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Preface

 Purpose of this Book

This book Mental Health Assessment, Prevention, and Intervention: Promoting 
Child and Youth Well-Being presents and integrates innovative ways by which 
school, clinical, and counselling psychologists conceptualize and approach mental 
health assessment, prevention, and intervention for promoting child and youth well- 
being. This book also presents examples of clinical reasoning within and across the 
disciplines of school, clinical, and counselling psychology that will demonstrate 
how psychologists make decisions with respect to assessment, prevention, and 
intervention across contexts for successful outcomes for children and youth. 
Importantly, his book provides insights from authors concerning theoretical, empiri-
cal, and practical frameworks and methods regarding the mental health and well- 
being of children and adolescents within and across school, clinical, and counselling 
psychology disciplines. In addition, this book presents transformative, constructive, 
multicultural, innovative, theoretical, empirical, and evidenced-based approaches 
for children, youth, and their families concerning the identification of mental health 
concerns, enhanced service system integration, social justice, and advocacy.

This book provides a referential guide for undergraduate and graduate students 
in psychology courses within psychology departments across Canada, the United 
States, and abroad and serves as a reference source of information for all psycholo-
gists. This book will be a reference for the public and their interest in the well-being 
of children and adolescents within their families and communities. In this regard, 
this book addresses the rising mental health problems of children and youth before, 
during, and after COVID-19 and highlights the need for effective assessment, pre-
vention, and intervention towards detecting, preventing, and providing treatment to 
children and youth who are facing mental health issues.

Mental health status affects individual and family functioning, educational 
achievement and opportunities, social-emotional development, social integration, 
personal life balance, and associated personal life journeys as well as professional 
life journeys related to career aspirations and pathways. Hence, this book is intended 
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to be relevant and useful to psychologists for pre-service and post-service training 
of psychologists, who will be faced with the reality of addressing the mental health 
issues of children and youth who they serve.

We recognize that successfully addressing the well-being of children and adoles-
cents is not up to individual psychologists. Rather we assert that it is an entire com-
munity that shares this responsibility. Creating and sustaining the well-being of 
children and youth is influenced by one’s culture (i.e., nationality, ethnicity, race, 
social class, religion), by parents, family, and community, by developmental and 
educational experiences, and by connection to self, peers, and others, as well as with 
the world. Hence, the well-being of children and youth requires collaboration with 
others to advocate for and provide ways to facilitate their mental health.

We believe that this book can be helpful in addressing the mental health of chil-
dren and youth by presenting the understandings and experiences of the authors of 
this book with ways they have championed and to better advocate for and promote 
child and youth well-being. We believe that this book can be a primary text for any 
course within colleges and universities that is aimed at fostering students’ perspec-
tives about child and adolescent mental health and well-being and preparing them to 
work collaboratively with psychologists and others to address the multifaceted 
nature and scope of mental health service delivery.

 Rationale for this Book

From our experience and perspective, the challenge for psychologists and psycholo-
gists in training is to understand and effectively address the mental health concerns 
of children and youth in their communities. This book is not a recipe book; rather, 
it is book that presents the lived experiences of the authors who have provided per-
sonalized, evidence-based, and integrative approaches for children and youth within 
and across different settings and contexts that are conceptually grounded and practi-
cally effective and bring real-world experiences of clinicians and authors to readers.

The idea of this book grew out of our professional work and understandings in 
the field of psychology. It also grew from our research, teaching, and learning as 
well as from our numerous conversations with colleagues within the field of psy-
chology at conferences as well as with students in our courses. Among other things, 
our thoughts and conversations led us to realize that we need to be more creative, 
innovative as well as accountable and more effective in the ways we assess mental 
health problems, treat mental health problems, and prevent mental health problems. 
To our knowledge, there is currently no other text available that has brought all three 
disciplines of professional psychology (school psychology, clinical psychology, and 
counselling psychology) together to address the mental health and well-being of 
children and adolescents. Moreover, to our knowledge, there has been no text that 
has been developed and produced that brought the disciplines of psychology to 
address any topic. Hence, we believe the text is unique to the field of psychology in 
presenting an integrated framework of the psychologically based work being carried 
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out today in the field of mental health that can serve as examples of best practices 
for addressing the well-being of children and youth.

In the planning and development of this book, we were committed to the view 
that this book be (1) current and transformative, (2) conceptual and practical, and 
(3) foundational and constructivist. This book aims to extend the resources available 
to researchers, scholars, practitioners, and university and college students related to 
the major professions of psychology. In this regard, another aim of the book was to 
bring together recognized and distinguished researchers, scholars, and practitioners 
of psychology and have them share their professional journey as researchers, schol-
ars, and practitioners as a model and inspiration for others. In this regard, this book 
has influential thinkers and doers within and across the disciplines who view the 
process and product of psychological inquiry and practice. Moreover, this book 
highlights the similarities and differences of school, clinical, and counselling psy-
chology relative to some of the most important areas of focus within and across 
these disciplines (i.e., mental health assessment, prevention, and intervention).

From our perspective, it was important for us to produce and offer a seminal 
book that was attentive to:

• The psychological variation of mental health needs of children and youth.
• The gender-based differences of children and youth relative to their mental health.
• The cultural and ethnic differences and needs of children and youth in their 

communities.
• The structural levels of influence such as power structures that can benefit some 

children and youth and disadvantage others.
• The social and relationship problems and assets associated with the mental health 

issues of children and youth.
• The solutions towards better mental health of children and youth who are ethni-

cally, economically, and behaviorally divergent from dominant mainstream 
social groups.

• The general risk and protective factors, cognitive-behavioral problems, social- 
familial factors and resilience factors associated with the mental health of chil-
dren and adolescents.

• The environmental and situational influences that shape mental health 
experiences.

• The promotion of diversity, equity, and inclusion as well as the advocacy for 
social justice relative to the mental health of children and adolescents.

From our perspective it was also important for us to produce and offer a seminal 
book that brought awareness and attention to:

• The importance of increasing access to mental health care for children and youth 
within educational and community health settings and the importance of resolv-
ing inequities in mental health care for children and youth

• The need for mental health care to be multidisciplinary and interdisciplinary
• The provision of effective assessment and evaluation practices towards better 

understanding and delivering the mental health care of children and youth

Preface
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• The influence of discrimination, marginalization, and contextual aspects on the 
lives of children and youth

• The prevention and intervention approaches utilized within and across educa-
tional and community health settings

 Organization of this Book

This book Mental Health Assessment, Prevention, and Intervention: Promoting 
Child and Youth Well-Being consists of five sections. The first section provides an 
introduction to the book that conveys an overview of the nature and scope of the 
book. The second section consist of five chapters from authors within the school 
psychology discipline and the editors of the book. The first chapter of this section is 
from Don Saklofske, who provides his forty-year legacy of research, scholarship, 
and clinical practice in the field of school psychology relative to the mental health 
of children and adolescents. This is followed by four chapters by authors (Doris 
Paez, Shannon L.  Stewart, Ashley Toohey, Matthew K.  Burns, McKinzie 
Duesenberg, Monica Romero, and Judith Wiener) who present information about 
their approach to the mental health of children and youth with focus on clinical 
reasoning, assessment, prevention, and intervention in school psychology. The last 
chapter of this section consolidates and integrates the information across the five 
chapters and presents the major themes emerging from the chapters. The third sec-
tion consists of five chapters from authors in clinical psychology. The first chapter 
of this section is from Catherine L. Costigan, who provides lessons from her legacy 
relative to her research, scholarship, and practice in the field of clinical psychology 
relative to the mental health of children and adolescents. This chapter will be fol-
lowed by four other chapters by authors (Martin Drapeau, Catherine Hébert, 
Gabrielle Ciquier, Constantina Stamoulos, Amori Yee Mikami, Hongyuan Qi, 
Caroline E. Miller, Daniel Kopala-Sibley, and Jen Theule) who present information 
about their approach to the mental health of children and adolescents with focus on 
clinical reasoning, assessment, prevention, and intervention with respect to clinical 
psychology. The last chapter of this section will consolidate and integrate the infor-
mation across the five chapters in this section and present the major themes emerg-
ing from the chapters. The fourth section consists of five chapters from authors in 
counselling psychology. The first chapter of this section is from Ada Sinacore, who 
provides lessons from her legacy relative to her research, scholarship, and practice 
in the field of counselling psychology relative to the mental health of children and 
adolescents. Four other chapters by authors ( Krista Socholotiuk, Rhea L. Owens, 
William Hanson, Hansen Zhou, Diana L. Armstrong, and Noëlle T. Liwski ) present 
information relative to their approach to the mental health of children and adoles-
cents with focus on clinical reasoning, assessment, prevention, and intervention 
with respect to counselling psychology. The last chapter of this section will consoli-
date and integrate the information across the five chapters in this section and present 
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the major themes emerging from the chapters. The fifth section will conclude the 
book by way of a concluding chapter that blends, compares, and integrates the 
emerging themes in and across all of the chapters of the book.

 Unique Features of the Book

This book Mental Health Assessment, Prevention, and Intervention: Promoting 
Child and Youth Well-Being has a number of features that distinguish it from other 
books in the marketplace. This book is the first book to bring together three disci-
plines of professional psychology addressing the mental health and well-being of 
children and youth as well as present the guiding framework and conceptual base of 
each author along with their approaches to clinical reasoning, assessment, preven-
tion, and intervention. In this regard, the reader will be presented with:

• Author legacies (i.e., shared professional journeys as researchers, scholars, and 
practitioners as a model and inspiration for others) with respect to professional 
practice in areas of mental health service delivery relative to children and adoles-
cents within and across school, clinical, and counselling psychology.

• Authors’ insights regarding their guiding framework and approach to clinical 
reasoning with respect to mental health of children and adolescents within and 
across school, clinical, and counselling psychology.

• Authors’ perspectives and approaches relative to assessment of children and ado-
lescents within and across school, clinical, and counselling psychology.

• Authors’ perspectives and approaches relative to mental health prevention and 
intervention for children and youth within and across school, clinical, and coun-
selling psychology.

The book is both conceptual and practical. This book blends scholarship and 
research with practical applications for psychologists in training and in-service psy-
chologists on the topics of mental health assessment, prevention, and intervention 
for child and youth well-being. In this regard, key features are embedded within and 
across the chapters throughout the book:

 1. Abstracts at the beginning of section chapters provide an overview of the major 
content in the chapters.

 2. Keywords are provided at the beginning of section chapters.
 3. Figure and Tables are provided in the section chapters to illustrate and consoli-

date major aspects within the chapter.
 4. Case Studies are provided in most chapters that provide examples of how ideas 

from the chapters are realized within the context of lived professional experiences.
 5. Legacy chapters at the beginning of the sections on school, clinical, and coun-

selling psychology for readers to gain personal and professional understandings 
of authors’ journeys of research, scholarship, and practice addressing the mental 
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health of children and youth within the fields of school, clinical, and counselling 
psychology through the experiences of distinguished people in those fields. In 
this regard, these authors will present:

• Their beginnings as a researcher and scholar with respect to their area.
• Their professional journey relative to your research and scholarship.
• Their research and scholarship highlights: significant learnings/developments.
• Theoretical and empirical insights from their work.
• Their practical applications from their research and scholarship.
• Insights about clinical reasoning, assessment, intervention, and mental health.
• Their current perspectives and implications about their research and 

scholarship.
• Their future research and scholarship: plans and directions.

Calgary, AB, Canada  Jac J. W. Andrews  
Montreal, QC, Canada   Steven R. Shaw  
Calgary, AB, Canada   José F. Domene  
Calgary, AB, Canada   Carly A. McMorris  

Preface



xi

Acknowledgments

First, we are indebted to the contributing authors of this book for all their efforts, 
considerations, and commitments especially while developing and finalizing their 
chapters during the COVID-19 pandemic and for sharing their knowledge, insight, 
and experiences relative to addressing the mental health and well-being of children 
and youth within their settings and contexts.

We also want to provide a special thanks to all the reviewers of this book when it 
was proposed to Springer. Importantly, the development and production of this book 
would not have been possible without the support and efforts of many people at 
Springer. Particular appreciation is extended to Judy Jones, Springer Senior Editor, 
who recognized the significance and marketability of our book and who guided us 
through the early stages of the external review process for the book and the eventual 
book adoption and production process. We would also like to thank Moshe Zeidner 
and Don Saklofske who serve as book editors of the Springer series on Human 
Exceptionality and we are honored that this book will join the collection of pub-
lished works covering many key areas of group and individual differences across the 
spectrum of human behavior. We thank Moshe and Don for their guidance through-
out the procedural stages of the book and for their editorial help in finalizing 
the book.

Jac J. W. Andrews
Steven R. Shaw
José F. Domene
Carly A. McMorris



xiii

Contents

 1  Introduction: Mental Health Assessment, Prevention,  
and Intervention—Promoting Child and Youth Well-Being . . . . . . . .    1
Jac J. W. Andrews

Part I  School Psychology: Mental Health Assessment, Prevention  
and Intervention: Promoting Child and Youth Well-Being

 2  Integrating Theory, Research, and Practice in School  
Psychology: A Legacy Chapter  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   13
Donald H. Saklofske

 3  Mental Health, Culture, and School Misfits: An Approach  
for Creating Solutions for Children Who Do Not Fit into  
a Majority Society . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   35
Doris Páez

 4  Screening and Assessment of Mental Health Problems  
in Students: Using an Integrated Assessment-to-Intervention  
Approach to Enhance Integrated Care . . . . . . . . . . . . . . . . . . . . . . . . .   57
Shannon L. Stewart and Ashley Toohey

 5  Skill-by-Treatment Interaction: Increasing the Likelihood  
for Success in Reading and Math  . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   85
Matthew K. Burns, McKinzie D. Duesenberg,  
and Monica E. Romero

 6  Clinical Reasoning for Psychological Assessment  
of Culturally and Linguistically Diverse Children  
and Adolescents . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  107
Judith Wiener

 7  Thematic Integration of Child and Youth Mental Health  
Practice in School Psychology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  135
Steven R. Shaw



xiv

Part II  Clinical Psychology: Mental Health Assessment,  
Prevention and Intervention: Promoting Child  
and Youth Well-Being

 8  Factors Within Families and Their Ecological Contexts  
That Shape Their Health and Well-Being: A Legacy Chapter . . . . . .  143
Catherine L. Costigan

 9  Best Mental Health Practices in Clinical Psychology:  
Does the Doctor Really Know What’s Best? . . . . . . . . . . . . . . . . . . . . .  161
Martin Drapeau, Catherine Hébert, Gabrielle Ciquier,  
and Constantina Stamoulos

 10  Psychosocial Interventions for Peer Relationship  
Problems in Children with Attention-Deficit/Hyperactivity  
Disorder . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  183
Amori Yee Mikami, Hongyuan Qi, and Caroline E. Miller

 11  Mood and Anxiety Disorders in Children and Youth:  
The Role of Parenting and Child Temperament  
and Implications for Early Identification and Prevention  . . . . . . . . .  213
Daniel C. Kopala-Sibley

 12  Nurturance, Structure, and Child Externalizing Behaviors:  
Working with Parents to Support Children and Families . . . . . . . . . .  247
Jen Theule

 13  Thematic Integration of Child and Youth Mental Health  
Practice in Clinical Psychology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  275
Carly A. McMorris

Part III  Counselling Psychology: Mental Health Assessment,  
Prevention and Intervention—Promoting Child  
and Youth Well-Being

 14  A Legacy of Counselling Psychology and Social Justice:  
Understanding and Promoting Mental Health Through  
Consultation and Systemic Change . . . . . . . . . . . . . . . . . . . . . . . . . . . .  285
Ada L. Sinacore

 15  Humanistic Empirical Assessment with Children, Youth,  
and Families . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  305
Krista D. Socholotiuk

 16  Promoting Mental Health and Well-Being in Children  
and Adolescents: The Intersection of Positive Psychology  
and Counseling Psychology  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  329
Rhea L. Owens

Contents



xv

 17  A Humanistic Approach to Mental Health Assessment,  
Evaluation, and Measurement-Based Care  . . . . . . . . . . . . . . . . . . . . .  361
William E. Hanson, Hansen Zhou, Diana L. Armstrong,  
and Noëlle T. Liwski

 18  Career Development and Mental Health Assessment,  
Prevention, and Intervention for Children and Adolescents . . . . . . . .  391
Bryan J. Dik, Dylan R. Marsh, and Alexandra J. Alayan

 19  Thematic Integration of Child and Youth Mental Health  
Practice in Counseling Psychology  . . . . . . . . . . . . . . . . . . . . . . . . . . . .  411
José F. Domene

 20  Conclusion: Thematic Integration of Child and Youth  
Mental Health Practice Across School, Clinical,  
and Counseling Psychology  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  419
Jac J. W. Andrews

 Index . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  429

Contents



xvii

Contributors

Alexandra J. Alayan Colorado State University, Fort Collins, CO, USA

Jac J. W. Andrews Werklund School of Education, University of Calgary, Calgary, 
AB, Canada

Diana  L.  Armstrong Alberta Health Services and University of Alberta, 
Edmonton, AB, Canada

Matthew K. Burns University of Missouri, Columbia, MO, USA

Gabrielle Ciquier McGill University, Montreal, QC, Canada

Catherine L. Costigan University of Victoria, Victoria, BC, Canada

Bryan J. Dik Colorado State University, Fort Collins, CO, USA

José F. Domene University of Calgary, Calgary, AB, Canada

Martin Drapeau McGill University, Montreal, QC, Canada

McKinzie D. Duesenberg University of Missouri, Columbia, MO, USA

William E. Hanson Concordia University of Edmonton, Edmonton, AB, Canada

Catherine Hébert McGill University, Montreal, QC, Canada

Daniel  C.  Kopala-Sibley Department of Psychiatry, University of Calgary, 
Calgary, AB, Canada

Mathison Centre for Mental Health Research & Education, Calgary, AB, Canada

Alberta Children’s Hospital Research Institute, Calgary, AB, Canada

Hotchkiss Brain Institute, Calgary, AB, Canada

University of Calgary, Alberta, Canada

Noëlle  T.  Liwski Blue Sky Psychology Group, University of Alberta, and 
Concordia University of Edmonton, Edmonton, AB, Canada

Dylan R. Marsh Colorado State University, Fort Collins, CO, USA



xviii

Carly  A.  McMorris Werklund School of Education, University of Calgary, 
Calgary, AB, Canada

Alberta Children’s Hospital Research Institute, Calgary, AB, Canada

Amori Yee Mikami University of British Columbia, Vancouver, BC, Canada

Caroline E. Miller University of British Columbia, Vancouver, BC, Canada

Rhea L. Owens University of Minnesota Duluth, Duluth, MN, USA

Doris Páez Regional Medical Center, Orangeburg, SC, USA

Hongyuan Qi University of British Columbia, Vancouver, BC, Canada

Monica E. Romero University of Missouri, Columbia, MO, USA

Donald H. Saklofske Department of Psychology, University of Western Ontario, 
London, ON, Canada

Steven R. Shaw McGill University, Montreal, QC, Canada

Ada L. Sinacore McGill University, Montreal, QC, Canada

Krista D. Socholotiuk Simon Fraser University, Burnaby, BC, Canada

Constantina Stamoulos McGill University, Montreal, QC, Canada

Shannon L. Stewart University of Western Ontario, London, ON, Canada

Jen  Theule Department of Psychology, University of Manitoba, Winnipeg, 
MB, Canada

Ashley Toohey University of Western Ontario, London, ON, Canada

Judith  Wiener Department of Applied Psychology and Human Development, 
School and Clinical Child Psychology, OISE/University of Toronto, Toronto, 
ON, Canada

Hansen Zhou University of Alberta, Edmonton, AB, Canada

Contributors



1

Chapter 1
Introduction: Mental Health Assessment, 
Prevention, and Intervention—Promoting 
Child and Youth Well-Being

Jac J. W. Andrews

Abstract This chapter provides the nature, scope, and organization of the book. 
The focus of the book is concerning mental health assessment, prevention, and 
intervention relative to child and youth well-being. The information presented in 
each chapter of the book is organized in relation to major areas of consideration and 
addressed by the authors of the chapters which are overviewed within this chapter: 
guiding frameworks and theoretical orientations that guide their approach to psy-
chological service delivery; clinical reasoning approaches; approaches to mental 
health assessment; and mental health prevention and intervention.

 Introduction

The disciplines of school, clinical, and counseling psychology are independent of 
and similar to one another. Generally, within and across these disciplines, scholars 
and practitioners act in ways to better understand and promote the mental health and 
well-being of children and youth as well as emerging adults. They are primarily 
guided by their knowledge base, training models (e.g., science-practitioner, profes-
sional practice, practitioner–scholar, clinical scientist, pragmatic), theoretical 

J. J. W. Andrews (*) 
Werklund School of Education, University of Calgary, Calgary, AB, Canada
e-mail: jandrews@ucalgary.ca

“From our shared thinking relative to applied psychological 
research, theory, and practice and our shared psychological 
clinical experience, we can be both validated and enriched 
relative to our developing wisdom and excellence with respect 
to our services to children and youth.”

Andrews, 2017

© Springer Nature Switzerland AG 2022
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orientation, clinical experience, and their critical thinking as well as by their prin-
ciples, values, beliefs, and attitudes.

The mental health of children and youth include their intellectual, emotional, and 
social well-being. Their mental health affects how they think, feel, and act. Hence, 
it helps to determine how they cope with stress, relate to others, and make choices 
in their life. Mental health is important at every stage of life, from childhood and 
adolescence through adulthood. Mental health is the degree to which one has psy-
chological well-being (e.g., positive self-regard, ability to cope with normal stresses 
in one’s life, being able to adapt to change, and having fulfilled and satisfactory 
relationships with others). Mental illness is the degree to which one does not have 
psychological well-being due to conditions that affect their thinking, feeling, and 
behavior. Mental illness in children and youth include behavioral disorders (e.g., 
attention-deficit–hyperactivity disorder, conduct disorder, schizophrenia, substance 
use disorder), mood disorders (e.g., depression, anxiety, stress), neurodevelopmen-
tal disorders (e.g., autism spectrum disorder, intellectual disability, learning disabil-
ity), and health-related disorders (e.g., eating disorder). Assessment approaches 
include interviews, behavioral observations, cognitive, academic, social–emotional, 
and behavioral questionnaires. Theoretical and conceptual orientations regarding 
mental health and illness include behavioral, psychodynamic, cognitive, cognitive–
behavioral, humanistic, neurobiological, ecological, and developmental. Preventions 
and interventions include academic interventions, social–emotional interventions, 
behavioral interventions, and therapeutic interventions (e.g., cognitive-behavioral 
therapy, and family therapy).

The focus of this book is to present how school, clinical, and counseling psy-
chologist understand and address the mental health needs of children and adoles-
cents. In this regard, the authors of the book were asked to provide the guiding 
framework for their work in the field of child and mental health (e.g., their concep-
tual and theoretical orientation), present their clinical reasoning approach when 
addressing issues facing the children and youth with whom they have experience 
(e.g., empirical, theoretical, and clinical accountability), and describe and exem-
plify (by way of a case study) their approach to mental health assessment, preven-
tion, and intervention (see Fig. 1.1).

Students preparing to become psychologists as well as practicing psychologists 
and clinicians, in the mental health-related disciplines of school, clinical, and coun-
seling psychology do not always have the opportunity to be acquainted with or be 
aware of the professional journeys of distinguished people in their fields. Moreover, 
although students in training and professionals in the field of psychology are typi-
cally aware of the clinical, theoretical, and empirical foundations of the work they 
do, they are not often made aware of or fully understand the similarities and differ-
ences between them and their peers who practice differentially and similarly as 
school, clinical, and counseling psychologists. In their training and professional 
practice, they acquire and develop their experience assessing the psychological 
problems of children, youth, and have the opportunity to consult and collaborate 
with various service providers in their respective disciplines. However, they do not 
always have the opportunity to have distinguished mentors to help them consider 
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Fig. 1.1 Guiding framework for promoting child and youth well-being

and contextualize their professional journey nor the opportunity to appreciate the 
journeys, teachings, and evolution of thinking and practice from in-service psychol-
ogy colleagues in related but different psychological disciplines. This book offers 
the opportunity for students in preparation to be psychologists as well as profession-
als in the field to gain more insight and awareness of the legacy of distinguished 
psychologists and become more aware and understanding of the similarities and 
differences in practicing psychologists within and across the disciplines of school, 
clinical, and counseling psychology to address the well-being of children and ado-
lescents. This book will not only present distinguished legacies but also present 
insights relative to the implementation of clinical reasoning and skills associated 
with the assessment and treatment of mental health issues within children and ado-
lescents. Hence, this book is viewed as a complement and supplement to the infor-
mational resources available to students, professionals, and others for developing 
their expertise, thinking, insight, awareness, and understanding of the school, clini-
cal, and counseling psychology.

Few publications describe the clinical reasoning of psychologists (e.g., Andrews, 
2017). In this regard, we are unaware of another publication that presents and com-
pares the clinical reasoning of psychologists within and across the fields of school, 
clinical, and counseling psychology. Hence, this book presents information and 
insights with respect to the processes and procedures associated with clinical rea-
soning relative to mental health assessment, prevention, and intervention that can 
provide guidance to students and professionals.

1 Introduction: Mental Health Assessment, Prevention, and Intervention—Promoting…
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There are books within the disciplines of school, clinical, and counseling psy-
chology that present excellent information about their history, specialties and set-
tings, theoretical and research foundations and contributions, and applications. For 
example, the APA Handbook of Clinical Psychology (Norcross et al., 2016) pro-
vides a comprehensive overview of the history of clinical psychology, specialties 
and settings, theoretical and research approaches, assessment, treatment and pre-
vention, psychological disorders, health and relational disorders, health promotion, 
educational paths, psychologists’ development, ethics and standards, professional 
organizations, and future directions of clinical psychology. The APA Handbook of 
Counselling Psychology (Douglas et al., 2016), for example, highlights the field of 
counseling psychology, exploring theories and philosophical underpinnings, prac-
tice approaches and contexts, and professional issues. It has been updated to reflect 
current issues and debates and to map onto the training standards and offers the 
definitive companion for counseling psychologists’ journeys through counseling 
psychology training and into the workplace. In addition, there are handbooks in 
school psychology (e.g., Gutkin & Reynolds, 2009) that address the scientific foun-
dations of school psychology, and psychological and educational assessment and 
intervention with a focus on children and systems. However, there are no books that 
provide a within and across psychology focus and integration of approaches for 
mental health assessment, prevention, and intervention as well as provide the con-
ceptual and theoretical orientations for these approaches within and across the three 
disciplines of psychology. Hence, this book provides within and across all sections 
of the book, authors’ guiding frameworks (conceptual and theoretical orientations), 
clinical reasoning approaches and models, approaches to mental health assessment, 
and approaches for prevention and intervention regarding mental health and well- 
being of children and adolescents.

 Guiding Framework

At the beginning of their chapter, authors of the school, clinical, and counseling 
psychology sections provide their guiding framework and theoretical orientation 
that guides their approach to psychological service delivery, particularly concerning 
their assessment and prevention and intervention processes and procedures con-
cerning mental health and mental illness of children and youth. As indicated in the 
illustration below (see Fig. 1.2), guiding frameworks are typically an interaction of 
knowledge base, training, experience, and thinking in relation to their beliefs, val-
ues, attitudes, and feelings that lead to their actions.

One of the primary aims of this book was to have authors in and across the dis-
ciplines of school, clinical, and counseling psychology present their guiding frame-
work concerning how they integrate and balance their knowledge, experience, 
training, and thinking with their beliefs, values, attitudes, and feelings relative to 
their scholarly and applied work. The result of this exercise will show within 
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Fig. 1.2 Guiding framework and theoretical orientation for psychological service delivery

discipline similarities and differences as well across discipline similarities and dif-
ferences that can expand readers’ insights relative to their orientations, scholarship, 
and practices.

 Clinical Reasoning Approach

Another aim of this book is to have the authors present their clinical reasoning pro-
cesses and procedures. Clinical reasoning involves the integration of several pro-
cesses. The process is far from uniform within and across disciplines of psychology, 
as many factors influence clinical decision-making during every stage toward better 
understanding the child or youth (assessment stage), providing guidance for better 
developmental outcomes (prevention), and treatment for mental health issues (inter-
vention). For professional accountability and assurance, all psychologists should be 
able to describe the rationale and basis for their assessment, prevention, and inter-
vention decisions within a well-defined theoretically and empirically based clinical 
reasoning framework, which is dependent upon training, clinical experience, and 
foundational knowledge of human behavior and development. All of this informa-
tion is in the context of theory and empirical evidence, techniques and procedures, 
and personal principles, values, attitudes, and beliefs in association with profes-
sional models of professional practice.

Clinical reasoning involves critical thinking (reflection, precision, relevance, 
depth, accuracy, and significance) as well as an appraisal of factors related to person 
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status and change. In this regard, the authors of this text provide readers with their 
clinical reasoning approach (processes, procedures, situational contexts, and deci-
sions) that guides clinical judgment.

 Approach to Mental Health Assessment

One of the first judgments a psychologist makes in the assessment process concerns 
the nature of the problem and the reason for the assessment. In other words, the first 
task in the assessment process is to clearly understand the reasons a child or adoles-
cent is referred for assessment. Once the problem is identified and the reason for 
assessment is determined, psychologists decide the processes and procedures are 
necessary to address the problem. Typically, the psychologist gathers historical 
information about the developmental, familial, medical, educational background of 
the child or adolescent and current information about the child or adolescent from 
interviews with significant people in the child’s life, observations of the child or 
adolescent in their environment, and formal and informal assessment procedures. 
Once the information from these sources is gathered, the psychologist compares and 
contrasts the information as well as analyzes and synthesizes the information in a 
way that best defines and describes the nature and scope of the problem.

Psychologists compare as well as analyze and synthesize information from 
sources by using theoretical frameworks that they have learned from the theoretical 
and empirical literature and from their professional experiences with children and 
youth. For example, if there is a referral question regarding whether a child has an 
intellectual, social, emotional, or behavioral problem, it is often the case that psy-
chologists will be guided by their different theoretical and science-practitioner 
views about intellectual–social–emotional–behavior issues. For example, a psy-
chologist might be guided by a developmental–systems framework and make judg-
ments about the child or adolescent from their understanding of the role of 
developmental factors, the importance of context, and the influence of multiple and 
interacting events in shaping the child’s development including the interaction 
strengths in relation to their challenges. Concomitantly, a psychologist may use a 
categorical framework (for example, the use of DSM V) and use an empirically 
based dimensional framework (derived from multivariate statistical techniques) in 
their assessment and decisions about the type of problems the child or youth is 
exhibiting (e.g., internalizing or externalizing problems) and the degree to which 
the problems are normally distributed across children or youth of similar age and 
gender. More specifically, if a child or youth was referred for assessment because of 
concerns with respect to occurrences of aggression toward others, domain-specific 
theories, and empirical frameworks might influence the psychologist’s plan for 
assessment, intervention, and further prevention. For example, the psychologist 
may view a child or youth’s behavior in terms of a behavioral framework and con-
sider the frequency, duration, and intensity of the behaviors; consider the behavioral 
acts in relation to the child’s or youth’s interpersonal problem-solving skills and 
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deficits; and view behavioral acts from a transactional framework and consider the 
behavior as a result of parenting style, nurturance, and attachment. In terms of other 
mental health issues, a psychologist may consider non-well-being arising from cul-
tural issues and apply a protection and vulnerability framework and focus on the 
importance of self-identity, the centrality of culture and self-reflection, and the 
impact of risk and protective factors. Alternatively, applying a developmental psy-
chopathology framework, a psychologist might consider a child or youth’s mental 
health issues to result from person-environment interactions, their interpersonal 
domains, and consider the dynamic interaction of state and trait theories of person-
ality as a function of temperament and mood. In other circumstances, a psychologist 
may consider a child or youth’s mental health issues as being due to a mismatch 
between their skills and environmental demands. In another case, a psychologist 
may view a child or youth’s mental health issues as stemming from general to spe-
cific life stresses framework and focus on increasing engagement, responsibility- 
taking, self-understanding, and compliance from a humanistic perspective. A 
psychologist may view a child or youth’s mental health problem as the result of 
information processing difficulties such as how they encode and interpret informa-
tion and how the child or youth might be over-favoring attentional and perceptual 
biases. In any event, psychologists use general as well as specific frameworks, 
guidelines, and orientations to guide their assessment and judgment of the psycho-
logical status of children and youth. These frameworks will vary based on the nature 
and scope of the problem and the results from the assessment process and proce-
dures. Therefore, one of the aims of the chapters across the sections of the book was 
to overview and discuss some of the general and specific assessment approaches 
that psychologists implement based on their guiding frameworks and clinical 
reasoning.

