI government (CBC News Release, 2016). Only four inpatient beds are allotted for youth
struggling with MH on PEI. Located on the adult psychiatric ward of the Queen Elizabeth
Hospital (QEH), these beds are regularly filled. Overflow patients go to the paediatric floor of
the QEH, when the beds on the psychiatric floor are filled (CBC News Release, 2016).
Extended wait times for access to MH care. The CPA sets the standards for acceptable
wait times for access to care (2006). The benchmarks guide the decisions of healthcare providers
and are measured to monitor the performance of the province. These benchmarks are defined as
emergent care (24 hour wait time), urgent care (2 weeks wait time), and scheduled care ([4
weeks wait time] Kowalewski, McLennan, & McGrath, 2011).
The average wait time for children and adolescents on PEI to see a psychiatrist in 2014 to
2015 (urgent referral) was 50 days and the average wait to see a MH provider through
community MH was 25 days (Government of Prince Edward Island, 2016). According to current
access standards in PEI, only 23% of adolescents saw a provider within the appropriate
timeframe (Government of Prince Edward Island, 2016). The lack of available and consistent
MH professionals and services are major obstacles in the provision of MH care to adolescents on
PEI.
Lack of mental health training for school staff. Schools represent the universal bridge
between a child’s home life, family, and community. The school environment provides a distinct
opportunity to identify poor MH and MI, promote healthy MH practices, and provide access and
direction to MH services (Frauenholtz, Mendenhall, & Jungrim, 2017; Humphrey &
Wigelsworth, 2016). Teachers juggle educational content standards, the social and emotional
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needs of students, and behavioural issues. They also are the first line of defense when students
have MH problems. The lack of MH training for teachers and staff can contribute to lack of MH
access for adolescents on PEI. Research indicates that teachers and staff believe they are not
appropriately trained to help adolescents manage MH-related issues. Teachers report that they
are underprepared and have a lack of knowledge related to MH literacy and this may act as a
barrier to adolescents who struggle with MI (Frauenholtz et al., 2017; Froese-Germain & Riel,
2012). They also report an inadequate knowledge of the MH system and available supports,
which health providers have recognized as detrimental in ensuring timely intervention and
management of MI. Frauenholtz et al. (2017) indicates a specific limitation of teachers around
knowledge of psychotropic medications in children and adolescents with MI.
Teachers themselves admit high levels of stress within their profession, both from what
they do within their roles on a daily basis, and what they attribute to the social-political context
that surrounds them in their profession (Western University for School-Based Mental Health
[WUSBMH], 2014). They report their own MH suffers, with the highest predictors of poor MH
coinciding with high workloads and student behaviour. The social-political context that
surrounds the profession is also a factor leading to teachers’ stress. This stress impacts their
overall MH and the ability to do their jobs effectively and efficiently (WUSBMH, 2014).
Lack of mental health education in primary healthcare. Primary healthcare providers
are often the first points of contact for adolescents encountering poor MH or MI (Garralda, 2001;
Lempp, Heinzel-Gutenbrunner, & Bachmann, 2016; Roberts & Bernard, 2012). However, the
majority of these primary healthcare providers believe they are limited in MH training specific to
children and adolescents (Gilbert, Maheux, Frappier, & Haley, 2006; Lempp et al., 2016). If MH
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is addressed in primary healthcare, providers tend to diagnose and treat adolescents with MI less
often than other populations (Gilbert et al., 2006; Roberts & Bernard, 2012).
MH training for primary healthcare providers is limited with respect to how practitioners
are trained to interact with young people who experience poor MH or MI. Some argue that
primary healthcare providers lack the communication skills, such as active listening, needed to
engage children and youth with MI (Kim & White, 2016; Roberts & Bernard, 2012). There are
concerns that primary healthcare providers only respond to their patients’ MH concerns when
there is a very high level of distress displayed by them. This leaves many individuals
unidentified and undiagnosed (O’Brien, Harvey, Howse, Reardon, & Creswell, 2016; Roberts &
Bernard, 2012). Primary healthcare providers report a reluctance to diagnose and treat
adolescents secondary to their lack of knowledge of adolescent MH care and the limited
treatment options in this age group (Roberts & Bernard, 2012). Along with lack of training, time
constraints are a major barrier voiced by primary healthcare providers in providing MH care for
adolescents (CSH, 2004; LePlatte, Rosenblum, Stanton, Miller, & Muzik, 2012; O’Brien et al.,
2016; Roberts, & Bernard, 2012).
Other factors that contribute to a lack of access to adolescent MH care in the primary
healthcare setting are related to the structure of patient visits and the elimination of annual health
examinations. Primary healthcare appointments are often structured and confined to a specific
(and often short) timeline. Adolescents, however, tend to respond better to non-structured and
flexible visits, visits where the practitioner may not complete every area of assessment and
investigation in just one appointment (LePlatte et al., 2012). Annual health exams have been all
but eliminated across primary healthcare and are no longer regarded as beneficial as they once
were (Howard-Tripp, 2011; Krogsboll, 2012; Ponka, 2014). However, yearly health exams for
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adolescents may serve as a tool to find help for those who may not seek it out otherwise (Ponka,
2014).
Mental health and poverty. Poverty in PEI is evident: In 2013, over one quarter of PEI's
residents had an income of just 20,000 dollars or less a year (Canadian Socio-Economic
Information Management System, as cited in Government of Prince Edward Island, 2016a).
Income can affect an individual's health and overall opportunities in life to thrive and succeed
(Gupta, de Wit, & McKeown, 2007; MHCC, 2012a; Murali, 2004). A high income is associated
with better-reported health because it provides more significant opportunity to provide for
necessities like shelter, food, etc. (Government of Prince Edward Island, 2016a; Gupta, de Wit,
& McKeown, 2007; Prince Edward Island Health and Wellness, 2016). Statistics Canada (2017)
defines low income as the after-tax income of a family/household that falls below 50% of the
median adjusted household after-tax income. Children and youth living in poverty on PEI in
2015 was at 17.1% (Boyd, 2017). This is comparable to the 2015 national average of 17%
(Statistics Canada, 2017). Because of the association between poverty and MH, and the existence
of financial hardship for individuals living in PEI, it is important to demonstrate how poverty
contributes to a lack of access to adolescent MH services.
Individuals who live in low-income homes are at increased risk of illness, particularly
MI (Murali, 2004; Ngui, Khasakhala, Ndetei, & Roberts, 2010). This is particularly true for
adolescents (Lipman & Boyle, 2008; National Academies of Sciences, Engineering, and
Medicine, 2015; Stagman & Cooper, 2010; Tilleczek, Ferguson, Campbell, & Lezeu, 2014).
Within the child and adolescent population there exist subsets of specific groups of children and
adolescents who have an increased risk of poverty and associated MH problems (Lipman &
Boyle, 2008). These include children and adolescents with disabilities, children living in single-
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mother homes, children of teen moms, and children of parent(s) living on social assistance
(Lipman & Boyle, 2008).
Poverty also has indirect effects on adolescent MH. Poverty often leads to parental
distress, usually due to an inability to find work, not enough work, or instability of work
conditions. This ultimately affects the adolescent-parent relationship (Dashiff, DiMicco, Myers,
& Sheppard, 2009; Gupta et al., 2007). This can create frustration between the adolescent and
parent and can lead to poor school outcomes, arguments/conflict with parents, and impairment in
social interactions and relationships in the future (Dashiff et al., 2009; Gupta et al., 2007; Murali,
2004).
The transition from child to adult that begins in adolescence may be more difficult for
adolescents who live in poverty (Dashiff et al., 2009). Those who live in lower income
households may be expected to take on more responsibility and more adult-like duties, as they
move through these developmental stages. This makes this transition stage sometimes less
gradual than it is for those who live in a high-income home (Dashiff et al., 2009). Research
indicates that adolescents who are aware of family financial stressors are, in turn, affected by this
knowledge. Awareness of financial difficulties by the adolescent has been strongly associated
with poor adolescent MH (Dashiff et al., 2009).
Geographical location and poverty are interrelated. When compared to urban residents,
rural residents are often found to have lower incomes (Burns, Bruce, & Marlin, n.d.; Herbert,
2007; Public Health Agency of Canada [PHAC], 2012). Geographical location also impacts
access to healthcare; rural residents often have decreased access to healthcare services in
comparison to urban residents (Burns et al., n.d.; Herbert, 2007; PHAC, 2012). In PEI, 53% of
the total population live in rural areas versus 47% who live in urban areas (Statistics Canada,
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2011). Geographically, there are shortages of healthcare professionals in rural areas across
Canada (Herbert, 2007). This often forces individuals to travel to urban areas to have their
healthcare needs met, adding the cost of transportation to access these healthcare services (Burns
et al., n.d.; Herbert, 2007). A similar pattern of centralized resources exists on PEI. Residents
are often required to travel to Charlottetown or Summerside for health services.
Mental health and stigma. Stigma remains a major contributing factor as to why
individuals with MI do not access and utilize MH services (British Columbia Ministry of Health,
2012; Knaak, Mantler, & Szeto, 2017; Ngui et al., 2010; OCECYMH, 2010; WHO, 2001). It is a
negative stereotype experienced by many people who suffer from MI (CMHA, 2017;
OCECYMH, 2010; WHO, 2001). A large majority of those who suffer from MI state that the
stigma surrounding their MH is a major obstacle to enjoying a satisfying life (CMHA, 2017;
Government of Prince Edward Island, 2013).
Historically, MH patients are perceived to exhibit or have the potential to exhibit
eccentric behaviours, unkempt physical appearances, low social skills, intellectual incompetence,
and dangerous manners (Corrigan, 2004). Many individuals are afraid of the label "mental
illness” and how others will judge them if it becomes known they have sought MH care
(Corrigan, 2004). The stigma of using MH services and the threat of social ostracism for doing
so is enough to prevent many people from seeking help for MI (Corrigan, 2004). Adolescents
may experience stigma from different groups of people within their lives. Family members,
peers, students, and school staff are all possible people who may stigmatize adolescents with
poor MH or MI (Moses, 2010).
In summary, there are several factors that contribute to a lack of access to care for
adolescents with MI on PEI. Lack of adolescent specific healthcare services, increased wait
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times to receive MH care, and increased demand for MH services are substantial contributors.
Minimal MH training for teachers in schools, lack of knowledge about adolescent MH among
primary healthcare providers, and restricted appointment times all contribute to lack of access to
MH care for adolescents. Poverty impacts an individual’s access to healthcare services, including
services for MH and MI. Lastly, stigma remains a major barrier to accessing and utilizing MH
services for individuals with poor MH and MI.
Impact of the Problem
Lack of access to appropriate resources can have a negative impact on MH (Aarons et al.,
2008; MHCC, 2017). Decreased access to MH services in adolescence can result in increased
risky behaviour including excessive alcohol consumption, smoking, drug use, and suicide
attempts (CSH, 2004). Mental illness that is not treated adequately in adolescence can lead to
increased rates of drug abuse, increased unemployment and dropout rates, poor physical health,
homelessness, and increased incarceration (CSH, 2004; Luitel, Jordans, Kohrt, Rathod, &
Komproe, 2017; PHAC, 2015). In addition to the personal impacts of MI, there are also
increased costs to the health care system.
Physical health. Physical health is often compromised in individuals with MI or poor
MH (Aarons et al., 2008; Dickey, Normand, Weiss, Drake, & Azeni, 2002; McCloughen, Foster,
Huws-Thomas; Delgado, 2012). McCloughen et al. (2012) report physical health is often poor
and life expectancy is reduced in people living with MI. Correlations exist between poor MH and
chronic physical health conditions and diseases including cardiovascular disease, hypertension,
obesity, diabetes, high cholesterol, respiratory infections, dental disease, migraines, and insomnia
(CDC, 2011b; PHAC, 2015). Adolescents, specifically those diagnosed with mood disorders, are
