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Abstract

Background: Minoritized youth face greater odds of unmet mental health needs compared to their white peers and are
disproportionately affected by the social determinants of health (SDoH). These inequities worsened in the wake of the
COVID-19 pandemic. Digital interventions offer a promising solution to deliver quality mental health information, support, and
resources, address stigma, and to help link youth and their families to mental health and SDoH-related services for improved
wellness.

Objective: This paper outlines an innovative protocol to implement and evaluate a mobile app called Connected for Wellness.
Co-developed with youth and caregivers through community participatory informatics and utilizing machine learning, the app
personalizes evidence-based emotion regulation skill tools and implements brief wellness assessments and digital linkages to
supportive resources. We hypothesize that Connected for Wellness will enhance youth and caregiver self-care practices, help-
seeking behaviors and engagement across the care continuum.

Methods: Using a stepped-wedge design, our study involves youth aged 13-22 years and their caregivers from 10 high schools
and 10 primary care clinics across two West Coast counties, primarily serving Latino, Black and Asian youth. The primary study
outcome is change in youth engagement in mental health care following site-level app implementation of the Connected for
Wellness app as a universal public health intervention.

Results: This study was funded in August 2023 by the National Institute of Mental Health in response to the National Institutes
of Health Common Fund Transformative Research to Address Health Disparities and Advance Health Equity initiative. The
clinical trial phase will begin in early 2025 and is expected to conclude by June 2027.

Conclusions: With their unrivaled ability to reach youth, school-based services and primary care clinics serve as ideal hubs for
implementation of a mobile app that facilitates mental health engagement and prevention interventions. A successful study
outcome would be implementing Connected for Wellness in these settings, providing an effective, acceptable and engaging
mobile app and improving access to and engagement with mental health screening, referral and care through schools and primary
care settings. Clinical Trial: NCT06122688

(JMIR Preprints 10/03/2025:73721)
DOI: https://doi.org/10.2196/preprints.73721
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Abstract 

Background: Minoritized youth face greater odds of unmet mental health needs compared to their

white peers and are disproportionately affected by the social determinants of health (SDoH). These

inequities worsened in the wake of the COVID-19 pandemic. Digital interventions offer a promising

solution to deliver quality mental health information, support, and resources, address stigma, and to

help link youth and their families to mental health and SDoH-related services for improved wellness.

Objective: This paper outlines an innovative protocol to implement and evaluate a mobile app called

Connected for Wellness. Co-developed with youth and caregivers through community participatory

informatics and utilizing machine learning, the app personalizes evidence-based emotion regulation

skill tools and implements  brief wellness assessments  and digital linkages to supportive resources.

We hypothesize that  Connected for Wellness will enhance youth and caregiver self-care practices,

help-seeking behaviors  and engagement  across  the  care  continuum.  Methods: Using a  stepped-

wedge design, our study involves youth aged 13-22 years and their caregivers from 10 high schools

and 10 primary care clinics across two West Coast counties, primarily serving Latino, Black and

Asian  youth.  The primary  study outcome is  change in  youth  engagement  in  mental  health  care

following site-level app implementation of the  Connected for Wellness app as a universal public

health intervention.  Results:  This study was funded in August 2023 by the National Institute of

Mental  Health  in  response  to  the  National  Institutes  of  Health  Common  Fund  Transformative

Research to Address Health Disparities and Advance Health Equity initiative. The clinical trial phase

will begin in early 2025 and is expected to conclude by June 2027. Conclusion: With their unrivaled

ability  to  reach  youth,  school-based  services  and  primary  care  clinics  serve  as  ideal  hubs  for

implementation  of  a  mobile  app  that  facilitates  mental  health  engagement  and  prevention

interventions. A successful study outcome would be implementing Connected for Wellness in these

settings, providing an effective, acceptable and engaging mobile app and improving access to and
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engagement  with  mental  health  screening,  referral  and  care  through  schools  and  primary  care

settings.  (Word  Count  332)

Keywords:  Mental  health  Apps,  Mobile  Apps,  Co-Design,  Youth  Mental  Health,  Participatory

Informatics, Stepped-Wedge Design, Mental Health Disparities, Wellness, Prevention, School mental

health, mobile app, primary care.  

