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We are pleased to bring to you this second edition
of the Handbook of School Mental Health, with
each of us involved in careers that emphasize
bringing effective programs and services to pro-
mote students’ positive behavior, health, mental
health, and academic success in the most univer-
sal setting, “where they are,” in schools. We have
all been deeply involved in training, practice,
research, and policy in the emerging and increas-
ingly prominent school mental health (SMH)
field, as well as in efforts to interconnect work
occurring in each of these four realms of action.
School mental health is based on some simple
yet cogent observations. First, the mental health
system is broken, especially for children and ado-
lescents (President’s New Freedom Commission,
2003; United States [U.S.] Public Health Service,
2000). Families must navigate many obstacles to
obtain care for their children in the “specialty
mental health” service sector, with many of these
obstacles (e.g., poor knowledge of mental health,
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stigma, long waiting lists, insurance problems,
stress, and competing demands) seeming insur-
mountable. Indeed, some studies document that
the modal number of specialty mental health vis-
its for youth and families is only one visit
(McKay, Lynn, & Bannon, 2005).

Second, while youth spend a large percentage
of their time in school, and schools have been
referred to as the “defacto” mental health system
for children and adolescents (Burns et al., 1995),
schools generally are very under-resourced to
promote health wellness and address emotional/
behavioral challenges in students (Weist,
Paternite, Wheatley-Rowe, & Gall, 2010). For
example, ratios of school-employed mental
health professionals are not commensurate with
what would be needed to provide quality compre-
hensive services, with far too many students per
professional for the disciplines of school psy-
chology, counseling, and social work. In fact, the
ratio of students to professionals across all areas
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of school social work, psychology, and counseling
is more than two to three times greater than the
maximum ratios recommended by each single
profession. Moreover, position constraints often
get in the way of these staff being in roles of pre-
venting and addressing emotional/behavioral
challenges. While all three disciplines are usually
trained in effective prevention and intervention,
unfortunately school psychologists can be con-
strained into roles of “evaluators,” school coun-
selors as “academic advisors,” and school social
workers as “administrators and crisis responders”
(see Flaherty et al., 1998; Waxman, Weist, &
Benson, 1999).

Third, and based on recognition of these
realities, there are considerable benefits to com-
munity mental health providers (e.g., clinical and
counseling psychologists, clinical social workers,
licensed professional counselors, child and ado-
lescent psychiatrists) joining forces with schools,
school-employed mental health staff, and educa-
tors to build multi-tiered programs and services to
improve the school environment, promote stu-
dent health and wellness, prevent and intervene
early on emotional/behavioral problems, and pro-
vide intervention for students in need of more
intensive services. These “expanded” SMH ser-
vices involve community providers augmenting
the work of school staff and ensuring access to the
full continuum of programs for youth in both spe-
cial and general education (Weist, 1997) and
reflect a shared school, family, community-system
agenda (Andis et al., 2002). Expanded SMH has
been a core construct in our work, and the values
of this approach are reflected throughout the first
handbook (Weist, Evans, & Lever, 2003) and in
the current one.

Brief History

While SMH is not in any way new, with mental
health in schools discussed by John Dewey and
others in the nineteenth century (see Flaherty &
Osher, 2003), the approach reflected in the
expanded SMH approach is relatively new, dat-
ing back to the development of school-based
health centers (SBHCs) in the 1980s. SBHCs are
typically served by a multidisciplinary health
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provider staff (e.g., nurses, physician/medical
assistants, dentists, health educators, and mental
health providers) who offer services including
primary care for acute and chronic health condi-
tions, substance abuse services, case manage-
ment, dental health services, reproductive health
care, nutrition education, health education,
health promotion, and mental health services
(National Assembly on School-Based Health
Care [NASBHC], 2002; Strozer, Juszczak, &
Ammerman, 2010). From their inception, mental
health concerns have been a leading cause of stu-
dent referrals to SBHCs, representing one-third
to one-half of all visits (Center for Health and
Health Care in Schools, 2001). Early in the devel-
opment of SBHCs, for example, in seminal pro-
grams operating in Minneapolis and Dallas in the
1980s, this “flooding” of the centers with student
mental health issues propelled more centers to
include mental health services, as well as the
growth of “stand-alone” expanded SMH pro-
grams which were much easier and less costly to
develop (Flaherty et al., 1996).