at risk for higher rates of infections, respiratory illnesses, and weight management problems that
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often persist into adulthood (Aarons et al., 2008; McCloughen et al., 2012). In Canada, suicide is
a major cause for concern in adolescents. Only preceded by accidents, suicide is the second
leading cause of death in those aged 15 to 24 years (CAMH, 2012). In Canada in 2012, suicides
in youth aged 10 to 14 accounted for 15% of total deaths, suicides in youth aged 15 to 19 years
accounted for 29% of total deaths, and in 20 to 24 years of age the percentage of deaths from
suicide was 23% (CAMH, 2012).
Adolescents with MI are at high risk to participate in or be exposed to harmful
behaviours such as smoking, unsafe sex, drinking, and drug use which often continue into
adulthood and have detrimental effects for both physical and MH (Aarons et al., 2008;
McCloughen et al., 2012).
Low productivity. Children and adolescents with poor MH do not do well academically.
This appears to be true at all stages of development and all school grades (Frauenholtz, 2017).
Individuals who experience poor MH have lower school attendance and higher dropout rates, are
less likely to work to their full abilities as students, and are more likely to be unemployed in
adulthood (CSH, 2004; Humphrey & Wigelsworth, 2016; Luitel et al., 2017; PHAC, 2015). In
PEI, the high school dropout rate is 6.2%, lower than the national average of 8.5% (Uppal,
2017).
Issues in school performance are linked to many other health risks including alcohol and
drug use, violence, unprotected sex, and smoking (Cox, Zhang, Johnson, & Bender, 2007;
DeSocio & Hootman, 2004). Adolescents who miss school often cite physical health problems
that are otherwise medically unexplainable (e.g., aches, pains, fatigue) and that may relate to MH
(DeSocio & Hootman, 2004).
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Incarceration. Research shows that adolescents with poor MH are at higher risk for
involvement with the criminal justice system (CIHI, 2015; CSH, 2004; Kutcher & McDougall,
2009; Odgers, Burnette, Chauhan, Moretti, & Reppucci, 2005). Underwood and Washington
(2016) report that up to 80% of incarcerated youth have at least one diagnosable MI. Common
MIs in adolescent offenders include depression, bipolar disorder, post-traumatic stress disorder,
anxiety, and conduct disorders (Underwood & Washington, 2016).
Adolescents who suffer from certain MIs are also at higher risk for acting out with
aggression (Underwood & Washington, 2016). Mood disorders, for example, often elicit hostility
and anger from adolescents. They are more likely to act out in aggression, which increases the
chance of them becoming arrested. Adolescents who struggle with post-traumatic stress disorder
are known to act out aggressively and quickly to perceived threats to their safety (Underwood &
Washington, 2016).
The “school-to-prison-pipeline” (STPP) refers to the direct route that many vulnerable
individuals move from the education system to the criminal justice system (McCarter, 2017).
Mental illness is often an underlying explanation behind initial disciplinary actions taken against
students who are unfortunately caught within the STPP (APA, 2008; Mallett, 2016; McCarter,
2017). In fact, students with MI have been found to be over 10 times more likely to be expelled
or removed from school when compared to other students (APA, 2008; McCarter, 2017).
Unfortunately, the justice system is difficult to elude once an adolescent has become involved in
it (APA, 2008).
In PEI, the rate of MI is high in incarcerated individuals (Government of Prince Edward
Island, 2013). Between 2015 and 2016, there were 254 adolescent admissions to correctional
services in PEI (Malakieh, 2017). This has slightly decreased from the previously recorded
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numbers, yet is double and even triple than other Canadian provinces including Nunavut,
Northwest Territories, and the Yukon (Malakieh, 2017).
Healthcare costs. Children and young people with poor MH and MI often transition into
adults with poor MH and MI (MHCC, 2012b). Salerno and Barnhart (2014) and Kutcher and
McDougall (2009) report the most significant cost-effective approach that leads to the best
outcomes involves early education, intervention, and treatment. Research indicates that more
healthcare dollars are spent on children and adolescents who do not seek early intervention for
MI (Salerno & Barnhart, 2014). Early interventions for adolescents who suffer from MI has
shown to be immensely valuable (CIHI, 2015).
Canada-wide, one in five people experience poor MH; the costs of these illness
experiences reach up to approximately 50 billion dollars (MHCC, 2012b). In regards to
employment and productivity across Canada, MI accounts for over 6 billion dollars lost for
reasons such as sick time (MHCC, 2012b). Canada-wide, 30% of short-term and long-term
disability claims are cited as caused by MI (MHCC, 2012b) and MI is the primary cause of the
majority of short-term and long-term disability claims (PHAC, 2015). Mental illness not only
affects individuals who suffer from the disease but the entire economy and workforce as well.
This further demonstrates that early intervention and appropriate access to MH services for
adolescent MH are warranted.
Overall, the impact of a lack of access to MH care for adolescents is critical. Without
access to care, adolescents with MI transition into adults with MI straining the healthcare system.
Increased rates of risky behaviours, unemployment, school drop-out, poor physical health, and
adolescent incarceration support the detrimental impact of a lack of access to adolescent MH
care and services. New and innovative approaches must be taken to address this need. Currently,
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there are several promising solutions to increase access to adolescent MH care. These are
discussed below.
Promising Approaches
Traditional treatment strategies for MI include pharmacotherapy, counselling, community
supports, and social assistance and these may occur in several settings including primary
healthcare clinics, hospitals, or private services (PHAC, 2015). New and innovative strategies to
combat MI and provide adolescents with access to care are needed. These promising approaches
have the potential to successfully treat and manage the large number of adolescents who remain
undiagnosed and untreated due to lack of access to care. Three of these innovative ideas include
peer-support groups trained in MH services, school-based healthcare (SBHC), and the
introduction of NPs trained in MH care.
Peer support. Peer-support services within the MH field involve a unique collaboration
between an individual seeking MH help and a peer leader who has been personally affected by
poor MH or MI. The peer can offer a distinct and shared experience with the patient (Mead,
Hilton, & Curtis, 2001; MHCC, 2018; Rebeiro Gruhl, LaCarte, & Calixte, 2016). Through peer
support, individuals begin to feel empowered, learn coping skills, and build resilience. There is a
mutual understanding among the student and the peer leader that each plan of care may look
different and is established based upon the individual needs of the student (Mead, Hilton, &
Curtis, 2001; MHCC, 2018). Healthcare dollars can be saved through the utilization of peer
support in MH care through the avoidance of hospitalization and by the decreased use of services
that already experience a high volume of MH patients (MHCC, 2018).
A-Way Express, a successful courier business based in Toronto since 1987, is an example
of a thriving peer-support network; it is founded and run by individuals who have suffered with
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MI (A-Way Express Courier, 2018). This organization employs 70 full-time and part-time
employees, all of whom have also suffered from MI (Cyr, McKee, O’Hagan, & Priest, 2016).
Not only does this peer-support program provide employment through its carrier service, but
offers employees opportunities to socialize (e.g., breakfast club, social club, art club, etc.),
enhanced training for those who wish to seek further employment (e.g., resume and interview
preparation), and meetings twice monthly to provide information and support to employees on
access to appropriate MH services (A-Way Express Courier, 2018). Employees are able to work
flexible hours, and peers help train new employees and serve as advocates by helping others find
housing and community supports MI (Cyr et al., 2016).
Unfortunately, peer support in MH services is still undervalued, underfunded, and often
poorly understood (Mead et al., 2001; MHCC, 2018; Rebeiro Gruhl, LaCarte, & Calixte, 2016).
More research about peer support and education/promotion of this type of MH intervention is
needed.
School-based healthcare. This type of healthcare model is often located within schools;
a main goal of SBHC is to become a fundamental component within the school system (Keeton
et al., 2012). Established in a setting interconnected with children and youth, SBHC provides
comprehensive and appropriate healthcare services emphasized on early intervention and
preventative care (Scudder et al., 2007). Services extend from elementary grades through high
school and are often located in underserved areas to help increase access to primary healthcare
services to all individuals regardless of race, culture, socioeconomic status, geographical
location, gender, etc. (McNall et al., 2010).
SBHC has been shown to be useful for many reasons and evaluations demonstrate that
this is one of the most successful approaches to providing healthcare, including adolescent MH
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care (Keeton, et al., 2012). This type of healthcare delivery model and other community-based
MH services can aid in early detection and treatment (CIHI, 2015; Keeton et al., 2012). Cost
savings for the healthcare system, by reduction of ED visits and hospitalizations for adolescents
with MI, is another potential benefit (Keeton et al., 2012). As well, opportunities exist to monitor
adolescents for chronic health conditions. School-based health centres also have a positive
impact on school attendance. The location of the SBHC within the school is also advantageous.
It reduces barriers to service related to costs of treatment and transportation and removes
possible stigma about receiving care from an unfamiliar source and setting (CSH, 2004; Keeton
et al., 2012; Nobars & Prodente, 2002).
Mental healthcare for adolescents is shared across multiple domains within the Canadian
healthcare system. Miscommunication and disorganization between health agencies can
challenge one’s ability to navigate the healthcare system (CIHI, 2015). School-based healthcare
offers age-appropriate, accessible care and can eliminate the layers of bureaucracy that often
accompany the access to adolescent MH care (CSH, 2004). A significant strength of this model
involves the continuity of care between healthcare professionals and adolescents within the
school (Keeton et al., 2012). Adolescents within this model are followed closely and healthcare
providers get to know the students exceptionally well over the years; trust is established over
time and repeated exposure.
Researchers have studied numerous positive effects of SBHC. Walker, Kerns, Lyon,
Bruns, and Cosgrove (2009) studied the relationship between attendance in SBHC and school
grades. They found that children and youth who received care through SBHC, versus those who
did not, had higher increases in grade-point averages over time and did better overall
academically (Walker et al., 2009). McNall et al. (2010) evaluated the effects of SBHC in
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regards to student health behaviours. Compared to students not using SBHC, students using
SBHC practiced more health promoting behaviours (e.g., exercised more and ate healthier foods)
and expressed a higher satisfaction with their health.
In 2017, Student Well-Being Teams were introduced into two schools on PEI with plans
to expand over the next year or two. The team aligned with this program includes one MH
therapist, two school outreach workers, two school nurses, and a counselling consultant
(Government of PEI, 2017a). There are no data to assess this program at this point as it was just
launched. While this is not a true SBHC, the action the PEI government has taken reflects the
importance of school-based health programs.
Several challenges exist with the SBHC model. These include the ability to create and
maintain relationships with school staff, an integral component of a successful program, and
issues related to confidentiality (CSH, 2004). In addition, many SBHCs coordinate with and are
run by a separate off-site healthcare agency within the community, such as a primary healthcare
physician's clinic (CSH, 2004). With the addition of a nurse practitioner (NP) within a SBHC,
care could be delivered and coordinated efficiently, consistently, and autonomously on site.
Nurse practitioners in MH. As healthcare demands continue to grow, gaps in healthcare
delivery become increasingly evident (Cashin et al., 2017). The field of MH care confirms this.
Significant barriers remain for those with poor MH and MI including an absence of physicians in
primary healthcare (Poghosyan et al., 2017) and MH specialists (Theophilos, Green, & Cashin,
2015). Nurse practitioners who work in MH fields are well-placed to help fill these gaps and
provide efficient MH care.
Nurse practitioners are qualified to assess, diagnose, and treat individuals with MH
concerns (Poghosyan et al., 2017; Theophilos et al., 2015). Nurse practitioners, with their own