Introduction 

Could a mobile mental health app designed for youth and caregivers help address mental

health services barriers? For decades, research has documented the ongoing and persistent inequities

in mental health care access for racially/ethnically minoritized populations [1-3]. Innovative aspects

of the clinical trial protocol reported here include using a mobile app co-developed with youth and

families through participatory informatics to drive technological innovation, considering youth and

https://preprints.jmir.org/preprint/73721 [unpublished, non-peer-reviewed preprint]
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caregiver priorities for customizable features, and in-app resources.

Our  previous  work  supports  the  hypothesis  that  mobile  apps  and  other  digital  health

interventions are effective for delivering mental health and prevention services, provided they meet

the needs and preferences of end-users  [4]. These interventions can be successfully implemented

within child,  adolescent,  and family-serving systems of care.  Unlike clinicians’ time, technology

offers a non-consumable strategy (i.e., available asynchronis content vs. scheduled therapist time) for

improving mental health access [5]. The United States (U.S.) has witnessed an increasing need for

youth  mental  health  services,  especially  for  stress-related  challenges  [6,  7],  with  minoritized

populations disproportionately affected  [8].  National data reveals that after  controlling for socio-

demographics, severity of symptoms, income, and health insurance, Black and Latino youth with

similar needs as white youth were almost half as likely to receive mental health services [3].  

Barriers  to  care  exist  across  multiple  levels,  including  cultural,  community,  family,  and

systemic factors. For instance, Latino caregivers may perceive children’s behavioral challenges as

issues to address within the family, struggle with the lack of linguistically and culturally appropriate

services, or experience stigma and perceptions of mental health needs that differ from providers in

mental health care [9]. Furthermore, racialized healthcare disparities are worse when combined with

socioeconomic  inequities  for  groups  disproportionately  affected  by  poverty  and  systemic

discrimination. These systematic factors contribute to reduced utilization of mental health services,

even in high-risk populations, underscoring the need for focused interventions that can both help

mental health symptoms and risks, and promote and facilitate engagement in services [10].

  Mobile  app  interventions,  integrated  into  trusted  community  settings  like  schools  and

primary care clinics, offer scalable solutions to improve access and equity in youth mental health

care. To be effective and acceptable, apps need to include features and content that are designed to be

engaging for and address the needs of diverse groups [11]. Despite the proliferation of digital health

interventions for youth across a range of delivery methods (e.g., websites, apps, games, robots and
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virtual  reality)  [12],  few  are  co-designed  with  the  intended  users  in  mind,  and  even  less  for

minoritized youth [13]. Furthermore, the methods used for youth and caregiver collaboration in the

design process vary widely  [14]. This is unfortunate as studies demonstrate high levels of youth

acceptability for interface with mobile health app interventions  [15]. These tools can be important

non-consumable and scalable approaches for delivering mental health prevention and wellness tools

[16].  When mobile mental health apps are used to expand access to mental health education and

prevention resources, youth may be more likely to initiate and engage in help-seeking behaviors, and

families may report greater satisfaction with care and perceive services as more appropriate once

they engage [17]. 

Accessibility  to  mobile  apps  is  another  important  consideration  [18,  19]. Use  of  cross-

platform frameworks such as React Native (https://reactnative.dev/) can ensure that an app is easily

available to a wide community of users while retaining a single codebase for agile development.

Mobile apps can also be integrated effectively with school-based and primary care services. Schools

and primary care clinics are critical providers of healthcare and mental health services[20], especially

for under-resourced populations  [21]. Pediatric primary care is widely recognized as an important

setting for identifying and managing youth mental health needs given most youth make at least one

medical visit annually [22]. Additionally, access to mental health supports has often been expanded

through educational settings  [23],  including the adoption of whole-school, multi-tiered systems of

support that provide school-wide preventive interventions and mental health services through school-

based health clinics and programs [24]. 