 Prevention and Intervention

Prevention and intervention are complex. However, unlike assessment, they are 
more often a collaborative and consultative process. In this regard, psychologists 
should know and recommend evidence-based interventions for children and youth. 
Importantly, they should be able to tailor preventions and interventions are inte-
grated to meet the assessed needs of the child or youth. Hence, this requires both an 
understanding of the environment and systems that interactively influence interven-
tion development, implementation, and evaluation. Like assessment, the nature, 
scope, and use of preventions and interventions develop from a practitioner’s train-
ing and experience as well from his or her clinical reasoning abilities.

Decisions concerning prevention and intervention from psychologists require 
clinical awareness, insight, and a judgment. For example, as psychologists engage 
in the assessment process, information will be gathered about the strengths and 
weaknesses of individual children and youth that alert the psychologist to possible 
connections relative to preventions and interventions. The psychologist must also be 
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able to formulate recommendations for preventions and interventions that are 
aligned with the profile of the individual or group. This process requires careful 
reflection by the psychologist regarding their own orientation and skills and simul-
taneous consideration of how other team members, parents, children, youth, and the 
family, school, community climate are connected to the decisions made.

The psychologist typically reflects upon their guiding framework when consider-
ing possible prevention and intervention approaches. For example, one consider-
ation is the ecological model from which the psychologist might consider, develop, 
and implement psychological and educational intervention services. The primary 
idea underlying this model is that human behavior is a function of the interaction 
between the characteristics of individuals and the environments in which they live. 
Hence, the focus of prevention and intervention should be person–environment 
interactions. In this regard, the psychologist needs to consider the internal function-
ing of the individual along with the environmental context. By considering preven-
tion and intervention possibilities within an ecological framework, the psychologist 
may employ a greater array of intervention options that focus on not only individual 
change but also environmental change and may have greater potential in maximiz-
ing the impact of the prevention or intervention.

 Conclusion

The authors of the chapters in this book highlight the complexity of addressing the 
mental health of children and youth. The mental health of children and youth 
involves among many other things, the consideration of adaptive and maladaptive 
behaviors, antecedents and consequences of behavior, cultural context and gender 
identity, resistance and resilience, flexibility and adaptability, function and dysfunc-
tion, strengths and weaknesses, fluctuation of attitudes and feelings, communication 
ability, intellectual ability, coping ability, social ability, risk factors and protective 
factors, ecological contexts, and social inequities. In this regard, the authors of the 
chapters provide suggestions and guidance for dealing with these complexities that 
include critically important considerations about the process and interaction of 
assessment and treatment such as developing trust; providing meaningful collabora-
tion and engagement; targeting specific areas and skills rather than broad domains; 
empowering children and adolescents by way of facilitating insight and increasing 
their knowledge; being accepting, sensitive, supportive, and empathic; recognizing 
increasing moments of success; appreciating and being attentive to personal identi-
ties; being guided by humility, openness, compassion, and respect; promoting dig-
nity; facilitating fulfillment; reducing negative outcomes and enhancing positive 
outcomes; and fostering a sense of hope and optimism.
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Chapter 2
Integrating Theory, Research, and Practice 
in School Psychology: A Legacy Chapter

Donald H. Saklofske

Abstract School psychology has a relatively long history with many psychologists 
of the past and more recent times contributing to the extensive knowledge and prac-
tices of today. At the kind request of the editors of this most important book, I share 
some of my thoughts and experiences reflecting my varied professional journey and 
most importantly, future projections and hopes for school and applied psychology. 
Specific examples from my research, teaching, and practice are drawn from descrip-
tions of intelligence, emotional intelligence, and resilience. But while much of the 
focus is on assessment-based themes, it is this cornerstone that gives us the very 
foundations that hold such potential for ensuring today’s children and adolescents 
thrive, flourish, and grow to contribute to a “better world.”

 Introduction

It is with considerable humility and some trepidation that I write a chapter for this 
book that presents an excellent and prescriptive collection of papers by authors who 
really know what they are talking about, have lived the experiences they describe, 
and are grounded in the science of psychology and evidence-based and ethical prac-
tices that are further viewed through the lens of critical thinking and in-depth analy-
ses and synthesis. The knowledge, contributions, and experiences in practice, 
research, and knowledge transmission presented by the authors and most effectively 
guided by the editors not only summarize the road we have each traveled in our 
respective areas of expertise but point to some promising new paths and directions 
as we continue to explore the unknowns and apply the knowns. I congratulate Dr. 
Jac Andrews and co-editors, Dr.’s Steve Shaw, Jose Domene, and Carly A. McMorris, 
for initiating this project and seeing the book through to completion so it can now 
be in the hands of undergraduate and graduate students in school, clinical, and 
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counseling psychology programs, practicing psychologists and allied practitioners, 
and mental health researchers. Let me add that Dr. Moshe Zeidner and I who serve 
as book editors of the Springer Series on Human Exceptionality are honored that 
this book will join the collection of published works covering many key areas of 
group and individual differences across the spectrum of human behavior.

 My Beginnings as a Researcher and Scholar

I appreciate the general guidelines for this chapter suggested by the editors and will 
try to follow them as they relate to what I have come to know, observe but not 
always fully understand, and even speculate on about human behavior both from the 
contributions of psychological science and in my varied personal and professional 
life experiences. What does make the writing of this chapter challenging for me (but 
hopefully not too pedantic or oblique for the reader) is that my career path has been 
so varied, eclectic, and fascinating (at least to me). Also, I am used to writing either 
journal articles, books, or reports ranging from clinical case studies to program 
evaluations and accreditation reviews. Over a long career, I have varied in my iden-
tity as a psychologist as will become clear as I briefly describe my 9–10 years as a 
university student, and by 2023, 50 years of post-PhD work, commitment, and dedi-
cation to the science and practice of psychology and all those we serve with our 
knowledge. Building capacity and psychological strength in children and youth 
have always been a significant and often central focus of my research and practice 
work. As I will be noting in this chapter, for me the school is an epicenter for 
empowering and promoting the well-being, mental health, and opportunities for 
children through to emerging adults as they will determine our future. I have always 
subscribed to the fundamental tenets of psychology that include understanding, pre-
dicting, and facilitating the changing of behavior in positive directions and in ways 
that are to the benefit of the individual and the world we live in. Thus, my interests 
and opportunities have been varied and at least in part reflect my early years as a 
graduate student and the influence of faculty I had the privilege of learning from, 
several of whom stand out to this day as mentors along with others over my earlier 
and later career who had the patience to provide the guidance, knowledge, and sup-
port I needed to get to the point of even writing this chapter.

Added to the above was the early realization that we know so much about human 
behavior and yet so little! I always found it particularly challenging to both consider 
the factors along which persons vary as well as those unique characteristics shared 
by only a few. It is this interplay or discrepancy between the knowns and the 
unknowns that creates a kind of cognitive and emotional dissonance that motivates 
one to look for or create the means, whether in the research lab or working in clini-
cal practice, to fulfill our mandate of understanding, predicting, and facilitating and 
assisting positive change.

Thus as one merges theory and research into practice that is grounded in the ethi-
cal premise of doing good, more than ever do we come to appreciate that as 
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psychologists across its many professional iterations including the three represented 
in this book (school, clinical, and counseling psychology) as well as in our collabo-
rations with colleagues from allied professions such as social work, medicine, that 
we are constantly seeing how we are alike ‘all others, some others and no others’. It 
is the relationship between nomothetic and idiographic approaches  and correla-
tional and experimental research that provides the universal underpinnings for 
describing the trilogy of human personality, intelligence, and motivation and further 
casting this within the framework of individual differences. As well, viewing the 
person in a more multivariate or gestalt lens shows that we are comprised of numer-
ous parts that interact to describe the person. Professor Hans Eysenck stated that 
extraversion is one of three major personality dimensions that we differ on just as 
we do on another major human factor, intelligence. But he further added that there 
is quite a difference between a more versus less intelligent extravert as there is a 
difference between a bright extrovert in contrast to an equally intelligent introvert! 
Cast within this description is the ‘world’ of the person that extends beyond brain-
behavior connections. Decades of research and everyday observation points to those 
external factors whether based in a loving home or war-torn concentration camp or 
an environment rich with learning opportunities versus a sparse world fraught with 
danger, famine, and isolation.

Thus, my research and practice have reflected the psychological, biological, and 
social influences that interact upon  us as human beingscast further within both 
nomothetic and idiographic perspectives. When we do not understand a word, we 
can consult a dictionary that summarizes the common and agreed-upon meaning 
and then use that word to convey some message. But psychology as a science with 
its theories and volumes of published research is constantly searching for explana-
tions and answers to address the unknowns! This is where a dynamic mix of build-
ing on the knowns to then move forward seeking answers to those unknows, being 
guided by theory while applying sound research methods and especially critical 
thinking along with maintaining the cognitive flexibility needed for hypothesis test-
ing is required until such time as there is a compelling answer to whatever the ques-
tion is. And that in a nutshell describes my almost 50 years as a psychology 
researcher, practitioner, teacher… covering many areas of study but always with the 
purpose of being an advocate and activist for mental health and well-being.

 My Journey Relative to My Research and Scholarship

I am certainly a product of many significant influences during my years of univer-
sity education at the University of Calgary and almost 50 years in university appoint-
ments as a practitioner, teacher, trainer of psychologists, and as a researcher at the 
University of Otago (New Zealand), Universities of Calgary, Saskatchewan, and 
Western Ontario as well as visiting professorships at Swinburne University 
(Australia), University of Florence (Italy), and Beijing Normal University (China). 
My career or more so, my life’s work has taken many paths and turns ranging from 
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basic and applied research to clinical practice, program development to advocacy, 
training, and teaching to community and international-based initiatives. Time has 
also been devoted to serving professional associations in Canada at the provincial 
(Psychological Association. of Alberta, Psychological Society Saskatchewan, 
Saskatchewan Educational Psychology Association), national (Canadian 
Psychological Association, Canadian Association of School Psychologists), and 
international levels (International Society for the Study of Individual Differences). 
Of course, the most profound influences of family, friends, graduate students, and 
colleagues from my earlier years to the present day have also shaped all of who I am 
throughout my life and to this very day. My gratitude to you all is beyond words. I 
have been afforded the richest of opportunities to experience so much of the world 
through all the above, and this has further impacted the directions I have taken in my 
work over the years.

I was fortunate in so many ways to have the love and support of very special 
people in my life along with some key experiences that have given both the founda-
tions and the impetus for my life’s work. My beautiful mother and father, my brother 
and sister and extended family and my children, Jon and Alison have given me rea-
son and purpose for trying to be a better person and for wanting a better world for 
them and all. And my wife Vicki, who has dedicated her life to as psychologist and 
administrator to all reflected in positive psychology. I am also so grateful to those 
school teachers who d made me feel like I mattered and actually had something to 
offer, university professors who encouraged me and filled the toolbox I needed for 
the work to follow graduation, and the many colleagues and students, especially 
graduate students at the U of C, U of S and UWOwho both presented challenges, 
stimulated my thinking, and collaborated on finding solutions. In some ways, I feel 
fortunate being a product of the 1960s and 1970s (the music was great and the ‘love, 
peace, brother/sisterhood’ perspective resonates with me to this day), and the fit for 
me was reflected in the applied psychology program at the University of Calgary. 
Although grounded by research (e.g., the biological basis of human behavior, brain-
behavior relationships, individual differences, culture and family factors, testing the 
tenets of theory) that was eclectic in every sense, my graduate programs included a 
mix of clinical, school, and community psychology. Thus, I was exposed to a range 
of theoretical and foundational perspectives (e.g., psychodynamic and radical 
behaviorism; developmental and social-cultural influences to the neurological basis 
of individual differences), assessment methods (e.g., standardized testing, inter-
views, and observation), and psychological tests and measures (intelligence, 
achievement, neuropsychology) to intervention (e.g., applied behavior analyses, 
psychodynamic and cognitive interventions, Rogerian counseling, and biofeedback) 
and prevention methods (early intervention, family systems, community and 
strength-based approaches). More than ever my respect and appreciation continue 
to grow for those who contributed to these formative years of preparing me for the 
work and world of psychology as was to become a part of to this day. I recall being 
asked by the Psychological Association to speak at the 40th-anniversary conference 
about my earlier experiences in psychology reflecting on the decade of the 1970s. 
As I looked at the audience at this well-attended event, I saw there the faces of many 
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who were key in my being there at the podium; university professors, clinical super-
visors, research collaborators, and fellow graduate students of the day; I thank 
you all.

I must confess however that at the time as an undergraduate student, I was not 
quite sure if psychology as a discipline and its many potentials and applications was 
what I aspired to. But I decided to register as a psychology major at the University 
of Calgary. My early interest was medicine, but I was not disciplined as a student in 
those early years. And my one lifelong passion then and still is, lies with music and 
the arts, but my talent fell far short of my parents, brother, sister, and most anyone 
else who made the music and art I love. So I stayed with psychology which was 
interesting. It was a senior class in abnormal psychology taught by Dr. David Gibson 
that really resonated with me. Even then I was not absolutely sure what I wanted to 
be when I grew up! Graduate school came about by chance, the details I will not go 
into but thanks to Dr. Rollie Lambert for whatever it was you spotted in me. Let’s 
just say that I entered a relatively new program that was labeled “clinical, school 
and community psychology” and after I finally immersed myself in this dynamic 
world of psychological science and practice, I found not only a home for my curios-
ity and interests (music and personality) but a training ground that would allow me 
to pursue the scientific study of human behavior which I always found fascinating 
(e.g., psychopathology, intelligence, personality) and even more so an area that sup-
ported engaging in positive change for individuals as well as larger society (e.g., 
psychoeducational assessment, early intervention, and mental health promotion).

I completed a master’s degree under the supervision of Dr. Barry Frost who cre-
ated both the program and the Psychoeducational Clinic at the University of Calgary 
and then continued in this program to the completion of my PhD under his clinical 
supervision of and the research supervision of Dr. P.E. Vernon. A wide variety of 
classes on assessment, psychoeducational intervention, psychotherapy, consultation 
as well as research design, methods, and statistics, was further enhanced with clini-
cal practicums and real-world opportunities in residential and outpatient treatment 
centers, mental health clinics, schools, and hospitals dedicated to serving children, 
youth, and adults presenting with learning problems, severe cognitive limitations, 
and diagnosed psychiatric disorders. The opportunities for clinical practice and pro-
fessional growth were unlimited. I saw my first ‘clinical’ cases in very supported 
practicums and then many more cases of increasing complexity: severe intellectual 
disability, anorexia, dyslexia, learning disabilities, autism, ADHD, children rescued 
from cults, anxiety and withdrawal resulting from abusive home environments, ado-
lescents with acting out, anger management issues, substance abuse, and suicidal 
ideation and attempts. My realization then was that psychology could make a major 
contribution through evidence-based interventions, early identification and preven-
tion actions, building capacity in individuals, and supporting mental health initia-
tives, and advocacy. And what we didn’t know or could offer then became the quest 
of our research.

Concurrently during my years as a graduate student, I was engaged in extensive 
research programs on aggression for my master’s thesis and aesthetics and psycho-
biology for my PhD dissertation but also studies on, for example, biofeedback, 
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psychophysiological and EEG correlates of emotion, systematic desensitization, 
hypnotherapy, and school achievement aptitude–treatment interactions. My initial 
doctoral dissertation supervisor was Dr. David Evans who moved to the University 
of Western Ontario (where I am currently a faculty member) and then with such 
good fortune, I was supervised by Dr. Philip Vernon, who was world famous for his 
work on intelligence, the Allport, Vernon, Lindzey study of values, and other signifi-
cant contributions to the study of personality and cross-cultural psychology. I was 
mentored by Dr. Dan McKerracher, who I so admired and who gave me my first 
university appointment at the University of Otago. Over the years I have had the 
good fortune of being supported and encouraged by so many brilliant and excep-
tional persons, colleagues, and collaborators around the world including Professors 
Hans and Sybil Eysenck (UK) (my first book was co-edited with Sybil; Saklofske & 
Eysenck, 1988), Dr. Larry Weiss and Aurelio Prifitera (USA), Dr. Greg Yan (China), 
Professor Annamaria Di Fabio (Italy), Dr. Moshe Zeidner (Israel), Dr. Greg Boyle 
(Au.), and Dr. Sandra Prince-Embury (USA). This list is too long to name all but 
includes so many special colleagues who became collaborators and friends through 
associations with the Canadian Psychological Association, International Society for 
the Study of Individual Differences, universities, clinical settings, and world travels.

My professional career post-graduation has been a blend of research, teaching, 
and practice as well as commitment to the profession and has been most certainly 
encouraged and developed through my academic appointments mentioned above. 
These appointments provided the foundations and opportunities for my ongoing 
research and practice work and instilled in me the perspective to view everything I 
tackled and in engaged in from a 360° perspective that included all branches of 
psychology but also other disciplines from medicine to education, and the 
world itself.

Respecting the editor’s outline for this chapter, I will stop with my background 
and follow the prescribed guidelines. But rather than try to cover the waterfront, 
given the diversity and wide variations in my professional career, mainly as a uni-
versity faculty member, I will instead provide when possible, a more elaborate 
example to capture the requested theme. For anyone interested, my curriculum vitae 
is available for viewing at https://psychology.uwo.ca/pdfs/cvs/Saklofske.pdf.

 My Research and Scholarship Highlights and Significant 
Learnings: Theoretical and Empirical Insights from My Work

During my career, I have always integrated theory and research with practice. 
Theory and research guide practice and applications from assessment to interven-
tion as well as prevention. As importantly, the practice raises the questions that 
require further study via research investigations, whether lab or field-based, theo-
retical or applied. It is this ‘trilogy’ that in turn provides us with the W-5 framework 
for all we do as psychologists; who, what, where, when, and why, and then of 
course, “how.” Theory guides practice and practice lets us know if our theories are 
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more or less useful, and research fills in the gaps by providing the empirical evi-
dence needed to assess, intervene, prevent, and evaluate the efficacy and effective-
ness of our clinical actions. Essentially, all branches of applied psychology must be 
grounded in what we are familiar with, the scientist-practitioner model. This is what 
sets psychology apart from pseudoscience and non-evidenced based practices that 
might have as their foundations, personal beliefs, mythology, or even conspiracy 
theories! So while it is still not uncommon to hear comments such as “I believe in 
the psychodynamic versus behaviorist views of human behavior”, “I always use the 
Binet over the Wechsler scales”, “intelligence and personality assessments with 
kids are meaningless” or “labels from tests or diagnosis such ADHD, LD, and so on 
are not at all helpful in planning interventions”, there is nothing to be gained if this 
is the limit of our thinking, and in turn, our practices as psychologists.

I can understand the frustration that comes from the child or adolescent, their 
parents, and teachers who seek our professional help, that, despite our knowledge 
and skill-base, we cannot always do and accomplish what is expected of us as psy-
chologists. And yes, there are times we have to pursue a clinical hunch or act 
on incomplete information because we just don’t have the models or tools to give us 
the evidence-based answers that would completely ensure the desired outcomes. So 
many times during my more clinically active years as a practicing psychologist in 
schools, hospital and mental health clinics, and private practice, I encountered the 
incompleteness of our psychological knowledge. Although well-schooled in the 
administration, scoring, and interpretation of intelligence test data, such results 
were not universally fully informative in all instances and cases. Sometimes along 
with other information, the intelligence test data would support or even suggest a 
diagnosis (e.g., LD and above-average intelligence) or consideration for a more 
focused kind of intervention (Aptitude × treatment interaction). But there were 
many instances when even intelligence tests, which are still the single best predictor 
of school achievement in children, did not tell me why this child was experiencing 
such major learning issues. There are other factors that are core to understanding, 
for example, why bright children fail or why two kids both with average ability vary 
in school achievement. While not all may agree, an inspection of patterns of strength 
and weakness on a multi-faceted intelligence test can be quite diagnostic and poten-
tially prescriptive. For example, a young child was referred to me at a university 
school and child clinic who was at that time classified as borderline ability and in a 
special education program for low functioning children. She had a previous  WISC 
FSIQ test score in the 70–75 range. Her scaled scores on subtests such as Vocabulary 
were in the 4–5 range. But on the WISC Integrated, her score on the multiple-choice 
version was 7 and on the picture vocabulary subtest, it was 9. These increased scores 
were mostly observed on other of the integrated subtests. So much for the MR 
diagnosis.

Such cases as this recalled a paper by Neisser et al. (1996) titled Intelligence: 
knowns and unknowns. Again, while a powerful predictor of school success and 
many other areas of importance, there is much we didn’t know about intelligence. 
One should never forget that individual differences play a major role despite the 
value of the nomothetic network we use to draw and infer meaning. Recall that 100 
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kids all with FSIQ’s of 100 on a test as extremely reliable as the WISC-V may 
obtain that score via various combinations of scores. Note that the average of 
13 + 7 = 20/2 = 10 just as the average of 10 + 10 = 20/2 = 10. Now imagine the 
equivalent score patterns reflected when comparing say VCI vs. VSI of two children 
both with average FSIQ scores. Would you expect these two children, without 
knowing much more, to perform similarly and at an average level across all school 
learning situations?

The opportunity for being able to blend and draw from theory, research, and 
practice gives us the kind of eclectic view where each informs but also challenges 
the other. And this is where I must acknowledge how fortunate I have been to have 
worked mainly in universities where I could engage in the kind of research to 
address some of the questions raised by Neisser et al. about the unknowns in intel-
ligence. But another major opportunity came my way when I was invited by the 
Psychological Corporation (TPC), now Pearson Assessment (PA), to serve on sev-
eral advisory panels with world-leading intelligence experts on the development of 
the Wechsler tests for children and adults.

Some 25  years ago as the Wechsler intelligence tests were undergoing major 
theoretical and both research-driven and clinically focused changes, TPC organized 
advisory panels comprised of leading experts in the study and assessment of intel-
ligence. Invited members, representing relevant branches of psychology such as 
neuropsychology, clinical and school psychology, developmental psychology, and 
psychometrics, were requested to consult and collaborate with the most capable test 
development specialists at TPC and advise on all aspects of the proposed revised 
tests. While my work to that time had not focused particularly on test development, 
I was engaged in research on intelligence and  clinical practice    where I always 
wanted more from these tests. Although I agreed with the premise that “tests don’t 
make decisions, psychologist do,” I appreciated the power of the statistical and actu-
arial capacity of tests and was most certainly aware of the ongoing statistical versus 
clinical decision-making debatesas well  as another measurement guidepost cap-
tured by the premise that the answer to how and what we measure rests with the 
definition of the construct under examination. Serving on these panels and advising 
on revisions to the WISC and WAIS measures required engaging in discussion and 
debate on questions focusing on the theoretical model (g versus multiple factors), 
developmental changes, the kinds of subtests that would best assess intelligence as 
defined by the model, the research evidence supporting clinical decisions gleaned in 
part from intelligence tests, advances in psychometrics beyond classical test theory, 
and some even more challenging issues related to the assessment and expression of 
intelligence across the range of human exceptionalities as well as within and 
between groups defined by culture, language, and other key demographic factors. 
Let’s just say that these experiences, which I am still engaged in to this day, serving 
on the WAIS-V advisory panel, were akin to a ‘cognitive high’ for me. In the pro-
cess, I met and worked with the best minds engaged in all areas of intelligence 
research and assessment that contributed to the publication of these new tests, and 
participated in many conference and workshop presentations in Canada, the United 
States, and other countries, including China. A series of books on the Wechsler tests 
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were also published in collaboration with Dr. Aurelio Prifitera (Prifitera et al., 1998, 
2005, 2008) and Dr. Larry Weiss (Weiss et al., 2006, 2010, 2016, 2019) as well as 
with Dr. David Tulsky et  al.  (2003) and Dr. Jim Georgas et  al (2003)  that 
included chapters by members of the a Wechlser dvisory panels, The Psychological 
Corporation and later Pearson Assessement. These books, along with journal arti-
ciles were intended to go beyond the test technical manuals and further describe the 
theoretical foundations of the newer models, research support for the tests, and 
evidence-based interpretations and applications that would inform practitioners in 
their role of diagnosing and prescribing programs that would support various levels 
of intervention and prevention planning.

In the next section, I will continue drawing from these experiences to briefly 
describe some applications that have been presented at conferences/workshops, in 
my university teaching, and in books, chapters and articles published to date.

 My Insights and Practical Applications From My Research 
and Scholarship

Before introducing one other area of my research and its applications, I will share a 
couple of research programs that arose from the above discussion. The question I 
always ask those attending conferences and workshops where I have presented is, 
“what is/are the take away point(s)?” “What do you now know or will think about 
following this presentation?” And to my students, I would often start with “remem-
ber that the task at the end of a class or seminar is to reflect on what you have been 
presented with”. So I shall do the same here.

As a student, I often noticed that the intelligence test manuals often contained 
hand-written substitute or replacement items for use in the Canadian context. For 
example, instead of naming presidents of the United States, the question asked for 
PMs of Canada, or instead of how far from Paris to New York, the item was changed 
to Paris to Montreal (or Toronto). Sometimes they seemed a bit silly. And then the 
question of norms would come up and clinical reports might suggest that the US 
norms are not be a good metric for estimating a child’s intelligence, in the Canadian 
context. But none of these issues had been empirically tested with the exception of 
a preliminary study by Barb Holmes and Buff Oldridge (one of the early leaders and 
practitioners of school psychology). I later became involved in several activities of 
direct relevance to these issues.

The question of how well the Wechsler intelligence scales, or for that matter, any 
test, travel outside of the United States where they were developed and standardized 
to create norms tables for score interpretation, had been increasingly raised in 
Canada by the school and clinical psychologists. When the WAIS-III was published, 
I was asked to conduct a national standardization study in Canada, a most daunting 
but intriguing challenge. Data were collected to reflect the Canadian context (e.g., 
age, region, sex, education level) and there were differences with Canadian adults 
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scoring higher on most all subtests but in particular an almost one-third standard 
deviation higher score on the perceptual reasoning factor than suggested by US 
norms. The solution was to publish Canadian norms in a Canadian technical manual.

This finding then led to a later collaboration with Jim Georgas, Larry Weiss, and 
Fons von de Vijver (Georgas et al., 2003). We obtained the WAIS-III standardiza-
tion data from more than a dozen countries around the world (albeit mainly devel-
oped countries in North America and Europe). In our book in which these data were 
extensively analyzed, we reported several findings: the test model travels well (three 
factors invariably come to the fore, and sometimes a fourth depending on the load-
ings of the arithmetic subtest), countries vary to some extent in subtest raw scores 
necessitating new norms, and that the levels of education and affluence or these 
countries were more than moderately correlated with WAIS-III scores, although 
again, all were developed countries. These results raised even more questions and I 
would like to come back to this later when discussing more thoroughly the practical 
applications of this area of my research programs.

A considerable focus of my research and practice interests starting about 20 years 
ago revolved around the introduction and fast growing interest in what was labelled 
emotional intelligence (EI). The blend of my early research on the interface between 
intelligence and personality (Saklofske & Zeidner, 1995) and its links within the 
broader context of mental health and psychological wellness (while still engaging in 
research on the dark side including the Dark Tetrad and various psychological dis-
orders) eventually came to fit in part, with the developments in emotional intelli-
gence, starting with writings of Mayer, Salovey, and Bar-On that further tied in with 
Seligman’s famous paper on positive psychology. This seemed to open the pathway 
between theory, research, and clinical application. But let me share some of my 
insights and how I came to see EI as a foundation for the next two decades of activ-
ity and how some things just happen by chance or serendipitously. About 20 years 
ago, a young undergraduate student approached me to supervise his honor’s thesis. 
His name was Paul Minski. Unable to find a supervisor, he finally came to me and 
said he needed a supervisor so he could do a study on EI. At that time, I had paid 
little attention to this work in large part because it had become so popularized that 
for me it seemed to be more linked with pop-psychology, astrology and other pseu-
dosciences (see our recent paper on astrology; Kelly, Dean & Saklofske, 2020). I 
declined his request, but Paul was beyond persistent and I finally said that we should 
design a rigorous study that will yield evidence whether EI was definable, measur-
able, and had a theory that would allow testing; if nothing else, surely the data 
would provide a resounding confirmation of everything that would test these impor-
tant hypotheses. To make a long story short, we developed a study, data were col-
lected and analyzed and supported the various EI tenets and predictions. Arguing 
that replication was the cornerstone of science, we needed to repeat and expand the 
study, which we did, and once again the results supported the significance of EI in 
relation to theoretical hypotheses, and especially mental health and well-being vari-
ables. Paul received his degree, and I shall ever be indebted to him because he 
pushed me to examine EI in the context of psychological science. The study data 
were further analyzed by Elizabeth Austin at the University of Edinburg, was 
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published, and to date, it is my (our) most cited paper Saklofske et  al. (2003). 
Following that study, I began to collaborate further with Elizabeth Austin but also 
Con Stough (Swinburne University, Australia) and Jim Parker (Trent University) 
and other colleagues with our first book on EI based on a conference held in 
Australia (Stough, Saklofske, & Hansen 2006) and a second book on the assessment 
of EI (Stough et  al., 2009). Since then, several articles and several books (e.g., 
Keefer et al., 2018) have been published, the latter reference focusing on the rele-
vance of EI to supporting social–emotional well-being and mental health of chil-
dren and more broadly to the whole of the education system.

Although there were many critics of EI including that from several collaborators 
and colleagues (e.g., Dr. Moshe Zeidner, Dr. Gerry Matthews) who questioned the 
construct from a theoretical and mental health perspective, our research and many 
other studies continued to build on the earlier EI formulations. But one key missing 
element for me was whether EI that had been shown to have so many positive cor-
relations with other personal well-being factors, could then both be learned and 
increased in individuals and further support EI as at least one of the key factors in 
enhancing other key behaviors. Following from the research of Con Stough and his 
team in Australia where EI training programs were being implemented for teachers 
as well as children and youth in school and showing some positive results, we did 
some preliminary study in Canada showing some evidence that a brief training pro-
gram did in fact result in changes on various measures that related to psychological 
well-being.

At the University of Western Ontario, this work in my lab was further developed 
by Ashley Vesely, a doctoral student in the clinical psychology program. Following 
a pilot study during my appointment at the University of Calgary, an EI program for 
teachers that was developed at Swinburne University was adapted and modified into 
a 5-week program for teachers in training. It was premised on the view that EI prin-
ciples should be both taught and systemic in the school curriculum but equally 
important was that the teachers who had the knowledge, skills, and commitment to 
building this into the school environment could themselves benefit from developing 
greater EI. The promising results were published (Vesely et al., 2014, 2018) and 
were in line with work reported in Australia and also supported by the studies by 
Jim Parker and others.

Our research has added to a substantial body of studies showing that EI has rel-
evance and application to the personal, social, and emotional well-being of children 
and adults. For example, in the Vesely study, a 5-week EI program was demon-
strated to have efficacy, efficiency, and effectiveness on a range of factors related to 
self-efficacy, stress, and coping with teachers. But parallel with any vaccine or inoc-
ulation, booster shots are required and more importantly, the positive impact on 
mental health suggests that EI should be systemically and directly built into the 
educational system and thus larger culture. Such findings have profound implica-
tions for developing the capacity to manage stress and one’s emotions, to more 
effectively understand and interact with others, and to take control in managing 
one’s everyday life. To begin this at a young age with children in school, to extend 
it to the home and the “social-emotional” climate created by parents, to expand this 
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to youth and adults where such learning and its positive applications further support 
and promote mental health, and then into societal structures such as schools where 
the whole environment can be positively enhanced is certainly a key purpose and 
objective of psychology from both a preventive and strength-based mandate. 
Applications to teacher efficacy, efficiency, effectiveness, mental health, stress 
reduction/prevention tied in with research on stress, stressful environments, and 
seeing this from an ability and personality perspective led to an even greater focus 
on this area in both our research and numerous presentations and workshops with 
teachers, school psychologists, and school systems in Canada and other countries, 
and of course journal articles, book chapters, and three books. Certainly, EI is not 
some kind of psychological panacea or cure-all, but whether EI morphs into other 
conceptualizations related to promoting and supporting mental health and wellness, 
it has shown some pathways and has even given us some applications that meet the 
psychology purposes of understanding, predicting and facilitating positive change.