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patient panels, have been shown to improve access to care, reduce hospitalizations, and decrease
wait times for patients (Poghosyan et al., 2017). They practice as safely as other providers and
can provide treatment for MH conditions in primary healthcare settings (Cashin et al., 2017;
Martínez-González et al., 2014; Poghosyan et al., 2017).
Nurse practitioners are successful primary healthcare providers and are an appropriate
addition to the school system (Parker, & Logan, 2000). NPs in the school system are in a
favourable position to provide evidence-based care to adolescents who may be suffering from MI
(Lusk & Melnyk, 2013). The NP is also able to provide students with primary preventative care
(such as immunizations), early intervention, management of illness in both chronic and acute
conditions, and appropriate consultation with other healthcare professionals in situations that are
outside of the NP's scope of practice (Parker, & Logan, 2000). The SBHC NP is in a position to
develop honest, trusting, and open relationships with students (Davis et al., 2005). Students can
communicate to the NP on any issue, be it physical, emotional, psychological, school-related,
family-related, etc. (Davis et al., 2005). NPs in the school can also manage and follow
adolescents who may suffer from mild to moderate MH symptoms (Lusk, & Melnyk, 2013).
Barraclough, Longman, and Barclay (2016) assessed the introduction of an NP-led MH
service that was initiated in rural Australia. There were several benefits derived from this service
including increased accessibility to MH services for clients in the community, increased
connectedness between the MH services and other healthcare services, quicker access to
specialist MH services in the community, and better rapport between the NP and health staff and
surrounding community organizations and partners (Barraclough et al., 2016). Before initiating
the NP-led program there were a reported 152 admissions to the local emergency department for
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MH and addictions reasons. Two years following the implementation of the NP-led MH
initiative there were only 30 admissions for the same reasons (Barraclough et al., 2016).
A pilot project based in Tennessee saw a primary healthcare NP work in collaboration
with an obstetric/gynecology (OBGYN) office to address the MH needs of their patients (Adams,
2001). Patients reported increased accessibility and satisfaction with being able to discuss MH
needs at the same time as their OBGYN appointment. New patient enrollment within the
OBGYN office increased with the introduction of the NP in the practice (Adams, 2001).
Women’s mood disorders were treated and managed successfully within the clinic and if patients
returned for care due to an unexpected stress in their life (e.g., death/grief), care was often brief
due to the fact that a therapeutic relationship already existed (Adams, 2001). Up to 250 women
utilized these MH services yearly while being offered, with a total of 685 visits in the 3 years of
collaborating practice. Only one patient in this time frame was hospitalized due to MH needs,
and only four patients were referred to psychiatry for further treatment (Adams, 2001).
There is evidence of some promising approaches in the treatment of adolescent MH; the
opportunity for an NP to work within SBHC providing MH services to adolescents has many
advantages. MH needs for the adolescent population are on the rise and new and innovative ways
to assess and treat the MH of our youth are needed.
Target Population
The target population for the proposed project is students of all demographics who attend
Kensington Intermediate-Senior High School (KISH), grades 7 to 12. This school was chosen
due to its rural location and because it has the best representation of adolescent age groups on
PEI (e.g., other high schools accommodate only grades 9 to 12). Students who have or do not
have a primary healthcare provider will have equal access to the NP-led SBHC.
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Use of the NP-led SBHC will be voluntary, and the students may choose to seek out
alternative healthcare providers outside of the school if they/their guardians select this option.
Following guidelines established under the CNA Core Competency Framework (2010), the NP
will determine when the care of an individual is beyond his/her scope of practice within the
SBHC setting (e.g., suicidal ideation or any other critical illnesses). The SBHC NP will approach
the students with a MH focus. In accordance with the CNA Core Competency Framework, s/he
must report any individual who voices the intent to harm him/herself or others.
Part II: Project Goals and Objectives
The goal of this program is to improve access to MH services for adolescents on PEI. The
initiative will involve a Nurse Practitioner-Led School-Based Healthcare service within
Kensington Intermediate-Senior High School.
The objectives for this initiative follow SMART guidelines; each objective is specific,
measurable, relevant for the intended audience, realistic, and achievable within a specific time
frame (Brandeis University [BU], 2018). SMART objectives increase the chances of succeeding
in goal attainment; productivity increases, group cohesion and motivation extends, and priorities
are clear and concise to all those invested (BU, 2018).
Objectives
By the end of first year of implementation;
● 65% of the students who attend the clinic will utilize the services of the SBHC- NP.
● 75% of the students who attend the clinic will be satisfied or very satisfied with the
services of the SBHC- NP.
● 65% of the students attending the NP-led led SBHC program will report an increase in
their MH and well-being.
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Rationale for objective one. No literature pertaining to NPs in MH settings was
identified; the literature supporting this objective was more inclusive and relates to the utilization
of NP services in any healthcare setting. Maul et al. (2015) examined two coronary heart disease
clinics where patients were seen by either a physician or NP. Of the 371 patients who were seen
in clinic, 94% of these patients were willing to seek care from an NP in the future (Maul et al.,
2015). Several studies exist that explore ED patients and their willingness to receive care from
NPs. Thrasher and Purc-Stephenson (2008) investigated patient preferences about receiving care
from either a physician or nurse practitioner in the ED. Seventy-one percent of patients surveyed
revealed that they actually preferred the care of an NP over that of a physician (Thrasher & PurcStephenson, 2008). Hart and Mirabella (2009) found that 65% of ED patients surveyed would be
content to receive care from an NP. Moser, Abu-Laban, and van Beek (2004) revealed that 72.5
% of patients were willing to be seen and cared for by an NP in the ED.
This objective of the proposed project indicates 65% of patients would utilize the care of
an NP if the opportunity existed. The studies above indicate that the majority of patients will
choose to receive care from NPs and support the targets as outlined in Objective One.
Rationale for objective two. Because patients offer a unique perspective, patient
satisfaction remains a valuable source of measurement for quality of health-care services
(Kraska, Weigand, & Geraedts, 2017; Prackash, 2010). The viewpoint from patients offer an
unparalleled perspective regarding quality of care, and for this reason patient/client satisfaction is
chosen to reflect the effectiveness of this NP-led pilot program. Because there is limited research
about NPs and MH the literature pertaining to satisfaction with NPs were chosen regardless to
health setting.
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Haider (2008) examined satisfaction with NP services carried out in western central
England where NPs were hired to help with shortages left by family physicians. Seventy five
percent of people who visited the NP were satisfied with the advanced nursing skills the NP
demonstrated. Cooper, Lindsay, Kinn, and Swann (2002) reviewed patient satisfaction with NPs
working in ED in the United Kingdom and found that 84% of respondents were satisfied with the
level of care they received from NPs. Kinnersley et al. (2000) looked at patient satisfaction in
those who saw NPs in same-day appointments in primary healthcare; adults were 77% satisfied
and children were 80% satisfied with services provided by the NP.
This objective of the proposed project indicates 75% of the students who attend the clinic
will be satisfied or very satisfied with the services of the SBHC- NP. The studies cited above and
multiple others (Agosta, 2009a; Cooper et al.; 2002, Haider, 2008; Kinnersley et al., 2002;
Thrasher & Purc-Stephenson, 2008) affirm high satisfaction rates with NP care and support the
targets as set in Objective Two. The NP involved in the SBHC, a new program that will evolve
day by day as the providers come together as a team in a novel setting, is likely to grow into
his/her role as the clinic becomes established.
Rationale for objective three. Nurse practitioners are well positioned to help treat poor
MH and MI but they have also been successful in treatment and management of other chronic
diseases. Due to limitations in NP and MH research, the rationale for this objective has been
developed around literature pertaining to NPs and any chronic disease management. Richardson,
Derouin, Vorderstrasse, Hipkens, and Thompson (2014) investigated the role of NPs
collaborating with physicians in primary healthcare, and specifically looked at the management
of patients with type two diabetes, by reviewing cholesterol, blood pressure, and A1C levels post
treatment with the NP. Within this particular study, 95% of participants under NP care were able
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to achieve blood pressure targets post intervention (Richardson et al., 2014). Chang et al. (2007)
investigated the impact that nurse practitioners had on management of diabetes in veterans in the
United States (US) via telehealth or telephone intervention. Post intervention with the NP, 75%
of all patients reached the individualized target glycemic goal when the program had ended
(Chang et al., 2007). Rajesh et al. (2016) discussed the positive outcomes demonstrated
following NP-mediated interventions implemented prior to patient surgery. In patients with
diabetes who were scheduled for future surgery the goal was to keep fasting blood glucose at
target levels for day of surgery. After intervention by the NP, 87% of the patients in the first
phase met this target and 82% of the patients in the second phase met the target (Rajesh et al.,
2016).
This objective of the proposed project indicates that 65% of the students who attend the
clinic will be report an increase in their MH and well-being. Literature shows that NPs are more
than qualified to treat those with MI (Poghosyan et al., 2017; Theophilos et al., 2015). The
studies discussed above (Chang et al., 2007; Rajesh et al., 2016; Richardson et al., 2014) confirm
that NPs are able to positively impact clinical outcomes and improve health in at least 65% of
their patient population, as identified in Objective Three.
Part III: Design and Implementation
Project Overview
Theories are essential to the program planning process; they are interwoven within the
processes used in planning, implementation, and evaluation of health initiatives. Theories can
help to guide program interventions to achieve aspired goals and objectives and overall assist in
professional decision making (McKenzie, Neiger, & Thackeray, 2009).
Clinic Framework
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Evergreen, the first national MH framework to be developed in Canada, was presented to
the nation in July 2010. Unlike a national strategy that prescribes the content of provincial and
territorial child and youth MH policies, Evergreen is comprised of both strategic directions and
values. They are meant to guide the development, planning, and implementation of child and
youth policies, programs, and services in Canada (Kutcher & McLuckie, 2010). Evergreen was
conceived and developed with a message of HOPE. Hope gives young people, parents, families
and professionals the ability to dream of a life well lived in the face of MI (Kutcher &
McLuckie, 2010).
A collaborative effort co-written by professionals across the globe, Evergreen grew from
the input of young people, parents, and individuals with lived experience of MH issues (Kutcher
& McLuckie, 2010). The strategic directions include: promotion; prevention; intervention and
ongoing care; and research and evaluation (Kutcher & McLuckie, 2010). To ensure the needs of
those most affected (e.g., youth and families) are addressed, the values and strategic directions
outlined in the Evergreen framework will guide the creation of all practices, policies, programs,
and services of the proposed SBHC. These are discussed below.
Values. The values that emerged from these consultations and that inform the Evergreen
framework include: human rights; dignity, respect, and diversity; best available evidence; choice,
opportunity, and responsibility; collaboration, continuity, and community; and access to
information, programs, and services (Kutcher & McLuckie, 2010).
Human rights. The lives of adolescents are optimized when the human rights afforded to
others are upheld and applied equitably (Kutcher & McLuckie, 2010). The Evergreen framework
endorses the international and domestic legislation adopted by the Government of Canada, with
attention to those that pertain to human rights and MH (Kutcher & McLuckie, 2010). On July

