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Abstract. Reforms that have been undertaken in the mental health system have
significant implications for psychologists working in and with schools. This ar-
ticle introduces the specia series in School Psychology Review on “Emerging
models for promoting children’s mental health: Linking systems for prevention
and intervention.” This article describes existing problems with the mental health
system and priorities that have been identified as targets for change. Specificim-
plicationsfor psychologists and public health advocates whose work relatesto the
schools are discussed. Also, the purposes and structure of the special series are

described.

Mental health is essential for healthy
development, successin life, and the welfare of
the community. Mental health problems often
havetheir rootsin childhood, but unfortunately,
ahigh percentage of children do not receive ad-
equate care, which can lead to more serious prob-
lems and the need for more expensive services
inadolescence and adulthood. In particular, poor
children, who aredisproportionately represented
among racia and ethnic minority groups, are
especialy susceptible to mental health difficul-
ties and have the greatest challenges accessing
appropriate care (U.S. Department of Health
and Human Services, 2001).

Improving the mental health service de-
livery system in the United States has become
a nationa priority. In April 2002, George W.
Bushissued an executive order authorizing the
establishment of the President’s New Freedom
Commission on Mental Health to identify pri-
oritiesfor reforming the mental health system
(see www.whitehouse.gov/news/rel eases/
2002/04/20020429-2.html). Themission of this
committee is to: (a) review the effectiveness
of existing mental health services, including the

role of government in service delivery, and
specify unmet needs; (b) identify innovativeand
effectiveinterventionsthat have the potential to
be replicated widdly; and (c) formulate policy
options for government agencies and providers
of mental hedlth services. Thiscommission was
established shortly after the U.S. Surgeon Gen-
eral outlined magjor problems with the existing
mental health system in thiscountry and identi-
fied priorities for reform (U.S. Department of
Health and Human Services, 1999, 2001).

Thisarticleintroducesthe special series
in School Psychology Review on “Emerging
modelsfor promoting children’smental health:
Linking systems for prevention and interven-
tion.” Thearticle summarizestheexisting prob-
lems with the mental health system that have
prompted the need for reform, and describes
priorities that have been identified as targets
for change. In addition, implications for psy-
chologistsworking inand with schoolsaredis-
cussed, and the purpose and structure of the
special series are described.

Because this specia series is intended
for professional s representing the various sub-
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groups of child-oriented psychology, includ-
ing school psychology, aswell aspublic health
advocates, the scope of thearticleisbroad and
inclusive with specific references to school
psychology kept to a minimum. Further, al-
though the schoal isrecognized asamajor cen-
ter for promoting children’smental health, this
series, and this article in particular, advances
the position that the school isone of many com-
munity-based ingtitutions that has the capac-
ity to improve access to and quality of mental
health carefor children. Assuch, itisessentia
that psychol ogistsworking in and with schools
recognize the potential that schools and other
community agencies have to address the men-
tal health needs of children and form partner-
shipsto link these organizations.

The Need for Reform

A substantial proportion of children and
adolescentsin our country have mental health
problems. The rate of mental health disorders
among children and adolescentsthat is associ-
ated with at least mild levels of functional im-
pairment has been estimated to be about 20%.
Anxiety disorders (13%) are the most preva-
lent set of mental health disorders, but disrup-
tive behavior disorders (10%) and mood dis-
orders (6%b) also are quite common (Shaffer et
al., 1996). Virtually al of these children could
benefit from programsto address their mental
health needs, but most require brief, targeted
intervention and aminority need intensiveand
protracted services.

Although the roots of psychopathology
often devel op early in childhood (see Cicchetti
& Toth, 1998; Loeber & Stouthamer-Loeber,
1998), services typically are provided when
individuals are older and their problems be-
come quite severe. This reactive approach
servesto overwhelm the mental health system
with cases that are difficult to treat, time-con-
suming, and expensive. Thereform movement
in health care has emphasized the importance
of prevention and early intervention (Short &
Talley, 1997), but proactive approachesto care
generally have not been the norm.

Regrettably, well below 50% of children
with mental health disorders actually receive
any kind of treatment to address their needs

(U.S. Department of Hedth and Human Ser-
vices, 1999). Failure to address children’s men-
tal health needs can have profound effects; it can
result in poor health outcomes when these chil-
dren become adolescents and adults, and it can
jeopardize the safety of families, communities,
and in some cases, society at large.

Children fromlow socioeconomic back-
grounds and those of racial and ethnic minority
status are much less likely to receive mental
health care than children from middle and high
socioeconomic groupsand thosewho areWhite,
Further, children of minority status who have
mental health disorders generally have higher
levels of functional impairment than children
who are White who have similar disorders.
These digparities have been attributed in part to
the challenges associated with poverty, discrimi-
nation, and language barriers (U.S. Department
of Health and Human Services, 2001).