Overview of the Connected for Wellness Mobile App

In  an  effort  to  address  the  barriers  to  care  for  under-resourced  minoritized  youth,  a

codesigned mobile application called,  Connected for Wellness, was created with adolescents and

their caregivers. The development of the Connected for Wellness mobile app, and its predecessor

Connectd  for  Schools  [25],  is  grounded  in  participatory  informatics  approaches.  Participatory
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informatics [26] is an approach to technology co-development that combines best practices from

Community Partnered Participatory Research [27] and end user-centered participation in technology

design  [28]. This approach addresses community health priorities by including intended users as

equitable partners throughout the design process. The co-development of the Connected for Wellness

mobile app with youth and caregivers was led by the scientific team that includes diverse, multi-

lingual  research  staff,  child  and  adolescent  psychiatrists,  psychologists,  technology  development

experts, and student researchers. The content includes engaging videos created by and representing

diverse youth and caregivers in English and Spanish (Details on the co-development process and

protocols  are  reported  elsewhere).  In  its  final  form, Connected  for  Wellness has  four  key

components:  (1)  mental  health  and  wellness  education,  (2)  self-assessment  tools,  (3)  emotion

regulation and coping strategies,  and (4) site-specific  and community resources.  The home page

features  a  “Get  Help  Now”  button  that  directly  connects  the  user  to  911,  for  those  who  need

immediate assistance. The community resources, searchable by zipcode, also feature helplines for

specific needs such as domestic violence and the LGBTQ community. Given our priority to ensure

the app is widely accessible, we also developed an accessible pdf document, which provides all app

content in an accessible format for anyone who is using a screen reader or prefers reading along.

The app includes optional notifications, inspirational messages, and interactive components

to promote ongoing engagement. In addition, the co-design process led to the development of an app

designed to prioritize user confidentiality and safety. The app allows for anonymous use, does not

include two-way  communication,  and  avoids open-text  response  fields, minimizing  the  risk  of

exposing sensitive personal information and ensuring users can engage with the content privately and

safely. We collaborated with both English- and Spanish-speaking communities to develop Connected

for  Wellness content  in  both languages.  Table 1 outlines  the app’s  features and pathways and an

image of the app’s user interface.

To enhance customization and interactivity for both youth and caregivers, the Connected for
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Wellness mobile app uses collaborative filtering techniques [25] to intelligently recommend wellness

skills and supportive resources to study participants. One approach, a content-based ("item-item")

method, automatically suggests skills based on previously viewed skills and the metadata associated

with them. For example, the app clusters content related to similar topics — such as sleep health or

emotion  regulation  —  by  analyzing  descriptions,  titles,  and  other  metadata,  allowing  it  to

recommend new wellness skills that are semantically similar to those the user has already explored.

Additionally,  the  app employs a peer-based ("user-user")  approach,  which  identifies  users

with similar engagement patterns and recommends resources that those similar users have found

helpful  but  the  current  user  has  not  yet  accessed.  A second  layer  of  intelligence  involves user

classification,  where  youth  responses  to  in-app wellness  screeners  trigger  tailored  protocols  and

personalized content recommendations based on their identified needs. Specifically,  Connected for

Wellness includes the World Health Organization-Five Well-Being Index (WHO-5) [29],  a short

questionnaire  that  measures  a  person’s  well-being  over  the  past  two  weeks and  is  suitable  for

children aged 9 and up. Users can access this questionnaire on their own and will be reminded to

complete it monthly through a notification. Higher scores on the WHO-5 indicate better mental well-

being, while lower scores indicate potential risk of mental health concerns. After responding to the

wellbeing questions, users receive a wellbeing “score” categorized as low, moderate, or high. Based

on their score, they are provided with personalized wellbeing activities and suggestions, which can

be saved in the app’s “Toolbox” section for easy access later. For example, a user who scores low on

the WHO-5 Well-Being Index will receive recommendations for professional help-seeking, along

with  evidence-based  strategies  to  support  wellbeing,  such  as behavioral  activation and emotion

regulation techniques.  Figure  1 illustrates  how  the  WHO-5  normed  scoring  system  guides

the Toolbox recommendations and help-seeking suggestions provided to users based on their check-

in  results,  i.e.,  scores  on  the  WHO-5: Green for  high  wellbeing, Yellow for  moderate  wellbeing,

and Orange for low wellbeing.