Importantly, growth of awareness of student
mental health needs and early examples of men-
tal health services offered through SBHCs pro-
moted significant involvement of the federal
Maternal and Child Health Bureau (MCHB) of
the Health Resources and Services Administration
(HRSA) in funding and guiding an initiative
related to mental health in schools. In 1995, the
Mental Health of School-Age Children and Youth
Initiative was implemented by MCHB’s Office of
Adolescent Health. The Initiative prioritized the
development of infrastructure, technical assis-
tance, and resources to build capacity for school-
based and school-linked mental health programs
for students. Two national training and technical
assistance centers were funded: the Center for
School Mental Health (CSMH) at the University
of Maryland School of Medicine and the Center
for Mental Health in Schools at the University of
California, Los Angeles. In addition, the grant
funded five state infrastructure grants to
Kentucky, Maine, Minnesota, New Mexico, and
South Carolina in order to promote state support
and advancement of school mental health
services and programming. The MCHB investment
proved foundational in raising awareness, building
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infrastructure, conducting training, developing
and sharing resources, and promoting collabora-
tion to develop the field of SMH.

Beginning in the early 2000s, the University
of Maryland CSMH began collaborating with the
IDEA Partnership, a federal investment of the
Office of Special Education Programs (OSEP) of
the US Department of Education to increase
learning supports for students in schools and led
by the National Association of State Directors of
Special Education (NASDSE). The focus of the
collaboration was on developing a National
Community of Practice (CoP) on Collaborative
School Behavioral Health!, based on the recogni-
tion of SMH leaders at the time that systematic
agendas (e.g., building high-quality evidence-
based mental health promotion in schools) rested
upon the foundation of relationships. In CoPs,
groups of people who share concerns, problems,
and/or interest in particular topics deepen their
own knowledge base and effectiveness by inter-
acting on a regular basis with others who have
similar priorities (Wenger & Snyder, 2000) and
focus on providing the support for effective con-
vening and communication to move people from
discussion to dialogue to collaboration and active
policy change for the topic at hand (Cashman,
Linehan, & Rosser, 2007).

The National CoP started formally in Dallas,
Texas, in October of 2004 at a meeting sponsored
jointly by the CSMH and the IDEA Partnership.
A common theme was building a shared agenda
for SMH, with local, state, and national efforts
being genuinely guided by collaborative partner-
ships involving schools, families, and other youth
serving community systems and agencies (Andis
et al., 2002). The CoP unites federal partners,
states, organizations, technical assistance, and
resource centers with student and family con-
sumers, frontline school-based staff, and policy-
makers to address intersecting education and
mental health priorities to reduce barriers to
learning and improve success for all students.

'Please note that some in the field prefer the term “school
mental health” and others prefer “school behavioral
health.” Numerous discussions sponsored by CSMH have
sought to reach consensus on the use of one term, and the
clear conclusion is that this will not happen, hence accep-
tance of multiple terms used to describe the work.

There are currently 55 organizations, 12 practice
groups (e.g., Quality and Evidence-Based
Practice, Military Families, Families in
Partnership with Schools and Communities), and
17 states within the CoP. An additional emphasis
of the CoP is on promoting “multi-scale” learn-
ing among schools, districts, counties, states,
national organizations, and federal agencies, in
sharing information and providing mutual sup-
port to escalate the pace of positive change for
the field.

A number of books and journals have greatly
influenced and informed the field of school men-
tal health. For example, the first edition of the
Handbook of School Mental Health: Advancing
Practice and Research (Weist et al., 2003;
Springer, New York) captured the diverse and
unique components of comprehensive mental
health problems in schools within our nation.
A number of the chapters in the book cite the term
“expanded school mental health,” referring to
programs that represent partnerships between
schools and community organization (Weist,
1997). All chapters reflect an integrated approach,
wherein staff is coming together within schools
in interdisciplinary efforts that prioritize health-
promoting and preventive efforts, while connect-
ing to other programs and services in the
community. This book contains five sections.
The first section, Background, Policy, and
Advocacy, includes five chapters that review his-
tory and issues related to advancing policy, advo-
cacy, research, and financing agendas. The
second section, Enhancing Collaborative
Approaches, includes chapters reflecting connec-
tions being made in SMH at the federal level,
between various professional disciplines,
between schools and communities, and with
families and other stakeholders. The third section,
School Mental Health in Context, presents the
experiences of programs operating in distinctive
settings and developing programs for students
with distinctive needs. The fourth section,
Moving Toward Best Practice, focuses on princi-
ples for best practice, developing training pro-
grams, initiating quality assessment and
improvement, focusing on student strengths,
and implementing evidence-based programs for
specific problems faced by youth. The final



section, Cross-Cutting Issues, discusses unique
opportunities and challenges in the field in pre-
venting and responding to crises, programming
for generalization, focusing on cultural compe-
tence, and negotiating unique legal and ethical
issues.