Many factors contribute to the low rates
of service utilization among children and fami-
lies coping with mental health problems. Indi-
vidualsof minority statusare much morelikely
than persons who are White to be uninsured
(U.S. Department of Health and Human Ser-
vices, 2001). The lack of parity of insurance
benefits for mental health services compared
with physical health care affects most fami-
lies, but isaparticular burden to those of lower
socioeconomic status (SES). The stigma as-
sociated with having a mental health prob-
lem and seeking out services continues to
serve asamajor barrier to utilization. Chil-
dren and families may deny the presence of
aproblem or a need for help because of the
shame they associate with having a mental
health problem and seeking care (Friesen &
Huff, 1996). A lack of trust in mental health
professionals, and theformal agenciesthrough
which mental health servicestypically are pro-
vided, also may reduce families’ willingness
to seek services, particularly among families
of minority status (Tucker, 2002).

When services are provided, the quality
of care often is not sufficient to produce suc-
cessful outcomes. Services rendered in the
community frequently are not consistent with
evidence-based practices (Dodge, 2001). Even
when providers select practicesthat have been
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empirically supported, they may fail toimple-
ment the procedures with sufficient integrity
to achieve beneficial effects. Also, interven-
tions may be applied in a manner that is not
responsive to the cultural values and needs of
children and families, reducing the likelihood
that familieswill initiate and sustain the use of
intervention strategies (National Advisory
Mental Health Council Workgroup on Child
and Adolescent Mental Health Intervention
Development and Deployment, 2001). Further,
although reforms in the menta health system
introduced inthe 1980s (e.g., the Child and Ado-
lescent Services System Program [CAASH]; see
Day & Roberts, 1991) have emphasized the
need to integrate systems of care in the com-
munity, services often are rendered in a frag-
mented manner with a lack of coordination
among providers (Stroul et al., 1996).
Despite rapid advancementsin pharma-
cological and psychosocia interventions for
psychiatric disorders (see Phelps, Brown, &
Power, 2002), the scientific basis for mental
health interventionsisunderdevel oped (Burns,
Compton, Egger, Farmer, & Robertson, 2002).
Numerous treatments have been found to be
efficacious for children with mental health
problems, such as stimulants and behavior
therapy for attention-deficit/hyperactivity dis-
order (ADHD; MTA Cooperative Group, 1999)
and cognitive-behavior therapy for anxiety dis-
orders (Kendall et a., 1997), but the knowl-
edge base about efficacious treatments till is
quitelimited (Burnset al., 2002). Further, little
is known about which treatments are best for
which children coping with specific disorders
or acombination of disorders (National Advi-
sory Mental Health Council Workgroup on
Child and Adolescent Mental Health Interven-
tion Development and Deployment, 2001).
Research related to the devel opment and
validation of intervention strategies also has
been limited by its narrow focus. Efficacy re-
search in many cases has been insufficiently
grounded in basic research and theory in the
areas of child development, developmental
psychopathology, and behavior change
(Hughes, 2000). An atheoretical approach to
efficacy research in many cases has contrib-
uted to its failure to have a meaningful effect

on practice over a sustained period. Further,
efficacy research is conducted in highly con-
trolled clinical settings that may be unrelated
to the contexts in which services are actually
delivered, including schools and primary
care pediatric practices. Because efficacy
research generally fails to account for the
challenges and contingencies existing in
practice settings, it is not surprising that
practitioners often fail to utilize evidence-
based interventions or use them in a man-
ner that is not prescribed by efficacy re-
searchers (Dodge, 2001).

Directions for Reform

Panels of experts composed of |eaders
from multiple disciplines representing the re-
search and training, practice, and public policy
sectors of the field of mental health have
identified numerous priorities for reforming
the mental health system. Many of these pri-
orities are outlined in Mental Health: A Re-
port of the Surgeon General (U.S. Department
of Health and Human Services, 1999; see
www.surgeongeneral.gov/library/
mental health/home.html) and Mental
Health: Culture, Race, and Ethnicity—A
Supplement to Mental Health: A Report of
the Surgeon General (U.S. Department of
Health and Human Services, 2001; see
www.surgeongeneral.gov/library/
mental health/cre/). Recommendations for
creating partnerships to promote children’s
mental health through schools were reported
in Mental Health, Schools and Families
Working Together for All Children and
Youth: Toward a Shared Vision (National Asso-
ciation of State Mental Health Program Direc-
torsand the Policymaker Partnership for Imple-
menting IDEA at the National Association of
State Directors of Specia Education, 2002; see
www.ideapolicy.org/lhome.htm). Recommenda-
tionsfor devel oping the science basein thefield
of mental health and for linking research and
practice have been reported in Blueprint for
Change: Research on Child and Adolescent
Mental Health (National Advisory Mental
Health Council Workgroup on Child and
Adolescent Mental Health Intervention De-
velopment and Deployment, 2001; see
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www.nimh.nih.gov/child/blueprint.cfm).
Further, improving the quality of mental
health care and increasing accessto services
was delineated as amgjor goa of health sys-
tem reform in Healthy People 2010: Under-
standing and Improving Health (U.S. Depart-
ment of Health and Human Services, 2000; see
www.health.gov/healthypeopl €).