 My Insights About Clinical Reasoning, Assessment, 
Prevention, Intervention, and Mental Health

My years as a psychologist and university professor have taken many different path-
ways and provided me the rich opportunity to both diversify and consolidate my 
thinking and work. I could never separate theory, research, and practice because 
each has been a driving and informing force to my pursuits as a researcher, scholar, 
and practitioner. A good theory, which is neither right nor wrong, was the heuristic 
basis for my research which was also driven by the W5’s of questioning (who, what 
where, when, and why). Moreover, every clinical experience was a reason to be 
informed by the best research, and where there was a lack of answers, to engage in 
further research which could be both directed or linked to various descriptions and 
explanations found in the theoretical writings about; for example, the structure of 
intelligence or personality, or causes and intervention programs for children with 
ADHD or autism. Furthermore, I was fascinated with the human experience and 
behavior but was also more often confused by it. The letters between Einstein and 
Freud on the question of “why war?” foreshadowing WWII absolutely peaked my 
interest in aggression (and maybe what has resurrected my interest in the Dark 
Tetrad), and this was followed by Bandura’s famous studies and later theory and 
writings on moral agency, disengagement, and dehumanization and invariably this 
would connect back to questions of violence between persons and countries, within 
families, and bullying. This again fueled my commitment to psychological research 
and practice and motivated me to try to contribute to making a positive difference 
whether through supporting an individual child who was rejected by peers, contrib-
uting to developing positive psychology programs for schools, offering workshops 
on building resilience, or serving on local or international committees dedicated to 
the application of psychology for positive purposes.
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In some ways and in retrospect, I think I must have felt a bit like Oliver Sacks 
who was so often confronted by clinical cases that just did not have a simple expla-
nation. So often as I worked with more and varied children and adults presenting 
with such wide-ranging issues, I would realize that we often did not have a straight-
forward answer or solution to making or supporting positive changes in their lives. 
And when consulting the research or theories in search of solutions, more questions 
would arise, and the theories so comprehensively presented would be but of of heu-
ristic value but not provide the answers needed to determine why and how to pro-
vide the kinds of “treatments” that would assist an individual with  their 
particular needs.

So I found myself in a perpetual cycle of drawing from theory and research and 
applying it to the practices of psychology but then conducting further research to 
add to this knowledge base, and when the opportunity presented, to pass along what 
I had learned to students and colleagues in university classes or public and confer-
ence lectures. And when I felt I really had something to say, whether it was to raise 
critical questions or to share some views, I would write journals articles and books.

In accordance with the focus of this section of my chapter, I will first make a few 
comments about my ranges of experiences with psychological assessment and in 
particular the use of psychological tests that have implications and applications for 
the kinds of action plans (i.e., prevention, intervention) that will support a child’s 
mental health and well-being. I will also provide a real example that among many 
impacted my approach to the continued use of tests but also grounded in the real 
world of clinical applications (e.g., prevention, intervention, mental health) and 
decision-making.

The history of psychological tests and testing is well known by all psychologists. 
Moving from the brass instruments era to the development and widespread use of 
tests such as the original Binet Scales and the early Wechsler tests, it seemed that 
testing had become a defining feature of psychology and particularly so in psycho-
logical practices in schools, clinics, and hospitals but also the military and industry. 
As a graduate student and in my early years of psychology practice that included 
working in schools, hospitals, and private practice, a major part of of my work was 
to administer, score and interpret a wide range of psychological tests that included 
the broad categories of cognitive and intelligence, personality, conative, neuropsy-
chology, and psychoeducational assessment. These tests ranged from the Wechsler 
and Binet scales, the MMPI and Rorschach, the Halstead-Reitan battery, Wide 
Range Achievement Tests, and a host of measures tapping personality,  anxiety, 
motivation, self-concept, and so on. At the time I was progressing through graduate 
school, and in my early employment years as a psychologist, I often recall raising 
questions related to the W5’s of IQ testing (why, when who, where, what). I can 
recall writing reports that even then I wondered what was really informing about the 
child or adolescent that would guide others in their respective roles with that child 
and that could inform the child themself in their self-understanding and taking 
charge of their lives.

During practicums and then part-time work during the latter part of my PhD 
program followed by being a full-time school psychologist, I began to see the value 
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of psychological tests including intelligence tests if and when needed, both to 
answer questions but also  to raise questions (e.g., hypothesis generation). I also 
came to realize that current tests and the constructs they measured were somewhat 
limited regarding just what the needs were that brought a referral to our attention 
and how much more our more broad-based training and the knowledge from psy-
chological research had to offer. Intelligence was more than the scores on a Binet, 
school achievement was more than scores on a WRAT or WIAT, cognitive abilities 
were more than what we could glean from subtests on a Luria-Nebraska or Bender 
Gestalt, but included a child’s development, home factors, social skills, feelings and 
emotion and anxieties and fears, interpersonal relationships, attitudes toward school, 
perceptions of self, learning strategies, motivations and then, the family, community 
lived in, economic conditions, and the list goes on.

In my early years as a graduate student and then practicing psychologist, I had 
encounters with children whose developmental problems today would be attributed 
to ADHD, learning disabilities, autism spectrum disorder, wide-ranging ability lev-
els from moderate to severe intellectual disabilities to children who would be 3+ 
standard deviations above the mean on a WISC, eating disorders, anxiety, depres-
sion along with children and youth from other countries, varying social conditions 
and environments, abusive homes, broken/single/foster families and in one extreme 
condition, a cult. In addition, I encountered children and youth children who had 
severe medical conditions, kids who hated how they looked, felt like a failure, were 
bullied or  who  bullied others, felt they didn’t matter, and more. The important 
dynamic underlying my graduate program was how eclectic it was and how it forced 
me to blend psychological knowledge with critical thinking and a ‘commitment to 
others’. The psychology and educational psychology  faculty at the University of 
Calgary, mainly from the United Kingdom, Canada, and United States brought a 
blend of quite different psychological models from radical behaviorism to psycho-
dynamic perspectives emphasizing external factors such as home and culture to 
brain-behavior and neuropsychological descriptions. The community psychology 
undertones of the program convinced me of the role not only of other professionals 
from teachers and social workers to medical doctors and lawyers but all those who 
had a role in the world of the child. So it was after a year as a full-time practicing 
school psychologist, and shorter periods working in hospital settings as well as 
private practice, that I chose to take a university appointment in New Zealand where 
I could research the variety of issues that we did not have a good understanding or 
answers, share with aspiring psychologists and allied professionals what we had 
learned from others or our own research, and continue to engage in direct clinical 
work such as the Dunedin Multidisciplinary Child Development Study and the re- 
opening of the University Education Clinic.

So, let me give just one example here of my work and experience accumulated 
over the years to connect the dots to make a positive difference to individuals and 
the larger society and what I have learned from all of this. I will draw from some of 
my work on intelligence and the assessment of intelligence.

To start with some background, the study of intelligence has always been a large 
part of my journey through the various doors of psychology. As a graduate student, 
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I spent countless hours learning how to administer, score, and draw meaning about 
a child or adult from tests such as the Binet and Wechsler scales. This was further 
embedded in the theories of intelligence from Spearman and Thurstone to the Das- 
Luria- Naglieri PASS model, Sternberg’s Triarchic model, and Neo-Piagetian 
dynamic assessment models together with the mass of accumulated and ongoing 
research on causes of intelligence, its relationship to other major aspects of human 
functioning, and its place in a description of ADHD, LD, schizophrenia, and other 
issues. Thus, assessing and describing intelligence is most relevant to understanding 
a child referred for underachievement, reading difficulties, or attention problems. 
This requires one to fully understand tests and the testing protocol as well as the 
psychometric underpinnings of the various measures we use as psychologists when 
engaged in assessment for purposes of diagnosis or program planning. I have 
administered hundreds of such tests during my time as a school and clinical psy-
chologist and have taught psychological assessment classes, often with a strong 
focus on intelligence assessment to hundreds of graduate students over the years 
and several thousand psychologists at workshops across Canada and other countries.

This is but one small incidence in my applied work but like all, it had an impact 
on me and gave me even further reason to continue my research on intelligence and 
its assessment and to connect my observations with current theories of intelligence. 
Some years back, we formed a team of psychologists as well as speech and lan-
guage and special education personnel to provide psychological and educational 
assessment and programs to First Nations schools and communities in Northern 
Saskatchewan. The team comprised of members of the Educational Psychology and 
Special Education programs at the University of Saskatchewan, including Dr. Vicki 
Schwean, Pauline Greenough, and Bob Brownbridge and usually several graduate 
students, traveled to the spread out communities as well as to the most remote areas 
(e.g., accessible by plane or driving across frozen lakes) where we were tasked with 
conducting psychoeducational assessments and developing programs for these First 
Nations students as well as consulting with teachers and parents and providing 
workshops to further facilitate our work.

On one occasion, I was flown to one remote small community that had a 
school of only several rooms. After landing on a frozen lake, I was taken some 
distance to the school and after introductions with the teacher, met with a young 
lad who had been referred for suspected low ability and the question of what 
would comprise the best program for him. He was rather shy and quiet when we 
met. I was told that he could speak English but also that his Native language was 
most often spoken at home. I decided to try some of the subtests on the current 
Wechsler intelligence test of that time along with some other measures (e.g., 
Matrices, PPVT). Of interest was his nonresponse to many of the verbal subtest 
items including questions such as “in what direction does the sun set” and his 
below-average scores on Binet-type tasks involving working memory related to 
following directions. The mazes subtest was administered and after a false start, 
and again showing him what was required, he achieved an average score. After 
about ½ an hour, the very young and acting principal came to the room and said 
I must leave immediately, a storm was coming in and the pilot would be leaving 
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very shortly to avoid being grounded in the remote area. I said goodbye to the 
child who left the room, grabbed my test kits, and went out the front door noting 
that the teachers and other children had already mostly departed. The tempera-
ture had dropped significantly, it was starting to snow quite heavily limiting 
vision and I then realized I had no idea where the frozen lake or plane was as 
there was forest all around us. How could I get to the plane in time to not be left 
behind and what if I went the wrong way in what was clearly a dangerous 
weather condition? As I stood there, the little boy who had left the school just 
after I walked out, saw me and I called out to him (with a touch of concern in 
my voice) and asked, “where is the lake ...where is the path to the lake to find 
the plane?” I quickly ran to him and repeated my question. He pointed to one of 
the openings in the trees, took a couple of steps in that direction, and said some-
thing like, “Go there… or that way.” I started to run to the spot he pointed to and 
told him to also quickly run home. He gave a small wave and walked away. It 
took me several minutes for me to reach the lake just in time as the pilot was 
turning the plane for take-off. Fortunately, the pilot saw me as I ran to the plane 
and we took off safely. As I reflected on this, and the child’s responses to the test 
questions, I was the one who didn’t know the directions to the lake and the boy 
he did not provide an answer to questions such as “in what direction does the 
sunset?” But he knew the direction to the lake and the path to take. I will leave 
you with this scenario and some points to think about such as just ‘what is intel-
ligence’, how effective and accurate are our measures, was this test valid for 
children in all contexts and where culture, language and experience interact 
with how we define and assess intelligence, and how much emphasis would you 
give to his incorrect answer on the sun-direction question where estimating his 
ability level?

There is no question that the model of the current Wechsler scales, the CHC 
theory underlying the WJ tests, the Das-Luria model reflected in the CAS, or 
even the K-ABC have been extensively studied and certainly, the tests are power-
ful diagnostic tools and predictors relative to a wide range of human behaviors. 
But despite their backup standardization studies (i.e., the reliability of the 
WISC-V FSIQ is in the very high.9 range), and the extensive norming studies 
and tables and validation studies with both typical children and those presenting 
with exceptionalities, there is still room for critical thinking by the psychologist 
and the inclusion of both clinical modeling and prediction in what could most 
easily be directed only by “statistical and actuarial decision making. We know 
that the best psychological tests such as intelligence tests are as accurate and use-
ful in their own way as the best medical tests (Meyer et al., 2001) and as Meehl 
(1954) argued, there is greater validity to statistical versus clinical prediction. 
But we also know that while intelligence has a strong hereditary basis, environ-
mental factors, experience, opportunity, right down to nutrition and health are 
also key factors impacting the development and expression of intelligence. A 
fixed mindset can have an impact on predictions and thus diagnosis and program 
intervention. Remember that 100 kids all with FSIQ’s of 100 will still show con-
siderable variability on something as relatable as school achievement and thus an 
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examination of patterns of strength and weakness, but also motivation to learn, 
support from the home, test anxiety and other factors can all have an impact on 
the individual. This is further reflected in my later description of the important 
studies by Weiss et al. that examine the effects of the environment on intelligence 
as we examine group differences.

 Current Perspectives and Implications From My Research 
and Practice

It struck me relatively early in my career that we had lots of theory, and many stud-
ies describing human behavior, its causes, and correlates. The best psycholology 
journals and the high quality books are just that, rich in content reflecting cutting 
edge advances showcasing the best that psychological science has to offer to clinical 
practices such as school psychology.  At the same time, today’s psychological litera-
ture is overrun with questionable social media posts and blogs as well as journals of 
unverified quality that seem to appear almost weekly and present endless ‘studies’ 
that vary in quality from absolutely worthless to absurd. Fortunately, my training 
and experience forcibly remind me to this day of the need for sound research that 
will yield evidence-based practices in all we know and do from assessment and 
intervention to wide-scale prevention and the methods and means for promoting 
mental health. Yet, the research literature often cannot describe just what to do that 
would work all of the time. I often struggled over the years of my career with the 
sometimes separation of Idiographic and nomothetic approaches to understanding 
human behavior just as I tried to find common ground between clinical versus sta-
tistical decision-making.

A foundational basis to my later research programs added to the search for those 
factors, both internal (e.g., brain-behavior correlates, genetics) and external (e.g., 
family factors, school climate, sociometric status) that would counteract or prevent 
psychological and physical ill-health and instead promote health and wellness. In 
some ways, hints of my earlier encounters with the writings from other areas within 
psychology (e.g., counseling, social psychology, cross-cultural psychology) and 
other disciplines (e.g., medicine, sociology, law), and humanistic and existential 
writers such as Fromm (freedom and belonging), Erikson (trust vs. mistrust to integ-
rity vs. despair), Maslow (growth needs; self-actualization), and Rogers (core con-
ditions of empathy, warmth, genuineness) kept creeping into my thinking as a 
researcher and practitioner. This was further linked with my interests and research 
more broadly on personality and specifically on stress, coping, mood, and resil-
iency. It has struck me from my earliest days in clinical practice in schools and vari-
ous mental health settings that there was considerable variability in individuals 
relative to their self-management and reactions to what they perceived as challeng-
ing or even threatening to them. For school children and youth, threats to the self 
could be observed as test anxiety, fear of failure, isolation or feeling threatened by 
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others. For high school youth, it could be feelings of rejection, unpopularity, to leav-
ing family and friends for university. Underlying these suggested variations across 
persons suggested differences in feelings of vulnerability and capacity or strength, 
and decisions and behavior resulting in giving up or overcoming. As graduate stu-
dents, we would work with children who seemed fragile, uncertain, limited in their 
capacity to manage everyday stresses and strains, which in turn impacted their 
school achievement, interpersonal relationships, and left them feeling helpless, 
insecure, isolated, afraid. Others were happy, confident, secure, well-liked, leaders. 
Some came for difficult home situations or communities with restricted opportuni-
ties, others from secure and supportive family environments with social support 
networks that offered an even greater sense of feeling wanted, needed, of value; and 
that they mattered. Although trying to identify those factors that could negatively 
impact a child, concurrently was the identification of protective patterns and struc-
tures that conferred strength versus weakness whether in the child’s cognitive pro-
file or scores on an anxiety measure.

Furthermore, this variability within and between groups of individuals was 
observed in many of our research studies over almost 50 years, whether examining 
key individual differences factors such as personality and intelligence, or evaluating 
treatment studies such as the relationship of exercise on mood, or the effects of 
methylphenidate on the intelligence test performance of children with ADHD. The 
test manuals and research studies we used reported mean or average scores as well 
as standard deviations for large groups on normally distributed traits and human 
factors. It was these test score variations that allowed the psychologist to describe 
an individual’s position on say an intelligence test relative to others and from there, 
draw from published research and the clinical knowledge gleaned from experienced 
practitioners to further determine what these scores, whether below, at, or above the 
average, meant in terms of other key factors, such as school achievement or inter-
personal attractiveness or for a child with ADHD. Again, it was here that I came to 
appreciate more than ever the importance of research and evidence-based studies of 
intervention and prevention programs.    But also there were too many instances 
where the fit of our clinical assessments did not unequivocally equate with an exact 
diagnosis, prescribed intervention or prevention program, or that the program that 
had success with some (e.g., CBT treatment of anxiety and depression) did not have 
the intended or desired effects in a particular case.

Based on the above experiences and observation, two conclusions came to the 
fore for me: the one described above where 100 kids all with IQ-s of 100 will still 
show wide variability in school achievement, interpersonal behaviors, capacity to 
manage stress, or musical skills. TThe other conclusion is that even our most psy-
chometrically sound and best tests of some major factor like intelligence which is 
complex, important, and has more established correlates with other psychological 
factors as any other in the psychological tool kit, does not by itself explain more 
than a portion of the variance we are trying to describe or predict. Why do smart 
kids fail and drop out of university? Why is extraversion an important component of 
leadership but certainly far from sufficient to select leaders only on the basis of this 
factor? In the mid-1990s, an Israeli colleague, Moshe Zeidner, and I revisited the 
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question of the relationship and interaction between personality and intelligence 
with leading researchers. We recalled that in basic statistical  analyses such as 
ANOVA,  interactions trumped main effects but as the interactions became more 
numerous, the interpretability became less clear. The same occurred as we moved 
from laboratory studies to the practices of the school, clinical, counseling, industrial- 
organizational, and neuropsychology. With advances in data analyses, we now con-
duct large-scale studies using structural equation modeling, looking at how 
relationships between various factors are mediated or moderated by yet other fac-
tors. And together with more sophisticated research methods and the collaborative, 
multidisciplinary research projects both within the lab and the real world, the 
advances and contributions from psychology have been geometric in their impact 
on positive psychology over the past 20 years.

Besides the implications and applications of emotional intelligence discussed 
earlier, I will end here by  briefly sharing two more areas of interest that have what 
I believe to be so very important in promoting psychological health, well-being, and 
flourishing children.

One area of study that drew my interest was resilience and resiliency. This ema-
nated from earlier research on stress that included, for example, Harlow’ studies of 
social isolation and maternal separation in monkeys, Seligman’s research on learned 
helplessness with dogs, Selye’s seminal model of the General Adaptation Syndrome 
describing the stages of alarm, resistance, exhaustion, and Lazarus and Folkman’s 
model of stress and coping (harm, threat, challenge). These studies saw stress as the 
imbalance between what a person could manage, address or cope with and chal-
lenges ranging from mild to extreme that came from either within (e.g., fear for 
failure) or outside (e.g., threatened by a bully, war). Over time, I was drawn to the 
work on resilience and resiliency and descriptions of the resilient person. What fac-
tors determine s a person’s capacity to bounce back when confronted with some 
kind of adversity? What are the factors that would support, can be learned, or even 
predispose a person to manage their emotions or change their thoughts and behav-
iors to overcome the fear of failing an exam versus simply giving up or avoiding the 
situation? Thus, expanding my view of EI, resiliency, which includes coping, is 
closely linked with how we handle and deal with stress. As we well know, there are 
often several theoretical frameworks for defining key individual differences fac-
tors,  what they are and how they impact behavior under typical and atypical condi-
tions. Remember that a theory is neither right nor wrong, it is a collection of 
observations and empirical findings that describe some phenomenon (or factor like 
intelligence) and can be used to form hypotheses. The research on resilience has 
been increasing and the various findings have resulted in an increasing number of 
measures, in contrast, to say scales that assess depression as defined by the current 
DSM nosology where the number and degree of symptoms  are clearly described. 
One such resiliency model was developed by Sandra Prince-Embury and I had the 
very good fortune of coming to know Sandra and collaborating with her on two 
books (Prince-Embury & Saklofske, 2013, 2014) and the extension of her resiliency 
scale to include young adults. Without going into detail of the theoretical underpin-
nings of the resilience model, very briefly it is described by three broad factors and 
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their facets Relatedness (optimism, self-efficacy, and adaptability), mastery (sense 
of trust, perceived access to support, comfort with others and tolerance), and emo-
tional reactivity (sensitivity, recovery, impairment). Besides developing the upward 
extension of Sandra’s resiliency scale for children, we have reported that resiliency 
is essentially a foundation for mental health across the age span. Interested readers 
are referred to our books and the published work of other key researchers and prac-
titioners (e.g., Mastern, 2001; Masten et al., 2021; Ungar, 2018) to see the signifi-
cance of resiliency in a description of individual differences.

A final example comes again from our intelligence research. Dr. Larry Weiss 
who has contributed so much to the development of the Wechsler intelligence scales, 
among many other areas, examined the standardization data of recent versions to 
further try to understand within and between-group differences. Recalling from our 
earlier work that education and affluence were key factors related to country differ-
ences in Wechsler tests scores, the reporting of group variations in intelligence in 
the United States raised similar questions about the underlying bases of these differ-
ences. Although intelligence score  differences between African/Black, White, 
Hispanic/Latino Americans were observed in children-adolescents and adults, the 
question was why? Some theories, including those with an evolutionary basis, sug-
gest that race was the underlying basis but a more careful examination of demo-
graphic factors that included poverty, nutrition, education, physical and mental 
health, income, SES, and so on could account for a large portion of these group 
differences, in some cases erasing them altogether (Weiss & Saklofske, 2020). The 
implications and applications are obvious. We have seen the implementation of sev-
eral programs in the United States that included Headstart, Project Follow Through, 
No Child Left Behind, and the SEL (Social, Emotional Learning) curriculums 
which have shown varying results, but with growing support that when they address 
the issues identified in our and other published chapters and articles, the effects are 
indeed promising. How absolutely encouraging! I would again refer you to chapters 
in our Wechsler-focused books for an examination of these promising findings.

 Future Research and Practice Applications

At this point, I feel like the stage actor who doesn’t know when enough is enough 
and the director (in this case the editors) are signaling to cut. So now I shall ‘really 
be brief’.

I have enjoyed a long and rewarding career in its many iterations from clinical 
practice to research because of the support, encouragement from, consultations, and 
collaborations with so many co-authors, colleagues, faculty, students, friends, and 
family. I thank you all. If, in some small way, whether through teaching in its many 
forms, research, clinical practice, or serving professional associations, I have con-
tributed anything, the journey has then beenboth  professionally and personally 
rewarding and worthwhile. I wish I had more to offer, but we have benefited so 
much from the great minds and humanists of the past and present and now the hope 
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and promise for a better future lie with those to come, our children, students, young 
researchers, and school, clinical, and counseling psychologists. To them, I pass this 
challenge that to date has not been fully addressed.

Stephen Hawking, a mathematics professor at Cambridge University and famous 
for his work in theoretical physics, posted this question on Yahoo Answers “Ask the 
Planet” campaign (July 2006):

In a world that is in chaos politically, socially, and environmentally, how can the human 
race sustain another 100 years?
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Chapter 3
Mental Health, Culture, and School 
Misfits: An Approach for Creating 
Solutions for Children Who Do Not Fit  
into a Majority Society

Doris Páez

Abstract A clinical and practical approach is presented to guide the creation of 
solutions to the contemporary mental health, culture, and schooling needs of chil-
dren that are culturally, linguistically, economically, or behaviorally divergent from 
any dominant societal group (e.g., mainstream, majority, majority-minority, grow-
ing minority, marginalized, normative groups). These children’s needs must be 
viewed from a micro and macro-ecological systems lens that attends to these chil-
dren’s sameness more than differences and the equations of all the variables in their 
lives, as well as to community and school mismatches. The impact of diverse chil-
dren’s fit with instructional settings, intervention strategies, or important adults 
(e.g., teachers, therapists, medical personnel, guardians, parents, family members, 
and coaches) on their mental health and academic achievement are explored. Case 
studies, highlighting culturally attentive modifications to typical psychological pre-
vention, evaluation, and intervention strategies for unique groups of children, 
including those who are multiple language learners, racially and ethnically diverse, 
have severe mental health issues, and have diverse gender identities will be interac-
tively reviewed. Suggestions are offered to serve as information and inspiration for 
how psychologists can evolve their current practices so that they can simultaneously 
serve as diagnosis detectives, intervention consultants, teachers, and advocates, all 
in the pursuit of children’s well-being and socially just treatment.

In this chapter, I present a process for working with children and adolescents who 
come from places, have life experiences, are being placed in, or find themselves in 
settings that make them misfits. That is, someone who does not seem to belong to a 
group or is not accepted by a group because of being different in some way 
(Macmillan Dictionary Definition). Misfit children include children and adolescents 
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who are culturally, linguistically, or behaviorally divergent from the mainstream or 
normative group. Examples of contemporary misfit children include youth that are 
English-language learners, racially and ethnically diverse, and diverse in gender 
identity and expression. It can also be said, that sometimes, it is not the child or 
adolescent that is the misfit, but rather it is the setting, intervention strategy, or the 
important people (e.g., teachers, therapists, medical personnel, guardians, parents, 
family members, coaches, etc.) in their lives who are not bad per se, but are not the 
right or best fit for a child, at a specific moment in time. Thus, the use of the prefix 
“mis-” in describing fit is used in this chapter.

In the year I was born, an animated TV special called “Rudolph The Red-Nosed 
Reindeer” aired on US television (Rankin & Bass, 1964). In this classic tale, the 
story of Rudolph, a reindeer who is born with a glowing red nose goes on a journey 
after being banned from participating for being different in an event reminiscent of 
the Olympic Games for reindeers. The journey takes Rudolph to the Island of Misfit 
Toys, an island populated by abandoned toys with idiosyncrasies. Toys such as a 
train with square wheels on its caboose, a plane that walks instead of flies, a water 
pistol that squirts jelly instead of water, a bird that swims instead of flies, and a 
cowboy who rides an ostrich instead of a horse. Together with those toys, Rudolph 
goes on to help Santa Clause save Christmas.

Twenty-two years later, armed with a Master’s and Education Specialist degrees 
in school psychology, I found myself interviewing for my first job as a school psy-
chologist in a public school in Florida, USA. I spent a great deal of time during that 
interview explaining how English was my second language, was fully bilingual in 
Spanish and English, and specifically trained to conduct psychoeducational evalua-
tions in both languages. I left the interview certain I would be given a school-based 
assignment that would use those experiences. In some ways, I was given the job I 
expected, but in so many other ways I was not. Instead, I was placed at two inner- 
city elementary schools that served primarily African American children and a large 
number of recent Haitian immigrant children. The latter group of students did not 
speak English or Spanish but spoke a creole language that was at that time primarily 
a spoken language and had experienced the trauma of crossing an ocean to reach a 
US shore. In addition, upon arriving at one of those schools, at the age of 22, I found 
myself sitting across from an educator who responded to my cheerful introduction 
as her school psychologist with, “I have been a teacher longer than you have been 
alive, what do you think you can do for me or the children here?” Thus, began my 
journey as a psychologist and the foundation for my clinical reasoning framework 
in service of those misfits. Armed with that experience, I returned to college and 
earned a doctorate in school psychology, and went on to the next 33 years of my 
journey. I now count with experiences working with infants to young adults, all 
constellations of family types, all possible psychiatric diagnoses and special educa-
tion service categories, and a variety of settings where psychological services are 
offered.

Over the years, I had the privilege of teaching and supervising many graduate 
students from psychology, education, and medical professional schools. As the 
course, practicum or internship progressed, I found myself describing to students 
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my process from assessment to intervention for the misfit children. My process is 
one of detective work where reasoning process layers are added to the typical best 
practices of psychological assessment (e.g., use of reliable and valid instruments, 
direct observations, interviews, and comprehensive background gathering) and evi-
dence-based intervention strategies and products that were taught in graduate 
school. The type of questioning and reasoning strategies presented in this chapter 
can lead psychologists to find useful insights and teach key findings in a manner that 
will lead to more contributions to a child’s well-being than representing a system 
that does not fit all children.

 Guiding Framework/Theoretical Approach for Mental Health 
Assessment, Prevention, and Intervention

The clinical reasoning process presented in this chapter has five guiding principles: 
(1) psychologists work for children and the important adults in those children’s lives 
who are parts of or are touched by systems and institutions; they do not work for 
systems or institutions, (2) whatever psychologists do, they should be useful and 
add value, (3) if psychologists do it well, what they do is messy and complicated, 
(4) psychologists must keep current with the science and work on the art of the 
profession, and (5) psychologists should view themselves as both detectives and 
problem solvers.

Principle #1. Psychologists work for children. This is easy to forget at times 
given that there are potentially multiple and different targets, consumers, and 
employers seeking the products of psychological assessments and interventions. 
Understanding and identifying these groups is critical in guiding a psychologist 
through the clinical reasoning process. The process is sometimes hampered by wor-
rying about the employer. The potential employers are not necessarily who pays us. 
In the case of misfit children, the psychologist must let go of that concern. To do so 
psychologists should view the clinical reasoning process through a system’s 
approach lens. This lens should be calibrated such that it will serve the interest of 
and be useful to everyone in the child’s system, including the: (1) child/adolescent, 
(2) family/parents/guardians, (3) educators, and (4) other relevant professionals 
(e.g., medical personnel, allied health professionals, caseworkers/managers, other 
mental health professionals). As part of the systems approach, psychologists first 
view the referral questions from each of those groups’ perspectives and consider 
how they will interpret the responses given to those questions.

Principle #2: Be useful and add value. My father was a successful entrepreneur 
and businessman. I witnessed first-hand the difficulties of running small businesses. 
At the beginning of my psychologist career, I recall confidently stating to him that 
because I was going to work with and for children, I would not need business or 
political skills. He informed me that everything in life requires those skills. Because 
psychologists are paid by their time and not necessarily by the quality of their 
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products, are given exact templates to follow, or are tied to a specific technological 
platform to display their products, they fail to see the opportunity to be an innovator 
and a source of new ideas. To some degree, psychologists become passive consum-
ers, product producers, and participants in practices that will not truly affect a 
child’s well-being. It is incumbent upon psychologists to provide a level of practice 
that is significantly higher, more sophisticated, and much more valuable than any 
psychological services offered before they became involved in a case and to provide 
these in a way that helps other professionals in doing their job better (e.g., pediatri-
cians, special education teachers, administrators, and mental health counselors) 
(Causadias et al., 2018; Nieto & Villaregio, 2020; Rahill, 2018). There are also 
several ways that psychologists add value to their products and services (e.g., 
reports, feedback conferences, consultations, and counseling): (1) increase delivery 
speed, (2) improve packaging and design, (3) simplify the method of use or increase 
the convenience of use, (4) improve customer service, (5) assess and address conse-
quences of the interventions proactively, and (6) engage in public relations as new 
colleagues become a part of a child’s team or a psychologist’s team. For example, 
do not avoid difficult phone calls, provide feedback within a few days of service, do 
not avoid difficult statements, acknowledge the degree of difficulty in the lifestyle 
changes you are proposing for the lives of children and the important adults, make 
reports user friendly, and bring written conversation points to meetings.

Principle #3: To do it well means the work is messy and complicated. Although 
psychologists are trained on different psychiatric diagnoses and special education 
categories, they are less trained in the process of differential diagnosis. Moreover, 
the path from presenting problems to diagnosis to treatment is not as straightfor-
ward as it may appear. That path requires being comfortable with the messy and 
complex aspects of psychology, which is the overlap among diagnoses, the environ-
mental and social context, and the connection among the presenting problems. For 
example, Smith (2018) describes the diagnostic difficulties associated with address-
ing repetitive behaviors of individuals with autism spectrum disorder (ASD). He 
indicated that these behaviors are often minimized as being obsessive or compulsive 
features of ASD, which reflects a misunderstanding of the connection between 
obsessive-compulsive disorders (OCD) and ASD. Additionally, both disorders have 
specific diagnostic criteria that lead to different treatments. Repetitive behaviors 
may also be the result of another neurodevelopmental disability (e.g., intellectual 
disability). The behaviors may reflect the impact of ASD and have nothing to do 
with OCD for some individuals, while for others the behaviors may result from 
OCD and have nothing to do with ASD. Finally, for some individuals, ASD and 
OCD may co-occur, and some instances of repetitive behavior may be due to one 
disorder while other instances of behaviors are caused by the other disorder. It is 
also possible that some behaviors may be impacted by the interaction of these dis-
orders, such as the anxiety-producing features of becoming overwhelmed.