29

2016, the Human Rights Council of the United Nations adopted resolution 32/18 on MH and
human rights. In this resolution, adolescents were identified as deserving of the fundamental
human right to high quality physical and MH care (Kutcher & McLuckie, 2010).
Every adolescent has the right to be treated and cared for, as much as possible, in the
community in which he/she lives. This is especially true for those living with MI. The proposed
SBHC will provide comprehensive adolescent health services, promote MH for all students, and
include targeted prevention efforts for those at risk. Students do not need to be clinically
diagnosed with a MI to visit the NP or SBHC. Many individuals will move from good MH to
poor MH on a continuum throughout the course of their lives. This school-based health initiative
serves to remove barriers to primary healthcare for all adolescents and particularly adolescents
with poor MH or MI. The NP will recognize the rights of all students within the NP-led initiative
and will respect their right to participate but also to decline admittance or continuance in the NPled initiative. The NP will recognize that if he/she is unable to provide the care needed by
students, it is his/her responsibility to ensure they are promptly directed to an appropriate source
of care.
Dignity, respect, and diversity. Kutcher and McLuckie (2010) recommend that
adolescents receive equal access to opportunities, supports, programs, services, and care
practices that match their diverse needs (e.g., age, gender, sexual orientation, cultural, economic,
linguistic, geographic, etc.). Adolescents are acutely sensitive to rude, judgmental, or
overbearing attitudes and behaviours on the part of adults. When such behaviours are
encountered in a healthcare setting, adolescents are more likely to leave the clinic before they get
the care they need, fail to adhere with treatment requirements, and/or refuse or forget follow-up
care (Kutcher & McLuckie, 2010).
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The NP-Led SBHC, and all who work in the clinic, will embody dignity, respect, and
diversity and will tirelessly promote the elimination of discrimination for all adolescents. Within
the inclusion criteria set out in the Target Population, all demographics of adolescents will be
welcomed at the SBHC. All staff will be trained to provide culturally-competent care for
adolescents who may be especially vulnerable (e.g., LGBT individuals, immigrant youth,
homeless children, First Nations teens, physically or mentally challenged persons, and those who
live with MI). Education about terminology, health disparities, and how to avoid assumptions
and stereotypes will be included. Processes will be implemented to ensure students are addressed
by their preferred names and pronouns. These will be recorded in the chart and communicated to
other staff members, as necessary. Staff members will be educated to recognize and use this
information. The SBHC environment will be a safe and welcoming space. Nondiscrimination
and confidentiality policies (clinic and school) will be prominently displayed in the SBHC.
Brochures, magazines, and décor will contain images of couples/families of all configurations
(e.g., heterosexual couples, same-sex couples, and LGBT families). A gender neutral bathroom
will be housed within the SBHC. These measures will help to preserve the dignity, respect, and
diversity of the adolescents and increase the likelihood the students remain engaged in care.
Best available evidence. Adolescents deserve to receive care that is evidence-based and
individualized to meet specific needs. Care delivery must consider innovative approaches and
promising programs that have emerged from research and meet the outcomes important to
adolescents (Kutcher & McLuckie, 2010).
Nurse practitioner practice reflects and demonstrates the characteristics and competencies
of advanced nursing practice and is bound by national and provincial practice standards (e.g.,
CNA Code of Ethics for Registered Nurses, Association of Registered Nurses of PEI (ARNPEI)
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Nurse Practitioner Standards for Practice, ARNPEI Nurse Practitioner Core Competencies,
etc.). This practice is grounded in the values, knowledge, theories, and practice of the nursing
profession and incorporates knowledge, theories, and many practice activities traditionally
associated with medicine/physicians. The NP chooses medications, therapies, devises care plans,
and consults other health professionals based on the best evidence-based research available.
Specifically, the NP will use the best MH research available to help guide the decision-making
for each individual youth involved in this NP-led initiative.
Choice, opportunity, and responsibility. This value underscores the need for a balanced
perspective between an adolescent-centred and a family-centred approach to healthcare,
specifically with a focus on MH and MI care (Kutcher & McLuckie, 2010). The rights of the
young person and the essential caregiving role that families play in the lives of young people
must be supported and respected (Kutcher & McLuckie, 2010). The opportunities to make good
decisions and the resources necessary to carry out these decisions need to be made available for
all. Optimizing the decision making power of adolescents and families increases the likelihood
they will accept responsibility for the choices they make and the actions that they take (Kutcher
& McLuckie, 2010).
The NP lead of the SBHC will determine confidentiality policies for the clinic in
consultation with the PEI Public Schools Branch and in compliance with the law. Parents are
always informed of care except in the case of services covered under minor confidentiality laws.
Students are encouraged to involve their parents with their health concerns; however, an
adolescent may consent or refuse medical treatment as long as he/she understands the
information about the condition and treatment. If the adolescent is under 16 years of age, consent
will depend on the maturity of the adolescent and the circumstances of the health visit. Since the
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SBHC will be piloted in a school with students from grades 7 to 12 (approximate ages 12 to18
years), a yearly consent will be obtained from all parents who wish to allow their children to
access the clinic. The consent will be sent home through the homeroom teacher and kept in a
locked file in the NP’s office.
Collaboration, continuity, and community. The complex needs of adolescents are best
met through a collaborative approach by agencies, organizations, institutions, and
ministries/departments that plan and deliver programs, services, and care for this population
(Kutcher & McLuckie, 2010). Adolescents are shaped by the environments they navigate (e.g.,
peer, family, teacher, work mates and employer, social media, and church, etc.). Those who have
a significant role in the lives of young people are encouraged to work together to create a support
network that facilitates a healthy transition into adulthood (Kutcher & McLuckie, 2010).
The NP in the SBHC will hold a series of listening and information sessions for all
interested stakeholders prior to the implementation of the proposed project. All staff (e.g.
teachers, teacher assistants, administrative staff, and support staff) employed within KISH will
be invited to and encouraged to attend the pre-planning sessions. These sessions will provide the
opportunity to engage in conversation with the NP and Health PEI and share their vision for the
SBHC. The success of this pilot project relies heavily on the willingness of the teachers/school
staff to work closely with the NP and the SBHC staff. To ensure a successful collaborative
relationship and mutually beneficial work environment, the NP will gather input from teachers,
staff, and other partners and adjust SBHC operations when/if necessary. Yearly reports will be
provided to all stakeholders to maintain their engagement and demonstrate success of the clinic.
A series of parent information sessions will be arranged before the initiation of the
project. This will provide an opportunity for the NP and healthcare team to meet specifically
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with the parents, present the vision for the SBHC, and educate the parents on the NP role and the
scope of practice, the care the NP can provide to their children, and the anticipated referral
process. This will give the parents the opportunity to ask questions and voice any concerns they
may have. On an ongoing basis, the staff of the SBHC will engage parents and community by
working with families to help them receive services to optimize the physical and emotional
development of their children.
Adolescents are the most critical stakeholders in the SBHC. Their involvement in the
development and ongoing success of the SBHC will be encouraged and supported. Adolescents
will make valuable contributions that can influence the quality of services provided and health
outcomes. Development (e.g., needs assessment, planning, implementation, and evaluation) of
the SBHC and it services will have greater depth and meaning with input from the adolescents.
Adolescents will be viewed as equal partners and stakeholders in all aspects of the SBHC and
will be provided opportunities to be trained as peer educators, counsellors, trainers, and
advocates.
Access to information, programs, and services. Timely and relevant MH care access and
information provided to youth and their families is paramount as described in the Evergreen
framework (Kutcher & McLuckie, 2010). The strength of the SBHC will arise from the NP’s
ability to collect, store, share, and link together information relevant to adolescents’ MH in PEI
with that from across the country. The timely access to MH programs, services, and care
practices is critical for adolescents and families and is in keeping with Evergreen values (Kutcher
& McLuckie, 2010).
Strategically located within KISH, the staff of the SBHC will offer care that is tailored to
the developmental needs of this complex population. The SBHC will be open Monday to Friday
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within school hours (e.g., 7:30 am to 4:00 pm) with the last appointment being scheduled at 3:30
pm. When schools are cancelled due to storms, personal development (PD) days, or holidays, the
SBHC will be closed as well. Appointments will be 30 minutes in length, with 10 appointments
possible for each day. Certain exceptions will be made for appointments that are known to likely
take longer than the allotted 30 minutes. An online self-scheduler will be available for students to
access and choose their times to visit the clinic, giving them more autonomy in the scheduling
process. No names will appear on the online schedule; only the NP and health team will have the
password and be able to access the master schedule with names attached to the times. Once the
program becomes operational, the NP and health team will assess the need for evening or
weekend appointments. These could be coordinated with extracurricular activities being
conducted at the school (to ensure the NP/SBHC staff is not alone in the school). This would
provide opportunities for parents to accompany their child if needed.
There are several ways that students will be able to gain access to the SBHC. Referrals
can be made by a student’s healthcare provider (e.g., primary healthcare provider, psychiatrist,
MH counsellor, etc.). Parents of students and teachers of students can refer directly to the SBHC.
Students can also self-refer. Referrals sent by healthcare providers external to the SBHC will be