Although these government reports dif-
fer from one another to some extent in focus
and purpose, they are remarkably similar with
regard to prioritiesidentified for reforming the
mental health system. The following is a de-
scription of themajor directionsthat have been
described in these reports aswell asthe recent
research literature.

Preventing Mental Health Problems

Given the prevalence of mental health
problems among children and adolescents, a
logical priority for change is to prevent these
difficulties by promoting mental health and
reducing the risk of mental health problems.
Prevention programming has been differenti-
ated into threelevels: universal, selective, and
indicated (Institute of Medicine, 1994). Dis-
tinctionsamong theselevels of prevention and
examples of programs at each level are out-
lined in Table 1. Universa prevention refers
to programming to promote mental health and
to prevent the emergence of mental health
problems targeted for all children in the gen-
eral population. Selective prevention refersto
initiatives to prevent the emergence of prob-
lems among subgroups known to be at height-
ened risk for unhealthy patterns of behavior.
Indicated prevention refers to initiatives tar-
geted for individuals with emerging problems
or signs of risk designed to reduce the effects
of risk and to prevent the emergence of seri-
ous difficulties.

Because prevention programs are de-
signed to address the needs of individuals be-
fore they experience significant problems, ei-
ther when they are healthy or displaying signs
of risk, prevention efforts often are targeted
for children. Further, because schools serve the
needs of avery high percentage of childrenin
this country, prevention programs often are
based in schools (Short & Talley, 1997). In

particular, prevention programs often focus
on periods of school transition known to be
stressful for children and families, such as
the transition from preschool to elementary
school (e.g., Fast Track; see Conduct Problems
Prevention Research Group, 2002) and thetran-
sition from elementary school to middle school
(e.g., youth devel opment programs; see Benson,
1997). Prevention efforts also have targeted af-
ter-school programs and primary care pediatric
practices because they serve large numbers of
hedlthy children (Power, DuPaul, Shapiro, &
Kazak, 2003).

The science and practice of prevention
is based largely upon research related to de-
velopmenta psychopathology and resilience
(e.g., Cicchetti & Toth, 1998; Masten &
Coatsworth, 1998). A key insight derived from
thisresearch isthat mental health outcomes
are determined by the number and extent of
risk factors as well as by protective factors
in the child’'s life. Risk and protective fac-
torsinclude qualities of theindividual child
(e.g., cognitive, social, and self-control
skills) and characteristics of the systemsin
which children develop (e.g., parenting skills
of caregivers, attachment with a primary
caregiver, and relationships with educators and
community members, Masten & Coatsworth,
1998). Effective prevention programs utilize a
balanced approach that involvesenhancing pro-
tective factors as well as reducing risk factors
(Dall & Lyon, 1998; Masten, 2001). In addition,
successful programsfocuson building children's
skills, but they place equal or greater em-
phasis on changing contexts and strength-
ening relationships (Pianta & Walsh, 1996;
Power, DuPaul et al., 2003; Sheridan &
Gutkin, 2000).

Improving the Acceptability of Mental
Health Services

Thefield of mental healthhasalongtra-
dition of adhering to a medical model, which
purportsthat emotional and behaviord difficul-
tiesareinherent deficitsin individua s resulting
insocidly undesirable consequences (Wakefidd,
1997). A deficit-oriented approach minimizesthe
rolethat ecological factors serveinthe develop-
ment of pathology, a limitation noted by the
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Table 1
Description of the Three Levels of Prevention and Examples
of Programs at each Level

Level Description

Examples of Programs

Universal Focuses on promoting health and

preventing risk for all children

Selective Focuses on preventing risk
for subgroups of children known
to be at heightened risk for

unhealthy patterns of behavior

Indicated Focuses on reducing risk for
children identified as having
emerging problems or signs of

risk

Second Step (aggression prevention;
see Grossman et al., 1997)