Another significant publication for the field
was the first volume of Advancing School Mental
Health Services (Robinson, 2004; Civic Research
Institute, New York), which documented the
extensive challenges that youth in our nation
were facing as we were entering the new millen-
nium, including drug use, domestic violence,
gangs, and suicide, and provided a showcase of
best practices that illustrated possible solutions to
help children face these challenges. The book
opens with a historical overview of the early
development of SMH and a description of frame-
works for funding, implementation, and manag-
ing ethical issues. The book also contains sections
on family-engaged services, critical issues
involved in program evaluation and outcome
assessment unique to SMH programs, and model
programs that demonstrate the above-described
concepts in action.

A subsequent publication, entitled Advancing
School Mental Health Services, Volume 2 (Evans,
Weist, & Serpell, 2007; Civic Research Institute,
New York), aimed to present the latest literature
by organizing chapters that reflect key themes in
advancing SMH promotion and intervention.
Chapters covered key realms in practical pro-
gramming and intervention strategies including
in-depth overview of the following: key compo-
nents in successful school-based service deliv-
ery; evidence-based clinical services; funding
sources and strategies; how to build effective,
collaborative interagency relationships; solutions
to the barriers of misunderstanding and stigma;
and effective family interventions. The first sec-
tion, Strategies for Promoting Best Practices,
includes six chapters that review strategies for
bridging the science and practice gap and empha-
size quality and SMH. The second section,
Prevention and Mental Health Promotion,
focuses on school-wide frameworks and
approaches to SMH as well as mental health con-
sultation in schools. The third section, Evidence-
Based, Problem-Focused Treatment, presents
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programs operating with students with distinctive
mental health needs. The fourth section, Key
Issues in School-Based Mental Health, discusses
unique challenges to SMH including cultural
competency, maintaining fidelity, international
organizations, and teacher engagement. The fifth
and final section, Future Directions, provides
emphasis toward future work in SMH to meet the
challenges and realize the potential for growth.

As these books were being developed and
published, leaders in SMH also noted the lack of
professional journals reflecting the interdisciplin-
ary nature of the field, with all journals at that
time focused on mental health in schools being
discipline specific (e.g., for school psychology,
counseling, or social work). This recognition cre-
ated impetus for the development of Advances in
School Mental Health Promotion (Editor, Mark
Weist), an international journal sponsored by the
Clifford Beers Foundation (focused on global
mental health promotion) and the University of
Maryland School of Medicine. Advances is pre-
sented as “essential reading for those with a clini-
cal, professional, academic, or personal interest
in promoting mental health in schools, and serves
to emphasize the interconnectedness of research,
policy, training, and practice, as well as opportu-
nities to make progress in all of these areas
through global dialogue, collaboration, and
action” (from the journal cover, Clifford Beers
Foundation, 2012). The inaugural issue of
Advances was published in 2007. Since then,
articles have been published quarterly and include
contributions from more than 30 nations, reflect-
ing research and developments in the field
emphasizing promotion, prevention, and early
intervention strategies. In 2012, Routledge of the
Taylor and Francis Publishing Group (Abingdon,
United Kingdom) began publishing the journal,
assisting in raising its visibility and impact.

In March of 2009, Springer published the first
volume of the peer-reviewed journal School
Mental Health (Editor, Steve Evans), a multidis-
ciplinary journal that publishes (Springer, New
York) empirical studies, theoretical papers, and
review articles related to prevention, education,
and treatment practices that target the emotional
and behavioral health of children in the education
system. The articles that have been published in
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the first three volumes of this journal reflect the
current cutting edge issues in the field of SMH.
For example, special issues have been organized
on the themes of (a) family, school, and commu-
nity partnerships, (b) new paradigms and tools
for assessing intervention integrity in school-
based interventions, and (c) developments in
school-based interventions that address domain-
specific impairments across the developmental
continuum for youth with ADHD. In addition,
readers of the journal will find articles that examine
issues affecting implementation of interventions
under typical school conditions (e.g., barriers,
facilitators, acceptability, feasibility, teacher
preparation) and outcomes documenting prelimi-
nary effectiveness of former clinic-based inter-
ventions that have been modified for school
conditions by incorporating feedback from
school-based stakeholders, families, and youth,
as well as articles about the costs of childhood
mental health problems and school mental health
programs and impact of a host of issues on future
policy development.