completed on a SBHC referral form, which includes pertinent health information especially MI
(e.g., depression, anxiety, post-traumatic stress disorder, obsessive compulsive disorder, etc.).
Detailed information regarding suicidal ideations and planning, self-harm activities, or intent to
harm others must be included in the referral. Current medications, allergies, and past history of
relevant surgeries, hospitalizations, or major health events will be detailed on this form (see
Appendix A). Parents, teachers, and students will use a specific referral form (a questionnaire
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structure) that seeks to identify issues of poor MH. The questionnaire will serve as a screening
tool for a variety of MH conditions (see Appendix B).
This NP-led SBHC was designed to provide increased access to MH services for
adolescents on PEI, which in itself epitomizes the overall goal of the Evergreen framework.
When students are seen in clinic and request information about health-related topics, the NP will
provide both verbal and written information to the patient. The NP will become familiar (before
the program goes live) with the community resources and services that are available for youth
and their families and who is eligible for what services. By tracking the wait times for each
student in the program, the NP is able to provide timely access to care.
Strategic Directions. Kutcher and McLuckie (2010) devised four strategic directions
which are consistent with Evergreen’s values and essential in the development of any child/youth
framework. They were placed into four conceptually separate but functionally overlapping
categories and include promotion, prevention, intervention and care, research and evaluation
(Kutcher & McLuckie, 2010). The placement of a NP in an SBHC optimizes comprehensive care
delivery, upholds individualized care, and aligns with the strategic directions of the Evergreen
Framework.
Promotion. Health promotion is the process used to empower people to increase control
over their health and its determinants through health literacy efforts and multisectoral action with
the goal to increase healthy behaviours (WHO, 2018). The provision of MH services is among
the most common services delivered at SBHCs. Promotion of mental wellness through a primary
healthcare lens is essential to well-being of all populations. Since over 50% of all visits to
SBHCs are for emotional or MH concerns, there is great need to address stigma and increase MH
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literacy among health practitioners, teachers, parents, peers and the general public (Santor,
Poulin, LeBlanc, & Kusumaker, 2006).
The NP will use the Greig Health Record (see Appendix C), an evidence-based health
promotion guide for clinicians caring for children and adolescents aged 6 to 17 years, to guide
health promotion activities. Health promotion usually involves primary prevention strategies.
These strategies are developed in collaboration with the adolescent to prevent the onset of illness
or injury before the disease process begins and address behavioural risk factors such as tobacco
use, weight management, diet and physical activity, injury prevention, drug abuse control,
alcohol control, and sexual health. The SBHC could also be involved in the administration of
immunizations (e.g., Meningococcal conjugate, tetanus/diphtheria/pertussis booster, Human
Papillomavirus, and seasonal influenza).
MH promotion strategies within the SBHC will involve promoting the value of positive
MH, improving coping capacities of adolescents, and building resilience in teens. Promotion of
good MH is at the centre of this initiative, which will be exemplified at all introductory sessions
held by the NP and health team prior to beginning operation of the SBHC program: to students,
teachers, stakeholders, and general public alike. It will be emphasized again with every interview
and dissemination at completion. Everyday practice within the NP’s description for this job
involves promoting and educating others about good MH and providing students with the means
to cope and treat poor MH and MI. The NP will help to provide a welcoming environment free
of discrimination, prejudice, or any stigma towards others who suffer with poor MH or MI. By
working in collaboration with school teachers and staff, the NP will empower these professionals
to remain up to date on adolescent MH which, in turn, will help to reduce stigma about MI
within the school environment. To aid in MH promotion, each student who visits the SBHC will
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fill out a MH assessment form, the Patient Health Questionnaire (PHQ-9) on their initial visit.
See Appendix D to view the PHQ-9. This will ensure that every student seen in the clinic has had
a quick assessment of their MH, and ensures appropriate follow up by the NP and health team if
they score positive on this initial screening. In addition, the data obtained from the PHQ-9 will
be entered into a database and will be reported on in reports to stakeholders.
Prevention. Kutcher and McLuckie (2010) describe prevention as two-fold: educating
and providing MH literacy to build resiliency in youth, while decreasing risk factors for MI.
Early detection and screening techniques may be considered as primary prevention strategies to
be undertaken. MI cannot be prevented in all cases; however, NPs recognize the need for and
promote secondary prevention practices that include: timely access to services, effective coping
strategies and treatment, and efforts to decrease the negative outcomes frequently associated with
poor MH and MI. This type of proactive approach to MH/MI will require the current models of
MH service to refocus and reallocation of funds to support this realignment (Kutcher &
McLuckie, 2010).
The SBHC initiative will provide access to health education, especially MH education,
that all youth and their families should have. Through the referral process, students who may
exhibit risk factors, who are negatively affected by the social determinants of health, or who may
be unaware that they display signs of a possible MI of poor MH, will have the opportunity to be
referred into the program by teachers, primary healthcare providers, or even themselves. Without
this NP-led program the opportunity for early intervention may not be available or is greatly
reduced. For students with MI, or who are aware they struggle with poor MH, the opportunity to
work with the NP on building positive coping exists. They have the opportunity to find the right
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treatment regime, be referred to the best MH programs available in their community, while
overall decreasing the negative effects that an MI can have on an individual.
Intervention and ongoing care. Care tailored specifically for adolescents and families is
often difficult to locate and services received in an adult clinic can often intimidate adolescents.
There is a need to balance the responsibility for healthcare that is shared between individual
adolescents and their parents/ caregivers (Kutcher & McLuckie, 2010). This includes initiating
access to services, decision making about treatments and other forms of care, and discussion
about issues of privacy and confidentiality. When healthcare services, including MH services,
are easy to access and responsive to the needs of the adolescents, they are more likely to remain
engaged with the healthcare facility (Kutcher & McLuckie, 2010).
The main goal of this initiative is to provide increased access to MH care for adolescents
on PEI. Although initially this program is a pilot project in one school, the hope is that other
schools across PEI have the opportunity to replicate this NP-led initiative. Flexibility in
appointment times (e.g., after-school or weekend appointments) and utilization of new
technologies (e.g., online self-scheduling) are some examples of how this SBHC initiative
exemplifies the Evergreen concept. This initiative removes barriers created by geographical
location, long wait times, and lengthy institutional navigation that sometime take place before an
individual is actually able to access the required MH service.
Research and evaluation. This particular concept considers the little appreciation and
awareness that child and youth MH research has been done in the past, including funding and
development, when compared to other areas of health research. To understand youth MH and
provide the best possible care, there must be relevant research to inform and develop this field of
study (Kutcher and McLuckie, 2010).
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This NP-led initiative looks to contribute to research in the field of youth MH in the
results it compiles after completion of 1 year, and through the dissemination activities 1 year post
operation. Through data collection compiled at each visit, the SBHC initiative will provide some
cross-province comparisons on SBHC and adolescent MH. The potential exists to create research
partnerships with other SBHC programs across Canada and worldwide. Through everyday
practice, the NP uses evidence-based research findings to guide assessments, diagnosis, and
treatment plans for each individual student. The NP will also engage in educational opportunities
including MH workshops offered across the Maritimes, as well as the CMHA annual convention
held yearly, to keep informed with the latest MH research. By engaging in research-related
practices, the NP will acknowledge the importance of research and its place in the field of
adolescent MH.
Health Initiative
This pilot project seeks to place an NP to work in KISH for 1 year. At the end of 1 year,
evaluation of the program will take place. The NP with a MH specialty will work closely with
students in grades 7 to 12. The NP, while helping to create and maintain good MH and wellbeing
of these students, will also maintain all other primary healthcare needs of the students within the
NP scope, including immunizations, chronic disease management, etc.
SBHC Staff
Nurse practitioner. The staff of the SBHC includes 1 full-time equivalent (FTE) NP
who will be the lead of the SBHC. In this full time position, the NP will assess, triage, diagnose,
and treat the students as indicated. The NP may complete physical and MH assessments and
order diagnostic imaging, blood work, or other necessary tests. Pharmacotherapy, referral to
healthcare services, and health promotion education may all be part of treatment plans. The NP
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may be specialized in MH care but this is not a prerequisite on hire. Specific MH experience is
not required but would benefit the applicant. Once hired, depending on the experience of the
successful applicant, the NP would undergo specific MH education, which may include an online
adolescent MH course, as well as suicide training through the PEI Mental Health Association
(local branch of the Canadian Mental Health Association). Auditing Psychology 3050
Adolescent Development and Adjustment Course, offered through the UPEI Psychology
Department, will be mandatory. If the pilot is extended, the NP will be required to complete
CNA Certification in Psychiatric and Mental Health.
Licensed practical nurse. The healthcare team includes 1 FTE licensed practical nurse
(LPN). The LPN will be responsible to place the student in the examination room, take his/her
vital signs, and obtain a brief history. The LPN will perform any venipuncture ordered by the NP
and may need to perform other duties (e.g., obtain students weight, test urine) and ready lab tests
such as urine cultures, pap smears, etc. for transport. The LPN will be responsible for ordering