Principle #4: Keep up with the science and work on the art of the profession. 
Psychologists should address the messy and complicated so that they offer a higher 
level of sophistication, wisdom, and understanding about a child or psychological 
services. Such an offering requires homework, additional research, or advanced 
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training. It has been recommended that psychologist, who are a part of school-based 
or school-affiliated mental health movements and services, increase their training to 
be specialists in one or more areas (Splett et al., 2013). If it is not obtained in gradu-
ate work, then psychologists must view each case with a misfit child not as reaching 
the scary cliff end of their expertise but as an opportunity to grow. Misfit children 
such as those with severe mental health issues or severe emotional disturbances 
(e.g., psychosis, personality disorders, post-traumatic stress disorder) require that 
psychologists increase the scientist part of the scientist-practitioner equation. 
Studying the literature and seeking out mentorship cannot stop when degrees are 
earned or internships are completed. Each time a psychologist has a more complex 
case, it should be viewed not as troublesome but as an opportunity to research and 
attempt new approaches. Any case of a misfit child or any environmental condition 
impacting a community should be viewed as a call to get another continuing educa-
tion unit in that area (e.g., acute or post-traumatic stress disorder following natural 
disasters, race-based traumatic stress). Psychologists’ clinical reasoning can also be 
enhanced by making the time to visit inpatient hospitals, intensive outpatient units, 
community health centers, and specialized mental health practices in your commu-
nities. The more work the psychologist puts into the science the more the art of the 
profession will emerge.

Principle #5: It is detective work. Psychologists will enjoy the work most if they 
view it as investigative or detective work that is required to solve the most challeng-
ing problems. Like detectives, psychologists must be able to analyze the complex 
problems of the misfit child and be able to generate strategies to improve the fit. 
Critical thinking is important to reach logical conclusions based on the evidence. 
Detectives must use these skills to remove personal prejudice and opinions and 
objectively investigate cases. In addition, detectives must make sound decisions 
when interviewing children and important adults and pursue the leads or insights 
those conversations produce. Psychologists must go beyond the generalities pro-
vided by many of the objective measures and records reviewed and attend to details. 
To the degree possible, ensure that nothing is missed in the investigation. 
Psychologists must also become adept at finding information in medical, social 
work, and school records that are relevant to the case. For example, because a child 
from a bilingual home is doing well in their English-language conversational skills 
and meeting basic grade requirements, psychologists should not gloss over that 
information and carefully consider the impact of other languages and other cultures 
on the child. Psychologists working with unique child populations, therefore, should 
seek to understand the personal culture of children. One possible way to do this is 
to use a framework such as the Personal Culture Framework by Fletcher-Carter and 
Páez (1997). This framework, which was originally designed to address the needs of 
rural deaf children from diverse cultural and linguistic backgrounds, highlights how 
to find the context or aspects of culture that may be the causal reason or contributor 
to why a child is a misfit. In that framework, it was recommended that special edu-
cators and support personnel explore beyond the superficial language and cultural 
variables of children and explore variables related to the following: (1) values and 
behaviors, (2) sense of group membership, (3) experiences of minority status, and 
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(4) transforming life events. These variables would be studied not only for the child, 
but also across the contexts of the family, neighborhood, community, and school. 
These variables can be explored by using cultural brokers or individuals who can 
provide information on the variables such as parents, other family members, com-
munity members, and minority-group school personnel. Intervention strategies 
would then address those variables that are not shared across contexts.

 Perspectives and Approaches Relative to Mental 
Health Assessment

Like any process, the clinical process described in this chapter is rooted in whys, 
whats, and hows. In his Golden Circle model, Simon Sinek (2009) states that busi-
nesses and leaders must first have clarity on their “why” and then align the hows and 
whats to that why. The whys in that model involve what your cause is or what you 
believe. The whats are the results or outcomes of your hows or your processes. 
Furthermore, Sinek suggests that your whats and hows can change over time 
depending on technological advances, customer, and market needs. This model can 
serve psychologists well in their clinical reasoning process as they work through the 
thinking, objective decision-making, and subjective judgments required to take a 
case from assessment to intervention.

First, psychologists must have clarity as to their whys. When you are a graduate 
student or novice psychologist, the answer to the why do we to what do question 
comes easily. It is usually some derivative of “to help children and families.” As we 
progress to mid- and late-career, the answer can become a little less clear and we 
tend to describe the whats and hows. The why of psychological assessments and 
services is to teach and inspire action that will promote the well-being of children. 
The what of the process is to answer questions. Specifically, in the evaluation realm, 
the job of the psychologist is to provide answers and insights into why there is a 
misfit for the child in their mental health, academic, or community status. The pro-
cess of improving or finding the right fit flows from those answers and insights. The 
hows are the products and services that deliver that outcome. In psychology, these 
include assessment strategies, reports, evaluation feedback sessions, consultation, 
intervention modeling sessions, and counseling. These will be elaborated in the next 
sections.

Teaching should be the way in the clinical reasoning process. To some degree, all 
psychologists, but particularly those addressing the well-being of misfit children, 
must see their role as one of teaching. Here teaching addresses psychologists’ 
opportunity and responsibility to:

• Cause important adults to know something such as gaining insights to the psy-
chological assessment and evaluation and clinical reasoning process.

• Know and understand the interpretation of test results or clarity of 
recommendations.
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• Assist others in becoming comfortable with a diagnosis, such as that involved in 
explaining gender dysphoria in youth to important adults.

• Cause to know the disagreeable consequences of some action, such as when a 
parent refuses to set limits on a child with addictions.

• Guide the additional assessment and investigation of the target child when the 
clinical reasoning process did not lead to a conclusive answer.

• Impart the knowledge of the relevant disciplines that are not common, such as 
language acquisition for ELLs, the role of adaptation in family systems theory in 
the case of children with Reactive Attachment Disorders, and implications from 
neurology about brain injuries.

• Instruct by precept, example, or experience in the consultation process.
• Make known and assist with acceptance as in the case of explaining the implica-

tions of schizophrenia.
• Conduct instruction regularly as in cognitive behavioral therapy.

Evaluations are sought because there are questions to be answered. Thus, clarity 
on the questions that guide psychological evaluations and assessment strategies 
should be carefully crafted such that they can evolve into helpful evaluation feed-
back sessions and psychological reports. The questions vary depending on the 
source of the questions (e.g., directly or indirectly involved person, layperson, or 
professional). The questions can be: (1) general or specific, (2) about a child or an 
intervention/treatment strategy, (3) spontaneously generated or based on the require-
ments for completing an institution’s forms, (4) abstract or concrete, or (5) one 
question versus many questions.

Ultimately, the questions are about improving a child’s well-being. There is no 
consensus around a single definition of well-being, but it is generally described as 
having higher life satisfaction and good feelings. Well-being involves having posi-
tive emotions and moods (e.g., contentment, happiness) versus negative emotions 
(e.g., depression, anxiety) and fulfillment (CDC, 2019). Several types of well-being 
have been identified in the literature, including: (1) physical, (2) economic, (3) 
social, (4) development and activity, (5) emotional, (6) psychological, (7) life satis-
faction, (8) domain-specific satisfaction (e.g., school and home life), and (9) engag-
ing activities and work. Which should we consider for misfit children? We should 
consider and address all of these in our strategies for gathering background informa-
tion, selection of assessment strategies, interpretation of assessment data, and feed-
back of results. If psychologists do not capture how children and adolescents 
experience their lives from their own perspectives (i.e., well-being report), then 
there is little opportunity to assess the benefits of preventative and direct services.

Well-being should also be considered not just in terms of the present moment but 
as much as possible, the someday, or the future (CDC, n.d). Faced with caseloads 
and backlogs, it would be easy for psychologists to view their work as being part of 
just a present moment and to neglect the potential for them someday. Our answer to 
the questions (e.g., results descriptions, interpretations, opinions) and services will 
be linked to the misfit child or situation in the present, but we must be cognizant that 
it will also be linked to other future efforts and outcomes.
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Regardless of who we work for, the answers to the following referral reasons 
must be sought for misfit children: (1) differential diagnoses, distinguishing between 
two or more closely related diagnoses, (2) comorbid presentations, describing the 
interaction between two co-occurring conditions, (3) rule outs, confirmation, or dis-
confirmation of particular disorders, (4) narrative description, traditional, descrip-
tive, and personalized reporting, (5) program entrance and accommodations (e.g., 
learning disabilities, gifted, Educational Testing Services Accommodations, child 
study team assessment, and college special education), (6) developmental and intel-
lectual disabilities (e.g., Autism Spectrum Disorders, Intellectual Disability), (7) 
legal and vocational (e.g., custody, competency and guardianship decisions, health 
insurance continuing adult dependency, vocational screening), and (8) mental health 
and psychological disorders (e.g., behavioral disorders, personality disorders, inat-
tention, mood disorders, anxiety disorders). From the referral, reason flows the 
referral questions.

Because effective teaching requires trust, psychologists must also be cognizant 
of the role trust plays in their work. I contend that trust leads to greater engagement, 
increased validity of results and a higher likelihood that recommendations will be 
followed. One useful way to conceptualize trust is not as an either-or (i.e., you have 
or do not have trust) but rather consider that there are different types of trust. 
Researchers and practitioners in business, leadership, and counseling have consis-
tently described the pillars or core elements of trust as being: competence, consis-
tency, and character (Rothernberg et al., 2013), In addition to these three C’s, clarity, 
contribution, commitment, compassion, and care are also noted as trust types. 
Earning trust does not mean that others must or will agree with us but rather that we 
will have earned their trust in our efforts. Moreover, psychologists must also dem-
onstrate that they considered how trust works or does not work in the life of a misfit 
child and the important adults.

We can start earning trust by explaining to the child, as developmentally appro-
priate as possible, and to the important adults our roles, responsibilities, and limita-
tions. The second step in building trust comes from how we start our conversations 
with ourselves about a case, with the target child, and with the important adults. 
First, in talking to ourselves, we must reiterate what the referral questions are, gen-
erate any additional questions that stem from the referral questions, and plan an 
approach for answering the questions. When talking with children, we must tell 
them what the goal of the evaluation is and we must share what level of confidential-
ity they are afforded. The latter is also shared with adults. The following are the 
three conversation starters I have used the most when talking with important adults, 
(1) our children are the best of us and worst of us. Which are we dealing with? (2) 
it is usually not just one thing; there is an equation to each person’s life and I need 
your help to understand the equation for this child and your equation as it relates to 
this child, and (3) we are all like most people, like some people and like no one at 
all, help me understand those aspects of this child.

The next step in trust is how we conduct ourselves. The last step is how we 
handle the truths we have uncovered during our process or case detective work. 
Among my many passions is dancing. However, as much as I love to dance 
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physically, I have found we should not dance when it comes to the truths. 
Psychologists should teach or counsel in a way that provides guidance to the child, 
if developmentally appropriate, and to the important adults in that child’s life. 
Provide preventative or direct interventions that are specifically designed, strategic, 
and practical.

In 1966, Maslow stated, “I suppose it is tempting, if the only tool you have is a 
hammer, to treat everything as if it were a nail.” The demands of the psychologist’s 
job make it such that it is tempting to see all children as a nail and all evaluations as 
a hammer. However, when you are working with misfit children, you are challenged 
to be creative, expand the knowledge base and learn new tools, or integrate existing 
knowledge in new ways.

There is power in learning to use many different assessment tools and strategies. 
Moreover, evaluations of misfit children, at times, require us to call upon knowledge 
gleaned from other disciplines such as (1) forensic psychology, (2) community psy-
chology, (3) counseling psychology/counselor education, (4) neuropsychology/neu-
rology, (5) psychiatry, (6) rehabilitation psychology, and (7) pediatrics and pediatric 
subspecialties (e.g., adolescent medicine, developmental pediatrics).

 Case Studies

The choice of assessment strategies flows from the questions about the child and the 
consumers of our results. Then you put your detective skills in motion for interpre-
tation. Most psychologists and systems have generic reasons for referral, the reason 
for evaluations, or presenting problems sections that may or may not be written to 
be more personal for each child. However, the six examples of the referral questions 
presented below represent simple modifications of the traditional psychological 
evaluation questions that offered as alternatives that can not only meet legal require-
ments but also assist with clinical reasoning, guide assessment strategies, improve 
the organization of assessment results, include contemporary social justice issues, 
lead to more effective evaluation feedback sessions, enhance our service delivery 
models, and increase the probability of impactful direct services (e.g., modifica-
tions, accommodations, and counseling) for misfit children. The questions are:

 1. What diagnoses were considered and what is the diagnostic basis for the behav-
iors noted?

 2. What are the contributing factors (e.g., timing, learned behaviors, life experi-
ences) to the child’s well-being (i.e., psychological and school life)?

 3. What role do trust, stress, motivation, and need for control play in the child’s life?
 4. Are the behaviors noted a function of or exacerbated by cultural and/or linguistic 

differences?
 5. Is the child amenable to behavioral change? What would behavior change 

require?
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 6. What specific domain (e.g., behavior, academic subject area) or environment 
(e.g., school, home, work, vocational, extra-curricular, peer group) interventions 
are recommended?

In the next section, case excerpts for each of these referral questions are pre-
sented to illustrate the assessment strategy and linkages to prevention and 
intervention.

 Referral Question #1: What Diagnoses Were Considered 
and What Is the Diagnostic Basis for the Behaviors Noted?

 Case Excerpt

An eleven-year-old Hispanic male resides with his legal guardians and are his non-
Hispanic biological mother’s relatives. He demonstrated increasing behavioral dif-
ficulties including lying, stealing, and hurting his younger brother. He has a history 
of significant neglect and suspected physical abuse, as well as multiple changes in 
his home life, variability in his adjustment to various home situations, which made 
it imperative that a differential diagnosis evaluation be obtained to rule out conduct 
disorders, mood disorders, thought disorders, ADHD combined, and reactive attach-
ment disorder. His guardians, pediatrician, teachers, and counselor need a differen-
tial diagnosis to provide appropriate instructional, therapeutic, and medical 
interventions.

 Reasoning Strategy

This type of differential diagnosis requires that his cognitive ability, processing 
skills, academic skills, and social-emotional status be evaluated. The following key 
results were considered for a differential diagnosis:

• Overall cognitive ability = average
• Verbal cognitive ability = above average
• Strong vocabulary that can lead adults to believe he can do more or understands 

more than he does.
• Nonverbal reasoning = average
• Spatial skills = borderline-low average
• Immediate and delayed recall is average, but weaker if he must attend to more 

complex features.
• Recognition is average.
• Attention and Concentration = average
• Attention and concentration problems appear to have an emotional and mood 

regulation basis.
• Visual and motor skills = average.
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• Reading comprehension = above average
• Spelling and written language = average
• Internal emotional tug-o-war
• “Non-stop” inner speech
• Continuous verbal associations to verbal input and to visual input
• Significant historical information:

 – Defiance
 – Not responding to consequence
 – Strong need for approval
 – Strong need for control
 – Aware of right and wrong
 – Trauma
 – Abuse/neglect history
 – Older of the two siblings placed with guardians.
 – Lying
 – Some intentional hitting of younger brother.

 Answer

More than 26 diagnoses and combinations of diagnoses were considered including, 
Attention Deficit Hyperactive Disorder, Reactive Attachment Disorder (progres-
sion), cognitive/information processing issues, Mood disorders (e.g., major depres-
sion vs. persistent depression (dysthymia) vs cyclothymia; Dysregulation), anxiety 
disorders, and personality disorders. Taken together, the behaviors are most consis-
tent with the diagnosis of Cyclothymic Disorder (F34.0). Based on this referral 
answer, interventions were focused on educating the caregivers on the chronic 
nature of the disorder and it was impressed upon them that without consistent psy-
chotherapy and school-based monitoring, there could be potential short- and long- 
term consequences such as a life-long battle with low self-esteem, interpersonal 
relationship difficulties, substance use and abuse, academic declines, and an 
increased risk of suicide attempt. Family therapy with his guardians was recom-
mended to help guide the management of his supervision and connections within 
the home as well as guide the relationship with family members. With regard to the 
lying and hurting of his brother, it is recommended that family members use a “walk 
me through it” approach where he would be asked to describe what happened 
before, during, and after you took something or hurt someone. It was also stated that 
he would not likely respond to typical behavior modification/consequences and is in 
need of strategies that support his perception of shared control (e.g., he has some 
and the adult has some) such as “time-ins” (sit with the adult nearby as opposed to 
time out) and “you decide the punishment” strategies. He would also not likely 
benefit from traditional talk therapy unless he trusted the therapist fully. Any thera-
pist working with him was told they would need to work to gain and keep that trust 
by being consistent and keeping sessions active. To this end, Dialectical Behavior 
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Therapy (a form of Cognitive Behavioral Therapy) was the therapy strategy of 
choice recommended provided to ensure that he would see the therapist to be an 
ally. Goals for therapy were also shared, including learning how to: identify and 
share feelings of fear, stress management including management of extreme emo-
tions, fear, and anxiety, with relaxation techniques and self-soothing activities, talk/
think through the messages that he received post the abuse and neglect and how this 
impacts current emotions and behaviors, teach emotional regulation to continue to 
build his trust in guardians and other family members, improve communication 
skills, increase prosocial skills, and building self-esteem.

 Referral Question #2: What Are the Contributing Factors (e.g., 
Timing, Learned Behaviors, and Life Experiences) to the Child’s 
Well-Being (e.g., Psychological and School Life)?

 Case Excerpt

A 9-year-old, the only child of older parents, white, male child was referred for a 
psychoeducational evaluation for the following reasons: (1) reading level below 
expectancy for current third-grade placement, (2) the school asked the parents to 
seek an external evaluation and the pediatrician, referred him, (3) considerable dif-
ficulty adjusting to various academic demands, (4) mild anxiety symptoms, and (5) 
difficulties at times managing his reactions when he feels his abilities are being 
questioned or he is being disciplined.

 Reasoning Strategy

• Conduct the background history investigation using a timeline that starts at the 
current year and working backward to birth addresses all aspects of a child’s life 
experiences, including significant factors in the medical, school, family, and peer 
relationships. To quickly convey the relevant timeline points in a presentation to 
the guardian and school-based and other colleagues, a table was generated with 
the following headings; Age, Medical (for key medical information), School 
(providing the year and key descriptors of school performance or school setting 
issues), home/family life, and peer/socialization observations (see Table 1).

• Explore the personal culture of the child and the child’s environmental contexts.
• Identify cognitive and academic strengths and challenges.
• Assess attention and concentration directly by using objective measures such as 

the Conners Continuous Performance Test, 3rd Edition (CPT-3) or the Attention 
and Concentration scale of the Wide Range Assessment of Memory and Learning, 
Second Edition (WRAML2).
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Table 1 Relevant Factors Timeline

Age Medical School Home/family Peers/socialization

9 No physical or 
psychological trauma
Tonsils removed
Generally healthy
Wears glasses
Tubes placed in his 
ears

3rd grade
Described by his 
mother and teachers as 
wanting to “play the 
role of quiet child” and 
student

Spends 
considerable time 
with maternal 
grandparents

Plays little league 
baseball

8 Second grade
Teachers began to note 
concerns about reading 
and spelling delays

Some teasing from 
a specific peer, but 
addressed

7 1st grade
Did well during 
Kindergarten and first 
grade
Kindergarten

6 Played well with 
other children, but 
did okay by 
himself as well

5 Preschool
4 Preschool
3 • All developmental 

milestones were met 
within normal limits

Daycare
2 Daycare
1 Daycare Resides with both 

biological parents 
who married, 
college educated 
and employed 
outside the home

0 • Product of a 
normal pregnancy 
and birth
• Mother describes 
that she and her 
husband were “older” 
parents
• Jaundice at birth 
and received 48 h of 
light therapy

Only child

 Answer

The following are the contributing factors to the child’s well-being (e.g., psycho-
logical and school life):

• Gaps growing. Because new skills need to be based upon already mastered con-
cepts. It has been difficult when most of the class has already mastered a concept 
and is moving on, while he has needed more time. This led to gaps in knowledge 
and basic skills. The more gaps in a content area, the more challenging it has 
been for him to learn new concepts.
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• Setting demands. The demands of the second grade and now third grade in the 
structure of a private school are considerably harder for him than many of his 
peers and this led to an increase in avoidant-type behaviors. Difficult with pen-
manship and written language also made day-to-day school work more challeng-
ing and contributed to avoidance.

• Academic impendence requirements. Because he had excellent support from 
his parents and teachers to aide, he was able to master some basic reading and 
mathematical skills. However, as he progressed through primary grades and now 
at the intermediate level, the increasing demands on his independent writing 
skills have led to falling further behind.

• Learned avoidance. He is aware of his weaknesses and is struggling and self- 
confidence at times can be an issue. The child’s difficulties led to some anxiety, 
low self-image, and he looks for ways to be allowed to give up. At this time, the 
child continues to view himself and school positively, but this should be carefully 
monitored as he progresses through school. There is a tendency for children with 
his profile to feel less capable than peers and get to the point he may dislike 
school. School can be draining because he may spend all day doing something 
that is difficult.

• Emphasize strengths to increase moments of success. He would benefit from 
participating in school and extracurricular activities in which he can be success-
ful. There should be an emphasis on his strengths as well. For this child, his 
strength is the knowledge base that he has and his ability to pick up on context 
cues when he is reading.

 Referral Question #3: What Role Do Trust, Stress, Motivation, 
and Need for Control Play in the Child’s Life?

 Case Excerpt

Fourteen-year-old, African American, female, sexually abused by a maternal grand-
father who was a religious leader, not completing school assignments, history of 
non-suicidal self-injury (i.e., cutting), and self-identification as transgender.

 Reasoning Strategy

• Include questions during the diagnostic interviews of the child and important 
adults regarding trust, stress motivation, and need for control.

• Potential interview questions for children include:

 – Do you have any teachers who understand you? Or look for information 
embedded in self-report data such as the responses addressing attitude toward 
school, teachers, and parents of behavior rating form such as the Behavior 
Assessment for Children, Third Edition.
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 – What have you heard about racism?
 – What have you noticed happening to you when you hear about racism?
 – Do you notice that you are overreacting or having certain expressions in your 

body, thoughts, and feelings?
 – What is stress?
 – How do you manage stress?
 – What is your favorite thing about school? What is your least favorite thing 

about school?

• Administer a measure of exposure and perceived impact of traumatic events such 
as the Childhood Traumatic Events Scale and Recent Traumatic Events Scale 
(citation).

 Answer

Trust, stress, motivation, and the need for control play a significant role in her 
behaviors. To a large degree, her anxiety and self-harm stem from her need to feel 
in control. She is experiencing the stress of living in a highly religious home and is 
still exposed to the home where she was abused. She is also experiencing consider-
able racial stress and has difficulty mediating that stress. She has difficulty trusting 
adults and is seeking ways to fit in with her peers. She is not motivated by academic 
accolades but rather the level of interest peers show in her dress and personal style. 
Assisting her and her guardians with education about transgender issues and post- 
traumatic disorder behaviors were recommended and used. Therapy also focused on 
effective communication that maintains child-adult boundaries was also 
recommended.

 Referral Question #4: Are the Behaviors Noted a Function of or 
Exacerbated by Cultural and Linguistic Differences?

 Case Excerpt

A ten-year-old, deaf, recent immigrant from rural Mexico who had never attended 
school and had been enrolled in a special education program for deaf children in a 
rural school in the Southwest region of the US. The child, two younger siblings, and 
parents resided with a sponsor family. The child had been extremely hesitant to 
engage in any activities, including eating in the sponsors’ home or school cafeteria.

 Reasoning Strategy

• Explored the personal culture.
• Attempted, but did not score formal measures of cognitive or academic abilities.

3 Mental Health, Culture, and School Misfits: An Approach for Creating Solutions…



50

• Used developmental teach-test-teach strategy to obtain a baseline estimate of 
cognitive abilities.

• Obtained background information and behavior-specific via interviews with the 
important adults including members of the immediate and sponsor family.

• Contrived a play situation and observed interactions with his siblings.

 Answer

Being deaf was established medically. The child’s behavior is a function of and 
exacerbated by the limited educational experiences with sign language, a formal 
communication system, or formal education. He appeared to be of at least average 
intellectual ability and caught on quickly to teaching items. The rurality of the com-
munity was presented as a positive aspect and point of connection for school staff, 
the child, and the family. The primary intervention recommended and used was to 
provide education about the child’s ecosystem, selecting only a few objectives, 
making a trusted community members as a liaison between the school and parents, 
and brainstorming with the school-based staff how to provide select, plan, and pro-
vide instruction for a select set of curricular objectives that would move him faster 
to the next levels of education.

 Referral Question #5: Is the Child Amenable to Behavioral 
Change? What Would Behavior Change Require?

 Case Excerpt

Seventeen-year-old, white, Hispanic, male, attending a prestigious private high 
school. His friends are the children of wealthy community members. He does not 
identify as Hispanic because he does not have a relationship with his biological 
father who is Hispanic. Mother is a white, business owner, and is fluent in Spanish. 
He was referred for a psychological evaluation due to problems with; (1) reading 
and critical thinking for comprehension since sixth grade, (2) refusal to read text-
books and use summary study guides instead, (3) excessive worrying, (4) variable 
motivation noted for the past 2–3 years.

 Reasoning Strategy

• Gather background information from the child, parent, teachers, and records 
using a year-to-year approach records review.

• Observations during a conversation with the mother where they were given sev-
eral conversation starters and then during the evaluation.
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• Neuropsychological testing includes the Trail Making Test, Stroop Color Word 
Test, Beery-Buktenica Developmental Test of Visual Motor Integration (VMI), 
Wide Range Assessment of Memory and Learning, Second Edition (WRAML-2).

• Cognitive testing using the Differential Ability Scales, Second Edition (DAS-2).
• Achievement testing using the Wide Range Achievement Test, Fourth Edition 

(WRAT-4).
• In-depth personality measures including the Minnesota Multiphasic Personality 

Inventory, Second Edition, Adolescent, RF (MMPI-A, RF) and Behavioral 
Assessment for Children, Third Edition (BASC-3), Self, Parent and 
Teacher Forms.

 Answer

He is amenable to behavioral changes provided interventions are focused on his 
need for control and mood regulation. Individual counseling using cognitive behav-
ioral therapy to manage his worrying, variable motivation, and intentionality in his 
life is highly recommended. However, disaffiliativeness (i.e., tendency to disen-
gage, separate himself, and not trust) may interfere with establishing a therapeutic 
relationship. His behaviors appear to also be a function of his personality style and 
habits. He would benefit from structure and a consistent schedule. While he is 
engaged in activities and interacts with many persons in a variety of environments, 
he presented as an individual who seems to be going from one thing to another as 
they appear and to participate in all aspects of his life with limited intention; almost 
as a spectator as opposed to truly managing his life.

 Referral Question #6: What Specific Domain (e.g., Behavior, 
Academic Subject Area) or Environmental (e.g., School, Home, 
Work, Vocational, Extra-Curricular, Peer Group) Interventions 
Are Recommended?

 Case Excerpt

A 5-year-old, African American, female attending a Montessori-based Kindergarten 
program. Single mother business owner. She was enrolled in the same Montessori 
program for preschool last year. In Kindergarten, she displayed difficulty acquiring 
early literacy, basic math, and copying skills.

 Reasoning Strategy

Gather background information that addresses the match between this child’s cogni-
tive, academic, and behavioral tendencies and preferences and the philosophy, require-
ments, and teaching strategies of the specific Montessori program she attends.
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 Answer

As a result of exposure, this student speaks or acts in ways that make adults believe 
she has much stronger higher order thinking or reasoning skills than is actually the 
case. Her profile suggests that school will be more challenging for her than for her 
typical age and grade peers when learning new concepts. New skills need to be 
based upon already mastered concepts. This can be difficult when most of the class 
has already mastered a concept and is moving on or she is asked to learn indepen-
dently. This can lead to gaps in knowledge and basic skills. The more gaps in a 
content area, the more challenging it is for her to learn new concepts. She is increas-
ingly aware of her struggle with learning and this tends to make her look for ways 
to get out of doing or performing academic tasks and to quickly give up.

The best strategies for teaching her will include:

• Repetition, repetition, repetition.
• Concrete learning and teaching approach that connects the dots for her instead of 

expecting her to grasp these on her own.
• Experiencing a success to keep her engaged and connected (i.e., less avoidant) 

before asked to do a more difficult task.

She is in need of a consistent and structured behavior system across all impor-
tant adults and settings. Once a system is decided upon, she will require direct 
instruction in that system and practice. She would also benefit from practice with 
sustained effort. She will do best with one-step directions and one direction at a 
time. When she has finished with a task she should report to the adult caregiver and 
be rewarded with specific verbal praise (e.g., you put your shoes in the right place). 
Consequences and rewards should also be consistent with those offered in the 
school setting. Her daily schedule is also affecting her ability to focus and sustain 
attention. She will need practice staying seated as she progresses through the ele-
mentary grades. Thus, it is recommended that at home and at school a timer be 
used to help her stay in a seat or an in an area for short periods of time (e.g., 3 min 
to start and building up to longer time frames). She would also benefit from direct 
instruction and practices on how to play with others and boundaries with children 
and adults.

At times, psychological testing will fail to find the answer to the referral ques-
tion. In those cases, the psychologist answer should include “I am not sure” or “I 
don’t know”, followed by “but here is what I suggest is done to figure it out.” 
Thereafter, the psychologist should make every effort to provide appropriate 
referrals to other professionals and give specific guidance for additional assess-
ments or procedures that can provide the answers sought (e.g., a year of third 
grade using a sight word approach, using the test data as a baseline and retesting 
at a later date).
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 Perspectives and Approaches to Mental Health Prevention 
and Intervention

An evaluation feedback session or a psychological report should be about teaching 
about the results of your detective work. Moreover, it should inspire action. For 
efficiency’s sake, report templates have become the norm. They can be generated 
solely by computer programs. However, for misfit children, all templates and feed-
back formats must be adapted. Clear written and oral feedback is the psychologist’s 
greatest product. Written communication in the form of clear and useful reports, as 
well as proper documentation in counseling and consultation, are essential. Reports 
are not only for meeting documentation or legal mandate. They should convey 
information that walks a reader through the process of evaluation and provides guid-
ance on the results of the evaluation. Excellent oral communication also is critical 
to being a successful psychologist. It is important to ask clear questions and actively 
listen to the answers so that no details are missed. Psychologists must also listen for 
inconsistencies or missing pieces in the information that a child or important adult 
is presenting. For example, in the case of a child who has parents with joint or par-
tial custody, both parents must be interviewed. Efforts should be made to have addi-
tional meetings or phone calls to interview the other important adults in the child’s 
home life. Often, for efficiency’s sake, psychologists get only one side of guardian-
ship or parental story. Sometimes the version of that story is not completely accu-
rate. Moreover, if at all possible, one should seek to get all of the important adults 
in a child’s home life to participate in feedback on the insights gleaned from the 
evaluation or the recommendations offered. For example, if only one parent is 
attempting a recommended behavioral intervention, then it could be undermined if 
the second home the child resides in because of a custodial arrangement does not 
follow the same behavioral strategy.

Reading body language is another important part of communication and helps in 
identifying what the child and important adults are experiencing during the assess-
ment and feedback process. In the era of virtual meetings with important adults, 
word choice by all parties should also be considered as a clue to understanding a 
child and the environments he operates in.

In addition to the basic areas of reports and styles for data reporting, careful 
consideration should be given to psychological report features. There are some 
essential questions, that psychologists should ask themselves when writing a report 
or providing feedback about evaluation results (Ackerman, 2006). First, while I 
always provide feedback to key individuals about the evaluation (e.g., the child, the 
important adults), it is often the case, that because of logistics (e.g., being the only 
bilingual school psychologists serving over 100 schools, private practice hours), I 
cannot be a part of additional conversations about a case. Thus, I learned to set up 
my evaluation feedback opportunities including my reports in a way that answered 
the following:

 1. If my report has to speak for me without me, how will it be “heard”?
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 2. If I was given only 5 min to say something about a child, what would I say?
 3. Is there are at least one recommendation that is clearly specific to the child and 

demonstrates the individualism of the evaluation?

 Conclusion

The clinical process pieces presented in this chapter are not necessarily new, what is 
new is the mindset that psychologists are asked to take so that they can increase the 
possibility of more socially just assessment and intervention processes. The 
approach presented here is also meant to transform psychological practice so that it 
leads to teaching and advocacy in ways that will truly enhance the lives of children. 
This will require that psychologists be willing to be more multi-culturally attentive, 
focused on child-wellbeing, and rephase referral questions using a consumer- 
oriented lens. Psychologists must be willing to shine a light on the pieces that do not 
fit—the misfits between individuals and systems.
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Chapter 4
Screening and Assessment of Mental 
Health Problems in Students: Using 
an Integrated Assessment-to-Intervention 
Approach to Enhance Integrated Care

Shannon L. Stewart and Ashley Toohey

Abstract Mental health affects student well-being, academic performance, and 
resource allocation within schools. The ability to properly identify the needs of 
students while providing improved prioritization, triaging, and access to services is 
essential. This chapter provides an assessment-to-intervention approach to foster 
early identification, intervention, and enhanced service system integration.