Our goal is for this second edition of the
Handbook of School Mental Health to build from
this literature to provide updates on progress in
the field and to underscore key themes in advanc-
ing training, practice, research, and policy and
to promote interconnections across these realms.
A brief review of prominent key themes is pre-
sented below.

Cross Cutting Themes

Acknowledging there are many key themes in
need of systematic attention for the field to
advance, here we focus on eight that in our experi-
ence have been a significant focus of work and are
foundational to progress: (1) multi-tiered systems
of support, (2) training and workforce develop-
ment, (3) interdisciplinary collaboration, (4) sys-
tematic quality assessment and improvement, (5)
cultural competence, (6) family and youth engage-
ment and empowerment, (7) evidence-based prac-
tices, and (8) implementation support and
coaching. We orient the reader to each of these
below and conclude with comments on further
building policy support for the field.

1. Multi-tiered Systems of Support

A dominant framework in the field of SMH is
multi-tiered systems of support, which draws
heavily on public health and prevention science
perspectives and concepts. The public health
framework (Mrazek & Haggerty, 1994; O’Connell,
Boat, & Warner, 2009) outlines three tiers of pre-
ventive supports which represent a continuum in
terms of both target population and program inten-
sity (Mrazek & Haggerty, 1994; O’Connell et al.,
2009; Walker et al., 1996). Specifically, applying
this tiered approach to schools, the Tier 1, or uni-
versal (primary) level of support, is aimed at all
students, anticipating that some students (e.g.,
20 %) may not be responsive to this level of pre-
vention programming. These nonresponders may
require more intensive supports and interven-
tions, such as Tier 2 (i.e., selective), targeted sys-
tems of support, which address the needs of
students at risk of developing behavior or mental
health concerns. These types of prevention pro-
grams often take the form of group interventions
and may be used in conjunction with screening
processes to identify the students in need of these
types of targeted preventive supports. It is likely
that a relatively small group of students (e.g.,
10-15 %) will require these types of supports,
and these supports are typically provided in the
general education context. The most intensive
preventive supports are provided through Tier 3
interventions (i.e., indicated) and are aimed at
students (i.e., 5 %) who are displaying early
signs of behavioral and/or mental health prob-
lems. These more intensive interventions are
typically individualized and may involve parent
participation in the services. The one-tiered
model often used in school settings is Response
to Intervention (RtI), which has largely been
used to address academic problems (Fuchs,
Mock, Morgan, & Young, 2003), but has also
been used to address behavior concerns (Hawken,
Vincent, & Schumann, 2008),

Another multi-tiered system of support that is
increasingly used in schools across the USA is
Positive Behavioral Interventions and Supports
(PBIS; Sugai & Horner, 2006; Walker et al.,
1996). The universal elements of the tiered PBIS
model are the most commonly implemented



aspect of the framework. Specifically, PBIS is a
non-curricular prevention model which draws
upon behavioral, social learning, and organiza-
tional principles (Sugai & Horner, 2006). The
model aims to alter the entire school environment
(i.e., classroom and nonclassroom contexts) by
creating improved systems (e.g., discipline, rein-
forcement, and data management) and proce-
dures (e.g., office referral, reinforcement,
training, and leadership) that promote positive
change in staff and student behaviors. The whole-
school PBIS strategy aims to prevent disruptive
behavior and enhance the school’s organizational
climate by implementing a three-tiered preven-
tion model, where selective interventions com-
plement the universal school-wide components
of the model (Sugai & Horner, 2006, 2009, 2010;
Walker et al., 1996).

There is a growing evidence base for the effec-
tiveness of the universal element of PBIS (Horner,
Sugai, & Anderson, 2010). Two recent random-
ized controlled trials of Tier 1 PBIS in elementary
schools provided evidence of its effectiveness
in reducing student office discipline referrals,
suspensions, and behavior problems; increasing
prosocial behavior and emotion regulation; and
improving school climate (Bradshaw, Koth,
Bevans, Ialongo, & Leaf, 2008; Bradshaw, Koth,
Thornton, & Leaf, 2009; Bradshaw, Mitchell,
O’Brennan, & Leaf, 2010; Bradshaw, Waasdorp, &
Leaf, 2012; Horner et al., 2009; Waasdorp,
Bradshaw, & Leaf, 2012). A recent randomized
trial of PBIS at the Tier 2 level also suggested pos-
itive impacts for staff and students, including
improved academic performance and reduced spe-
cial education services (Bradshaw, Pas, Goldweber,
Rosenberg, & Leaf, 2012).