clinic supplies on a bimonthly basis. It would be optimal if the LPN has MH experience, but this
is not necessary on hire. The LPN will be instructed about how to administer screening
questionnaires such as the GAD and PHQ-9. S/he will be required to complete additional MH
training/workshops such as suicide training and MH First Aid courses offered through the PEI
Mental Health Association.
Medical secretary. The medical secretary is the first point of contact for the SBHC and
sets the tone for patient reception. His/her duties may include but are not limited to; answering
phones, scheduling appointments, filing/updating files, faxing referrals and health documents,
ordering office supplies, inputting data, monitoring the waiting room area, etc. The medical
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secretary will also be required to take some additional suicide training offered throughout the
PEI Mental Health Association.
Collaborating physician. The College of Physicians and Surgeons on PEI will be
approached by Health PEI and the SBHC NP to discuss the hiring of a collaborating physician to
work with the NP-led SBHC initiative. The physician will be contracted for 3 to 4 hours of
service each week on Fridays to review any cases that the NP wishes to discuss from that
particular week, and be available via phone or email for consultation through the week, if
necessary.
Workflow
All members of the healthcare team will contribute to moving students quickly and
efficiently through the interconnected steps of this NP-led SBHC. At the initial step, referrals
will be placed for the student by either their healthcare provider, the students themselves,
teacher, or parent. Once the referrals have been triaged by the NP, as discussed above, the
medical secretary will verify all needed information (e.g., health card, chart information
including allergies, known medications, etc.) and will book the appointment. At the next step of
the process, the student will come to his/her scheduled appointment. The student will be placed
in the room by the LPN where vital signs and a brief history will be taken. The next step involves
the introduction of the NP to the student. The NP will record all pertinent history, complete a
physical examination, order necessary tests, and prescribe the appropriate treatment. When the
appointment with the NP has finished, the LPN will collect any ordered tests and send them to
lab. The medical secretary will schedule the student for his/her next appointment. At this point,
the step-by-step process of the initiative for this particular student has ended until the next
appointment.
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Project Timeline
Please see Appendix E for a copy of the Gantt chart which details the step-by-step
process and timeline for how this NP-led SBHC will be carried out. In June 2018, the proposed
project will be sent to Health PEI for review, approval, and allocation of funds. Once funding has
been secured, school staff within KISH will be approached and educated about the pilot project.
After initial conversations are had, and all parties are in agreement, another meeting with the
school staff will be scheduled for 2 months later to discuss updates and questions/concerns.
Memos will be sent out via Health PEI to government email addresses providing information
about the project and letting them know a referral form will be distributed as the start date gets
closer. Only family and students from KISH community will be involved in this pilot project and
this will be stated within the outgoing information about this NP-led initiative. As noted earlier, a
parent information session will also take place before initiation of the project. This will provide
an opportunity for the NP and healthcare team to educate all parents of students in the
appropriate population group about what the project intends to accomplish, the scope of the NP,
and care the NP can provide to their children, the referral process, and any questions and
concerns parents may have.
Supplies and equipment for clinic will need to be ordered within 6 months of the start
date to ensure timely delivery. There is need for one-time expenditures like furniture and
foundational equipment (e.g., desks, exam tables, ophthalmoscope, etc.), as well as ongoing costs
of office and medical supplies (e.g., gauze, tape, slides, antiseptic ointment, etc.). The NP, LPN,
medical secretary, and a representative from Health PEI will be responsible for policy
development. The NP and LPN will review existing policies and anticipate new policies that may
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be required to support the SBHC. Examples of policies that must be considered are
confidentiality, child abuse and neglect, and specimen handling.
Three to 4 months prior to the start date, an LPN and medical secretary will be hired.
At this time, the referral forms for healthcare providers will be sent out to providers in Prince
County, with detailed instructions about how to complete and where to send them.
Promotion of the pilot project will be undertaken via CBC interviews with the NP and/or
Health PEI, and may be both televised on CBC’s Compass and through interview on CBC radio.
Health PEI will add information on its homepage regarding the program. Paper/poster
promotions on bulletin boards and within classrooms will be distributed within the school 2 to 3
months prior to the start date of the program. At this point in time, parents will be asked to attend
the information session regarding the program.
Healthcare staff will begin setting up offices within the school 2 months from start date.
Supplies and equipment for clinic will need be arriving and set up. This pilot project is to be
fully operational by June, 2019.
Part IV: Project Evaluation
Program evaluation is essential to determine whether the main goals and objectives for a
project have been achieved (McKenzie, Neiger, & Thackeray, 2009). Program evaluation is a
means to report to stakeholders involved in a project, inform policy decisions, and identify where
improvements in a project can be made (McKenzie et al., 2009). This project’s evaluation will
focus on the necessary steps required to assess the outcomes indicated in the objectives. Within
these objectives, NP utilization, patient satisfaction, and the impact on MH and MI, will be
reviewed.
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The first objective will be evaluated using the Youth Health Care - Satisfaction,
Utilization and Needs’ instrument (YHC-SUN), a self-report and adapted version of the ‘Child
Health Care - Satisfaction, Utilization and Needs’ ([CHC-SUN] Schmidt, Thyen, HerrmannGaritz, Bomba, & Muehlan, 2016). The CHC-SUN was first developed to evaluate children’s use
of healthcare services and required parents to complete the report; the adapted version is focused
on adolescent evaluation and encourages the adolescent to complete the report (Schmidt et al.,
2016). This measurement tool is composed of two modules; the first assesses services, access to
care, and satisfaction. The second module assesses six scales: diagnostic/information,
coordination, patient-centred care, clinic environment, doctor’s behaviour, and school-related
services. The internal consistencies of the six scales are high with Cronbach’s alpha ranging
between .75 and .96. Several questions will need to be modified and those questions referring to
“doctors” will be changed to “Nurse Practitioners.” These self-reports will be cross-referenced
with the SBHC reports of each student who has utilized services at the NP led SBHC (Schmidt et
al., 2016). Please see Appendix F to view the YHC-SUN.
The second objective, regarding satisfaction of the NP-led program, will be evaluated
using the Nurse Practitioner Satisfaction Survey (NPSS). Developed by Agosta (2009b), this
survey has 28 questions which are rated on a 5-point likert type scaling system. This validated
tool identifies three main components of satisfaction of care provided by the NP including:
general satisfaction, communication, accessibility, and convenience (Agosta, 2009b). Cronbach's
alpha internal consistency reliability coefficients are .98, .83, and .76 for these three factors
(Agosta, 2009b). See Appendix G for an example of the NPSS. This survey will need to be
modified to fit the NP-led initiative discussed here, and permission from the author will be
obtained. Questions 8, 9, 31, and 38 will need to be modified for the NP-led SBHC, and
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questions 36, 37, 40, 41, 42, and 47 will be omitted as they are not applicable to the target
population. Internal consistency will be recalculated following the adaptation.
The third objective focusing on improvement of MH and well-being of the students
attending the NP in the school-led program, will use the WHO’s Five Item Well-Being Index for
evaluation of student psychological well-being (Topp, Ostergaard, Sondergaard, & Bech, 2015).
This questionnaire is among the most widely used questionnaires assessing subjective
psychological well-being and consists of 5 questions, is engineered for students 9 years of age
and above. This survey is particularly valuable because of its short length and global rating scale
(Topp et al., 2015). This questionnaire has been widely used across many research studies and
different research fields, has proved to be a quality measurement tool with high validity, and is
effective in measuring outcomes in intervention studies (Topp et al., 2015). Each of the four
questions in this survey is rated from 0 to 5; therefore, the possible range in scores is 0 to 25. To
convert these numbers so that the maximum score is 100, as is often done in quality of life
measurement studies, the score of the participant is multiplied by 4 (Topp et al., 2015). Every
participant who visits the NP-led school based initiative will complete this survey upon
completion of the first year of the program. See Appendix H to view the Five Item Well-Being
Index.
Part V: Knowledge to Action
A concern that exists for all people involved in the implementation of a new project, such
as the NP-led SBHC, is the time it takes to transform knowledge to action. Research shows that
there is a substantial amount of time between when new information is learned and developed, to
when that information is dispersed and used within day-to-day practice (MHCC, 2014). To
reduce the time it takes to translate knowledge to practice, the results from this NP-led SBHC
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will be disseminated by targeting specific audiences and by engaging key stakeholders (MHCC,
2014).
For the NP-led SBHC there are several audiences that will be specifically targeted for the
dissemination of results. Students and their parents will be targeted. Teachers and staff of KISH
will be involved in research dissemination, as well as the general public. Key stakeholders
including those in healthcare managerial positions, key government positions, allied health-care
professionals, healthcare unions, associations and societies, and affiliated peer-reviewed
Canadian journals will be the targeted to help increase the speed at which knowledge translation
takes place.
Audience
Key stakeholders. Key stakeholders for this particular pilot project will involve the PEI
division of the Canadian Mental Health Association, the Association of Registered Nurses of
PEI, and the PEI Medical Society. The CEO of Health PEI, the Chief Public Health Officer of
PEI, the Deputy Minister of Health and Wellness, and the Chief Health Officer of Mental Health
and Addictions will also be approached regarding this pilot project. Lastly, directors and
managers of primary healthcare services in each region of the Island, PEI community MH