Seventy percent of mental health issues have their onset during childhood or adoles-
cence (Government of Canada, 2006). Furthermore, 34% of high school students in 
Ontario report experiencing at least moderate levels of anxiety and depression, and 
4% indicate serious levels of anxiety and depression symptoms (Boak et al., 2016). 
Young people aged 15–24 years are most likely to experience mental illness and 
substance use disorders compared to individuals in other age ranges (Pearson et al., 
2013). Furthermore, rates of comorbid disorders are high among children and youth. 
For example, roughly 3  in 4 children and youth aged 3–17 years who have been 
diagnosed with depression also have anxiety, and almost half of those children and 
youth with depression also, have externalizing issues (Danielson et al., 2016).

In Ontario, 14% of high school students report having seriously contemplated 
suicide in the past year and 4% report having attempted suicide (Ialomiteanu et al., 
2016). In 2016, suicide accounted for 19% of the deaths among children 10–14 years 
of age and 29% of deaths among youth aged 15–19 years (Statistics Canada, 2018a). 
Suicide is the second leading cause of death among youth (Statistics Canada, 
2018b). Despite the high prevalence of mental health issues among children and 
youth, about 75% of Canadian children with mental health disorders do not access 
specialized treatment services (Waddell et al., 2005). Furthermore, 28% of students 
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report not knowing who to turn to or where to go when they want to talk to someone 
about mental health (Boak et al., 2016). Although mental health concerns are preva-
lent among all children and youth, there are certain populations for which there are 
additional concerns and needs that must be identified and taken into consideration. 
For example, compared to their heterosexual peers, 2SLGBTQ+ youth face 14 
times the risk of substance abuse and suicide (Canadian Mental Health Association-
Ontario, 2021), and death rates due to suicide are roughly 5–6 times higher among 
First Nations youth compared to non-Aboriginal youth (Centre for Additions and 
Mental Health, 2021). Furthermore, Black youth are significantly underrepresented 
in mental health and treatment-oriented services but are overrepresented in 
containment- oriented facilities (Gharabaghi et  al., 2016). Research findings also 
highlight that youth living in lowest income neighborhoods had the highest rates of 
acute mental healthcare service use, emergency department visits for deliberate 
self-harm, and the highest rates of suicide (MHASEF Research Team, 2015).

In addition to the impact mental health issues have at the individual and familial 
level, there are significant implications at the societal level as well. For example, 
25% of Ontario parents report missing work to care for a child with anxiety (Ipsos 
Public Affairs, 2017), and the annual economic impact of mental illness in Canada 
is estimated to be $51 billion (Smetanin et al., 2011; Lim et al., 2008). The Canadian 
Institute for Health Information (2020) reported that, in Canada, between 2008/2009 
and 2018/2019, there was a 61% increase in emergency department visits by chil-
dren and youth for mental health issues and a 60% increase in hospitalizations. In 
Ontario alone, this costs the healthcare system $260 million per year and places a 
significant strain on health care in hospitals (Kids Can’t Wait, 2020). There is a 
growing international body of evidence demonstrating that promotion, prevention, 
and early intervention initiatives show positive returns on investment (Mental 
Health Commission of Canada, 2014; Roberts & Grimes, 2011; Canadian Centre on 
Substance Use and Addiction and University of Victoria Canadian Institute for 
Substance Use Research, 2018). By identifying student mental health needs early 
on, issues can begin to be addressed in a timely manner before they worsen thereby 
avoiding additional stress and suffering to students and their families while also 
reducing costs.

Researchers have begun to conduct cost-benefit analyses of mental health pro-
grams to underscore the individual- and societal-level benefits of mental health pro-
grams and early intervention on student populations. Findings from these studies 
consistently demonstrate that the monetary and societal benefits of these programs 
far exceed their costs. For example, Chisholm and colleagues (2016) found that for 
every dollar spent on treatment for anxiety and depression, the return on investment 
could be upwards of fourfold. In another study aimed at increasing access to ser-
vices for Black and low-income families through school-based health centers, 
authors found a reduction in access barriers to care such as transportation and par-
ents taking time off work (Guo et al., 2010). Furthermore, results from this study 
predicted a net social benefit of roughly $1.35 million across four state school dis-
tricts over 3  years. Taken together, these findings underscore the important role 
early intervention and school-based mental health services play in reducing 
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barriers, providing equitable services, and improving long-term individual, family, 
and societal outcomes. Notably, for effective early intervention to occur, the need 
for a cohesive mental health approach to care should be embedded within a strong 
clinical reasoning model to support an evidence-informed assessment-to-interven-
tion approach within schools.

 Clinical Reasoning Model for Mental Health Assessment, 
Prevention, and Intervention

Clinical reasoning is the process by which a client’s or student’s needs are identified 
and fosters appropriate care planning. To understand a student’s strengths and needs 
and how best to address those needs, the use an integrative framework is essential 
for assessment, prevention, and intervention. Engel’s (1977) call for the biopsycho-
social approach to replace the biomedical model was in an effort to provide care that 
was humanistic and allowed individuals to feel understood and empowered. Practice 
guidelines within the field of psychology and accreditation and licensure standards 
underscore that biological, psychological, and sociocultural considerations all need 
to be incorporated into assessments and intervention planning (e.g., see APA, 2002, 
Ethics Code 2.01(b); APA, 2003, multicultural guidelines). Furthermore, these 
guidelines suggest that failure to use a comprehensive and integrative approach can 
lead to case conceptualizations that are incomplete and can therefore have signifi-
cant negative consequences (Melchert, 2010).

Psychologists bear the responsibility of recognizing and understanding both the 
uniqueness of the individual and the sociocultural influences affecting the individ-
ual (Bartolo, 2010). A biopsychosocial framework allows psychologists to integrate 
these approaches, stressing the importance of both the processes that occur within 
the individual as well as the processes that occur in the individual’s immediate and 
broader environment and how these processes all interact and affect the individual. 
Factors within each of these domains impact students’ academic achievement and 
mental health, and the interactions between these domains are often complex and 
highly nuanced. Additionally, understanding the subjective experience of the stu-
dent within their context is essential (see Stewart et al., 2020d) and contributes to 
humane care and positive health outcomes (Borrello-Carrio et al., 2004).

As depicted in Fig.  4.1, the student is at the center of the clinical reasoning 
model. In line with a dynamic biopsychosocial framework, information must be 
gathered about the student’s risk and protective factors with an understanding that 
wellness is a product of reciprocal influences of biological, interpersonal, psycho-
logical as well as macrosystem contextual dynamics that unfold across development 
(Lehman et  al., 2017). With respect to biological factors, information impacting 
well-being must be considered including any existing medical conditions, medica-
tion the student is taking, nutrition, hearing or vision concerns, as well as any gross 
or fine motor or any other physical mobility challenges. With respect to 
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Fig. 4.1 Integrated model of psychological services clinical reasoning incorporating the World 
Health Organization’s International Classification of Function, Disability and Health (WHO-ICF) 
model with important concepts from interRAI (www.interRAI.org) and Elven et al.’ (2015) clini-
cal reasoning model for physiotherapists

psychological constructs, information as to cognitive and intellectual abilities, aca-
demic skills, executive functioning, temperament, emotion regulation skills, mental 
state indicators, adaptive skills, traumatic life events, and any potential substance 
use problems will all be important for case conceptualization and care planning 
(Stewart et al., 2015c, 2016).

Among the sociocultural factors that need to be understood for care planning 
purposes are the student’s peer and family relations (Arbeau et al., 2015) and attach-
ment (DeOliveira et al., 2015) as well as their own beliefs and values (Stewart et al., 
2020d). Furthermore, the student’s access to services, clean water (Slekiene & 
Mosler, 2019), other basic necessities (Evans & Cassells, 2014), and education 
(Ferguson et al., 2007) need to be understood. Critical systems such as their neigh-
borhood, community, religious groups, and socioeconomic status can influence the 
student independent of biological and psychological factors and therefore must be 
taken into consideration as part of the case conceptualization process. As depicted 
in Fig. 4.1, the biological, psychological, and sociocultural aspects are interactive 
and affect one another, which is monitored throughout the assessment-to- intervention 
process.

S. L. Stewart and A. Toohey

http://www.interrai.org


61

Information as to these various biopsychosocial factors can be gained from the 
student directly but may also come from the family, school staff, school records, 
other service providers (e.g., social workers, child, and youth workers), medical 
practitioners, and a review of medical records. Further, integrating information from 
these various collateral sources allows for further exploration and understanding of 
the goals each of these key stakeholders may have for the student and the work that 
is already being done to support student success and wellbeing.

All of these biopsychosocial constructs are used to inform care planning, inter-
vention, program evaluation, and resource allocation, which, in turn, all affect one 
another and are also impacted by readiness for change, perceived barriers, and life-
style (Hirdes et al., 2020; Zimmerman et al., 2000). These areas can interrupt treat-
ment or impact response to treatment. Finally, all of this must occur within the 
context of the student’s strengths and needs, the preferences of the student and fam-
ily, best practice, evidence-based care as well as clinical judgment.

 Perspectives and Approaches to Mental Health Assessment

There is a clear need for a uniform assessment system for use across multiple ser-
vice sectors (e.g., schools, mental health facilities, hospitals, and crisis units) to 
promote a common language across disciplines while reducing assessment burden 
and duplication. The use of evidence-informed practice through the collection and 
application of comparable, high-quality data (Stewart & Hirdes, 2015) can foster 
improved outcomes for students and reduce barriers to integrated care coordination. 
The use of an integrated assessment-to-intervention system that supports care plan-
ning at multiple levels, across disciplines (e.g., psychology, speech and language, 
social work, nursing, physiotherapy) within the school setting is of the utmost 
importance (Sun et  al., 2021). The biopsychosocial approach is inclusive of all 
domains that influence a student’s successes as well as their needs. As such, this 
model supports all professionals within the school system and fosters an inclusive 
and cross-sector approach to assessment and care.

 Need for Integrated Assessment

To date, mental health services within schools are fragmented and siloed in nature. 
School-specific assessments are often unstandardized across school boards and ser-
vice settings making it difficult to compare acuity levels and need, evaluate out-
comes, or track longitudinal changes as a student transitions from one educational 
setting or service to another. To enhance capacity, a scientifically sound assessment 
system for vulnerable students of different ages receiving mental health services is 
needed both within schools and diverse service settings (Hirdes et al., 2020; Stewart 
et al., 2015a; Stewart & Hirdes, 2015). Such information can guide service planning 
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and resource allocation across the life course (Stewart et al., 2020b, 2020c; Stewart 
& Hirdes, 2015) rather than a school-specific, age-limited approach to service pro-
vision. Current models of care wherein each professional who is in contact with a 
given student uses scales and forms (whether standardized or home-grown) designed 
to measure singular issues yields a conglomerated information system. Information 
gathering in this manner does not allow for a systematic, centralized way to track 
concerns, or evaluate outcomes longitudinally. Furthermore, population-level anal-
yses are near impossible with this approach, and using scales in this manner limits 
the possibility of gaining information outside the parameters of the selected scales 
(Hirdes et al., 2020). That is, when scales are selected in response to referral con-
cerns or presenting issues, the focus remains on those issues that are already known.

By using a more comprehensive approach (i.e., one that spans multiple domains 
such as in the biopsychosocial model) to assessment, there is more opportunity to 
gain information as to possible underlying or related issues that may otherwise go 
unnoticed and unaddressed (Hirdes et  al., 2020). Through the use of a common 
approach to assessment and care planning based on meticulously tested items, 
scales, (Lau et al., 2019; Stewart et al., 2019a, 2020a), and decision-support algo-
rithms (Stewart et  al., 2017, 2019b, 2020b, 2020c), such an approach promotes 
continuity of care for students receiving services as they grow (Stewart & Hirdes, 
2015). Moreover, the use of high-quality data can provide insights about common 
and divergent issues affecting students in different academic settings throughout 
their academic career (e.g., from preschool, elementary and secondary school, and 
college/university). Collaboration and use of a common language with multidisci-
plinary partners can reduce overall costs in avoiding duplication of services, improve 
prioritization and triaging efforts, contribute to wait list reduction strategies, and 
decrease frustration for families navigating the service system (Marshall et  al., 
2020; Stewart & Babcock, 2020).

 Screening and Comprehensive Assessment

Ensuring students have access to timely, responsive, and integrated mental health 
services requires proper identification, with more in-depth assessment occurring 
when students present with more complex or urgent needs (Marshall et al., 2020; 
Stewart & Babcock, 2020; Stewart et al., 2017). There is a growing realization that 
many childhood problems have long-term consequences and costs for students, 
their family, their educational setting as well as society. Educators, school person-
nel, and clinicians play critical roles in the early identification of children with men-
tal health problems and suicide risk (Fazel et  al., 2014; Ligier et  al., 2020; 
Schulte-Körne, 2016). Early identification can reduce the likelihood of negative 
sequalae such as emotional and social difficulties, poor academic achievement that 
results in adult underemployment (Darney et al., 2013; Hawton et al., 2012), and 
increased mental health service utilization later in life (Kirby & Keon, 2004).
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School-based mental health professionals, including school psychologists, con-
duct a wide variety of assessments due to the significant needs of students. Due to 
increasingly limited resources, coupled with continuing high levels of mental health 
needs in students, a shift in service delivery is needed (Dowdy et al., 2010; Kleiver 
& Cash, 2005), providing universal, selected/targeted as well as indicated/intensive, 
supports, based on level of impairment and student need (Durlak & Wells, 1997; 
Doll & Cummings, 2008).

Screening and triaging of students for emotional, behavioral, and academic con-
cerns is a first and critical step toward the early identification of students who need 
support. Moreover, screening allows students and their families to be connected 
with appropriate services when it is done as part of a coordinated mental health 
program (Weist et al., 2007). Implementing a multi-tiered system of supports frame-
work wherein school-wide prevention-based initiatives, and system-level screening 
are implemented to appropriately allocate resources and identify and provide target-
ing supports to students with greater difficulty is not only in line with professional 
standards outlined by NASP (2020) but is also supported by the literature (e.g., 
Denton, 2012; Dexter et al., 2008; Gibbons, 2008). Proper screening should assess 
a student’s short-term (e.g., suicide risk) and long-term risk of harm (e.g., substance 
use, school disengagement) with common, core items that integrate into a fully 
comprehensive assessment. Empirically derived algorithms, coupled with clinician 
opinion, can then provide a standardized case-finding methodology to assist in the 
identification of routine, urgent, and more emergent care (Stewart et  al., 2020c, 
2021; Stewart & Babcock, 2020) and impart information related to specific clinical 
issues needed for further assessment and follow-up. Consequently, students with the 
greatest urgency or most pressing issues can be prioritized as part of a triaging sys-
tem. Further, by identifying areas of need as well as current severity, service provid-
ers within the school provide more timely access to appropriate services. More 
comprehensive assessments would be reserved for students with higher acuity lev-
els and more complex co-occurring difficulties, thus making the distribution of 
comprehensive assessments more equitable.

When an integrated assessment-to-intervention system is part of the standard of 
care, the information can be used to enable care planning, outcome measurement, 
and more appropriate resource allocation thereby improving quality of care. By 
providing students and families with support before mental health issues become 
entrenched, screening contributes to positive mental health and educational out-
comes that promote positive long-term effects (Dvorsky et al., 2014; Mass Levitt 
et al., 2007). Given the strong association between classroom behavior, emotional 
functioning, and academic achievement (e.g., Demaray & Elliott, 1998; Ringeisen 
et al., 2003), it is important that screening consider protective and risk factors in all 
domains. In line with the clinical reasoning model presented herein, the evidence 
underscores the importance of involving families, schools, and their broader com-
munities for effective implementation of screening (Weist et al., 2007).
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 Perspectives and Approaches to Mental Health Prevention 
and Intervention

Schools are positioned to identify and address children’s mental health issues. 
Specifically, schools have continued to take ownership of student mental health 
needs and many have adopted a multi-tiered approach to provide prevention and 
comprehensive, evidence-based intervention (August et al., 2018). There is a con-
siderable body of literature that demonstrates when evidence-based mental health 
promotion programs in schools are implemented well, they can have a significant 
positive impact on children’s mental health and academic performance (Atkins 
et al., 2003; Durlak & Wells, 1997; Durlak & Dupre, 2008). As part of their review 
of school mental health programs from four nations around the world, Weist and 
colleagues (2007) identified five critical themes for the advancement of these pro-
grams. Among these themes is the importance of cross-sector collaboration in build-
ing systems of care, meaningful engagement of the student and family, and the 
development of the workforce and mental health literacy (Weist et al., 2007).

 Cross-Sector Collaboration

A recent review of the literature on mental health promotion in schools has demon-
strated that, unfortunately, limited advancements have been made in the last decade 
(O’Reilly et al., 2018). More specifically, O’Reilly et al. (2018) identified variabil-
ity in terminology being used, limited evaluation of long-term impacts of programs, 
inconsistencies in application, as well as a lack of well-trained individuals to imple-
ment the intervention programs as being some of the biggest shortcomings.

Both in Canada and the United States, there has been a strong push toward school 
psychology adopting a public health model wherein a major focus is on the coordi-
nation and integration of services (e.g., Schwean & Rodger, 2013; Strein et  al., 
2003). Time and again, researchers and policymakers have stressed the fact that 
schools play an essential role not only in assessment, intervention, and prevention 
of mental health issues but also in meaningfully engaging and involving their local 
communities (Leschied et al., 2012). As Weist (2003) outlined, for community and 
school mental health professionals to come together and move towards a model that 
stresses coordination and integration, a systematic assessment of needs as well as 
identification of available resources, and discussions as to who will do what along 
the prevention/intervention continuum is critical. Furthermore, it is crucial that the 
school environment values and prioritizes health practices (McIssac et al., 2017) as 
sustaining school-wide initiatives such as these requires continuous engagement 
and collaboration from all stakeholders (McIssac et al., 2017).

Based on the extant literature, school psychologists value practices that are rel-
evant and effective in a rapidly changing world and recognize that child develop-
ment is not purely an accumulative process, but rather dynamic and interactive in 
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nature. As such, school psychology must occur within an ecological framework 
with a multi-systems approach to practice, inclusion, and respect for diversity. Due 
to the acknowledged importance of implementing evidence-based, theoretically 
driven practice (Annan & Priestley, 2011), there have been calls to action within the 
school psychology community for an emphasis on prevention of mental health and 
academic problems since the 1990s (Bradley-Johnson & Dean, 2000).

With an appropriate assessment and consent processes in place, sharing of infor-
mation among stakeholders is paramount to move toward service-system integra-
tion and away from fragmented and siloed approaches to service delivery. On the 
individual level, this allows for students and families who are in need to access the 
appropriate services in a timely fashion rather than having to follow up on numerous 
referrals, often duplicating resources. On a more systems level, through high- quality 
data at the district level, school boards can engage in equitable resource allocation 
such that higher needs schools would be allocated greater resources. Populations 
can be stratified based on specific algorithms, used across large catchment areas to 
compare performances across school boards, hospitals, and agencies. Practice pat-
terns could then be evaluated at the regional, organizational, national, or global 
levels (Hirdes et  al., 2008). This would allow for the examination of variations 
across regions with respect to how services are used based on risk and need (Stewart 
et al., 2020a, 2020b, 2020c, 2020d, 2021).

 Student and Family Engagement

In line with the professional standards as outlined by the National Association of 
School Psychologists (NASP, 2020), schools must collaborate with families with 
respect to decision-making for their children. To foster a positive and collaborative 
relationship with families, school psychologists must be aware of potential barriers 
to parents’ seeking school psychology services. Ohan and colleagues (2015) found 
that stigma, lack of school resources, perceptions that psychological services are 
ineffective, and concerns about lack of confidentiality were among the main barriers 
to parents seeking school psychology services. Additional barriers include those 
related to sociopolitical factors such as funding and access to services and cultural/
familial factors such as beliefs about mental health services/treatments and their 
providers. Of note, a strong positive relationship with school staff is key for parents’ 
reporting no perceived barriers to using school psychology services for their chil-
dren’s mental health problems (Ohan et al., 2015).

Given that parents may be more inclined to be involved in school-based mental 
health programs compared to clinic-based programs (Atkins et al., 2003), school 
psychologists are well-placed to build and foster collaborative relationships with 
families to support students’ mental well-being. Guidelines that can help clinicians 
to overcome some of these cultural/familial barriers include determining where the 
child and family are with respect to help-seeking and the desire/willingness to 
change, providing psychoeducation for families and community members that take 
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into account their beliefs and values, and refraining from implementing evidence- 
based intervention before the child and family are ready to avoid poor adherence or 
withdrawal (Power et al., 2005). In line with the clinical reasoning model presented 
herein, it is important that goals set for students are consistent with student/family 
preferences to see the most gain.

 Training and Supporting School Personnel

One of the organizational principles outlined by NASP (n.d) underscores the impor-
tance of all non-mental health professionals within schools being equipped with the 
knowledge needed to support students’ mental health. The need for school psy-
chologists to move towards program evaluation and psychoeducation, while col-
laborating with other key stakeholders who work directly with students has been 
highlighted since the 1930s (Bradley-Johnson & Dean, 2000). Although there are 
opportunities for early identification and intervention of academic and mental health 
problems in school, the extant literature indicates that education enhanced training 
efforts are required to allow staff to become better equipped with the knowledge of 
early warning signs, most especially of internalizing problems (Bradshaw et  al., 
2008). Research has demonstrated that having teachers who have additional or spe-
cialized training and who can act as champions or coaches to support educators who 
are implementing classroom programs is important for both teacher confidence 
(Atkins et  al., 2003; Stormont et  al., 2015) and promoting sustainability of pro-
grams and initiatives (Atkins et al., 2003).

Unfortunately, oftentimes, teachers do not believe they have the training needed 
to implement classroom-based socioemotional behavioral lessons nor to support 
children’s mental health needs (Reinke et al., 2011). Hence, it is not surprising that 
teachers have identified the need for more training opportunities (Moon et al., 2017) 
and for the preference to have other teaching staff already embedded in their net-
work as opposed to school psychology staff who are not as available to support the 
day-to-day classroom initiatives (Atkins et al., 2003). In fact, research findings sug-
gest the need for more effective communication and collaboration among special 
educators and mental health professionals (Babyak & Koorland, 2001). Moreover, 
school psychologists have reported perceived resistance/concerns from school staff 
(Marrs & Little, 2014; Little et al., 2017) and a lack of clarity as to the roles of 
school psychologists (Marrs & Little, 2014; Little et al., 2017) as potential barriers 
to their work in the school environment. Given the importance of consultation and 
collaboration to effectively promote interventions (NASP, 2020), these findings 
highlight the need for school-wide initiatives that develop shared goals, objectives, 
and a clear understanding of student mental health promotion.
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 Using Assessment Data to Inform Intervention

Data-based decision-making and accountability have been identified by NASP 
(n.d). as one of the ten Professional Standards for school psychologists. That is, 
assessment and data collection should focus on identifying areas of strength and 
need while fostering outcome measurement of interventions. Further, as a result of 
their review of school mental health programs around the world, Weist and col-
leagues (2007) identified the use of evidence-based practices and ongoing monitor-
ing for quality assurance as being two of the critical themes for the advancement of 
these programs. By using an empirically based assessment-to-intervention approach, 
schools can monitor progress seamlessly and compare pre/post data easily for indi-
vidual students, schools, school districts, and across provinces, states, and countries.

 Care Planning

Care planning can and should be an integral part of an assessment-to-intervention 
process (e.g., Arbeau et al., 2017; Mathias et al., 2010; Redquest et al., 2020; Stewart 
et al., 2015c, 2016, 2021). For more effective outcomes, evidence-informed guide-
lines should integrate a comprehensive, multidisciplinary evaluation of the students’ 
strengths, preferences, and needs. Care planning applications support clinical and 
service decision-making as well as capacity building through enhanced training and 
best practice, including enhanced professional development and knowledge mobili-
zation to improve awareness among school staff while fostering responsiveness to 
particular needs identified through the assessment process. Tailored to the individ-
ual needs of the student, specific care planning protocols provide students and their 
families with needed information about evidence-informed mental health strategies 
based on best practice, supporting a multimodal approach to intervention. A strong 
assessment approach uses empirically validated algorithms that can improve clini-
cal decision-making as part of the care planning process and alert professionals to 
an imminent problem or need (Stewart et  al., 2015a). This care planning is best 
implemented when facilitated through shared decision-making between the profes-
sional/clinician and the student/family resulting in a collaborative discussion as to 
the strengths, preferences, and needs that have been identified, thereby increasing 
the level of engagement (Hirdes et al., 2020). These guidelines can also assist with 
issues related to sociopolitical factors such as funding and access to services, and 
cultural/familial factors such as beliefs about mental health services and their pro-
viders (Ohan et al., 2015). Such evidence-informed practice contributes to proper 
case disposition, expedited triaging, and enhanced knowledge mobilization and 
capacity building (Stewart et al., 2015a).
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 Demonstration of an Assessment-to-Intervention Approach: 
A Case Study

To demonstrate the importance of an assessment-to-intervention approach to mental 
health service delivery and how high-quality data can be used for multiple purposes, 
a case study will be utilized to illustrate the constructs outlined throughout this 
chapter. This case study will demonstrate how an assessment-to-intervention 
approach can be used to support the mental health needs of students while also 
informing program evaluation and system-level needs.

Referral Information Shaza is a 14-year-old primarily English-speaking female, 
with an African background, who lives in a midsize city in Ontario. She has been 
referred to the psychological services staff member at her school for self-harm, pos-
sible depression, and learning difficulties in reading and writing. A few days ago, 
one of Shaza’s teachers noticed what appeared to be some marks on Shaza’s leg and 
he was concerned they could be a result of self-injurious behavior.

As a result of the referral, a screening assessment is completed. Shaza, her fam-
ily, and school staff are interviewed as part of this screening to help determine 
appropriate needs as well as support prioritization and triaging to specific services 
based on acuity level and individualized needs. The following information is gained 
as part of the screener assessment.

Shaza was born in Liberia to Fatmata, then 21 years of age, and Musah (deceased). 
There was no reported substance use during pregnancy. Fatmata, however, experi-
enced significant stress during her pregnancy. Twelve months after Shaza’s birth, 
her father was killed, leaving Shaza’s mother as the sole caregiver. Shaza and her 
mother immigrated to Canada when Shaza was 4 years old. Shaza’s mother remar-
ried approximately 4 years ago and she and her mother moved in with her step- 
father and his two teenage sons.

Both her mother and step-father have been concerned about Shaza’s mood for the 
past month. During that time, there have been several occasions when Shaza has 
complained of feeling too tired and has expressed distress over insignificant things 
like her step-brothers sitting next to her on the couch. Shaza has also appeared sad, 
remaining indifferent, even in relation to things she would normally be excited 
about. She was admitted to the emergency department 1 week ago as a result of self- 
injurious behavior. Currently, Shaza is enrolled in a full-time education program. 
Except for the last week, Shaza has not missed any days of school this year and until 
recently always seemed to look forward to going to school although she has always 
been behind her peers with reading.

Shaza has stated that she has not engaged in any substance use. Neither her par-
ents nor school staff is concerned about illicit drug use or risk-taking behavior. 
Shaza is able to complete activities of daily living without assistance and is still 
completing self-care activities. There is no concern noted for the risk of harm to 
others or externalizing behaviors. Shaza shared that she is considering quitting 
school as she feels it’s pointless to attend because she isn’t doing well in some of her 
classes.
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One of the clinical utilities of a screening assessment is to determine service 
urgency using embedded algorithms and empirically validated scales (see Stewart 
et al., 2017). For example, using an empirically based decision-support tool that is 
used to inform the need and urgency of timing for a comprehensive mental health 
assessment can be obtained (Stewart et al., 2017). Key factors increasing level of 
urgency include danger to self, family breakdown, lack of interest in social interac-
tion, expressing an interest in quitting school, violence or danger to others, experi-
encing intrusive thoughts, expressing shame or guilt, and recent emotional abuse 
(Stewart et al., 2017; Stewart & Babcock, 2020).

Based on Shaza’s screening assessment and the endorsement of items related to 
self-harm, lack of interest in social interaction, and a desire to quit school, Shaza 
would be considered to have a moderate to high urgency level. As a result, the need 
for a more comprehensive assessment is needed due to risk indicators and case 
complexity. Using this approach allows for expedited referrals to the most appropri-
ate services due to proper triaging and prioritization based on urgency level. The 
information obtained from the screener can be used to complete parts of the com-
prehensive assessment thereby reducing the assessment burden on the part of the 
student and the family while decreasing the time required to complete the assessment.

Integrated into the comprehensive assessment-to-intervention system (Stewart & 
Hirdes, 2015; Stewart et al., 2015b) is a developmental history. For Shaza, there is 
a need to rule out issues around vision and hearing, given that she has been strug-
gling with reading which may be contributing to her presenting problems. As a 
young child, Shaza had strong motor skills. Her mother shared that Shaza met most 
of her developmental milestones on time and that both Shaza’s speech and toileting 
skills improved a year after she began receiving support from the infant-child health 
and development program on an outpatient basis. She has not experienced any 
regression in these skills.

A review of Shaza’s report cards highlights that her teachers have consistently 
noted they believe Shaza has more knowledge of the curriculum than she can 
express on tests and that Shaza is reading below her expected grade level, although 
they have no concerns about Shaza’s receptive language skills. Upon interviewing 
them, Shaza’s teachers all shared that they first noticed a shift in Shaza’s mood 
about a month ago. They noted reduced participation during lessons and, in the past 
few weeks, Shaza has been handing in her schoolwork late, and often incomplete. 
Her math and art teachers both noticed that Shaza does not seem to enjoy their 
classes as much as she used to.

Both her mother and step-father describe Shaza as a bright girl who loves to 
explore new ways of doing things and makes friends easily. About 6 months ago, 
Shaza was the lead in the school musical and won an award for one of her drawings 
during the school art competition. Shaza loves to help others and occasionally 
spends her spare time volunteering at the community center to have a sense of 
belonging with the community. Shaza’s parents consider their family to be close- 
knit and Shaza agrees.

While in the emergency department, Shaza received care from a child psychia-
trist, the emergency department physician, and a registered nurse. Shaza recently 

4 Screening and Assessment of Mental Health Problems in Students: Using…



70

made comments that she hates her life, that she is stupid, and feels as though trying 
is pointless. Shaza has been very restless and has a lot of difficulty falling and stay-
ing asleep. Shaza has recently complained of having headaches. She has also com-
plained about feeling extremely tired and has not been able to start some normal 
day-to-day activities.

Shaza’s mother feels overwhelmed and expresses feelings of anger and distress 
about Shaza’s condition. With respect to social support, Shaza’s mother and step-
father have friends but no extended relatives in Canada. Their friends live far away 
(the closest friend is about 30 h away by car) and so they do not have any support 
for, respite, or anyone to turn to during times of crisis. When they are in need of 
financial assistance, the mother’s best friend is occasionally able to help. Both par-
ents can talk to their friends on the telephone for emotional support.

Shaza says she always feels anxious, depressed and that she is tired of having to 
work harder than her classmates to understand the academic material. Shaza does 
think that she would feel better if her sleep improved. Although Shaza has been 
rejecting her family recently, she is grateful that she feels a sense of belonging with 
them. Shaza indicated that she is grateful to have close friends and although she has 
not felt like painting lately, she does want to continue with this hobby.

Where possible, Shaza and her parents should be involved in the decision- making 
process and service providers should consider their needs, strengths, and prefer-
ences. Through the use of an integrated assessment system, follow-up assessments 
can be completed using specific sections of the comprehensive assessment. These 
follow-ups would allow for progress monitoring to ensure care planning is still 
reflective of Shaza’s needs and the needs of her family. Furthermore, because this 
type of assessment system is meant to be used by clinicians from a variety of back-
grounds (e.g., speech-language, nursing, psychology) across several service sectors 
(e.g., hospital, mental health agencies, policing), a common tool allows for all care 
providers to use the same language which promotes cross-sector collaboration.

By using a decision support tool with embedded algorithms and accompanying 
evidence-based care plans, school staff can quickly and easily identify areas of need 
and strength and begin discussions with Shaza and her family around care planning. 
While service providers have access to information for all care planning protocols, 
certain protocols are indicated for Shaza based on her needs at the time of the 
assessment. Service providers can obtain critical information from the assessment 
to address Shaza’s needs based on international best practices to existing evidence. 
The promotion of evidence-informed intervention fosters clinical skill development 
and knowledge mobilization/dissemination, while also meeting the needs of Shaza.