Success for All (literacy devel opment;
see Slavin & Madden, 2001)

Collaborative to Advance Social and
Emotional Learning (CASEL; see
Payton et al., 2000)

First Step to Success (aggression
prevention; see Walker et al.,
1998)

Pathways (obesity prevention;
see Daviset a., 1999)

Infant Health and Devel opment
Program (early intervention; see

Infant Health and Human Development
Program, 1990)

Fast Track (prevention of conduct
problems; see Conduct Problems
Prevention Research Group (2002)

Primary Mental Health Project
(prevention of mental health
disorders; see Cowen et a., 1996)

Anger Coping Program (aggression
prevention; see Lochman, 1992)

committee that prepared the Diagnostic and
Satistical Manual of Mental Disorders—
Fourth Edition (American PsychiatricAssocia-
tion, 1994). By attributing problemsto dysfunc-
tionwithinindividuals, clinical care based upon
a deficit-oriented model may contribute to the
stigma associated with menta hedth services
(Fantuzzo, Coolahan, & Weiss, 1995).
Alternative, strength-oriented models,
based upon research related to resilience and
positive psychology, have emphasized theim-
portance of promoting competence and
strengthening the contexts in which children
function (Masten, 2001; Seligman &
Csikszentmihalyi, 2000). Strength-oriented
approaches focus upon understanding the de-

veloping child in the context of multiple sys-
tems, identifying protectivefactorsinthechild
and context that support healthy devel opment,
and strengthening individual and systemic as-
sets. It makes sensethat children and adol escents
would prefer acompetence-promoting approach
morethan adeficit-oriented model, and research
is beginning to demonstrate that this indeed is
the case (e.g., Ginsburg et a., 2002).
Approachesto servicedelivery rootedin
strength-oriented model sarefundamentally dif-
ferent from those grounded in deficit-oriented
models. Table 2 highlights the differences be-
tween service delivery systems based on a
strength-oriented as opposed to adeficit-oriented
moddl. Strength-oriented initiatives emphasize
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a proactive approach to service delivery that
stresses the importance of prevention, athough
itisresponsivetotheneedsof childrenwithiden-
tified problems who need services. Programs
typically are provided in contexts that serve
healthy children (e.g., schools, after-school pro-
grams, primary care pediatric settings), and the
focus of programming is on strengthening
children’s competence and building strong rela-
tionships in the family, school, and community
(Pianta & Walsh, 1996; Power, DuPaul et a.,
2003).

Deficit-oriented modelsof service deliv-
ery, in contrast, are consistent with a reactive
approach to service delivery whereby the sys-
tem becomes activated in response to a refer-
ral, which is often made at a time when chil-
dren and familiesarein crisis (Fantuzzo et al.,
1995). When mental health services are pro-
vided in areactive manner, they may be ren-
dered in contexts in which a mgjority of the
children are not hedlthy (e.g., clinics, hospi-
tals, residential settings). In areactiveor crisis
situation, thelives of children and familiesare
greatly disrupted, the services required may
need to beintense, and the cost to families may
be very high. Given how strongly the mental
health system has adhered to areactive model
of service delivery over theyears (Fantuzzo et
al.), itisnot surprising that the public often has
viewed the system with suspicion and distrust.

Improving the acceptability of mental
health programs also depends on establishing
partnerships with the community for which
needs are being addressed (Nastasi, 2000). All
groupsin the community who have an impor-
tant stake in the devel opment of mental health
services(e.g., caregivers, children and adoles-
cents, educators, faith leaders, recreation di-
rectors, health professionals) ought to be in-
cluded. Their involvement isimportant at ev-
ery step of the process, including the phases
of program design, implementation, and eval u-
ation. The empowerment of community stake-
hol dersthroughout the process of intervention
development helps to insure that the goals,
methods, and outcomes of programs are mean-
ingful, appropriate, and reasonablefor the com-
munity being served (Dowrick et al., 2001;
Nastasi et al., 2000).

Improving Access to Care

A major barrier to care is the disconti-
nuity between mental health service delivery
systems and the help-seeking preferences of
families. Mental health services often are pro-
vided in amanner that is not responsive to the
priorities and needs of families. Help-seeking
patterns are determined by many factors, in-
cluding the financial resources of families
(Padgett, Patrick, Burns, Schlesinger, &
Cohen, 1993). Whether a family has health
insurance and the type of insurance they
have has a strong effect on their decision to
seek out services(Roberts& Hurley, 1997). The
lack of parity of mental health benefitscompared
to physical health benefitsin the insurance sys-
tem may greatly restrict accessto mental health
services(U.S. Department of Health and Human
Services, 1999). Further, family income may
determine whether afamily can afford an insur-
ance plan with ahigh degree of choice to con-
sult with preferred mental health specialists
versus one that greatly restricts access to
providers. Efforts to reform public policy
to ensure that all families are covered by
health insurance, that mental health benefits
have parity with physical health benefits, and
that families are provided more optionsin seek-
ing out services have been designed to reduce
the financial barriers that preclude families
from seeking mental health services.