2.Training and Workforce Development

According to a report by the Annapolis Coalition
on the Behavioral Health Workforce (2007), the
mental health workforce in the United States is
challenged by a lack of necessary training and
implementation support related to mental health
prevention and promotional activities, evidence-
based practice, and interdisciplinary
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collaboration— all essential components within
the delivery of school-based services. In addition,
providers in schools, particularly providers from
hospital, university, and community programs,
may lack formal training in how to collaborate
and deliver services effectively in schools. It is
critical that the mental health workforce develops
the skills needed to effectively integrate evi-
dence-based interventions into school settings
and learn how to effectively collaborate with
school stakeholders to advance a shared family-
school-community mental health agenda. While
there are workforce issues at the preservice and
in-service levels for mental health providers in
schools (see chapters led by Lever and Michael in
this handbook), there are also training and work-
force issues for educators related to their often
limited training in children’s development, men-
tal health, and behavioral strategies to address
mental health concerns in students. Without ade-
quate focus on educator and mental health pro-
vider training related to mental health needs of
students and the effective delivery of services in
schools, student outcomes, as well as clinician
and teacher wellness, will be negatively impacted.
Recognizing this need, the Mental Health
Education Consortium was founded in 2002 and
is seeking to broadly improve pre- and in-ser-
vice training for educators on mental health, for
mental health staff to work more effectively in
schools, and for all disciplines working in
schools to work more collaboratively and effec-
tively together (Anderson-Butcher & Weist, 2011).

3. Interdisciplinary Collaboration

When working in schools, it is critical to be able
to work across education and mental health sys-
tems to address barriers to learning and promote
student success. As reviewed earlier, a key theme
is having a shared agenda that is respectful of
and recognizes the talents of all professionals
within a school building (Andis et al., 2002).
For example, it is important to recognize that
educators are at the frontline of being able to
identify student strengths and challenges in the
classroom and are in a position to implement
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behavioral strategies. While it is easy to set up a
team, it is more challenging to set up a structure,
process, and training for successful partnership
across disciplines. According to the Carnegie
Foundation for the Advancement of Teaching
Conference Summary (2010, p. 5), “currently,
teamwork is not a primary focus of most health
professions education programs around the
country. Regardless of the health profession —
medicine, nursing, pharmacy, social work, den-
tistry, etc. — students are taught to function
independently and usually learn in silos.” Within
a school setting, there are diverse professions
represented including, among others, general
and special education, school counseling, school
psychology, school social work, nursing, and
speech and occupational therapy. While schools
reflect these multiple disciplines, working
together and ideally being guided by youth,
families, and school and community stakehold-
ers, rarely are staff trained or coached to be
effective in this interdisciplinary context (Mellin
& Weist, 2011), another area of the field in criti-
cal need of further development (see Carnegie
Foundation, 2010).

4, Systematic Quality Assessment
and Improvement

In volume two of Advancing School Mental
Health Services (Evans et al., 2007), the agenda
around improving quality was presented to
involve the following:

Quality is a central or overarching construct to the
advancement of SMH, including many concepts
such as needs assessment, resource mapping and
planning; inclusive and genuine stakeholder
involvement; selecting, training, coaching and sup-
porting staff; promoting the effectiveness of coor-
dinating teams; delivering a full continuum of
empirically supported services; evaluating the
impact of these services; using evaluation findings
toward continuous program improvement; and
influencing policies and enhancing resources. An
iterative and evolving process should occur so that
this loop leads to the improvement and expansion
of SMH initiatives; which in turn proceed through
the above steps, and influence policies and
resources on a broader scale. (Weist et al., 2007,
p. 4:1)

A key theme in SMH quality is assuring that
mental health staff is working effectively in
schools. Ideally in the interdisciplinary SMH
field, mental health staff employed by the school
and those employed by other community agen-
cies will be working closely together, and this
requires relationship development, sharing of
information, and purposeful efforts to reach out
and collaborate (see Stephan, Davis, Callan
Burke, & Weist, 2006). School-employed mental
health staff often benefit from training in
resources available in the community, and more
intensive  evidence-based intervention, and
community-employed mental health staff often
benefit from training in local school culture, fed-
eral laws regarding special education and sharing
of information (e.g., Federal Education Rights
Privacy Act [FERPAY]), and particular district and
school building level policies (see Paternite,
Weist, Axelrod, Anderson-Butcher, & Weston,
2006; Rappaport, Osher, Garrison, Anderson-
Ketchmark, & Dwyer, 2003). Further, staff without
experience working in schools should be pre-
pared for differences in this environment that can
be stark as compared to traditional child and
adolescent mental health settings. For example,
the work in schools involves much less adminis-
trative support, greater pressure to be out of the
office and in other settings (e.g., classrooms, hall-
ways, school events), and involves more preven-
tion and early intervention than more traditional
community mental health settings (see Power
et al., 2003; Weist et al., 2007). There are also
many specific strategies associated with quality
services, such as providing training to education
staff, assuring referral processes are working
effectively and rapidly, promoting meaningful
family and student engagement in services, and
sharing findings from focused evaluations with
education staff.