Specific clinical profiles can be used to also assess and report on service out-
comes that assist with quality improvement and outcome measurement. This allows 
opportunities for schools to develop specialized services and champion skill devel-
opment within the school board, resulting in community collaboration, an essential 
part of service system integration. It should be noted that the information (i.e., scale 
scores, triggered care planning protocols) from Shaza’s assessment is not meant to 
be used as part of an automated decision-making system. Rather, service providers 
should use their clinical judgment to evaluate scale scores and care planning 
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Fig. 4.2 Example assessment output following Shaza’s interRAI Child and Youth Mental Health 
comprehensive assessment

protocols within the context of other information obtained during interviews, file 
reviews, and Shaza’s assessment.

Areas of need that have been highlighted (see Fig. 4.2) as a result of this assess-
ment include sleep, risk of self-harm, mental health indicators (specifically mood), 
peer relations, academics, and support for caregivers. Areas of strength for Shaza 
and her family include parenting and family functioning, as well as her social con-
nections (e.g., she has close friends she can turn to for support). Moreover, Shaza 
has individual talents that foster resiliency.

As would be expected, not all care planning needs identified for Shaza are treated 
equally; rather, care planning should prioritize safety needs. Based on the results of 
Shaza’s assessment, a safety plan with frequent check-ins as to her suicidality would 
be developed with Shaza, her family, and school staff to ensure Shaza’s physical 
safety. Once these safety needs have been met, discussions with Shaza and her fam-
ily would help the clinician to prioritize which areas of need they would like to 
focus on. Some of the recommendations would include counseling for Shaza for the 
trauma-related and depressive symptoms she is experiencing, a psychoeducational 
assessment to further understand her learning difficulties and how best to support 
them, guidelines for school staff and parents to help understand Shaza’s behavior in 
the context of her recent traumatic experience, best-practice strategies to help 
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address Shaza’s sleep difficulties, and connecting parents with community resources 
for themselves so they can feel supported. Further, discussions as to the importance 
of sleep and how it can impact all areas of functioning are recommended, and likely 
of interest to Shaza and her family.

 Outcome Measurement

It is important to monitor progress and evaluate intervention outcomes. To this end, 
follow-up and discharge assessments may be conducted as needed. Through the use 
of outcome measurement, a student’s level of functioning, academic status, mental 
health, and service planning needs can be monitored. Additionally, change can be 
observed over time, evaluating the impact of interventions (Martin et  al., 2007). 
Through the use of multiple assessment points, areas of improvement or deteriora-
tion, and outcomes of services can be acquired. A growing database utilizing the 
assessment-to-intervention approach within and outside school boards can provide 
benchmarking against other organizations to provide additional information regard-
ing equity levels as well as for continuous improvement related to both academic 
and mental health services.

The use of a standardized assessment tool with embedded empirically derived 
scales allows school staff to monitor progress for individual students, as well as 
monitor the efficacy of addressing needs in certain areas across students. Scales 
with strong psychometric properties are needed to ensure that individual items 
properly capture the complexity of areas of need (Stewart & Hamza, 2017) such as 
self-harm (e.g., Stewart et  al., 2020a, 2020b, 2020c, 2020d), functional ability 
(Stewart et al., 2019a) risk of injury to others (e.g., Stewart et al., 2021), parental 
distress (Stewart et  al., 2021), depression (Li et  al., 2021), and anxiety (Stewart 
et al., 2020a, 2020b, 2020c, 2020d). Scales provide a detailed account of the stu-
dent’s status in major domains (e.g., risk of school disengagement, cognitive func-
tioning, activities of daily living) without increasing assessor burden and by 
calculating a summary of observations subsequent to an assessment (Perlman & 
Hirdes, 2008). Scales that are comprised of items with diverse response options 
(e.g., functioning ratings, behavior frequencies) and use of algorithms based on dif-
ferential risk pathways can produce measures related to status or functioning rather 
than calculating global scores through a simple summation of individual items 
(Martin et al., 2007; Stewart et al., 2015a).

 Determining Resource Allocation

NASP (2003) advocates for increased school-based mental health funding from the 
federal, state/provincial, local, and private sectors. This funding is necessary to pro-
mote psychological resiliency as well as educational attainment, achievement, and 
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success. However, budget cuts can pose a threat to resources available for school- 
based mental health services. Schools vary considerably in the number and type of 
mental health resources that they provide (Greif Green et al., 2013). For example, 
research has consistently demonstrated that rural schools are much less likely to 
have access to mental health service providers, and/or have less access to mental 
health services compared to urban schools (Greif Green et  al., 2013; Moon 
et al., 2017).

Concerns arise when the needs of students and their families exceed the capabili-
ties of one school, further underlining the importance of cross-sector collaboration 
between schools and community service providers. The importance of understand-
ing service users’ needs and using data to tailor resource allocation to specific sub-
populations’ needs is longstanding (Leff et al., 1985). The use of high-quality data 
from the assessments (see Hirdes et al., 2020) can be amalgamated into large, de- 
identified databases and utilized at the school board, regional, and population level 
to better understand which schools have the highest need for resources. Within 
schools, it would allow school personnel to identify their highest need students to 
provide the required supports to improve student wellbeing. Rather than dividing 
resources based on a model wherein the number of students per district or school 
would determine the funding and resource levels, districts and schools would 
receive funding and resources based on need, thus supporting a more equitable divi-
sion of services based on the intensity of need. Funding models addressing student 
mental health often employ uniform rates on a per-student basis rather than on the 
complexity of individual needs. Case-mix-based systems (e.g., Fries et al., 2019; 
Stewart et al., 2020b) result in more equitable funding systems that are driven by 
individual needs rather than provider, facility, or school-based characteristics.

As a result of the comprehensive assessment, an empirically based decision- 
support tool provides service providers with key information as to the intensity and 
nature of services needed by Shaza (see Fig. 4.2), thereby identifying the level of 
resources needed in comparison to other students her age. The use of such algo-
rithms allows service providers to make decisions as to allocation of resources in an 
empirically validated, and therefore more equitable, manner. Shaza’s score on this 
algorithm, along with clinical judgment and all available collateral information, 
should be used to assist the clinical team in determining the need for intensive or 
complex services. In this case, given that Shaza’s score is in the upper range, it 
would be recommended that the clinical team consider her to be at a higher need for 
intensive services.

 Quality Indicators

Quality indicators are standardized, evidence-based measures that can be obtained 
from existing databases to monitor quality and track performance and outcome of 
services (Perlman et al., 2013). As such, quality indicators support accountability 
for funding, service delivery, effectiveness, and improvement of services (Hermann 
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et al., 2000). Within mental health, process indicators such as safety, accessibility, 
timeliness of treatments/services, and appropriateness (Hall & Siegel, 2005) are 
most often used (Hermann, 2005) to gauge the quality of mental health care 
(Hermann et  al., 2002a, 2002b, 2006). Despite the well-known need for quality 
indicators that focus on clinical status, there is limited research in this area (Dow 
et al., 2001; McGrath & Tempier, 2003). Furthermore, few studies have used out-
come measures to compare quality among mental health service providers (e.g., 
Barrett et al., 1998; Mant, 2001; Meehan et al., 2007), especially in schools. When 
used in combination with process indicators, outcome indicators can provide infor-
mation about the link between service delivery and effectiveness (Cleary et  al., 
2002; Kissling et al., 2001).

Research findings underscore the utility of having comprehensive clinical infor-
mation to improve the effectiveness of risk adjustment of mental health quality indi-
cators (Perlman et al., 2013). Quality indicators can be utilized to monitor care and 
assist with public awareness and accountability. Schools often provide mental health 
services to unique populations of students, making it difficult to compare outcome 
quality across different schools. Adjusting for unique variations to ensure fair com-
parison through the use of extensive statistical modeling using longitudinal data is 
required (Hirdes et al., 2020; Perlman et al., 2013) to identify specific student char-
acteristics that require adjustments for fair comparisons across districts, regions, 
and provinces/states. Differential outcomes based on individual student characteris-
tics can provide opportunities to examine sub-populations that respond well to spe-
cific types of academic and mental health interventions, compared to those students 
that fail to respond or deteriorate. This approach also allows the opportunity to 
identify new innovative treatment approaches for specialized sub-populations (e.g., 
those with specific learning issues and developmental disabilities) that may not 
respond well to certain evidence-based interventions (Stewart et al., 2015a). Quality 
indicators also assist with risk management issues associated with the prevalence of 
adverse events (e.g., school safety, suicide risk, bullying).

Continuous assessment of needs should be integrated into the intervention pro-
cess. Readiness for change in perceived barriers and lifestyle are not fixed factors 
and are therefore in need of reevaluation. Furthermore, care planning, program 
evaluation, and resource allocation should be reviewed frequently to ensure appro-
priate intervention and supports for students and families. By working within a 
model that promotes cross-sector collaboration, and early identification and preven-
tion as part of a multi-tiered approach to supporting mental health needs, school 
boards can more appropriately allocate resources so that students with complex, 
comorbid needs can obtain the needed interventions and supports to reach their 
optimal potential.

In addition to being utilized for resource allocation decisions on an individual 
basis, a resource intensity algorithm can also provide comprehensive, standardized 
data across large catchment areas, allowing for service-wide identification of needs 
(see Stewart et al., 2020b). Populations could then be stratified and used to compare 
the performance of specific schools with respect to outcomes of care (Stewart et al., 
2020a, 2020b, 2020c, 2020d). Practice patterns can be evaluated at multiple levels 
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within the service system (e.g., school, regional, provincial, national) and can be 
utilized to examine variations with respect to how services are used by the level of 
need. Through the use of this methodology, students with higher levels of need 
would be directed toward more intensive resources and services than those with 
lower needs. This would allow the ability to utilize high-quality data at the indi-
vidual level to support clinical decision-making and can be used with aggregated 
data to inform policy development and planning (Stewart et  al., 2020a, 2020b, 
2020c, 2020d).

Implementing a standardized assessment tool would also allow for quality indi-
cators, as well as service and resource needs to be evaluated within and between 
schools (e.g., see Fig. 4.2) as well as across much larger regions such as provinces/
territories/states and countries. In the long run, this would provide data as to mental 
health acuity among children and youth, as well as assess and monitor specific men-
tal health indicators (i.e., anxiety, mood, distraction/hyperactivity, psychosis) and 
care planning needs. A model such as this one could help ensure equitable resource 
allocation at all levels while informing budgeting for various resources to ensure the 
actual needs of those accessing services are met (e.g., higher need for certain ser-
vices over others in particular schools or boards/districts). Furthermore, compre-
hensive, standardized data across schools would provide policymakers and funders 
with accurate information so that appropriate decisions can be made that reflect 
actual needs and service use.

 Conclusions

Throughout this chapter, we have presented an assessment-to-intervention model to 
foster improved clinical reasoning and decision-making within the school system. 
Such an integrated system is innovative and transformative, providing a multi-tiered 
approach that: (a) supports a common language for improved communication across 
disciplines and service sectors; (b) utilizes empirically derived clinician-focused 
decision-support tools to foster triaging/prioritization; (c) applies case-finding 
methodologies to identify risk and resilience; (d) provides high-quality data systems 
for program evaluation and outcome measurement; (e) utilizes quality indicators 
and case-mix systems for resource allocation; (f) integrates and disseminates best 
practice and knowledge mobilization into care planning at the point of contact based 
on an individualized needs-based approach to care; and (g) facilitates service sys-
tem integration.

Through the use of a comprehensive, scientifically rigorous approach to mental 
health assessment and improved screening, streamlined triaging and prioritization 
to support needs-based care can be achieved (Stewart & Hirdes, 2015). Further, 
using high-quality data across multiple service levels from educational systems, 
primary care, and specialized services would allow for improved service system 
integration. There are a variety of other benefits including reducing the assessment 
burden on students, their families, care providers, and collateral sources of 
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information (e.g., teachers). At the same time, the needs-based approach provides 
contextual information related to various risk and protective factors and mecha-
nisms (e.g., financial and social support, childhood experiences, family functioning 
and structure, life events, neighborhood) based on evidence-based algorithms to 
facilitate a more equitable distribution of services thereby reducing mental health 
service disparities. Such a needs-based approach supports social justice and advo-
cacy through the use of more equitable approaches to service delivery to support 
improved educational attainment, career success, and social mobility of the most 
vulnerable students (Sawhill & Karpilow, 2015).

By using this approach across multiple school boards and districts, vulnerable 
students who are disadvantaged due to historical trauma, marginalization, oppres-
sion, language barriers, poverty, or acculturation would have increased access to 
resources and related services. From a multi-culturally attentive lens, families who 
are unable to advocate for their child can then be prioritized based on need, promot-
ing a more coordinated, accountable, and integrated system of mental health care.

Furthermore, assessment tools with embedded decision-support algorithms and 
care planning protocols allow for evidence-based intervention, as well as data-based 
decision-making and program evaluation. This method also contributes to the con-
tinuity of care by assisting with transitions across service sectors, resulting in 
improved care (Stewart & Hirdes, 2015). Integrated outcome measurement can fos-
ter improved quality assurance and enhance student experiences related to their care 
while ensuring accountability at multiple levels (school, region/district, province, 
country). Through the use of case-mix systems (e.g., Fries et  al., 2019; Stewart 
et al., 2020b), more equitable funding models can be utilized to improve the alloca-
tion of resources so that the most vulnerable students with the highest needs are able 
to access services.

Through the use of a common assessment suite, service providers across disci-
plines can speak the same language when discussing a student’s strengths and needs, 
thereby fostering greater interdisciplinary collaboration. Coordination and collabo-
ration are especially important given the limited resources for children’s mental 
health services, long wait lists, and the fact that families are already overwhelmed 
and having difficulty navigating a complex service system. Ensuring the student and 
family are part of the assessment and care planning process and building strong 
partnerships with service providers within the community, allows for a consultative 
and collaborative approach to service provision (NASP, 2020).

Social-justice-oriented assessment, intervention, and prevention practices are 
integral aspects within any clinical reasoning model. Fostering advocacy and activ-
ism throughout the assessment-to-intervention process is essential to ensure multi-
cultural sensitivities are fostered to promote strong connections among the families, 
students, and schools (Fernandez, 2015). Professional practice must incorporate 
diversity, inclusion, and multi-cultural sensitivity within any mental health service 
delivery system, integrating education, knowledge, and advanced training to pro-
mote social-justice-oriented service delivery approaches.

An integrated suite of mental health assessments that extends from the earliest 
stages of life (e.g., Stewart et  al., in press) into adulthood, provides an 
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unprecedented opportunity to develop solutions to alleviate the impact of mental 
illness (Hirdes et  al., 2020) and facilitate transformative changes to improve our 
mental health delivery system. Through the use of this scientifically rigorous 
approach to improved clinical reasoning and decision-making, quality of care can 
be examined longitudinally, thereby providing opportunities to examine the differ-
ential pathways of clinical, developmental, and functional change over time. This 
would foster a new, transformative approach to evidence-based care that can track 
the role of context, developmental processes, and diversity as well as interactive 
processes, events, and experiences that shape student mental health and wellness.
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Chapter 5
Skill-by-Treatment Interaction: Increasing 
the Likelihood for Success in Reading 
and Math

Matthew K. Burns, McKinzie D. Duesenberg, and Monica E. Romero

Abstract The current chapter describes the skill-by-treatment interaction (STI) 
framework for directing academic interventions, which use preintervention data in 
the skill being intervened to identify skill deficits and select interventions with the 
highest likelihood of success. Poor academic skills place children and youth at 
extraordinarily high risk for mental health issues during school and later in life. 
Strong academic skill interventions may be the strongest possible prevention activ-
ity for improving mental health. We summarize relevant research and outline spe-
cific guidelines to select interventions for reading and math. The chapter concludes 
with case studies demonstrating STIs in action.

Schools are facing an ongoing crisis of low academic proficiency as students are 
graduating with lower skills in reading and math in 2019 than they did in 2015, and 
only 37% of them are proficient in reading and 24% in math (National Center for 
Educational Statistics, 2019). School psychologists are trained in interventions to 
enhance academic skills given that all major professional standards address inter-
vening in this area (Burns, 2019). However, there is no complete agreement on how 
best to do so.

Using preintervention measures of achievement to predict intervention effects 
has been called a skill-by-treatment interaction (STI; Burns et al., 2010) and has 
been used to identify interventions that were most likely to be successful for indi-
vidual students. Interventions are developed from an STI paradigm based on student 
functioning within the skill rather than by assessing assumed underlying aptitudes 
(Burns et al., 2014). For example, a student with a deficit in reading decoding would 
respond better to an intervention that addresses decoding than a student for whom 
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that skill is well developed but who struggles in a different aspect of reading such as 
comprehension. Within the skill of reading decoding, a student who is slow and 
inaccurate would likely benefit from an intervention that involves high modeling of 
the skill with immediate corrective feedback, but a student who is accurate and slow 
might require more practice opportunities with feedback. This chapter will discuss 
the theoretical underpinnings of STI, the clinical reasoning model for implementing 
STI, and the implications for prevention and assessment within school psychology. 
Finally, we will present case studies demonstrating an STI framework in action.

 Guiding Framework/Theoretical Approach for Assessment, 
Prevention, and Intervention

The process of targeting interventions within STI involves identifying the most fun-
damental skill in which a student struggles. For example, a student who is low in 
reading fluency and comprehension, but who has acceptable phonemic awareness 
and reading decoding skills, would likely benefit from a reading fluency intervention 
because that would be the most fundamental skill in which the student experiences 
difficulty. In math, if a student struggles with the conceptual understanding of basic 
computation, then the intervention should focus on understanding the underlying 
concepts rather than practice completing the computation. We will discuss relevant 
reading and math development and will provide information about the instructional-
level construct because that is a conceptual basis for much of an STI approach. 
Finally, we will conclude with a discussion of the learning hierarchy because it 
provides the conceptual framework for advanced decision-making within STI.

 Reading Development

The National Reading Panel (2000) identified five critical reading skills that chil-
dren need to acquire to become functionally independent readers. The five reading 
skills for reading success include phonemic awareness (the manipulation of spoken 
syllables in words), phonics, (letters-sound correspondences), fluency (reading 
speed and accuracy), vocabulary (lexicon of known words), and comprehension 
skills (deriving meaning from print). All five reading skills are essential features of 
the reading process that need to be measured systematically to drive information- 
based decision-making.

Phonological awareness (PA) interventions are defined as those that increase 
children’s awareness of the sounds at the word level (e.g., dag, dig, dog). PA inter-
ventions target awareness of the sounds (i.e., phonemes) composing words (e.g., 
“cat” as /k/-/a/-/t/). Accordingly, PA is more specific to reading because this often 
requires decoding words at the phoneme level. Phonics interventions teach associa-
tions between phonemes and orthography, thereby differing from PA interventions 
in that they directly incorporate letters or text. Fluency interventions target the 
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ability to read with speed and fluency (Therrien, 2004). Reading comprehension 
interventions provide “specific procedures that guide students to become aware of 
how well they are comprehending as they read” (National Reading Panel, 2000). 
Typical activities in reading comprehension interventions involve identifying 
themes, inferential thinking, pictorial cues, prior knowledge, reflection, question 
generation, summarization, and story structure (Suggate, 2010).

Reading is conceptualized as the combination of all of the skills listed earlier. 
The Simple View of Reading (SVR) defines reading as the product of decoding and 
linguistic comprehension (Hoover & Gough, 1990). Simply comparing word read-
ing to comprehension can help target interventions. For example, Vadasy and 
Sanders (2009) added a word-level intervention to repeated reading with 98 second- 
and third-grade struggling readers who had low fluency skills, which led to higher 
scores than just repeated reading alone on measures of letter-sound knowledge 
(d  =  0.41), reading fluency (d  =  0.37–0.38), and reading comprehension 
(d = 0.30–0.31). Interventionists can become more precise in their efforts by exam-
ining all of the areas described above. Among struggling readers, phonological 
decoding predicted word reading, and the rate and accuracy of word reading pre-
dicted comprehension (Berninger et al., 2006). Thus, interventions can be targeted 
according to phonemic awareness, decoding, reading fluency, or vocabulary and 
comprehension based on the most fundamental skill in which the student struggles, 
and doing so led to significantly more growth on measures of reading fluency and 
comprehension (η2 = .12 for second grade and η2 = .16 for third grade) than a control 
group that used a comprehensive intervention that addressed multiple aspects of 
reading (Burns et al., 2016).

 Math Development

The National Mathematics Advisory Panel (NMAP, 2008) identified three funda-
mental clusters of skills that are essential to developing proficiency with algebra: 
Number sense refers to a wide range of abilities from the capacity to immediately 
identify quantities, to an understanding of the distributive property. Fractions refer 
to the segmentation of whole numbers represented by traditional fractions, deci-
mals, and percentages as well as the ability to apply basic arithmetic models to 
them. Geometry and measurements involve the ability to calculate the perimeter and 
area of two and three-dimensional shapes, as well as the slope of lines and the rela-
tionships among shapes.

The National Council of Teachers of Mathematics (NCTM, 2000) identified five 
components for what constitutes math proficiency, (1) conceptual understanding, 
(2) procedural fluency, (3) adaptive reasoning, (4) strategic competence, and (5) 
productive disposition. The different areas of math competence described are inter-
woven and complement one another throughout skill development, but conceptual 
understanding and procedural fluency are often the first components to develop 
(NCTM, 2000). Conceptual understanding is the relations that underlie math prob-
lems and procedural fluency is the understanding of the rules and steps to solve the 
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problems (Hiebert & Lefevre, 1986). It is somewhat unclear as to which type of 
knowledge develops first, and the sequence may be specific to the domain or the 
individual (Rittle-Johnson et al., 2001), conceptual understanding may provide the 
basis for procedural fluency. For example, students with conceptual understanding 
should be able to apply certain concepts of understanding to solve familiar prob-
lems, even if they do not have procedural fluency (Burns, 2011).

There is less research regarding how to target math interventions in relation to 
targeting reading interventions. Given that students with math difficulties frequently 
struggle to quickly solve basic math facts (Burns, 2011; Geary et al., 2007), inter-
vention efforts may be more effective for some students if they focus on procedural 
issues such as accurately recalling the basic math fact or completing the steps within 
a problem. For other students, a conceptual intervention might have the most prom-
ise because they lack the basic understanding of the underlying concepts, and teach-
ing the steps to solve the problem would not address the deficit. Burns (Burns, 2011; 
Burns et  al., 2015) used measures of conceptual understanding, demonstrated in 
Fig. 5.1, to target interventions. Students who demonstrated low procedural fluency 
and acceptable conceptual understanding received a procedural fluency interven-
tion, and those who were low in both received an intervention that focused on 
conceptual understanding, both of which led to large effects as compared to inter-
ventions that did not target the student deficit.

 Instructional Level

The term instructional level is probably one of the most used and misused terms in 
education today. We define an instructional level as the appropriate balance between 
task expectations and student performance so that the student can be challenged 
enough to learn new information while having enough background knowledge to 
complete the task (Gravois & Gickling, 2008). An instructional level is conceptually 
similar to Vygotsky’s (1978) Zone of Proximal Development in which a student 
learns the most when taught information that requires some guidance from a skilled 
partner. Academic difficulties are viewed as the results of a mismatch between a 
student's skill and the curriculum or instructional materials (Gravois & Gickling, 
2008). A curriculum that is too difficult results in student frustration, and one that is 
not challenging enough results in student boredom. Instructional material that rep-
resents the perfect match of new material and review so that optimal learning occurs 
represents an instructional level.

The term instructional level came from Betts’s (1946) famous observation that 
students can read books better if they can read about 95% of the words correctly. 
That anecdotal observation led to an entire industry of educational assessments used 
to assess the instructional level, but most of the data generated by published tools 
did not accurately represent an instructional level when independently evaluated 
(McCarthy & Christ, 2010; Parker et al., 2015). In 1977, Ed Gickling coined the 
phrase curriculum-based assessment (Coulter, 1988) to refer to systematic assess-
ment of the “instructional needs of a student based upon the on-going performance 
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Fig. 5.1 Sample conceptual understanding assessment from curriculum-based assessment for 
instructional design. Note. The student is presented with 20 items. Each correctly circled equation 
represents 1 correct answer. An instructional level = 18 out of 20 correct
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within the existing course content in order to deliver instruction as effectively as 
possible” (Gickling et al., 1989, pp. 344–345). The term evolved to Curriculum- 
Based Assessment for Instructional Design (CBA-ID; Gickling & Havertape, 1981) 
to differentiate it from other curriculum-based approaches.

Essentially, an instructional level is determined with CBA-ID by having the 
student engage in the skill with the materials used for instruction and record the 
number and percentage of items for which the student responded correctly (e.g., 
words read correctly, gave the correct letter sound) to determine appropriately chal-
lenging material for intervention. For example, reading is determined by having a 
student read from instructional material for 1-min, recoding the number of words 
read correctly and incorrectly, and then dividing the number read correctly by the 
total number of words to find the percentage of words read correctly. Math involves 
having the student complete a math task for 2 min in a single skill (e.g., a probe of 
single- digit multiplication facts) and computing the number of digits correct per 
minute. As shown in Table 5.1, an instructional level for reading would be material 
in which the student can read 93–97% of words correctly (Gickling & Thompson, 
1985). The material in which the student reads more than 97% is called an indepen-
dent level and is too easy while less than 93% is a frustration level and is too diffi-
cult. An instructional level for math would be 14–31 digits correct per minute for 
second and third graders and 24–49 digits correct per minute for fourth and fifth 
graders (Burns et al., 2006).

Table 5.1 Assessments and instructional level criteria for academic domains

Area Assessment approaches Instructional level

Connected text reading Read passages and books used for 
instruction for 1 min

• 93–97% of words 
read correctly

Decontextualized reading 
skills (e.g., sight words and 
letter sounds)

Word lists, nonsense word measures, 
letter sound measures, etc.

• 90% known

Math computation Timed probes of single-skill 
computation (e.g., single-digit 
multiplication)

• 14–31 digits correct 
per minute for second 
grade and third graders
• 24–49 digits correct 
per minute for fourth and 
fifth graders

Writing Allow students 3 min to write in 
response to picture-word prompts and 
count total words written or correct 
word sequences
Have the student copy simple 
sentences for 3 min and record words 
spelled correctly or correct word 
sequences

Picture Word Prompts 
(3 min)

• Words written 11–18
• Words spelled 

correctly 9–14
• Correct word 

sequences 8–14
Sentence Copy (3 min)
• Words written 14–19
• Words spelled 

correctly 11–16
• Correct word 

sequences 10–16
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Decades of research have consistently supported the effects of teaching students 
with instructional-level material. Having struggling readers read passages in which 
they could read 93–97% of the words increased their time on task, reading compre-
hension, and reading fluency (Gickling & Armstrong, 1978; Parker et  al., 2015; 
Treptow et al., 2007). Preteaching words to create an instructional level with diffi-
cult material has also increased reading and behavioral outcomes (Beck et al., 2009; 
Burns et al., 2011), and the correlation between reading growth and the number of 
times that preteaching created an instruction level among students identified with a 
learning disability in reading was an astounding r = .80 (Burns, 2007).

 Learning Hierarchy

The instructional hierarchy (Haring & Eaton, 1978) is the dynamic boundary 
between instructional activity and student competence (Burns et al., 2006) and can 
be used to differentiate interventions for students with the most severe learning 
needs. The learning hierarchy is an intervention heuristic that identifies interven-
tions with a high likelihood for success by matching student skill with one of four 
phases of student learning, (a) acquisition, (b) fluency, (c) generalization, and (d) 
adaptation (Haring & Eaton, 1978).

A student’s performance at the acquisition stage is characterized by low accu-
racy and subsequent dysfluency. Appropriate interventions within this phase 
include high modeling and frequent cuing (VanDerHeyden & Burns, 2005). Thus, 
acquisition interventions are one in which students have little or no knowledge of 
the skill and are initially taught or modeled the relevant concepts or procedures. 
After acquiring the skill, the student exhibits fluency, that is, the student is accurate 
but still dysfluent, and corresponding interventions should enhance fluency through 
additional practice, multiple opportunities to respond, and the use of contingent 
reinforcement. Fluency interventions are those in which the students can accu-
rately complete the skill but need additional practice to become more proficient. 
Examples of fluency in math would include cover-copy-compare (Skinner et al., 
1989), timed math fact trials, and incremental rehearsal (Burns, 2005). Once a 
student can accurately and fluently exhibit the skill, efforts can focus on the later 
phases of generalization and adaptation. Most academic deficits involve the first 
two phases, but students operating in the generalization or adaptation stages may 
require interventions such as guided application of fluent skills under novel condi-
tions and using learned skills to solve more complex or different tasks. Research 
has consistently supported the positive effects of matching interventions to the 
phase of the learning hierarchy (Erion & Hardy, 2019; Szadokierski et al., 2017; 
Codding et al., 2011).
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 Clinical Reasoning Model for Assessment, Prevention, 
and Intervention

An STI approach to assessment and intervention has a four-step process: (1) select 
skill-based assessment to assess (2.1) specific domains (2.2) phase of learning (as 
needed) (3) select intervention based on identified skill deficit (4) continuous prog-
ress monitoring (4.1) on grade level (4.2) and at the instructional level. The over-
arching premise of this approach is appropriately selecting a small group (tier 2), 
and individual (tier 3) interventions, based on brief pre-intervention measures of 
achievement. Unlike many approaches to data-based decision making, STI rarely 
used norm-referenced standardized measures of achievement. STI is not an assess-
ment, and certainly, norm-referenced measures of specific skills (e.g., word attack) 
can inform intervention decisions, but data interpreted within an STI framework are 
usually collected with CBA-ID. This quick and widely accessible assessment allows 
teachers to specifically target the skill a student is struggling with and match it to the 
skills that an intervention targets, which in turn, allows researchers to better predict 
the outcome of the interventions (Burns et al., 2010; Szadokierski et al., 2017).

 Step 1: Select Skill-Based Assessments

What makes STI an effective approach to assessment and intervention is the use of 
single-skill mastery measurement (SMM) to help identify both broad domains for 
remediation and if students are in the process of acquiring information or building 
their fluency within the specific skills. SMM uses quick probes of smaller domains 
of reading and math based on predetermined criteria. For reading, assessments 
should target phonemic awareness, phonics, fluency, vocabulary, comprehension 
(Table 5.2), and math (Table 5.3) focus more on a broader range of developmental 
skills. Ideally, these assessments are prescriptive in nature as interventionalists and 
teachers can identify the specific skill domain that has not been mastered through 
the SMM.

 Step 2.1: Specific Domains—Tier 2

The primary problem analysis question at Tier 2 is what is the category of the prob-
lem? In other words, Tier 2 interventions should target one primary deficit area for 
each student, but the target is a broad domain such as phonemic awareness, phonics, 
and math computation with single digits. The first step in an STI framework is to 
examine the data to find the most fundamental skill in which the student struggles, 
and then the intervention would target that skill. In reading, the five domains are 
assessed in the following sequence, (1) comprehension, (2) fluency, (3) decoding, 
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and (4) phonemic awareness. The assessment sequence begins with a measure of 
comprehension (see Table  5.2). If the student demonstrates low comprehension, 
then the interventionists would examine reading fluency in the manner displayed in 
Fig. 5.2. Once assessment data are used to identify the most fundamental skill in 
which the student struggles, then the intervention is selected to match that deficit.

Math assessments at Tier 2 follow a similar framework as reading, but the 
domains are somewhat more specific. As shown in Table 5.4, an STI framework in 
math requires a known list of objectives that build on one another. Many math cur-
ricula provide a list similar to Table 5.4. Once a list of objectives is located or com-
piled, interventionists can create a series of short assessments for each. Websites 
such as https://www.mathfactcafe.com/ can be used to create free assessment 
probes. Students can then be given 2–3 min to complete each of the probes, and the 
data converted to a digits-correct-per-minute metric, which are then compared to 
instructional level criteria presented in Table 5.1. The lowest skill for which the 
student demonstrates an instructional level becomes the target for Tier 2 interven-
tions. For example, if a student demonstrates independent-level skill (higher than 31 
digits correct per minute) in the first five objectives in Table 5.4 (addition through 
20, subtraction through 20, and fact families), but the assessment for two-digit addi-
tion without regrouping fell within the instructional level of 14–31 digits correct per 
minute, then the Tier 2 intervention for the student would be two-digit addition 
without regrouping.

 Step 2.2: Phase of Learning—Tier 3

Most students respond well to targeted Tier 2 interventions as described in the previ-
ous section (Burns et al., 2016). However, for those who do not, the learning hierar-
chy can then be used to interpret additional data to intensify the intervention. When 
looking at the data, the first question asked was should have the student acquired the 
information needed for this skill? If they have not, then accuracy will be low within 
the assessment. Is the student proficient with the knowledge? If they are not, then 
they would be accurate, but slow in completing the assessment. Tables 5.2 and 5.3 
outline specific criteria identified through research in regard to matching assess-
ments based on student’s phase within the learning hierarchy.