Help-seeking patterns also are strongly
affected by cultural factors that are associated
with racial and ethnic group membership
(Tucker, 2002). Families from varying racial
and ethnic groups have been found to differ
markedly in the patterns they use to seek out
assistance for mental health concerns. For ex-
ample, inaninvestigation of theinitial attempts
of families to seek mental health services,
McMiller and Weisz (1996) found that Afri-
can American and Hispanic/Latino families
were much less likely than White families of
similar socioeconomic background to pursue
services from mental health professionals
through formal institutions or agencies. For the
African American and Hispanic families, a
majority of their initial effortsto seek out help
were directed towardsinformal networks, such
as extended families, neighborhood organiza-
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Table 2
Differences Between a Deficit-Oriented and Strength-Oriented
Model of Service Delivery

Deficit Approach

Strength Approach

Model of service Reactive approach—services

delivery initiated in response to a
referral

Contexts for Services provided in contexts

programming serving primarily children
with significant problems

Purpose of Focus on identifying and

assessment solving problems

Purpose of Emphasis on intervention,

programming particularly crisis
intervention

Outcome Focus on problem

evaluation reduction for one or a

limited number of
children

Proactive approach—programs
developed in response to needs
identified in the population

Programs offered in contexts
serving primarily healthy children

Focus on identifying and
promoting competence and
building relationships

Emphasis on prevention,
including universal, selective,
and indicated levels of
prevention

Focus on competence
promotion and risk
reduction for large groups of
children

tions, or faith-based ingtitutions. In contrast,
White families were more likely to seek out
services through formal networks, such as
health centers, clinics, and schools.
Improving access to mental health ser-
vices requires the development of a service
delivery system that is responsive to the pri-
orities, preferences, and values of the commu-
nity being served. Designing community-cen-
tered programs of serviceisastark contrast to
the tradition of clinic-centered programming
that is still prevalent in many communities,
despite efforts at reform initiated through the
CAASP movement (see Day & Roberts, 1991).
Through partnershipswith stakeholder groups
in the community, fundamental issues related
to the location of services, composition of the
staff, and scheduling of programs need to be
resolved. Efforts to respond to the needs of
familiesand toimprovethe accessibility of ser-
vices have contributed to the emergence of
school-based mental health programs and full
serviceschools (Reeder et ., 1997). However,
although many families view the school as an
acceptable and even preferred venue for men-

tal health care (Dryfoos, 1994), some families
are less comfortable in schools and prefer to
receive care through informal settings, such as
neighborhood organi zations and faith-based in-
stitutions (Power, DuPaul et al., 2003; Tucker,
2002). The optimal venue for mental health
caremay vary greatly acrossneighborhoods, and
in many communitiesthe best approach may be
to provide optionsfor mental health carein for-
mal ingtitutions, such asthe school and primary
carepractice, aswell asininformal institutions,
such as neighborhood organizations.

Expanding the Resources to Provide
Mental Health Services

The resources available to address the
mental health needs of children and familiesare
not sufficient (U.S. Department of Hedth and
Human Services, 1999). There are many ways
to increase mental health resources, including
enlisting and training additional personnel, and
expanding the roles of available personnd and
preparing them to assume new functions.

Recruiting and training additional men-
tal health professionals is one potential strat-
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egy, but it is an expensive approach and one
that may not be justifiable in many communi-
ties. An alternative approach is to enlist, edu-
cate, and empower natural helpers (e.g.,
caregivers, community members, teenage
youth) to assist in providing services. There
are numerous advantages of involving natural
helpers, including the enlistment of individu-
alswho have astrong investment in the devel -
opment of children in the community
(Fantuzzo et d., 1995), and the provision of
servicesin aculturally sensitive and commu-
nity responsive manner (Dowrick et al., 2001).
Also, natural helpers can expand the capacity
of the community to provide mentoring to
youth, which has been shown to be important
in promoting their resilience (Vance, 2002).