https://preprints.jmir.org/preprint/73721 [unpublished, non-peer-reviewed preprint]



JMIR Preprints Fortuna et al

As outlined in the protocol, the primary objective of this study is to evaluate the effectiveness

of the Connected for Wellness mobile app in enhancing youth engagement in mental health services

when implemented in schools and primary care settings. The study aims to leverage the app’s ability

to deliver evidence-based, culturally and contextually relevant information to address key barriers to

mental health care,  including stigma, limited accessibility,  and the need for youth autonomy and

confidentiality.

Additionally, the study will explore how the app—co-designed with input from both youth

and caregivers—enhances engagement with mental health support services and fosters help-seeking

behaviors among youth and their families. Our main hypothesis is that the Connected for Wellness

app will  improve cascade-of-care outcomes compared to usual care.  Specifically,  we expect that

youth at sites implementing the intervention will seek help more often, be screened more frequently,

and be more likely to attend at least three mental health sessions if identified as needing services. If

effective,  the  app  has  the  potential  to  be  a  scalable  tool  for  supporting  youth  mental  health  in

community-based settings, such as schools and primary care clinics, and advancing public health

approaches to connecting youth with care.

Methods

This study protocol was developed in response to the National Institutes of Health Common

Fund’s Transformative Research to Address Health Disparities and Advance Health Equity initiative

and was funded in August 2023 by the National Institute of Mental Health and will be completed by

June 2027. Here we present the protocol for implementation of the mobile app using a stepped-

wedge design in 10 schools and 10 clinics.

Stepped-wedge Design

We use a stepped-wedge design, a type of cluster randomized trial that involves clusters (such

as groups of clinics or schools) randomly assigned to different time points (i.e.,  waves) to begin
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receiving the intervention. The rationale for the stepped-wedge design includes its effectiveness in

testing  healthcare  delivery  models  and  related  outcomes  for  systems  of  care,  particularly  when

randomization at the individual level is not feasible  [31]. A stepped wedge design is also ideal when

an  intervention  must  be  rolled  out  gradually  due  to  logistical,  financial,  or  ethical  constraints,

ensuring  all  groups  eventually  receive  the  intervention.  It  is  particularly  useful  for  evaluating

complex, systemic, or behavioral interventions, when simultaneous  initiation of the intervention is

not feasible. Because the goal is to offer the intervention to all youth and caregivers at participating

study sites, two clusters — consisting of five schools and five primary care clinics per wave — are

randomly  assigned  to  two  different implementation  waves. All  clusters  begin  in  the control

condition, with the Connected for Wellness (CFW) mobile app intervention introduced to schools and

clinics  at predetermined time points. By the end of the trial,  all  clusters will  have received the

intervention,  allowing for  a  stepped implementation  across  the sites.  Stepped-wedge designs  are

becoming  increasingly  popular  for testing health care delivery models  [32] and are an innovative

approach for evaluating the public health impact of mobile apps delivered as universal or tier  1

interventions in youth and family serving systems of care [33]. Setting and Participants

The study will include 13–22-year-old youth (to include the range of possible ages in high school)

and will be implemented across 10 public high schools and 10 community-based primary care clinics

in two regions in the western U.S. serving mostly Latino, Black, Asian, and immigrant students who

live in under-resourced communities (80-90% minority majority populations). Caregivers will also

be invited to use a version of the app for support of their child and their own wellbeing, however the

study does not monitor caregiver outcomes.  Study sites will include urban and rural regions of the

Western  US.  The investigators  will  collaborate  with  one  large  school  district  and  a  network  of

primary care clinics that are part of a Federally Qualified Health Center system. The schools and

primary care clinics have existing peer support leaders and/or family navigators, who will integrate

the  Connected  for  Wellness app  into  their  usual  care  in  supporting  students  and  caregivers  in
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accessing  mental  health  services  and  resources,  encouraging  help-seeking,  and using  the  in-app

wellness skills. 