 Step 3: Select the Intervention

Based on information collected through SMM, teachers and interventionalists can 
decide what specific intervention will target the area of need for the student. Tables 
5.2 and 5.3 outline specific interventions that can be used for students at Tiers 2 and 
3, but there are others that can be effective. Readers can find lists of potential inter-
ventions on several websites including the Evidence-Based Intervention Network 
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Fig. 5.2 Tier 2 intervention flow chart for reading

M. K. Burns et al.



97

Table 5.4 Sample list of math objectives for second grade (based on VanDerHeyden et al., 2019)

1. Addition facts 0–20
2. Subtraction facts 0–9
3. Subtraction facts 0–15
4. Subtraction facts 0–20
5. Fact families addition and subtraction 0–20
6. Two-digit addition without regrouping
7. Two-digit addition with regrouping
8. Two-digit subtraction without regrouping
9. Two-digit subtraction with regrouping
10. Three-digit addition with and without regrouping
11. Three-digit subtraction with and without regrouping

(https://ebi.missouri.edu/) and the National Center for Intensive Intervention 
(https://charts.intensiveintervention.org/aintervention). What matters most is that 
the intervention addresses what the student needs and that it is implemented with 
fidelity.

At Tier 3, the learning hierarchy is considered to intensify the intervention. If a 
student is struggling in the acquisition stage of a particular domain of literacy and 
math, the learning stimuli needs to become easier for the student and focus intensely 
on the core concepts of the domain. This could look like incorporating visual cues, 
teaching less each lesson, more modeling, or addressing a skill with which the stu-
dent has demonstrated success. If a student is struggling within the proficiency 
stage, then it is important to incorporate repeated exposure and practice within and 
across lessons. This could be accomplished with independent practice, timed drills, 
more frequent yet shorter lessons, and frequently asking the students to recall what 
they had already learned.

 Step 4: Continuous Progress Monitoring

Progress monitoring is the process of quantifying rates of improvement and adjust-
ing instructional programs to make them effective and better suited to student needs 
(National Center on Intensive Intervention, n.d.), and it is critically important to any 
intervention model (Mellard et al., 2009; Shapiro, 2011; Stecker et al., 2008). An 
STI approach monitors progress in two ways. First, progress toward broad instruc-
tional goals is measured with a general outcome measure (GOM) such as a curricu-
lum-based measure of reading fluency (CBM-R), which is a useful tool to monitor 
progress for general reading proficiency (Fuchs et al., 2001). However, targeting 
narrow skills for intervention might reduce the sensitivity of a GOM to show growth 
(Shapiro, 2011).

Progress monitoring in an STI framework relies on both GOM and SMM data to 
gauge intervention effects (Ball & Christ, 2012). Previous research has supported 
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the psychometric adequacy of several early literacy measures as progress monitor-
ing tools (McConnell & Wackerle-Hollman, 2016; Oslund et  al., 2012), and the 
distinctions between growth demonstrated by GOM and SMM data are more pro-
nounced for interventions that target more fundamental skills (e.g., phonemic 
awareness or early phonics patterns) (Van Norman et al., 2018). Growth for GOM 
data is based on typical interpretative frameworks such as national norms or com-
parisons to growth needed to obtain proficiency. Well-established frameworks are 
needed to evaluate growth with GOM data because those are the data used to allo-
cate resources (e.g., move from tier 2 to tier 3). There are less well-developed inter-
pretative schemes for SMM data, but less specificity is needed because those data 
are used to supplement GOM data to determine if a student is making sufficient 
growth, and SMM data would be used to modify an intervention rather than to real-
locate resources. For example, consider a student who receives a phonics interven-
tion that focuses on early literacy skills (e.g., letter-sound correspondence). A GOM, 
such as CBM-R, data might show a growth rate that is less than expected, but an 
SMM that examines phonics (e.g., nonsense or word list fluency) could suggest that 
phonics skills are increasing while not yet adequately affecting the GOM scores.

 Perspectives and Approaches Relative to School 
Psychology Assessment

Assessment is fundamental to school psychology practice and is included in every 
published professional standard for the field (Burns, 2019), but STI fundamentally 
differs from typical approaches to school psychology assessment. School psycholo-
gists spend at least 50% of their time engaged in assessment activities to determine 
eligibility for special education services (Walcott et  al., 2018). The Wechsler 
Intelligence Scale for Children, 5th Edition (WISC-V; Wechsler, 2014), was report-
edly used by 80% of school psychologists who responded to a national survey 
(Benson et al., 2019). Conversely, only 29.3% of the respondents used CBM-R, and 
although small numbers of respondents reported use of specific skill measures such 
as early literacy (26.6%), early numeracy (22.8%), and math concepts and applica-
tion (27.3%), CBA-ID was not included in the survey (Benson et al., 2019). Not 
including CBA-ID in the recent survey was surprising given that participants in the 
Shapiro et al. (2004) survey reported that they used CBA with 80% of the students 
with whom they worked, and 72% used a model that aligned with CBA-ID and STI.

STI is not an assessment tool, but it is an approach to interpreting the data. Floyd 
and Kranzler (2019) discuss how STI is different from more typical approaches to 
assessment in school psychology. First, assessment targets specific skills rather than 
broad domains of achievement for both assessment and subsequent interventions. 
Second, STI assessments rarely rely on norm-referenced tools and instead compare 
student performance to research-based criteria for proficiency/mastery and phase of 
student learning. Finally, the goal of assessment is to drive intervention rather than 
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classify students into “fixed educational structures” (p. 413). Thus, STI is a different 
approach to assessment than what is commonly used in school psychology practice, 
with a focus on determining interventions rather than identifying disabilities.

 Perspectives and Approaches to Prevention and Intervention

As stated earlier, 80% of school psychologists reported using the WISC-IV, and 
95% of respondents reported using a measure of cognitive ability (Benson et al., 
2019), which is surprising because only one special education disability (intellec-
tual disability) requires an assessment of cognitive functioning, and special educa-
tion eligibility remains the most common professional activity for school 
psychologists (Walcott et al., 2018). Why is there such a disparity between regula-
tory mandates and actual practice? School psychologists administer measures of 
cognitive functioning because they believe that doing so will lead to improved out-
comes for students (Braden & Shaw, 2009). However, meta-analytic research has 
consistently shown that measures of cognitive ability did not predict student out-
comes (Scholin & Burns, 2012; Stuebing et al., 2009) and have limited utility in 
identifying interventions for reading and math (Burns et al., 2016; Kearns & Fuchs, 
2013; Stuebing et al., 2015). Even efforts to target specific cognitive areas such as 
working memory and executive function did not improve student learning (Jacob & 
Parkinson, 2015; Melby-Lervåg & Hulme, 2013).

Most school psychologists are trained in the aptitude × treatment interaction tra-
dition, in which interventions have differential effects based on individual differ-
ences in various cognitive skills, despite the lack of an established causal link 
between measures of cognitive functioning and intervention outcomes (Floyd & 
Kranzler, 2019). School psychologists would better meet the needs of students if 
they adopted a prevention framework approach to practice that examined student 
difficulties through ecological systems theory (Burns, 2011), both of which are con-
sistent with an STI approach to solving problems.

Prevention science is a method to identify and alter targets that will improve 
important outcomes for children (Herman et al., 2012). The goal of STI is to iden-
tify specific skill deficits that are linked to broader skills such as math and reading 
proficiency (Burns et al., 2010; Szadokierski et al., 2017). Research has consistently 
found that effective intervention efforts can prevent future learning difficulties 
(Lembke et al., 2010; VanDerHeyden et al., 2007), and interventions are more effec-
tive if they target specific skill deficit (Hall & Burns, 2018). Thus, identifying stu-
dent deficits and using those data to target intervention efforts is consistent with 
prevention science and is likely to improve student outcomes.

Perhaps the biggest difference between STI and traditional school psychology is 
how student failures are interpreted. Ecological Systems Theory (EST) is the study 
of multiple interconnected environmental systems that influence individual devel-
opment (Bronfenbrenner, 1977) and provides a theoretical foundation for STI, 
along with prevention science. In an EST approach, “disturbance is not viewed as a 
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disease located with the body of the child, but rather a discordance in the system” 
(p. 89), and dysfunctions occur when there is a mismatch between student skill and 
the environmental demands (Apter & Conoley, 1984). Given that 95% of school 
psychologists use a measure of cognitive functioning within their evaluations 
(Benson et al., 2019), many practitioners view skill deficit as a dysfunction located 
within the individual child.

Given that the goal of most school psychological assessments is to identify a dis-
ability (Floyd & Kranzler, 2019; Walcott et al., 2018), it is not surprising that the 
current system fosters student-dysfunction thinking. However, outcomes associated 
with systems that rely on disability labels do not result in academic or mental health 
improvement (Algraigray & Boyle, 2017; Kavale & Forness, 2000; Sullivan & 
Field, 2013). STI requires practitioners to examine student failure as a mismatch 
between skill and expectation in some important academic area, which is exactly 
the purpose of CBA-ID. For example, a student who reads less than 93% of the 
words correctly from the material used for reading instruction will experience a 
multitude of difficulties, and once that mismatch is corrected, academic and behav-
ioral outcomes increase (Gickling & Armstrong, 1978; Burns & Parker, 2014; 
Treptow et al., 2007). Moreover, using STI to target interventions to match the spe-
cific student deficit increases outcomes in reading and math (Burns et  al., 2010; 
Szadokierski et al., 2017).

 Case Studies

STI is not a difficult process to implement but requires an in-depth understanding of 
the data. Next, we provide two examples of STI, one that was implemented at tier 2 
and one at tier 3.

 Tier 2

AJ was a second-grader who scored below benchmark standards on the STAR 
Reading test, which was the school’s universal screener for reading. His teacher 
assessed his instructional level with a commonly used informal reading inventory 
(IRI), which resulted in a reading level of E. He was placed into a reading group of 
students with similar reading levels to read books together.

AJ was not making sufficient progress after several weeks of instruction. The 
school psychologist assessed his reading skills with CBA-ID using E-level books 
produced by the same publisher as the IRI. The percentage of words read correctly 
ranged from 78% to 88% correct, which represented a frustration level and sug-
gested that E-level books were too difficult. A reading fluency assessment (ORF) 
fell below the 20th percentile for his age group. Next, the school psychologist 
assessed AJ’s decoding skills with a list of low-frequency highly decodable words, 
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and he correctly identified less than 90% of the sounds correctly. As a result, the 
school psychologist recommended that AJ be placed into a Tier 2 intervention that 
used Sound Partners (Vadasy, 2005) because he demonstrated low comprehension, 
fluency, and decoding and decoding is the most fundamental of the three skills.

AJ’s decoding skills were monitored with weekly letter-sound assessments, and 
grade-level Aimsweb ORF was used as the GOM to also monitor his progress. He 
quickly obtained the 90% known criterion on three consecutive assessments, after 
which the focus switched to practicing the use of letter sounds to make words with 
various blending activities and connected text. His weekly GOM data also contin-
ued to increase at a rate that exceeded the typical second-grade readers.

 Tier 3

Lonnie was a kindergarten student who experienced significant difficulties learning 
basic letter sounds. He was participating in a Tier 2 intervention that focused on 
phonemic awareness while teaching basic letter sounds. His progress was moni-
tored with letter sound fluency, and the data did not suggest an upward trend. The 
school psychologists examined screening data. Lonnie scored above the proficiency 
score on measures of first-found fluency and phoneme-segmentation fluency, which 
are measures of phonemic awareness. Thus, Lonnie demonstrated acceptable pho-
nemic awareness, and continued difficulty learning letter sounds. School personnel 
decided that his lack of growth indicated that Lonnie required a tier 3 intervention 
and started teaching him the letter-sound correspondence with Incremental 
Rehearsal (IR), which is a well-researched intervention (see https://charts.inten-
siveintervention.org/intervention for a description of the research https://www.you-
tube.com/channel/UC0ad1ei6p_HOHHhc- T- JnZg/videos for video demonstrations 
of IR). However, Lonnie’s scores on letter-sound correspondence did not increase. 
The school psychologist then observed the intervention and saw that IR was imple-
mented correctly, but at the end of the intervention session, Lonnie did not correctly 
provide the sound of the letter that he was just successfully taught.

Lonnie’s data suggested that he was in the acquisition phase of learning (see 
Table 5.2) because he knew less than 90% of the letter-sound correspondences and 
he did not successfully demonstrate the new skill immediately after being taught it. 
Fortunately, Lonnie had good phonemic awareness but that was also puzzling and 
suggested that letter-sound correspondence was the correct intervention target. 
Students in the acquisition phase need intervention stimuli that are more errorless 
and salient. Thus, the school team decided to continue using IR but to use pictures 
as knowns and to use a picture cue for the unknowns. For example, the letter h was 
taught with a picture of a hammer with the letter h at the bottom of the card. Lonnie 
was asked to say “hammer, /h/, h” every time that he saw the card.

During the first intensified Tier 3 intervention, Lonnie was presented with the 
letter h and was asked what sound it made. He hesitated for a moment, looked at the 
interventionist, and said /h/. That was the first time in this young student’s 
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educational experience that he stated the correct letter-sound correspondence after 
being taught the letter a few moments before. Lonnie quickly learned his letter 
sounds and moved on to more advanced decoding skills with similar approaches 
and reached proficiency on kindergarten screening measures by the end of the year.

 Conclusion

In 1975, Maynard Reynolds warned that “In today’s context the measurement tech-
nologies ought to become integral parts of instruction designed to make a difference 
in the lives of children and not just a prediction about their lives” (p. 15). School 
psychologists have sought measures to improve the lives of the children that we 
serve, but improving measurement technology will not be as effective as improving 
the decisions made with the data. STI provides a framework to examine data that are 
based on sound theory, well researched, and practical. The information provided 
here may be useful to school psychologists interested in better supporting the aca-
demic skills of the students that they serve, and researchers may find a conceptual 
framework to drive future research. Additional research is needed, but given the 
number of students who struggle with reading and math, and the simplicity of the 
model presented here, the additional research seems warranted.

References

Algraigray, H., & Boyle, C. (2017). The SEN label and its effect on special education. Educational 
& Child Psychology, 34(4), 70–79.

Apter, S. J., & Conoley, J. C. (1984). Childhood behavior disorders and emotional disturbance: An 
introduction to teaching troubled children. Prentice-Hall.

Ball, C. R., & Christ, T. J. (2012). Supporting valid decision making: Uses and misuses of assess-
ment data within the context of RTI. Psychology in the Schools, 49(3), 231–244. https://doi.
org/10.1002/pits.21592

Beck, M., Burns, M. K., & Lau, M. (2009). The effect of preteaching reading skills on the on-task 
behavior of children identified with behavioral disorders. Behavioral Disorders, 34(2), 91–99. 
https://doi.org/10.1177/019874290903400203

Benson, N. F., Floyd, R. G., Kranzler, J. H., Eckert, T. L., Fefer, S. A., & Morgan, G. B. (2019). 
Test use and assessment practices of school psychologists in the United States: Findings from 
the 2017 National Survey. Journal of School Psychology, 72, 29–48. https://doi.org/10.1016/j.
jsp.2018.12.004

Berninger, V. W., Abbott, R. D., Vermeulen, K., & Fulton, C. M. (2006). Paths to reading com-
prehension in at-risk second-grade readers. Journal of Learning Disabilities, 39(4), 334–351. 
https://doi.org/10.1177/00222194060390040701

Betts, E. A. (1946). Foundations of reading instruction, with emphasis on differentiated guidance. 
American Book Company.

Braden, J.  P., & Shaw, S.  R. (2009). Intervention validity of cognitive assessment: Knowns, 
unknowables, and unknowns. Assessment for Effective Intervention, 34(2), 106–115. https://
doi.org/10.1177/1534508407313013

M. K. Burns et al.

10.1002/pits.21592
10.1002/pits.21592
10.1177/019874290903400203
10.1016/j.jsp.2018.12.004
10.1016/j.jsp.2018.12.004
10.1177/00222194060390040701
10.1177/1534508407313013
10.1177/1534508407313013


103

Bronfenbrenner, U. (1977). Toward an experimental ecology of human development. American 
Psychologist, 32(7), 513–531. https://doi.org/10.1037/0003- 066X.32.7.513

Burns, M. K. (2005). Using incremental rehearsal to increase fluency of single-digit multiplication 
facts with children identified as learning disabled in mathematics computation. Education and 
Treatment of Children, 28, 237–249.

Burns, M. K. (2007). Reading at the instructional level with children identified as learning dis-
abled: Potential implications for response-to-intervention. School Psychology Quarterly, 22(3), 
297–313. https://doi.org/10.1037/1045- 3830.22.3.297

Burns, M. K. (2011). Matching math interventions to students’ skill deficits: A preliminary inves-
tigation of a conceptual and procedural heuristic. Assessment for Effective Intervention, 36(4), 
210–218. https://doi.org/10.1177/1534508411413255

Burns, M. K. (2019). Introduction to school psychology: Controversies and current practice. In 
M.  K. Burns (Ed.), Introduction to school psychology: Controversies and current practice 
(pp. 1–14). Oxford University Press.

Burns, M. K., Codding, R. S., Boice, C. H., & Lukito, G. (2010). Meta-analysis of acquisition 
and fluency math interventions with instructional and frustration level skills: Evidence for a 
skill-by-treatment interaction. School Psychology Review, 39(1), 69–83. https://doi.org/10.108
0/02796015.2010.12087791

Burns, M. K., Hodgson, J., Parker, D. C., & Fremont, K. (2011). Comparison of the effective-
ness and efficiency of text previewing and preteaching keywords as small-group reading com-
prehension strategies with middle-school students. Literacy Research and Instruction, 50(3), 
241–252. https://doi.org/10.1080/19388071.2010.519097

Burns, M. K., Maki, K. E., Karich, A. C., Hall, M., McComas, J. J., & Helman, L. (2016). Problem 
analysis at tier 2: Using data to find the category of the problem. In S. Jimerson, M. K. Burns, 
& A. M. VanDerHeyden (Eds.), Handbook of response to intervention (pp. 293–307). Springer.

Burns, M.  K., & Parker, D.  C. (2014). Curriculum-based assessment for instructional design: 
Using data to individualize instruction. Guilford.

Burns, M. K., VanDerHeyden, A. M., & Jiban, C. L. (2006). Assessing the instructional level for 
mathematics: A comparison of methods. School Psychology Review, 35(3), 401–418. https://
doi.org/10.1080/02796015.2006.12087975

Burns, M. K., VanDerHeyden, A. M., & Zaslofsky, A. F. (2014). Best practices in delivering inten-
sive academic interventions with a skill-by-treatment interaction. In A. Thomas & P. Harrison 
(Eds.), Best practices in school psychology VI (pp. 129–142). National Association of School 
Psychologists.

Burns, M. K., Walick, C., Simonson, G. R., Dominguez, L., Harelstad, L., Kincaid, A., & Nelson, 
G. S. (2015). Using a conceptual understanding and procedural fluency heuristic to target math 
interventions with students in early elementary. Learning Disabilities Research & Practice, 
30(2), 52–60.

Codding, R. S., Burns, M. K., & Lukito, G. (2011). Meta-analysis of mathematic basic-fact fluency 
interventions: A component analysis. Learning Disabilities Research & Practice, 26(1), 36–47. 
https://doi.org/10.1111/j.1540- 5826.2010.00323.x

Coulter, W. A. (1988). Curriculum-based assessment: What’s in a name? Communiqué, 18(3), 13.
Erion, J., & Hardy, J. (2019). Parent tutoring, instructional hierarchy, and reading: A case study. 

Preventing School Failure: Alternative Education for Children and Youth, 63(4), 382–392.
Floyd, R.  G., & Kranzler, J.  H. (2019). Remediating student learning problems: Aptitude-by- 

treatment interaction versus skill-by-treatment interaction. In M. K. Burns (Ed.), Introduction to 
school psychology: Controversies and current practice (pp. 413–434). Oxford University Press.

Fuchs, L. S., Fuchs, D., Hosp, M. K., & Jenkins, J. R. (2001). Oral reading fluency as an indicator 
of reading competence: A theoretical, empirical, and historical analysis. Scientific Studies of 
Reading, 5(3), 239–256. https://doi.org/10.1207/S1532799XSSR0503_3

Geary, D. C., Hoard, M. K., Byrd-Craven, J., Nugent, L., & Numtee, C. (2007). Cognitive mecha-
nisms underlying achievement deficits in children with mathematical learning disability. Child 
Development, 78(4), 1343–1359. https://doi.org/10.1111/j.1467- 8624.2007.01069.x

5 Skill-by-Treatment Interaction: Increasing the Likelihood for Success in Reading…

10.1037/0003-066X.32.7.513
10.1037/1045-3830.22.3.297
10.1177/1534508411413255
10.1080/02796015.2010.12087791
10.1080/02796015.2010.12087791
10.1080/19388071.2010.519097
10.1080/02796015.2006.12087975
10.1080/02796015.2006.12087975
10.1111/j.1540-5826.2010.00323.x
10.1207/S1532799XSSR0503_3
10.1111/j.1467-8624.2007.01069.x


104

Gickling, E. E., & Armstrong, D. L. (1978). Levels of instructional difficulty as related to on- 
task behavior, task completion, and comprehension. Journal of Learning Disabilities, 11(9), 
559–566. https://doi.org/10.1177/002221947801100905

Gickling, E. E., & Havertape, S. (1981). Curriculum-based assessment (CBA). School Psychology 
Inservice Training Network.

Gickling, E. E., Shane, R. L., & Croskery, K. M. (1989). Developing math skills in low achieving 
high school students through curriculum-based assessment. School Psychology Review, 18, 
344–356. https://doi.org/10.1080/02796015.1989.12085431

Gickling, E., & Thompson, V. (1985). A personal view of curriculum-based assessment. 
Exceptional Children, 52, 205–218. https://doi.org/10.1177/001440298505200302

Gravois, T. A., & Gickling, E. E. (2008). Best practices in instructional assessment. In A. Thomas 
& J. Grimes (Eds.), Best practices in school psychology V (pp. 503–518). National Association 
of School Psychologists.

Hall, M. S., & Burns, M. K. (2018). Meta-analysis of targeted small-group reading interventions. 
Journal of School Psychology, 66, 54–66. https://doi.org/10.1016/j.jsp.2017.11.002

Haring, N.  G., & Eaton, M.  D. (1978). Systematic instructional technology: An instructional 
hierarchy. In N. G. Haring, T. C. Lovitt, M. D. Eaton, & C. L. Hansen (Eds.), The fourth R: 
Research in the classroom (pp. 23–40). Merrill.

Herman, K. C., Riley-Tillman, T. C., & Reinke, W. M. (2012). The role of assessment in a pre-
vention science framework. School Psychology Review, 41(3), 306–314. https://doi.org/10.108
0/02796015.2012.12087511

Hiebert, J., & Lefevre, P. (1986). Conceptual and procedural knowledge for teaching on student 
achievement. In J. Hiebert (Ed.), Conceptual and procedural knowledge: The case of math-
ematics (pp. 1–27). Erlbaum.

Hoover, W. A., & Gough, P. B. (1990). The simple view of reading. Reading and Writing, 2(2), 
127–160.

Jacob, R., & Parkinson, J. (2015). The potential for school-based interventions that target executive 
function to improve academic achievement: A review. Review of Educational Research, 85(4), 
512–552. https://doi.org/10.3102/0034654314561338

Kavale, K. A., & Forness, S. R. (2000). Policy decisions in special education: The role of meta- 
analysis. In R. Gersten, E. P. Schiller, & S. R. Vaughn (Eds.), Contemporary special educa-
tion research: Synthesis of the knowledge base on critical instructional issues (pp. 281–326). 
Routledge.

Kearns, D. M., & Fuchs, D. (2013). Does cognitively focused instruction improve the academic 
performance of low-achieving students? Exceptional Children, 79(3), 263–290. https://doi.
org/10.1177/001440291307900200

Lembke, E.  S., McMaster, K.  L., & Stecker, P.  M. (2010). The prevention science of reading 
research within a Response-to-Intervention model. Psychology in the Schools, 47(1), 22–35. 
https://doi.org/10.1002/pits.20449

McCarthy, A.  M., & Christ, T.  J. (2010). Test Review: Beaver, J.  M., & Carter, 
M.  A. (2006). The developmental reading assessment—second edition (DRA2). Upper 
Saddle River, NJ: Pearson. Assessment for Effective Intervention, 35(3), 182–185. https://doi.
org/10.1177/1534508410363127

McConnell, S., & Wackerle-Hollman, A. (2016). Can we measure the transition to reading? 
General outcome measures and early literacy development from preschool to early elementary 
grades. AERA Open, 2, 1–15. https://doi.org/10.1177/2332858416653756

Melby-Lervåg, M., & Hulme, C. (2013). Is working memory training effective? A meta-analytic 
review. Developmental Psychology, 49(2), 270–291. https://doi.org/10.1037/a0028228

Mellard, D.  F., McKnight, M., & Woods, K. (2009). Response to intervention screening and 
progress-monitoring practices in 41 local schools. Learning Disabilities Research & Practice, 
24(4), 186–195. https://doi.org/10.1111/j.1540- 5826.2009.00292.x

National Assessment of Educational Progress. (2019). NAEP report card: 2019.
National Center on Intensive Intervention (n.d.). Progress monitoring. Available online at https://

intensiveintervention.org/data-based-individualization/progress-monitoring

M. K. Burns et al.

10.1177/002221947801100905
10.1080/02796015.1989.12085431
10.1177/001440298505200302
10.1016/j.jsp.2017.11.002
10.1080/02796015.2012.12087511
10.1080/02796015.2012.12087511
10.3102/0034654314561338
10.1177/001440291307900200
10.1177/001440291307900200
10.1002/pits.20449
10.1177/1534508410363127
10.1177/1534508410363127
10.1177/2332858416653756
10.1037/a0028228
10.1111/j.1540-5826.2009.00292.x
https://intensiveintervention.org/data-based-individualization/progress-monitoring
https://intensiveintervention.org/data-based-individualization/progress-monitoring


105

National Council of Teachers of Mathematics. (2000). Principles and standards for school 
mathematics.

National Mathematics Advisory Panel. (2008). Foundations for success: The final report of the 
National Mathematics Advisory Panel. U.S. Department of Education.

National Reading Panel. (2000). Report of the National Reading Panel: Teaching children to read: 
An evidence-based assessment of the scientific research literature on reading and its implica-
tions for reading instruction: Reports of the subgroups. National Institute of Child Health and 
Human Development, National Institutes of Health.

Oslund, E. L., Habun-Burke, S., Taylor, A. B., Simmons, D. C., Simmons, L., Kwok, O., et al. 
(2012). Predicting kindergarteners’ response to early reading intervention: An examination 
of progress-monitoring measures. Reading Psychology, 33, 78–103. https://doi.org/10.108
0/02702711.2012.630611

Parker, D. C., Zaslofsky, A. F., Burns, M. K., Kanive, R., Hodgson, J., Scholin, S. E., & Klingbeil, 
D. A. (2015). A brief report of the diagnostic accuracy of oral reading fluency and reading 
inventory levels for reading failure risk among second-and third-grade students. Reading & 
Writing Quarterly, 31(1), 56–67. https://doi.org/10.1080/10573569.2013.857970

Rittle-Johnson, B., Siegler, R. S., & Alibali, M. W. (2001). Developing conceptual understanding 
and procedural skill in mathematics: An iterative process. Journal of Educational Psychology, 
93(2), 346–362. https://doi.org/10.1037/0022- 0663.93.2.346

Scholin, S., & Burns, M.  K. (2012). Relationship between pre-intervention data and post- 
intervention reading fluency and growth: A meta-analysis of assessment data for individual 
students. Psychology in the Schools, 49, 385–398. https://doi.org/10.1002/pits.21599

Shapiro, E. S. (2011). Academic skills problems: Direct assessment and intervention. Guilford.
Shapiro, E. S., Angello, L. M., & Eckert, T. L. (2004). Has curriculum-based assessment become 

a staple of school psychology practice? An update and extension of knowledge, use, and atti-
tudes from 1990 to 2000. School Psychology Review, 33(2), 249–257. https://doi.org/10.108
0/02796015.2004.12086246

Skinner, C. H., Beatty, K. L., Turco, T. L., & Rasavage, C. (1989). Cover, copy, and compare: A 
method for increasing multiplication performance. School Psychology Review, 18(3), 412–420. 
https://doi.org/10.1080/02796015.1989.12085436

Stecker, P. M., Fuchs, D., & Fuchs, L. S. (2008). Progress monitoring as essential practice within 
response to intervention. Rural Special Education Quarterly, 27(4), 10–17.

Stuebing, K. K., Barth, A. E., Molfese, P. J., Weiss, B., & Fletcher, J. M. (2009). IQ is not strongly 
related to response to reading instruction: A meta-analytic interpretation. Exceptional Children, 
76(1), 31–51. https://doi.org/10.1177/001440290907600102  

Stuebing, K. K., Barth, A. E., Trahan, L. H., Reddy, R. R., Miciak, J., & Fletcher, J. M. (2015). Are 
child cognitive characteristics strong predictors of responses to intervention? A metaanalysis. 
Review of Educational Research, 85(3), 395–429. https://doi.org/10.3102/0034654314555996

Suggate, S.  P. (2010). Why what we teach depends on when: Grade and reading intervention 
modality moderate effect size. Developmental Psychology, 46(6), 1556–1579. https://doi.
org/10.1037/a0020612

Sullivan, A. L., & Field, S. (2013). Do preschool special education services make a difference in 
kindergarten reading and mathematics skills? A propensity score weighting analysis. Journal 
of School Psychology, 51(2), 243–260. https://doi.org/10.1016/j.jsp.2012.12.004

Szadokierski, I., Burns, M. K., & McComas, J.  J. (2017). Predicting intervention effectiveness 
from reading accuracy and rate measures through the instructional hierarchy: Evidence for 
a skill-by-treatment interaction. School Psychology Review, 46(2), 190–200. https://doi.
org/10.17105/SPR- 2017- 0013.V46- 2

Therrien, W.  J. (2004). Fluency and comprehension gains as a result of repeated reading: A 
meta-analysis. Remedial and Special Education, 25(4), 252–261. https://doi.org/10.117
7/07419325040250040801

Treptow, M. A., Burns, M. K., & McComas, J. J. (2007). Reading at the frustration, instructional, 
and independent levels: The effects on students’ reading comprehension and time on task. 
School Psychology Review, 36(1), 159–166. https://doi.org/10.1080/02796015.2007.12087958

5 Skill-by-Treatment Interaction: Increasing the Likelihood for Success in Reading…

10.1080/02702711.2012.630611
10.1080/02702711.2012.630611
10.1080/10573569.2013.857970
10.1037/0022-0663.93.2.346
10.1002/pits.21599
10.1080/02796015.2004.12086246
10.1080/02796015.2004.12086246
10.1080/02796015.1989.12085436
10.1177/001440290907600102
10.3102/0034654314555996
10.1037/a0020612
10.1037/a0020612
10.1016/j.jsp.2012.12.004
10.17105/SPR-2017-0013.V46-2
10.17105/SPR-2017-0013.V46-2
10.1177/07419325040250040801
10.1177/07419325040250040801
10.1080/02796015.2007.12087958


106

Vadasy, P. F. (2005). Sound partners: A supplementary one-to-one tutoring program in phonics- 
based early reading skills. Voyager Sopris Learning.

Vadasy, P.  F., & Sanders, E.  A. (2009). Supplemental fluency intervention and determi-
nants of reading outcomes. Scientific Studies of Reading, 13(5), 383–425. https://doi.
org/10.1080/10888430903162894

Van Norman, E. R., Maki, K. E., Burns, M. K., McComas, J. J., & Helman, L. (2018). Comparison 
of progress monitoring data from general outcome measures and specific subskill mastery 
measures for reading. Journal of School Psychology, 67, 179–189. https://doi.org/10.1016/j.
jsp.2018.02.002

VanDerHeyden, A.  M., Broussard, C., & Burns, M.  K. (2019). Classification agreement for 
gated screening in mathematics: Subskill mastery measurement and classwide intervention. 
Assessment for Effective Intervention, 46, 1534508419882484.

VanDerHeyden, A.  M., & Burns, M.  K. (2005). Using curriculum-based assessment and 
curriculum- based measurement to guide elementary mathematics instruction: Effect on indi-
vidual and group accountability scores. Assessment for Effective Intervention, 30(3), 15–31. 
https://doi.org/10.1177/073724770503000302

VanDerHeyden, A. M., Witt, J. C., & Gilbertson, D. (2007). A multi-year evaluation of the effects 
of a response to intervention (RTI) model on identification of children for special education. 
Journal of School Psychology, 45(2), 225–256. https://doi.org/10.1016/j.jsp.2006.11.004

Vygotsky, L. S. (1978). Mind in Society: The development of higher mental processes. Harvard 
University Press.