Professionalsfrom many disciplines not
traditionally associated with mental health care
currently provide mental health services to
children, or have the potentia to do so. Ex-
panding mental health resources entails offer-
ing training and technical assistance for these
professionals to be more effective in provid-
ing mental health care. For example, primary
pediatric care providers have vital rolesin ad-
dressing the mental health needs of children
and adolescents. They often serve as the
gatekeepers for mental health servicesand, in
many cases, assume primary responsibility for
intervention, particularly related to pharmaco-
logical treatments (Perrin, 1999). Primary care
health professionals are in a unique position
to develop relationships with children and
families to promote mental health and to ad-
dress risk factors when they emerge (Jellinek,
Patel, & Froehle, 2002). Further, children and
families often feel comfortable seeking advice
from primary care providers for mental health
concerns (U.S. Department of Health and Hu-
man Services, 1999).

Primary care professionals often lack
training and ongoing technica ass stancetofunc-
tionin theseimportant rolesrelated to the deliv-
ery of mental hedth services. Recently, several
resources have been developed, such asthe Di-
agnostic and Satistical Manual for Primary
Care (Wolraich, Felice, & Drotar, 1996) and
the Bright Futuresin Practice: Mental Health
(Jellinek et a., 2002), to provide guidance to

primary careprovidersin rendering mental health
services. Given theimportant rolesthat primary
care professionals serve in providing mental
health care, initiatives aimed at building the ca-
pacity of these providersto render mental health
sarvices clearly are apriority (U.S. Department
of Health and Human Services, 1999).

Further, mental health resources can be
expanded by training mental health providers
to work effectively in expanded roles (see
Kolbe, Callins, & Cortese, 1997). For example,
school psychologists typicaly are positioned
in rolesin which they use areactive approach
to service delivery predicated upon areferral
for services because of learning, emotional, or
social problems. Creating opportunities for
school psychologists to take a proactive, pub-
lic health approach to service delivery (see
Curtis & Stollar, 2002; Fantuzzo, McWayne,
& Bulotsky, 2003; Knoff, 2002; Nastasi, 2000)
and preparing these professionalsto make pro-
grammatic contributions asinterventionistsand
preventionists (see Power, 2002) can expand
community resources for addressing the men-
tal health needs of children and families.

Improving the Quality of Mental Health
Services

Effective mental health practicerequires
the use of strategiesthat are grounded in theory
and validated through empirical research
(Hughes, 2000). The movement in applied psy-
chology to identify and disseminate informa-
tion pertaining to evidence-based practice has
been designed largely to improve the quality
of services offered in the community (see
Chambless & Hollon, 1998; Stoiber &
Kratochwill, 2000). However, the use of theo-
retically and empirically supported interven-
tions is not sufficient for successful practice.
Interventions must be adapted for use in com-
munity contexts with specific populations of
children and families and validated for use un-
der these conditions to maximize the likelihood
of their success (seethedescription of the Clinic/
Community Intervention Development Model
outlined in Hoagwood, Burns, & Weisz, 2002).

Adaptation of evidence-based practices
for use in community settings requires the ac-
tive participation of multiple stakeholders, in-
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cluding researchers or trainers, practitioners
and their supervisors, and caregivers and chil-
dren from the community (Nastasi et al., 2000).
Through this partnership, interventions can be
adapted sothey are: (a) based upon scientifically
grounded theory and practice; (b) responsiveto
thecultureof thefamiliesrepresented inthecom-
munity; (¢) viewed as reasonabl e and appropri-
ate for the families and children being served;
and (d) perceived by practitioners as accept-
able, fair, and feasible. Successful application
in community settingsal so necessitatesthe use
of systematic procedures to ensure that con-
sensually validated intervention practices are
being implemented by practitioners with an
acceptablelevel of integrity (e.g., see Ehrhardt,
Barnett, Lentz, Stoller, & Reifin, 1996).

Improving the quality of mental health
care entails acommitment to the preparation of
professionals with the competencies needed to
address the priorities outlined in the Surgeon
General Report on Mental Health (Power,
Manz, & Leff, 2003). A National Institute of
Mental Health (NIMH) Task Group (see Rob-
ertset a., 1998), convened in 1992, established
guidelinesfor preparing child-oriented psycholo-
gistsinthe competenciesneeded to addressmany
of these priorities (Power, Manz et al., 2003). A
distinguishing feature of thistask forcewasthat
it included clinical child, pediatric, school,
community, and family psychologists for the
purpose of delineating guidelines pertinent for
all child-oriented psychologists (see LaGreca
& Hughes, 1999). It is noteworthy that many
of the guidelines identified by this task force
aresimilar to coredomainsincluded in School
Psychology: A Blueprint for Training and
Practicell (Ysseldykeet al., 1997), affirming
therelevance of the NIMH training guidelines
for the preparation of school psychologists(see
Power, Shapiro, & DuPaul, 2003).