Existing peer-to-peer and navigator models

The high schools partnering in this study have an existing peer-to-peer model, in which high

school students are trained in a community health framework,  to deliver health and mental health

education  on  topics  relevant  to  their  adolescent  peers.  This  model  targets  health  disparities  by

promoting wellness and reducing barriers to care within a culturally appropriate and community-

centered approach [34, 35]. Trained students lead school-wide campaigns to promote awareness and

education, with support from adult allies. Additionally, each school has wellness navigators, who will

play a key role in integrating the mobile app into both school-wide educational efforts and individual

support  provided to  students  and caregivers.  Primary care clinics  participating  in  the  study also

have bilingual case managers and family navigators who will promote app use. These providers will

be  partnering  with  youth  and  families  to  help  them access  mental  health  information,  develop

wellness skills, and navigate linkages and referrals to care and community resources through the app.

Participant recruitment, consent and monitoring

For the study sites, 10 schools and 10 primary care clinics have been recruited to use the

Connected for Wellness App site-wide, entering the study in two randomized cohorts. All youth and

caregivers at each intervention site will be offered the mobile app. Each site will have a site ID code

to access the app. All youth 13-22 years old at the site will be invited to participate in the study by

using  the  mobile  app.  We  will  use  an  information  kick-off  event,  other  mental  health  and

promotional events, website link, and videos that provide information about the study. Navigators,

site  champions  and  peer  ambassadors  will  also  promote  the  app  and  help  with  downloads  for

participants requesting help (e.g., caregivers who are less comfortable with technology). After all

youth and/or caregivers download the app, they will  choose their  preferred language (English or
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Spanish) and what role they are (student, caregiver). 

As approved by the Institutional Review Board for this study, participants will then complete

the in-app consent process, which presents study information in both video and text formats, along

with comprehension questions to ensure participants understand the consent. Only those who answer

the questions  correctly  and indicate  their  willingness to proceed will  gain access to the app. To

maximize anonymity — a priority identified during the co-development phase — users do not enter

any personally  identifying  information (such  as  name,  email,  date  of  birth,  or  password).

Investigators will  regularly review anonymous app data and maintain an aggregated dashboard by

site, tracking the number of Spanish- and English-speaking youth and caregivers, as well as gender,

race/ethnicity, and  other  demographic  characteristics  of  app  users.  The  dashboard  will  also

capture app use patterns. Using insights from enrollment and app usage data, the research team will

work  closely  with school  and  primary  care  clinic  study  champions to  actively  promote  study

participation and engagement across sites.

Primary Outcomes: Cascade of Care Framework

The primary study outcomes are based on the cascade of care framework that focuses on population-

level health needs and tracks individuals across relevant stages of a healthcare continuum [36, 37].

Originally developed by the Juvenile Justice Translational Research on Interventions for Adolescents

in the Legal System (JJ-TRIALS [38, 39]), the steps in the cascade of care are identification of a

behavioral health need, referral to behavioral health care, initiation of services, and engagement in

services (more than three visits). The cascade of care was adapted for youth in foster care [40]; this

version was adapted for the current study. Data on each step of the cascade of care will be obtained

from de-identified electronic medical records and administrative data at the individual youth level

from  each  of  the  study  sites.  This  approach  which  utilizes  established  databases  will  enable

comparison of cascade of care outcomes post-implementation to data that was being collected during
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pre-implementation  years.  As  detailed  in  the  analytic  plan  below,  individual-level  data  will  be

aggregated to the site level to test the hypothesis that implementation of the Connected for Wellness

mobile app intervention is associated with improvements in youth progression through the cascade of

care, compared to the (pre-intervention) control condition. Improvements in the cascade of care is a

public health defined outcome, as findings can reveal gaps in care, and evaluate the mobile app

intervention effectiveness. At a population level, in schools or primary care, examining the cascade

can  inform how  well  an  intervention  improves  youth  access,  engagement,  and  outcomes  for  a

specific  population,  and  whether  the  intervention  effectively  addresses  their  unique  needs  and

disparities. Table 2 shows the operational definitions for the cascade of care outcome variables.