Each of the above dimensions and strategies
for effective work in SMH should ideally be
monitored and trigger quality assessment and
improvement (QAI) planning as indicated.
Toward this end, we (MW, NL) have developed
an expanded version of an SMH report card — the
School Mental Health Quality Assessment
Questionnaire (SMHQAQ; Weist et al., 2005;



Weist, Ambrose, & Lewis, 2006). The SMHQAQ
is designed to be used by inclusive and well-
functioning school teams (a major quality indica-
tor) at regular junctures to monitor overall
progress and to make adjustments to promote
improvement for particular areas of functioning,
based on 10 principles and 40 indicators of high-
quality service. The SMHQAQ is a unique instru-
ment in that it uses clinician self-report data to
assess SMH quality and guides clinicians in
directed improvement. Research on strategies to
promote a consistent focus on QAI processes by
SMH staff remains a priority in the SMH field.

5. Cultural Competence

When defining culture, it is important to recognize
that culture must be conceptualized broadly to
include race, ethnicity, gender, age, socioeco-
nomic status, location (e.g., urban, rural), commu-
nity (e.g., military, school building), and
professional discipline (e.g., special education,
community mental health). Thus, to be culturally
competent, SMH providers and researchers must
be knowledgeable of and sensitive to these diverse
cultures and contexts. However, it is important to
remember that whenever a section of the popula-
tion is being defined (e.g., based on race, location,
or community), there are often as many within-
group differences as between-group differences.
Thus, to be culturally competent, providers and
researchers must take responsibility for obtaining
accurate information about the culture (beyond
labels and stereotypes) and for exploring (rather
than assuming) the extent to which the characteris-
tics of that culture are relevant and meaningful to
the client or group being served (Owens, Watabe,
& Michael, 2013). Chapters within this handbook
highlight the importance of cultural sensitivity in
the context of (a) engaging youth and families in
education and behavioral health programming for
their child; (b) screening, assessing, and commu-
nicating about children’s mental health problems;
(c) adapting former clinic-based services to school-
based approaches by incorporating feedback from
school staff and families; and (d) implementing
treatments with families of diverse backgrounds.
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In addition to the current handbook, readers are
encouraged to  utilize the  Handbook
of Culturally Responsive School Mental Health:
Advancing Research, Training, Practice, and
Policy (Clauss-Ehlers, Serpell, & Weist, 2013;
Springer, New York) for more specific guidance
on enhancing cultural competence in SMH.

6. Family and Youth Engagement
and Empowerment

As has been acknowledged in the delineation of
principles of best practice in SMH (Weist et al.,
2005), family and youth partnership are funda-
mental to successful programs (Principle 4:
Students, families, teachers, and other important
groups are actively involved in the program’s
development, oversight, evaluation, and continu-
ous improvement). With respect to SMH, the
extent to which families are actively engaged in
the development, implementation, and evaluation
of programs and services predicts service quality
and clinical outcome and is associated with better
adjustment and improved academic outcomes for
youth (Coalition for Psychology in the Schools
and Education, 2006). School mental health pro-
grams are uniquely positioned to build partner-
ships with schools and families (Barrett, Eber, &
Weist, 2012) while promoting a school-family-
community partnership model, as opposed to a
“walled model” that relies solely on the school to
develop and implement all mental health-related
activities. This handbook emphasizes the impor-
tance of family and youth partnerships in SMH,
considers how to effectively partner with schools
and communities around SMH, and offers insight
into the power and potential of families when
given a voice in their children’s care.