managers, and other related health-care professionals, such as MH registered nurses and LPNs,
psychiatrists and psychologists, MH crisis registered nurses, and primary healthcare registered
nurses, etc., are other key stakeholders for this project.
Oral presentations will be delivered to all of the major stakeholders mentioned above.
Depending on the audience, the presentation will be adjusted accordingly (e.g., more financial
information provided to government officials versus more information about how to refer
patients to healthcare professionals working in primary healthcare). Along with presentations, a
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formal written report detailing the project findings and implications for practice on PEI will be
completed and sent out to all major stakeholders after 1 year of operation.
Students, parents, and general public. For all students and parents (not just those
involved in the project), a post-pilot presentation will be held by the NP and health staff to
discuss and disseminate SBHC success and challenges after 1 year of operation. In order to reach
a large audience, a 30 to 40 minute presentation will be done in the auditorium during school
hours, ideally during the last class of the day to allow parents to attend as well. The school
website will have a link posted, which will take readers to the SBHC progress report and the
implications for adolescent health, specifically adolescent MH, on PEI. All schools on PEI will
be sent two 36 inch by 48 inch posters that illustrate major findings from the project.
Once a full evaluation of the program has been completed, interviews through CBC (both
televised on Compass and recorded through CBC radio) will be completed to allow for increased
dissemination of results to the general public. In these interviews the NP, along with
management of primary healthcare services and MH services on PEI, will discuss the program
and the benefits of implementing an NP-led SBHC within public schools on PEI to increase
access to MH care for PEI adolescents. The Health PEI main webpage will carry the same link as
mentioned above (the same link posted on KISH website) to the SBHC progress report.
Peer-reviewed journals. An article that details the successes/challenges of the SBHC
will be written and submitted for consideration for publication in one relevant Canadian peerreviewed journal such as Canadian Nurse, Canadian Journal of Research Nursing, The Journal
for Nurse Practitioners, Alberta Journal of Educational Research, Canadian Journal of
Education, Canadian Journal of Community Mental Health, and Canadian Journal of
Psychiatry.
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Part VI: Budget
Health PEI will be approached to provide the majority of funding for this project. The
needs assessment for this project illustrates the dire need to improve MH access for adolescents
on PEI. The abundance of research on SBHCs, success of NPs, and NPs who work in MH
support the potential success of the proposed SBHC in Kensington. This initiative will not only
improve access to adolescent MH services, it may save government healthcare dollars. Please see
Appendix I for an itemized list of the major expenses associated for this pilot project.
Expenses for this pilot project will include the yearly salary of the full-time nurse
practitioner, the full-time LPN, the full-time medical secretary, and the collaborating physician
that will be employed with the project. The actual space provided to the NP and health staff will
be given in kind by staff and administrators of KISH/provincial government, and will include
four rooms in close proximity to each other (preferably they would be next door to one another).
Three desks will be needed for each staff member, including chairs. Each should have
his/her own computer, with the medical secretary having a printer that all three of the health staff
can link to. Paper, empty chart/binders for each patient, pens/pencils, and other office supplies
will be needed, as well as computer software.
The equipment needed by the NP will include an examination bed with stirrups and
medical equipment including an otoscope, ophthalmoscope, vitals equipment, body weight scale,
eye chart, specimen fridge, and centrifuge. Medical items including gloves, tourniquets, blood
tubes, sharps container, gauze/other dressing supplies, needles/syringes, scalpels, and other
miscellaneous items would be included in the budget. A working sink in the room is also
required. An AED is pre-existing in the school. Emergency items may include oxygen tank, nonrebreathers, and airways.
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The LPN and NP will see patients in one of two rooms; one will be the examination/
procedure room, the other will be a comfortable, sit-down area for the NP and student to discuss
MH concerns. The NP will have a designated office space separate from the exam rooms, and the
LPN and medical secretary will share space in the last room. Renovation costs will be paid by
Health PEI.
Budgeting involving the advertisement for the pilot project, as well as the dissemination
costs will include costs for paper, printing, mailing, and production of 36 inch by 48 inch posters
for schools. Training required for the health staff will be included in the budget (e.g., MH first
aid course, suicide training, course audit for the NP at UPEI, etc.).
It may be difficult to convince Health PEI to spend money on this proactive approach to
adolescent MH; however, research clearly indicates a gap currently exists in adolescent MH
delivery. Health initiatives that help individuals gain access to early treatment decrease
hospitalization costs (MHCC, 2013). Those who receive early treatment for MH use less
healthcare dollars in the future than their counterparts who did not receive treatment (Salerno &
Barnhart, 2014). The MHCC (2014) estimates a 10% reduction in the incidence of adolescent MI
would save 4 billion dollars yearly.
Part VII: Implications for Practice
Nurse practitioners in Canada follow a set of core competencies to guide their clinical
practice, established by the CNA (2010). This framework gives direction for NPs to provide
efficient care to clients while maintaining safe and ethical standards for practice. This framework
is useful to reflect on in the development of new NP roles and may be used as a resource to
educate others about the advanced nursing role of an NP (CNA, 2010). The framework is
composed of four main competencies including Professional Role, Responsibility, and
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Accountability; Health Assessment and Diagnosis; Therapeutic Management; and Health
Promotion and Prevention of Illness and Injury. The competency category Professional Role,
Responsibility, and Accountability is composed of subsets crucial to advanced nursing practice,
and includes: clinical practice; collaboration, consultation, and referral; research; and leadership.
These subset competencies relate and apply to the remaining core four competencies introduced
above (CNA, 2010).
Clinical Practice
The NP is knowledgeable in relation to patient diversity and culture and how
determinants of health can impact patient health. These factors influence how the NP will
organize plans of care (CNA, 2010). The NP can be prepared to do so by obtaining a list of
enrolled students and by engaging in conversation with other teachers about students they may
know who fit the criteria of a vulnerable population (e.g. adolescents in families of low
socioeconomic status or adolescents who have recently immigrated to Canada).
Nurse practitioners maintain clinical competency by participating in professional
development (CNA, 2010). The NP will participate in relevant MH workshops offered on PEI,
attend pharmaceutical presentations on adolescent psychotherapeutics, and attend national
conferences (e.g., CMHA annual convention). The NP will adhere to best-practice guidelines
regarding adolescent health, especially adolescent MH/MI.
Collaboration, Consultation, and Referral
The NP works in collaboration with other healthcare professionals; this includes
accepting consults from other allied healthcare professionals or consulting other healthcare
providers (CNA, 2010). The NP may need to refer the adolescent patients to other health
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providers such as physiotherapy or ophthalmology. The NP will seek out referrals from other
providers and will facilitate the referral process.
Through clinical practice the NP is able to exemplify a strong knowledge base and
problem solving skills. The NP applies communications skills, negotiation, and conflictresolution within daily practice (CNA, 2010). Working with an adolescent population these skills
are vital in initiating and maintaining strong, therapeutic relationships with the adolescent
patient. The NP initially will take a conflict resolution course designed specifically for healthcare
professionals, and the need for refresher courses will be assessed yearly.
Research
Evidence-based practice improves patient outcomes, increases patient overall safety, and
decreases healthcare costs (Black, Balneaves, Garossino, Puyat, & Qian, 2015). Nurse
practitioner practice is driven by evidence and application of research (Black et al., 2015).
Nurse practitioners aid in knowledge translation by engaging in activities such as
presentations and publications and by assisting in the development of healthcare
policies/guidelines (CNA, 2010).
The NP, in this SBHC, will participate in knowledge translation through dissemination of the
pilot project. As noted, this dissemination process includes participating in presentations, radio
and television interviews, and publishing data collected from each patient visit at the SBHC.
Consent to use this data in further research will be obtained from all students.
Leadership
This competency highlights the many aspects of leadership the NP may demonstrate in
practice. This can include education and mentorship of other members of the healthcare team,
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development of guidelines and protocols, and advancement of the role of the NP within practice
(CNA, 2010).
The NP embodies the leadership role in this project by being a role model, educator, and
advocate for the adolescent patients. The NP educates other healthcare providers and healthcare
professionals, as well as the general public, about the role of the NP. By introducing the NP into
schools, the NP will develop and expand the NP role within the healthcare system. Providing this
avenue for adolescent MH in schools offers an easy, convenient, and cost-effective way for
patients to access MH care. This creates the potential for additional NP-Led programs on PEI.
Conclusion
Adolescent MI is a growing concern across Canada and in PEI. Access to adolescent MH
care for adolescents is at a critical point in a healthcare system that is already plagued by long
wait times to see MH professionals, cumbersome navigation through the healthcare system to
find the appropriate care, and a shortage of MH professionals, and healthcare professionals who
are efficient in treating youth with poor MH or MI. Nurse practitioners are capable, efficient, and
cost-effective care providers who are well-positioned to help meet this gap in healthcare services
for youth MH. Through an NP-led SBHC, and in partnership with stakeholders and the school
within which it will be piloted, the opportunity to increase access to MH care for youth on PEI
becomes a more achievable goal.
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Appendix E
Table 1
Gantt Chart: Planning Activities and Timeline
2018-2019