Data Analysis  

Analyses will be conducted using the SAS statistical software, version 9.4. [41]. Preliminary

analyses will  include examination of descriptive statistics,  distributions,  and internal  consistency

reliability of scaled measures. The primary hypotheses are that the  Connected for Wellness mobile

app will improve all cascade outcomes relative to the usual care control condition. Specifically, we

hypothesize that the mobile app will affect site level increases in the progression through the defined

cascade of care, e.g., youth at sites with the  Connected for Wellness mobile app intervention will

engage in  more help seeking,  be screened more frequently,  and once screened and identified as

needing  mental  health  services,  youth  will  be  more  likely  to  attend  at  least  three  sessions  as

compared to the control conditions (prior to implementation of the mobile app intervention). 

These  hypotheses  will  be  tested  within  a  generalized  linear  mixed  model  (GLMM)

framework  implemented  using  SAS  PROC  GLIMMIX.  These  models  accommodate  variously

distributed  dependent  variables,  including  dichotomous  outcomes,  such  as  those  reflecting  the

cascade of care outcomes and account for correlations among measurements of the same participants

and  nesting  of  youth  within  sites.  Models  will  employ  a  binomial  distribution  and  a  logit  link

function. All tests will be two-tailed with a significance level of p = .05.  For dichotomous outcomes,
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we will use a binomial distribution with a logit link function. The models will include county and

intervention (vs. control) as fixed effects, with site and youth as random effects. Study month will be

treated as a continuous variable. The primary focus will be on the intervention effect, and we will

also  examine intervention  × time interactions.  For  time-to-event  outcomes (e.g.,  days  to  service

initiation), we will use Poisson models with a log link function. If overdispersion is detected, we will

use a negative binomial model. The relative risk ratio for intervention will indicate whether the app

reduces  time to  service  matching  and initiation.  Finally,  we will  conduct  follow-up analyses  to

explore differences based on sociodemographic factors.

DISCUSSION

Innovative aspects of our clinical trial include the use of a mobile app co-developed through

participatory  informatics,  integrating  youth  and  caregiver  priorities  into  its  design  to  ensure  it

addresses their specific needs. The app incorporates machine learning-driven, customizable features

that  offer  personalized  mental  health  resources,  focusing  not  only on mental  health  but  also on

addressing  social  determinants  of  health,  such  as  housing  and  education.  By  promoting  local

resources and providing tailored, real-time suggestions, the app helps bridge gaps in both mental

health care and social services, ensuring that youth and caregivers can access the support they need

in their everyday environments. 

The growing body of evidence around mobile apps for mental health highlights their potential

to  improve access  to  care,  engagement,  and outcomes,  particularly  for  underserved populations.

While mobile health app technologies are increasingly recognized as scalable and accessible tools,

their effectiveness is often dependent on personalization and relevance to the user’s context. This is

especially critical for minoritized youth, a group that has been underserved in many mental health

interventions, and who face social, structural and cultural barriers to care. Few studies have focused

on participatory, co-design approaches tailored for youth and caregivers, which is where our study

stands apart. By integrating machine learning, the app can dynamically adjust to the needs of each
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user, positioning it as an innovative solution in the field of mobile health.

Minoritized  and low-income populations,  who often  face barriers  to  accessing traditional

healthcare [2], demonstrate high levels of cell phone and mobile internet use [42]. This provides a

unique  opportunity  for  mobile  apps  to  address  healthcare  disparities.  Research  has  shown  that

emergency departments increasingly serve as safety nets for underserved populations, especially for

low-acuity conditions that could be managed in primary care settings. Mobile app tools designed to

connect  individuals  with  timely  medical  advice  could  reduce  ED utilization,  improving  overall

healthcare  access  [43].  While  the  potential  exists,  understanding  the  feasibility  of  underserved

populations to engage with mobile apps to improve mental health care is essential  [44]. A recent

review of 36 trials conducted among youth found that while mobile apps show promise in addressing

issues like depression, anxiety, and substance use, the evidence remains uncertain or limited  [45].