Linking Science with Practice

Thelink between scienceand practicehhas
been characterized as a four-stage process, in-
cluding basic research, efficacy research, effec-
tiveness research, and dissemination activities
(Dodge, 2001; National Advisory Mental Health
Council Workgroup on Child and Adolescent
Mental Hedlth Intervention Development and

Deployment, 2001). Table 3 provides a brief
description of each of these stages.

Aninitial challenge in the processisto
develop asolid theoretical foundation for prac-
tice by connecting basic and efficacy research
(Dodge, 2001). Conducting basic science that
hasthe potential toinform clinical practiceand
conducting efficacy research that is grounded
in well-substantiated theories consistent with
basi ¢ research requiresinterdisciplinary partner-
ships among professionals at the basic and ap-
plied levels (Hughes, 2000; National Advisory
Mentd Health Council Workgroup on Child and
Adolescent Mental Health Intervention Devel-
opment and Deployment, 2001). Basic research-
ers (such as developmental psychologists) and
efficacy researchers (such as academic clinical
child psychologists) typically work apart from
each other in separate schools and departments.
Forginginterdisciplinary partnershipsacrossthe
basic and applied levelscan be challenging, and
it requires acommitment to traverse the bound-
aries existing among academic departments,
schools within universities, and institutions.

Another challengeinlinking scienceand
practice is connecting efficacy research with
effectiveness research. Efficacy studies, or
clinical trials, investigate the outcomes of in-
terventions that have preliminary empirical
support under highly controlled conditions (see
Dodge, 2001). Although efficacy research has
numerous strengths, including the use of asys-
tematic intervention protocol that is imple-
mented with a high level of integrity and the
use of multiple measuresto eval uate outcome,
this research has noteworthy limitations. Effi-
cacy research often fails to be responsive to
cultural values and developmental needs of
children and families and may not take into
account real-lifefeasibility issuesthat can have
an effect on service in the community.

Linking efficacy and effectiveness re-
search involves applying evidence-based strat-
egies supported through efficacy researchina
manner that is feasible and socially valid in
community-based practice. To do so requires
close collaboration among researchers, practi-
tioners, and other stakeholders, such as com-
munity and family members. Partnership-based
or participatory action research methods are
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Table 3
Stages in the Process of Linking Research and Practice

Stage of Research Description

Basic research

Research designed to understand underlying mechanisms

and patterns of behavior for the purpose of theory development

Efficacy research

Research designed to evaluate the effects of intervention and prevention

strategies under highly controlled conditions

Effectiveness research

Research designed to evaluate the outcomes, feasibility, and

acceptability of intervention and prevention strategies in the

community

Dissemination research

Research designed to evaluate the effectiveness of effortsto

disseminate effective intervention and prevention strategies
for wide-scale use in the community

highly useful intrandating efficacy researchinto
meaningful, effectiveness research (Israel,
Schulz, Parker, & Becker, 1998; Nastas et dl.,
2000). Through the use of these methods, it is
possible to develop intervention and prevention
programsthat are based on evidence-based strat-
egies and responsive to the priorities and needs
of practitioners and community stakeholders.
Even when interventions have been de-
signed in partnership by researchers, practitio-
ners, and community members and have been
validated for use in community settings, facili-
tating wide-scaleimplementation can be highly
challenging. A common misconception is that
interventions developed for use in one commu-
nity can be implemented with little or no adap-
tation in another community (Elias & Branden,
1988). Transporting intervention strategies
from one setting to another requires more than
the distribution of information. Dissemination
involves ongoing collaboration among train-
ers, practitioners, and community members.
Through these partnerships, trainers and com-
munity stakeholders can adapt the findings of
effectiveness research in a manner that is cul-
turally responsive for the children and fami-
lies being served and for the practitionerswho
deliver services (Power, DuPaul et a., 2003).

Implications for Child-Oriented
Psychologists

Given the priorities for change estab-
lished by leadersin the field of mental health,

what are the implications for child-oriented
psychologists working in and with schools?
The following is a brief description of some
of the implications, which will be addressed
further by the articles included in this special
series.

Increase the Emphasis on Proactive,
Population-Focused Approaches

Although numerous attempts have been
made to de-emphasize an approach to service
delivery that focuseson onechild at atime and
reacts to problems when they become crises,
reactive, crisis-driven approaches continue to
prevail in most schools and communities. With
increased emphasis on proactive, population-
focused approachesto intervention and preven-
tion, many crises can be precluded and menta
health care can becomeincreasingly centered on
asset building as opposed to deficit reduction.