7. Evidence-Based Practices

Evidence-based practice (EBP) has been defined
as an approach to care provision in which the pro-
vider considers and synthesizes empirical
evidence, clinical expertise, and patient values
and preferences (Society for Clinical Child and
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Adolescent Psychology). The publication of this
handbook marks an extraordinary time in the his-
tory of evidence-based practice in the field of
SMH. Namely, over the last 50 years, prevention
and intervention programs and strategies for
youth have been developed and tested under
tightly controlled laboratory conditions (see
Weisz, Sandler, Durlak, & Anton, 2005 for
review). Further, the last decade has witnessed an
increase in the transportation and examination of
these programs and strategies when integrated
into the school environment. The field is witness-
ing an increased emphasis on EBP across (a) the
span of school-age development (preschool
through high school), (b) a wide variety of pro-
viders (school-employed school counselors,
social workers, and psychologists; school nurses
and health providers; community-based mental
health providers; educators), (c) a broad assort-
ment of childhood problems (anxiety, depres-
sion/suicide, developmental disorders,
aggression/behavioral disorders), and (d) the
spectrum of service provision (promotion, pre-
vention, assessment, selected and targeted indi-
vidual and group-based treatments). Chapters in
this handbook document the state of the science
as the focus of research shifts from efficacy to
effectiveness and dissemination. Although the
science of effectiveness in SMH is in its infancy,
the lessons learned that propel the next genera-
tion of research are articulated within many of
the chapters. Themes that collectively emerge
across chapters include issues related to feasibil-
ity of the services when implemented by school-
employed or community  practitioners;
acceptability of the services for caregivers, stu-
dents, and educators; the need for quality training
and ongoing practice supports to maintain integ-
rity of EBPs; and cost analyses. Other important
themes include university-community partner-
ships that work collaboratively to narrow the
science-to-practice gap, relevancy of the docu-
mented outcomes to educators, the importance of
service marketing to obtain buy-in and adoption
from school administrators, and iterative service
development processes that incorporate feedback
from key stakeholders into updated and modified
versions of the services. These are exciting

developments that breed ample opportunities for
researchers, practitioners, families, and preser-
vice graduate students to come together to
address significant needs within the school com-
munity, while simultaneously advancing science
that is grounded in the realities of the school
setting.

8. Implementation Support
and Coaching

There is increasing interest in the supports neces-
sary to help implement EBPs in schools (Fixsen,
Naoom, Blasé, Friedman, & Wallace, 2005;
Domitrovich et al., 2008). While there has been a
long history of providing implementation support
to program implementers (e.g., teachers, clini-
cians), which often takes the form of coaching
and consultation, only recently has there been a
concerted effort to try to formalize the implemen-
tation support process. The field of implementa-
tion science more generally is concerned with
identifying the supports necessary to promote
successful and high-quality implementation of
evidence-based program in “real-world” settings,
such as schools (Fixsen et al., 2005). There is also
an interest in trying to document which aspects of
the support system are critical to high-quality
implementation, such as training, technical assis-
tance, and coaching, and, in turn, the association
between implementation support and outcome for
students and/or staff (Domitrovich et al., 2008).
There has been a particular focus on coaching as a
specific form of implementation support. As out-
lined in Pas, Bradshaw, & Cash (2013), there is a
growing body of research aiming to document
such an association; however, some of the empiri-
cal research to date has been mixed, with some
studies reporting significant impacts on imple-
mentation quality and relatively few studies docu-
menting the link with improved outcomes for
students. While there is interest in coaching as a
potentially promising conduit for the promotion
of high-quality implementation of evidence-based
practices in schools, be they programs imple-
mented by teachers or clinicians, there is a need
for more empirical research documenting the
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critical features of coaching (Hershfeldt, Pell,
Sechrest, Pas, & Bradshaw, 2012), identifying
what types of coaching models are most effective
for different types of programs or conditions of
implementation (Denton & Hasbrouck, 2009) and
what contextual factors influence the success of
various coaching and other types of implementa-
tion supports (Domitrovich et al., 2008; Han &
Weiss, 2005).

Policy Support for the Field

Each of the above elements (i.e., using a multi-
tiered framework, growing an effective and
interdisciplinary workforce, that is guided by
systematic QAI processes, emphasizing cultural
competence, family and youth engagement and
empowerment, and implementing evidence-
based practices supported by the right forms and
amounts of implementation support) together
contribute to the achievement of valued school
and student outcomes. In turn, the achievement
of these outcomes will support federal, state, and
local policy support and grassroots support (e.g.,
spread across schools as principals become
“sold”) for the field to gain momentum and
capacity. An inherent paradox is that currently
capacity for effective promotion, prevention,
early intervention, or treatment in schools is often
poor, resulting in implementation of random,
superficial, and crisis-oriented services that typi-
cally do not contribute to positive outcomes.
Hence, a critical need to improve and expand
SMH (a specific goal of the President’s New
Freedom Commission on Mental Health, 2003)
is to move toward more widespread implementa-
tion of local strategies inclusive of the eight
themes reviewed above. These eight themes are
found throughout this book.