Most of the studies included in that review were small in scale, focused primarily on efficacy for

youth  already identified  as at  risk  for  depressive  symptoms, and  highlighted  the  need for larger

trials to assess effectiveness and explore subgroup differences. Our study aims to address these gaps

in the scientific  literature by testing a comprehensive,  participatory,  and machine learning-driven

mobile  app designed  to  improve wellness  practices as  a  form  of  prevention,  while  also

improving service use outcomes for youth. The study places a strong emphasis on population health,

embedding the intervention within school and primary care clinic settings.

Limitations

The  stepped  wedge  design  offers  several  advantages,  including  the  ability  to  evaluate  the

intervention’s effectiveness while ensuring that all students in a high school or primary care clinic

have the opportunity to access the wellness and prevention components of the app, along with peer

and  family  supports.  It  also  allows  for  the  assessment  of  temporal  trends  and the  potential  for

learning  or  adaptation  over  time.  However,  this  design  also  has  limitations.  The  sequential

implementation of the intervention may introduce biases, such as those arising from differences in
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timing or external events affecting specific sites. Although the mobile app helps ensure fidelity by

providing  a  standardized  intervention  across  sites,  the  design  still  requires  careful  planning  to

manage logistical  complexities and ensure consistency in implementation across diverse settings.

Finally, variability in site readiness or capacity to implement the intervention, highlighting the need

for robust support and monitoring of the study sites, including implementation influencing variables

(e.g.,  study  site  size,  pre-study  mental  health  services  capacity,  existing  peer-to-peer  program)

throughout the study.

Conclusions

If successful, this study will demonstrate how mobile apps can serve as universal mental health and

prevention tools, complementing existing behavioral health resources and community strategies such

as peer support and family navigation programs. The mobile app-supported public health approach

offers an equitable, scalable solution that has the potential reach and effectiveness to significantly

improve public health outcomes and could reduce mental health care stigma among traditionally

underserved communities.
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Table 1. Features of the Connected for Wellness Mobile Application for Youth and Caregivers
Feature  (English  and

Spanish)

Description Examples

Pathways Brief videos and quick tips on

wellbeing topics

Getting Better Sleep

Improving Communication

Grief and Loss

Social Connectedness

Relaxation
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Managing Emotions

Academic Stress

Mental Health Help-Seeking 

Self-Assessments Short questionnaires to gauge

sleep  and  wellbeing  (for

youth  and  caregivers),  and

social determinants needs (for

caregivers)

World Health Organization (WHO)-5

PROMIS sleep items

Social Determinant of Health questions

Directory

 

Site  specific,  local,  and

national resources with direct

dial,  map,  and  information

about resources

Hotlines

Helplines

Clinic or school specific mental health

and social resources located on-site

Community resources (Findhelp)
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Toolbox Over 500 wellbeing activities

and  suggestions  that  can  be

saved in “toolbox” 

Brief  suggestions  based  on  wellbeing

frameworks  that  include  domains  of

physical,  psychological,  emotional,

spiritual,  relational,  professional,  and

cultural wellbeing

  

   Table 2: Cascade of Care Operational Definitions 

Table 2: Cascade of Care Model Based on Connected for Wellness Triage Outcomes
Step Rate Operational Definition

a. Youth at site (a)
Total number of youth enrolled at a high school campus or on
patient panel at primary care clinic site

b. Need Identified (b/a)
Subset  (a)  who  have  completed  mental  health  and  social
determinants of health needs identification at school or primary
care clinic

c.  Matched  to
Service(s) (c/b) Subset of youth with need (b) who receive a referral

d. Initiated Services (d/c)
Subset  of  those  referred  to  services  (c)  who  have  started
services (e.g., first treatment session)

e.  Engaged  in
Services
(e/d)

(e/d)
Subset  of  those  who initiate  services  (e)  who have ongoing
sessions (3 or more visits)
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