Use Approaches that Identify and
Promote Competence

Approachesto assessment and interven-
tion that are commonly used in schools and
other settings typically focus on the identifi-
cation of deficits and the resolution of prob-
lems. This orientation ignores alarge body of
research related to resilience and devel opmen-
tal psychopathology that emphasizes the im-
portance of identifying and strengthening pro-
tective factors and competencies in develop-
ing programs of intervention and prevention.
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Become Experts in Partnership

Conducting research that links science
and practice requires interdisciplinary partner-
shipsamong basic and applied researchers, prac-
titioners, and community stakeholders. Adapt-
ing evidence-based strategies for use in school
and community settings involves partnerships
amongtrainers, providers, and community mem-
bers. Coordinating mental health care for chil-
dren requires interdisciplinary partnerships
among professionals working in multiple set-
tings. Further, implementing programsin away
that isculturaly responsive and developmentally
appropriate necessitatesactive partnershipswith
families and stakehol ders in the community.

Focus on Multiple Systems in the
Community

Historically, child-oriented psychologists
havefocused on working with childreninalim-
ited range of settingsand systemsin conducting
their work. For example, schoal psychologists
traditionally havetargeted their effortson issues
arising in the school setting and they may focus
only on the school and family systems. Simi-
larly, pediatric psychologists typically focus on
health and family systems and may have alim-
ited understanding of school ecology. Address-
ing the mental health needs of children requires
an understanding of child functioning in mul-
tiple contexts and the coordination of multiple
systemsof carein the community, including the
educational, health, mental health, child welfare,
recreational, and faith-based ingtitutions.

Identify and Empower Natural Helpers

Every community hasnumerousassetsfor
promoting the mental health of its children. Per-
haps the greatest resources are the highly moti-
vated and talented community memberswho are
invested in the development of childrenin their
neighborhoods. The effectiveness of mental
health professionals can be improved through
partnerships with these natura helpers, as they
are invaluable in developing programs that are
responsive to the culture and needs of families
inthecommunity, and they arestrongly invested
in the long-term sustainability of programmatic
efforts.

Become Participatory Action
Researchers

Applied research often is centered on
addressing questions developed by theresearch
team using methods that may have little rel-
evance to the participants being investigated.
Not surprisingly, this research may be viewed
by the community as unreasonable and use-
less. Participatory action research actively in-
volves al major stakeholders from the com-
munity in every stage of research, which en-
sures the relevance of the process. This type
of research is highly useful in program devel-
opment and evaluation, activities that are
within the scope of practice of most commu-
nity-based psychologists, and not just those
designated as the researchers.

Purpose of the Special Series

The special series on “Emerging mod-
els for promoting children’s mental health:
Linking systems for prevention and interven-
tion” has been designed to highlight target ar-
eas in need of reform and to propose direc-
tions and models for change that can have an
effect on research and practice in community
and school settings. Many of the issues and
themes raised in this introductory article will
be further developed in this series.

Although this series is being designed
for School Psychology Review, it isunderstood
that many highly innovative modelslinking
research and practice are being developed
outside the formal boundaries of the field of
school psychology. As such, a strong effort has
been madeto include contributionsfrom national
leaderswhosework isclosaly related to school
psychology but who may maketheir primary
contributions in related fields. Further, the
series is intended for school psychologists
as well as child-oriented psychologists and
professionals involved in developing public
policy related to mental health. The following
are the objectives of the series:

1. Educate school psychologists, child-
oriented psychologists, and public
policy professionalsabout critical issues
that need to be addressed to promote
children’s mental health.
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2. Propose dternative directions for re-
search and practice to promote
children’s mental health.

3. Encourage school psychologists and
other child-oriented psychologists to ad-
vocate for policy changesat the national,
state, loca, community, and school dis-
trict level that will advance mental health
research and practice in the future.

4. Further strengthen the commitment
of thefield of school psychology to the
advancement of policy, research, and
practice that will promote children’s
mental health.

The format for this special seriesisdif-
ferent from the mini-seriesthat have appeared
in the past in School Psychology Review. One
invited article pertaining to the theme of this
specia serieswill beincluded in each issue of
School Psychology Review published in 2003.
In addition, some of the issues may include
unsolicited articles addressing issues that are
highly related to the theme of the special se-
ries. For each invited article, several experts
fromwithin school psychology aswell asthose
who operate primarily outside this field have
been requested to provide a brief commentary
that further develops the major points ad-
dressed in the invited article.

The intention is to stimulate innovative
thinking and active dial ogue about how to ad-
dresscritical issues affecting the mental health
of children. It is hoped that the series will fa-
cilitate a cross-fertilization of ideas acrossthe
child-oriented mental health professions that
will lead to partnershipsfor promating reform.
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