Organization and Contents
of This Handbook

The book opens with important commentaries
from leaders in the field, Lucille Eber, Hill Walker,
Kathy Short, Abe Wandersman, and Deborah
Hamm, who amplify these eight themes while
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underscoring other critical directions for the
advancement of SMH. There are then six sections
that logically proceed in step with the multi-tiered
framework, first reviewing foundational factors
and moving up from more preventive strategies to
interventions for specific problems.

Section 1: Foundations: Funding,
Training, and Interdisciplinary
Collaboration

This section includes six chapters, reviewing (a) an
array of funding strategies, (b) competencies for
interdisciplinary and cross-system collaboration,
(c) specific recommendations and examples for
preservice education, (d) strategies for effective
teams, (e) a partnership model that integrates
research and practice, and (f) strategies for assuring
least restrictive environment for youth presenting
challenging emotional/behavioral problems.

Section 2: Prevention and Mental
Health Promotion

This section includes six chapters, on (a) inte-
grating Positive Behavioral Interventions and
Supports (PBIS) and Social and Emotional
Learning (SEL), (b) developing early childhood
programs for low-income youth, (c) primary and
secondary prevention programs for at-risk youth,
(d) preventing depression, (e) connecting after-
school programs and SMH, and (f) preventing
relational aggression.

Section 3: Youth and Family
Engagement and Empowerment

This section includes five chapters reviewing
(a) strategies for youth involvement including stu-
dent recommendations, (b) strengthening compo-
nents of family involvement, (c) methods for
partnering with families, (d) increasing parental
engagement, and (e) an ecological approach to
family intervention.
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Section 4: Coaching and Consultation

This section includes three chapters on (a) coach-
ing classroom-based preventative interventions,
(b) supporting teachers through consultation and
training, and (c) models of psychiatric consulta-
tion to schools.

Section 5: Screening and Early
Identification

This section includes three chapters reviewing:
(a) early detection of problems through screen-
ing, (b) culturally competent screening for emo-
tional and behavioral problems, and (c) early
identification of students with psychosis.

Section 6: Intervention for Specific
Problems/Challenges

This final section of the book includes eight chap-
ters focused on (a) strategies to reduce bullying, (b)
transportable treatments for anxiety, (c) treating
depression in students, (d) organizational interven-
tions for youth with ADHD, (e) integrating an evi-
dence-based classroom intervention for youth with
ADHD into a three-tiered system of behavioral
supports, (f) a comprehensive, life-course model
for treating emotional and behavioral problems in
youth, (g) classroom intervention for youth perva-
sive developmental and autism spectrum disorders,
and (h) supporting the mental health needs of mili-
tary-connected students.

Conclusion

At the time of this writing, in the beginning of
2013, the aftereffects of the horrific school shoot-
ing in Newtown, Connecticut, in December 2012
are still cogently felt by the nation, and we hope
that this book honors the victims, survivors, and
heroes involved in this event. In response to the
shooting, a group of nine leading scholars and
researchers on effective schools, school violence,

n

positive behavior support, and/or school mental
health developed a widely circulated position
statement endorsed by hundreds of organizations
and leaders from these and other fields. While
acknowledging the need for policy enhancement
related to assault weapons access, the position
statement emphasized the need for approaches
characterized by four pillars: balance, communica-
tion, connectedness, and support (Interdisciplinary
Group on Preventing School and Community
Violence, 2012). Summarizing, avoiding reaction-
ary and likely ineffective approaches (e.g., wide-
spread use of metal detectors), increasing
communication and relationships among students
and school staff to increase the likelihood of identi-
fication and assistance to those at risk for commit-
ting school violence, and supporting and assisting
students struggling with emotional and behavioral
challenges, early on and effectively. Since the
events and the publication of this position state-
ment, there has been much local, state, and national
discussion on the importance of SMH in assuring
student and staff safety and in promoting the health
and academic success of the nation’s children and
adolescents (see United States” White House,
2013). Indeed, it is our hope that this book spurs
efforts to improve training, practice, research, and
policy and promote interconnections across these
realms in this critically needed and important
field, helping to increase effective services in more
schools, assisting more students and families, and
enhancing the overall health of the nation.
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