June July Aug

Present NPled project to
stakeholders

*

Approval for
funding from
Health PEI
Development
/approval for
evaluation
tools
Hiring of all
staff

*

*

*

*

Sept

Oct

Nov Dec

Jan

Feb

Mar Apr

*

*

May

June

*

*

*

*

*

Securing
space and
equipment

*
*

Staff
education
and training

*

*

Information
to healthcare
providers/sec
tors about
program sent

*

Public
awareness
campaign

*

*

NP-Led
clinic opens

*

*
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Appendix G
Nurse Practitioner Satisfaction Survey
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*The survey will be modified for use in the NP-led SBHC and permission from the author will
be obtained. Questions 8, 9, 31, & 38 will need to be modified and questions 36, 37, 40, 41, 42,
& 47 will be omitted altogether as they are not applicable to the target population.
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Appendix H
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Appendix I

Table 2
Proposed Budget
Expenditures

Amount

1 FTE NP Salary + benefits

48.36/hr x 2080 hrs (40 hrs/wk) = 100, 588.80
+ benefits 30% =
TOTAL 130, 765.44

1 FTE LPN Salary + benefits

23.45/hr x 2080 hrs (40 hrs/wk) = 48, 776.00
+ benefits 30% =
TOTAL= 63, 408.80

1 FTE Medical secretary + benefits

22.21/hr x 2080 hrs (40 hrs/wk) = 46, 196.00
+benefits 30%=
TOTAL= 60, 055.04

1 Collaborating physician

$5000.00 collaborating fee

Office and examination room space

Offered in kind by Kensington school

Office equipment (chairs, tables, computers)
and health supplies (centrifuge, exam bed,
vitals machine, misc. clinic supplies e.g.
gloves, blood tubes, etc).

$10,000.00

MH training
(NP, LPN, medical secretary)

$1600.00

Advertisement and dissemination

$5000.00

TOTAL

$275,829.28
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