Walcott, C. M., Hyson, D., McNamara, K., & Charvat, J. L. (2018). Results from the NASP 2015 
membership survey, part one: Demographics and employment conditions. NASP Research 
Reports, 3(1), 1–17.

Wechsler, D. (2014). Wechsler intelligence scale for children (5th ed.). NCS Pearson.

M. K. Burns et al.

10.1080/10888430903162894
10.1080/10888430903162894
10.1016/j.jsp.2018.02.002
10.1016/j.jsp.2018.02.002
10.1177/073724770503000302
10.1016/j.jsp.2006.11.004


107

Chapter 6
Clinical Reasoning for Psychological 
Assessment of Culturally 
and Linguistically Diverse Children 
and Adolescents

Judith Wiener

Abstract This chapter describes the author’s clinical reasoning regarding psycho-
logical assessments of culturally and linguistically diverse children and adolescents. 
The guiding framework integrates aspects of the developmental systems approach 
and risk and resilience theory. Assessments of mental health of children and adoles-
cents from culturally and linguistically diverse backgrounds involve gaining an 
understanding of their thoughts, feelings, behaviors, and their personal characteris-
tics. It is also important to consider family and school risk and protective factors. 
The research underlying the framework is reviewed and case studies are used to 
illustrate the clinical reasoning process.

During the fall of 1971, when I first began working as a school psychologist in 
Montreal, I assessed a 13-year-old boy who had just immigrated to Canada from a 
tropical Caribbean Island. Although English was his first language, his formal edu-
cation had been sporadic. When I asked the question “What are the four seasons of 
the year?”, he looked at me with wide eyes and emphatically responded: “There 
aren’t four seasons, there are only two seasons—rainy and dry”. Had this adolescent 
given the same response a few months later after experiencing a Canadian winter, I 
would have been concerned. Instead, I reflected on the influence of education and 
culture on performance on standardized psychological tests and the importance of 
using clinical judgment.

During the 50 years since I first administered the original Wechsler Intelligence 
Scale for Children (Wechsler, 1949), I have developed a clinical reasoning frame-
work that is based on the developmental systems approach (Mash & Hunsley, 2007), 
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risk and resilience theory (e.g., Garmezy, 1974; Rutter, 2012, 2013), and Zigmond’s 
(1983) approach to educational assessment and instructional intervention. I also 
became convinced that the fields of school psychology and clinical psychology have 
significant overlap and that the integration of the two fields would benefit assess-
ment and intervention (Geva et al., 2004). I have had to change my practice because 
of research evidence that supported the use of different methods and different inter-
pretations of assessment findings. Although most of my research career was focused 
on the social and emotional functioning and social relationships of children and 
adolescents with learning disabilities and ADHD, I also conducted studies that 
investigated questions that arose in my clinical practice and teaching of clinical 
courses. In addition to the results of studies conducted by other researchers, this 
research informed my clinical reasoning.

In this chapter, I focus on clinical reasoning in the assessment of culturally and 
linguistically diverse children and adolescents for four reasons. First, our profes-
sional ethics as psychologists requires us to provide equitable services that meet the 
needs of all children, adolescents, and families including immigrants and refugees 
and Indigenous peoples (Canadian Psychological Association, 2017). To provide 
services that are equitable, we often need to adapt them so that the individuals we 
assess benefit from them. Second, I live and work in Toronto, a city where approxi-
mately 140 languages are spoken and where more than 30% of the population speak 
a language other than English or French (the two official languages of Canada). A 
high level of migration to several other countries who are members of the 
Organization for Economic Cooperation and Development (OECD) https://www.
oecd.org/els/mig/keystat.htm has also been common during the past 10 years. Third, 
along with my colleague, Esther Geva, I taught a course where we supervise gradu-
ate students in school and clinical child psychology conducting assessments and 
interventions with culturally and linguistically diverse children and adolescents and 
wrote a book on the psychological assessment of these children and youth (Geva & 
Wiener, 2015). Finally, the challenging issues and questions that arise in these 
assessments inform my clinical reasoning approach for all children and adolescents. 
The conceptual framework I describe, the research I review, and the examples I 
provide all pertain to children and adolescents who are first- or second-generation 
immigrants. Although my approach may also be applicable to the assessment of 
Indigenous peoples I do not specifically discuss the assessment of Indigenous chil-
dren and adolescents because I believe that an Indigenous clinician and scholar 
might provide a more authentic perspective.

I use the following terms and acronyms in this chapter: CLD refers to culturally 
and linguistically diverse children, adolescents, and families; L1 refers to the indi-
vidual’s first language and the language they speak at home and in their country of 
origin, and L2 to their second (or sometimes third or fourth) language and the domi-
nant language of the host country. The term Basic Interpersonal Conversational 
Skills (BICS) refers to the language skills needed for everyday communication 
(e.g., buying groceries, playing active games) and Cognitive Academic Linguistic 
Proficiency (CALP) refers to the vocabulary and other language skills necessary for 
academic work in subjects such as science and social studies. I use the word parents 

J. Wiener

https://www.oecd.org/els/mig/keystat.htm
https://www.oecd.org/els/mig/keystat.htm


109

to refer to parents and other caregivers, children to refer to school-age students in 
elementary school, adolescents to refer to students in middle school and secondary 
school, and students to refer to both children and adolescents. Finally, in the context 
of this chapter, I use the term mental health to refer to students’ social, emotional, 
and behavioral functioning.

I begin this chapter with a discussion of the conceptual frameworks that guide 
my clinical reasoning. I then discuss my clinical reasoning in the context of the 
objectives of a psychological assessment, and the methods I use to conduct assess-
ments, including adaptations I make for CLD children, adolescents, and families. 
As I believe that mental health is often linked to academic engagement and aca-
demic achievement, my assessments involve the integration of mental health and 
cognitive factors. I address mental health prevention and intervention in the context 
of assessments because one of the main goals of an assessment is to determine 
appropriate interventions for students. I conclude with a de-identified case study 
that illustrates my clinical reasoning guiding framework.

 Guiding Framework/Theoretical Approach for Mental 
Health Assessment

Several of the basic tenets of the Developmental Systems Approach (DSA; Mash & 
Hunsley, 2007) are aligned with the methods I use when engaging in clinical reason-
ing. Consistent with the DSA, I believe that the key goal of assessments is to inform 
intervention by acquiring an understanding of students’ thoughts, feelings, and 
behaviors in context as opposed to general personality traits. Although norms are 
often helpful, I also emphasize the influence of context on mental health and cogni-
tive and academic functioning. Consistent with the DSA, I use multiple methods 
and sources to collect assessment data. There are, however, two limitations to the 
DSA that need to be considered.

First, although not inconsistent with the DSA, students experiencing mental 
health problems often have learning difficulties (Wiener & Timmermanis, 2012). 
Consequently, I thoroughly examine reading, writing, and mathematics skills using 
formal tests and dynamic assessments (Fletcher et al., 2019; Geva & Wiener, 2015). 
I also find it helpful to examine the linguistic and cognitive processes that are asso-
ciated with academic difficulties as these may affect intervention decisions (Geary 
et al., 2012; Geva & Wiener, 2015; Swanson & Zheng, 2013). For this purpose, I use 
the educational assessment methods described by Zigmond (1983). She suggested 
instructionally based assessments that involve testing down the skills hierarchy. In a 
book I wrote with my colleague, Esther Geva, we illustrate this hierarchical approach 
to assessment and clinical reasoning in terms of assessment of L2 reading compre-
hension (Geva & Wiener, 2015).

Second, the DSA focuses on mental health regarding emotional, social, and 
behavioral problems or disorders. Risk factors are emphasized with minimal atten-
tion given to protective factors. Although students who are not experiencing 
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difficulties are typically not referred to psychologists, understanding the protective 
factors that help those who are referred adapt to their difficulties may be useful 
when considering intervention options. Consequently, my clinical reasoning 
approach is partially based on risk and resilience theory (e.g., Garmezy, 1974; 
Rutter, 2012, 2013).

Below I provide a detailed discussion of how I apply the DSA and Suárez-Orozco 
et al.’s (2018) model and research on risk and resilience of immigrant children and 
youth to my clinical reasoning in relation to psychological assessments of the men-
tal health of CLD students. I also use these frameworks for making decisions about 
directions for school-based mental health intervention.

 Goals of Psychological Assessment

Consistent with the Developmental Systems Approach, my goals for psychological 
assessment include (1) understanding students’ thoughts, feelings, and behaviors in 
context and (2) developing recommendations for intervention. I add a third goal that 
is not explicitly discussed by Mash and Hunsley (2007): communication of assess-
ment results with key stakeholders including the students themselves, parents, edu-
cators, and health professionals. I strongly believe that children, adolescents, 
parents, and educators should be partners in the assessment process to validate the 
data that are collected and ensure that the recommendations for intervention are 
consistent with their values and resources in addition to being supported by research.

 Understanding Students’ Thoughts, Feelings, and Behaviors 
in Context

Students are typically referred for a psychological assessment because they experi-
ence some mental health or learning difficulties that impair their functioning in at 
least one context (e.g., home and school). Consequently, a key aspect of understand-
ing students is to identify these difficulties and their impact on their functioning. 
Psychologists who adopt the medical model focus on these difficulties and provide 
a formulation that usually includes a taxonomic diagnosis (Mash & Hunsley, 2007) 
using manuals such as the Diagnostic and Statistical Manual of Mental 
Disorders—5th Edition (DSM-5; American Psychiatric Association, 2013). I also 
provide diagnoses when that is appropriate because diagnoses may inform treat-
ment and understanding of prognosis. Consistent with risk and resilience theory, 
however, I also strive to identify students’ strengths and adaptive skills. This is 
important because students and the individuals who care about them may be focused 
on difficulties, because engaging in activities that involve areas of strength may 
enhance well-being, because identifying strengths has important implications for 
course choices and career directions, and because adaptive skills are crucial to 
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functioning in the environment (Meltzer, 2004; Margalit, 2004; Wong, 2003). To 
generate appropriate directions for intervention; however, it is also important to 
describe environmental factors that facilitate and impede learning and adjustment.

Suárez-Orozco et al. (2018) provide a model that integrates the research on risk 
and resilience of immigrant children and youth and that documents the issues that I 
have considered over many years when assessing CLD students. The developmental 
outcomes they discuss are the extent to which CLD students acquire self-regulation 
and responsibility, have positive family and peer relationships, achieve academi-
cally, have a secure sense of identity, participate in the civic environment of the host 
country, and as older youth, participate in the labor market. Suárez-Orozco et al. 
(2018) also consider psychological adjustment (self-esteem, sense of well-being, 
and mental health), acculturative flexibility (L2 acquisition, learning and maintain-
ing both the home culture and the culture of the host country), and being able to 
bridge cultures (e.g., having inter-ethnic friendships). In accordance with the devel-
opmental systems approach, they consider student individual and developmental 
factors, the family and school microsystems, and macrosystem factors such as the 
quality of the neighborhood and immigration policy.

Some of the individual and developmental factors that affect students’ mental 
health and academic achievement are common to all students regardless of immi-
gration status (Suárez-Orozco et al., 2018). These include biological (e.g., health, 
physical disability, athletic skill, physical appearance) and cognitive (intellectual 
ability, cognitive processes associated with reading, writing, and math such as pho-
nological processing and working memory) resources, social and emotional compe-
tence, and temperament. CLD students who are older at the time of immigration are 
at higher risk. Although there are gender differences in achievement and psycho-
logical adjustment, the patterns are complex depending on cultural attitudes. In 
some contexts, adolescent girls outperform boys academically, possibly because 
they are not permitted to go outside of the home independently, whereas boys are 
able to engage in independent social interaction that occasionally leads to deviant 
behavior. In other cultures, there is immense pressure on boys to achieve whereas 
girls are responsible for household tasks and care of younger siblings. Sometimes 
the pressure to achieve may be associated with mental health difficulties.

There are several risk factors that I consider regarding the family that are also 
included in the Suárez-Orozco et al. (2018) model. Some of these risk factors such 
as poverty, low level of parent education, dysfunctional family interactions, and 
family violence pertain to families irrespective of immigration and culture. With 
regard to students who are immigrants and refugees, those whose parents do not 
speak the dominant language of the society are at higher risk (Prevoo et al., 2016). 
First-generation immigrant students, however, may have the advantage of bilingual-
ism, whereas some second-generation immigrant students are at higher risk if they 
do not speak their parents’ L1 fluently. Students who experience a lengthy separa-
tion from a parent who immigrates earlier are at higher risk, possibly because of 
insecure attachment. Similarly, secondary school students who come to the host 
country to study without their parents are at risk of mental health and social difficul-
ties (Mak, 2020).
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Table 6.1 Social supports

Family and friends School and child care Other/professional

Frequency of contact
Nature of communication
Instrumental support
Emotional support
Criticism
Reciprocity

As discussed by Geva and Wiener (2015), social support from immediate and 
extended family and friends, school and childcare settings, and other professionals 
is very important. As shown in Table 6.1, social support may be instrumental (e.g., 
translation from the L1 to the L2) and emotional (listening to them when they are 
upset). It is adaptive when parents have frequent contact with the people who pro-
vide support, and they are able to communicate positively with them. Immediate 
and extended family, however, are not always supportive. In some instances, 
extended family members may be critical of parents of students with disabilities or 
behavioral difficulties. Parents may also feel guilty when they rely too heavily on 
their support system, and they may be more accepting of support when they can 
reciprocate.

Cultural differences include the extent to which the culture is individualistic ver-
sus collectivistic, the extent to which members of that culture express their emotions 
openly, attitudes regarding time and punctuality, and family values such as gender 
roles, the importance of immediate versus extended family, and the acceptance of 
diversity (Geva & Wiener, 2015). Immigrant adolescents who are bilingual and 
bicultural often have specific responsibilities that may be challenging for some of 
them. They may need to translate for their parents who do not speak the dominant 
language, work to support their families, and be the spokesperson and decision 
maker. When the teens assume these roles, it may also cause concern for their par-
ents who may feel inadequate because their parental role has been usurped (Suárez- 
Orozco et al., 2018).

I also consider the extent of culture change, role conflicts, and acculturation 
stress in families of students whom I assess. Acculturation is both a risk and a pro-
tective factor (Suárez-Orozco et al., 2018). According to Rivera (2008, p. 76), accul-
turation is “a dynamic process of change and adaptation that individuals undergo as 
a result of contact with members of different cultures.” Although acculturation is a 
continuum, it should be conceptualized across two dimensions: (a) the extent to 
which the individual prefers to maintain the attitudes, beliefs, values, affect, and 
behaviors of their culture of origin and (b) the extent to which the individual prefers 
to integrate into the dominant culture of the country to which they immigrate. The 
resultant four acculturation patterns are assimilation into the new culture, rejection 
of the new culture (which is often accompanied by having few, if any cross-cultural 
friendships), integration or biculturalism, and deculturation or marginalization. The 
integration pattern tends to be most adaptive; bicultural individuals often speak both 
their L1 and the dominant language of the society; they have higher scores on 
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measures of academic achievement and educational attainment, employment, and 
health (Suárez-Orozco et al., 2018). There is research evidence that second-genera-
tion immigrant adolescents who neither identify with their culture of origin nor the 
dominant culture of the society (marginalization) are vulnerable to mental health 
challenges including substance use and suicide (Suárez-Orozco et  al., 2018). 
Acculturation conflict occurs when adolescents and parents have different accul-
turation patterns and the parents do not accept the adolescents’ adoption or rejection 
of the dominant culture. For example: in a study of Chinese immigrants to Canada, 
the interpersonal conflict between mothers and adolescents was higher when the 
adolescent and mother differed in their acculturation pattern (Tardif & Geva, 2006). 
Consequently, I consider acculturation conflict when working with CLD adoles-
cents and their families.

Parents’ attitudes regarding academic achievement and disabilities are important 
to consider. If they attribute low academic achievement to insufficient effort on the 
part of their children, then they may express anger and use controlling strategies 
such as pressure and punishment. These parental behaviors may negatively affect 
the mental health of their children who may be more likely to exhibit internalizing 
and externalizing behaviors. If parents attribute the problem to a learning disability, 
intellectual disability, or a mental disorder, they may feel shame, and may not dis-
close the problem to family and friends and, as a result, obtain little support. If 
parents attribute the problem to poor instruction, claiming that the school system in 
their home country was more effective, they may berate teachers and hire tutors 
(Yaghoub-Zadeh et al., 2008). As is true of students born in the host country, CLD 
students may have disorders such as intellectual disabilities and autism spectrum 
disorders. The severe manifestations of these problems may have more impact on 
families who do not have the resources or cultural capital to obtain the supports they 
need. Some parents may feel the stigma of these disorders acutely; they may believe 
that their entire family is tainted.

School and classroom risk and protective factors are also important to consider 
(Geva & Wiener, 2015; Suárez-Orozco et al., 2018). Immigrant and refugee stu-
dents may flourish when they have understanding and supportive teachers who use 
strategies that have been found to predict mental health and academic achievement. 
These include a positive school climate, teacher modeling acceptance of diversity, 
proactive behavior management plans, systematic instruction in literacy and numer-
acy, teaching within the student’s zone of proximal development, and high levels of 
academic engaged time (Doll et al., 2009; Ducharme & Shecter, 2011; Mikami & 
Mercer, 2017; Parsons et al., 2018). New immigrant students who do not speak the 
L2 typically benefit from second-language instruction to acquire basic skills for part 
of each school day (Padilla & Gonzalez, 2001). Both teacher modeling of accep-
tance of diverse peers and enhanced CLD student L2 skills may facilitate the devel-
opment of positive peer relationships. CLD students are more likely to have positive 
mental health outcomes when teachers endeavor to develop a positive and trusting 
relationship with them (Suárez-Orozco et al., 2018). Teacher beliefs are predictive 
of their practices in inclusive settings. Their acceptance of CLD and racialized stu-
dents and their expectations that these students will achieve are especially important 
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(e.g., Chang & Demyan, 2007; Mahatmya et al., 2016). Teachers who believe that 
students’ mental health and academic challenges are an interaction between student 
characteristics and the classroom environment, that adapting instruction is an 
important part of their role, and that they should collaborate with parents are more 
likely to engage in these effective teaching practices (e.g., Elik et al., 2010; Stanovich 
& Jordan, 1998).

The macrosystem factors identified by Suárez-Orozco et  al. (2018) include 
immigration policies and societal attitudes. For example, in countries where poli-
cies favor immigrants with high levels of education and skills and in communities 
that have positive attitudes toward diversity, CLD students tend to adapt well. On 
the other hand, students from families who are not in the host country legally or who 
are waiting for refugee claims to be settled may experience high levels of stress. 
Some immigrant or refugee youth need to cope with xenophobia and racism. The 
reasons for immigration may also affect mental health. Families who immigrate to 
improve their economic condition and their children’s education are not typically at 
risk, whereas those escaping war and violence or environmental catastrophes may 
have experienced trauma. Neighborhood factors may also contribute to risk and 
resilience. Children of immigrants and refugees who live in neighborhoods where 
many families experience poverty, and where there are high levels of crime and poor 
social cohesion and supports are at risk for poor academic achievement, health, and 
mental health, whereas those who live in neighborhoods that are diverse in terms of 
socioeconomic opportunities and provide high levels of social support are more 
likely to achieve and be psychologically adjusted. These neighborhood issues spill 
over to the schools.

Providing Recommendations for Academic and Mental Health 
Prevention and Intervention

Parents and educators who refer students for a psychological assessment typically 
do so because the strategies they tried are not working, they desire more intensive 
support than the students are receiving, and because they want to access the psy-
chologist’s expertise regarding other possible strategies and treatments. 
Consequently, a major goal of a psychological assessment is to provide recommen-
dations regarding parenting, supports at school, and directions for therapeutic inter-
vention. When students experience learning difficulties, psychologists make 
recommendations regarding special education placement and supports, remedial 
programming, teaching of learning strategies, and instructional (e.g., text to speech 
technology), environmental (e.g., seating), and assessment (e.g., extra time on 
examinations) accommodations. When students are experiencing mental health 
challenges, psychologists make recommendations regarding methods to enhance 
adaptive and social skills at home and school, accommodations for internalizing 
behaviors such as anxiety and depression, parenting strategies, and classroom 
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behavior management strategies for decreasing maladaptive behaviors such as inat-
tention, hyperactivity, impulsivity, and aggression and increasing on-task behavior, 
emotion regulation, and compliance. Further assessment and treatment are often 
recommended.

Consistent with research on school-based mental health interventions (see 
Šouláková et al., 2019 for review), I believe that school psychologists play a role in 
consulting with teachers and school administrators regarding mental health preven-
tion and intervention, and in providing targeted interventions to students with men-
tal health challenges and their families that are supported by research. These include 
conjoint behavioral consultation (Sheridan et al., 2012), mindfulness interventions, 
social and emotional learning, and cognitive behavior therapy (Šouláková et  al., 
2019). As discussed by Durlak (2009), when implementing school-based mental 
health interventions, in addition to considering the needs of specific students, it is 
important to consider the system factors that are likely to facilitate or inhibit pro-
gram implementation (e.g., school leadership and resources), and the extent to 
which the intervention methods and content will address the students’ needs.

There are specific issues and strategies that should be considered regarding 
adapting school-based mental health interventions for CLD students. It is important 
to ensure that these interventions are consistent with family cultural values and if 
they involve parents, they have the resources to participate. For example: In their 
review of the research, Sullivan and Simonson (2016) found that social and emo-
tional learning, mindfulness, trauma-focused CBT, and creative expression (writ-
ing, drama, and art) interventions are helpful for students who are refugees. Music 
therapy was not found to be efficacious. In my experience, however, involvement in 
music programs is especially helpful for Roma students from Hungary and Romania 
in terms of enhancing school engagement and self-esteem. This might be the case 
because music is so central to their culture.

There are also some specific interventions that may be helpful in addressing the 
learning difficulties and family circumstances of some CLD students. It is some-
times appropriate to recommend that students or parents receive intensive instruc-
tion in the dominant language of the society in a second-language program. 
Psychologists should recognize, however, that some parents cannot access these 
programs due to their own challenges with work and childcare. In addition, asking 
parents to speak to their children in their L2 may be counterproductive; the research 
suggests that children benefit more from good language models in their L1 than 
poor language models in their L2 (Geva & Wiener, 2015). I also refer adolescents 
and parents to settlement workers or social workers who may help them access 
instrumental supports such as food banks, second-hand clothing, and community 
supports. In some cases, parents may be more likely to seek support from religious 
and other community leaders. I have found that some CLD adolescents with learn-
ing disabilities benefit from support from a volunteer university undergraduate stu-
dent. In addition to academic tutoring, undergraduate students may mentor the CLD 
adolescent about the adaptive skills needed for effective interactions in their new 
country.
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 Communication of Assessment Results with Key Stakeholders

If assessment results and recommendations for intervention are not communicated 
to key stakeholders, then the student’s situation will not be changed. Typically, key 
stakeholders are the students themselves, their parents, their teachers and school 
principals, and other professionals who work with them such as physicians, speech 
and language pathologists, and settlement workers. Assessment results are typically 
communicated in feedback interviews and psychological reports. Adaptations of 
typical practice may be needed due to language challenges and cultural differences 
(Geva & Wiener, 2015). These adaptations are discussed in the context of the assess-
ment methods I use.

Strategies for Assessing Academic and Mental 
Health Challenges

 Interviews to Obtain a Developmental, Educational, 
and Health History

Interviews with older children, adolescents, parents, and teachers are important to 
obtain a developmental, educational, and health history and to learn about parents’ 
perspectives regarding their children’s strengths, adaptive skills, and difficulties and 
the environmental factors that facilitate and impede learning and mental health. I 
typically begin interviews with older children, teens, and parents by giving them the 
message that they are partners in the assessment process, and indicating that the 
assessment team includes them, and when appropriate teachers and other 
professionals.

Several issues may arise when interviewing CLD parents. The most obvious 
issue is that the parent has limited skills regarding communicating in the dominant 
language of the country—their L2. Clearly, an interpreter is needed when they are 
completely unable to communicate in the L2. Sometimes parents claim that they do 
speak the L2 when they have BICS because they are able to do everyday tasks such 
as grocery shopping and making appointments. The problem is that they may not 
have the CALP that would enable them to understand the vocabulary used when 
taking a history or describing their concerns. An interpreter may also be helpful in 
that situation. Geva and Wiener (2015) discuss the issues that psychologists should 
consider when hiring and working with an interpreter including the reasons to avoid 
putting a sibling or other member of the family in that role.

In addition to the typical issues involved in taking a history, there are issues that 
may be pertinent to the case formulation that should be considered in relation to 
CLD families. Prior to meeting with the family, I familiarize myself with specific 
cultural practices that could affect our interactions, and with political circumstances 
(e.g., discrimination, war) that may have prompted immigration using websites 
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such as Wikipedia. During the interview I find out whether families are first, second, 
or third-generation immigrants and, if they are first-generation immigrants, try to 
determine the reason for immigration (e.g., education, more prosperous life for their 
children, fleeing war and persecution) as these experiences may affect their wellbeing. 
I avoid assuming that racialized individuals are immigrants or not acculturated to 
the dominant culture. I also find it useful to understand the post-immigration experi-
ence, especially in relation to social supports (Table 6.1; Geva & Wiener, 2015).

It is sometimes important to consider whether the member of the family who is 
the primary caregiver comes to the interview when determining the trustworthiness 
of the data. Although in most cultures the mother is the primary caregiver, in some 
cultures, grandparents or other extended family members are more knowledgeable 
about the student and his/her functioning. In some cultures, it is exclusively the 
father’s role to communicate with people outside of the family; however, he may not 
be the primary caregiver and he may not be able to answer some of the psycholo-
gist’s questions about the student. The mother may also have responsibilities for 
caring for young children and may find it difficult to come to an office for an inter-
view. In that situation, I do a phone interview with the mother or a second interview 
in person while providing childcare. If the family has Internet access and an appro-
priate device, I sometimes do a video interview using a virtual platform with good 
privacy protections.

In some cultures, it is typical to request support for mental health difficulties 
from a member of the clergy or a community elder. Consequently, parents from 
these cultural groups may not be aware of the role of a psychologist. Explaining the 
reason for the assessment and the procedures may often allay anxiety. In some 
cases, describing the nature of psychologists’ professional training may assist in 
establishing legitimacy. Furthermore, it is not uncommon for learning, mental 
health, and behavioral difficulties to be highly stigmatized. Parents may therefore be 
reluctant to discuss these challenges. I therefore take the time to establish trust by 
listening to the parents’ concerns and empathizing with them. Some parents respond 
well to detailed explanations of procedures to ensure confidentiality. They may pre-
fer to go to university clinics that are not close to their homes; entering a university 
building may be more acceptable to them than being seen by their community mem-
bers entering a hospital or mental health clinic.

Parents may also differ in terms of style of questioning that is most likely to elicit 
a clear history. Although there are individual differences within cultural groups, in 
some cultures, parents may respond to a close-ended question (e.g., at what age did 
your child learn to talk) with a narrative. Interpreting their stories may at times be 
challenging. In those situations, consulting with a person who identifies with that 
cultural group may be helpful. Many CLD people who are refugees have experi-
enced trauma due to persecution and being victims of or witnessing violence 
(Bronstein & Montgomery, 2011). When asking about immigration history, psy-
chologists should be aware that these parents and children may become upset and 
that empathy and sensitivity are required. Their stories may only emerge when par-
ents and students have developed a trusting relationship with the psychologist.
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 Assessment of Cognitive Abilities and Academic Achievement

I use a combination of observation, formal standardized tests, informal tasks, and 
dynamic assessment to assess cognitive abilities and academic skills. Dynamic 
assessment involves a combination of pressing the limits and response to interven-
tion (Fletcher et al., 2019; Geva & Wiener, 2015). When I am working with CLD 
students, I observe whether they often require instructions to be repeated and 
whether they respond better when instructions are presented orally versus in writ-
ing. As recommended by Zigmond (1983), if they have difficulty generating their 
own responses, I move down the response hierarchy to determine whether they 
know the answer when given multiple choice or true/false questions or can point to 
the right answer. I examine whether they are more likely to respond correctly when 
concepts and skills are tested through a game, activity, or computer task than by 
formal tests. I systematically investigate whether they compensate for their chal-
lenges by using adaptive strategies such as the rehearsal, mnemonics, imagery, or 
drawing a diagram. I also observe the extent to which they attend to task, plan and 
self-monitor, respond slowly or impulsively, or require frequent feedback or 
reinforcement.

Formal standardized tests that measure cognitive ability and academic achieve-
ment are essentially refined observational instruments. They provide a standard set 
of tasks that survey abilities and skills that are associated with adaptive functioning 
and functional impairment. Most of the commonly used published formal tests have 
strong psychometric properties; they are reliable, have solid construct and concur-
rent validity, and are normed on a large population (e.g., Sattler, 2020). These tests, 
and the resultant scores, however, should be used cautiously with CLD students 
because their ethnic group might not have been included in the norming sample, and 
the tests are either not available or not given in their dominant language. Even tests 
of fluid and visual-spatial reasoning often have instructions that use complex lan-
guage (Cormier et al., 2016). There sometimes are problems when tests are given in 
the students’ L1. Although they may have BICS in their L1, if they have not used 
their L1 at school for several years, they may not have acquired CALP in that lan-
guage (Geva & Wiener, 2015). Finally, formal standardized tests are static—they do 
not show progress over time. For these reasons, I think deeply about whether it is 
necessary to administer an intelligence test, which test to give, and when to admin-
ister it. I often delay that administration until a strong rapport is achieved.

I typically administer standardized achievement tests to CLD students referred 
for learning difficulties because these tests provide a snapshot of how they are func-
tioning in comparison with the students in their classrooms. I choose the tests based 
on referral information, and language and cultural loading. I also try to be parsimo-
nious by testing down skill hierarchies (Geva & Wiener, 2015; Zigmond, 1983). For 
example, if a student has average or above-average word and pseudoword reading 
and spelling skills, I do not need to assess phonological processing but if their 
vocabulary development is below expected levels given their time in the immigrant- 
receiving country, I would administer a non-word repetition test, as abilities in that 
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area are predictive of vocabulary development in the L1 (Farnia & Geva, 2011). 
When interpreting the results, I consider the findings from research on academic 
achievement in second language learners, and I do careful error analysis. Table 6.2 
summarizes the relevant research findings and the implications of these findings for 
the assessment of CLD students.

Regarding oral language proficiency, reading, and written language in the L2, 
longitudinal research by Geva and her colleagues has shown that children who are 
initially exposed to a new language in the first grade quickly acquire reading decod-
ing skills; by the end of the second grade, their skills are commensurate with their 
L1 peers. Their vocabulary and reading comprehension scores, however, still lag 
behind their  L1 peers 6  years or more after being exposed to English (Geva & 
Wiener, 2015). Consequently, after 2 years of exposure to the dominant language, 
when these children obtain below-average scores in reading decoding, phonological 
processing, and spelling, I hypothesize that they might have a learning disability. If 
they have low average or below average scores on vocabulary, reading comprehen-
sion, and written expression tests, I examine the data carefully to determine whether 
this is due to English being their second language or whether they may have a lan-
guage disorder. Similarly, I consider the extent of language load on subtests of IQ 
tests (Cormier et al., 2016). As discussed below, error analysis and dynamic assess-
ment are important methods to make this decision.

The diagnostic issues are more complicated in relation to students who only 
begin instruction in their L2 in the fourth grade or beyond. Pasquarella et al. (2012) 
found that students in ninth and tenth grade who had lived in Canada between 
2 months and 6 years (mean = 2.36 years) obtained lower scores on English word 
reading and nonword decoding, vocabulary, and reading comprehension. The L1 of 
approximately 60% of their participants, however, was a language that did not use 
the English alphabet (e.g., Arabic, Mandarin). It is therefore possible that, in addi-
tion to the age of exposure to the L2 and time in the immigrant-receiving country, 
delays in acquiring English decoding skills might have included the requirement of 
learning to read the opaque English orthography.

As discussed by Geva and Wiener (2015), interpreting scores on math tests is 
also challenging in relation to older CLD students. They often have difficulty with 
comprehension of word problems that are grammatically and lexically complex 
(Martiniello, 2009). It is also important to consider the quality of math instruction 
in the L1. First-generation immigrant students who come from countries where 
math achievement scores on the Programme for International Student Assessment 
(PISA) test are higher than that of students in the host country may have higher 
levels of math proficiency than students who had all of their schooling in the host 
country (Guglielmi, 2012; Volante et al., 2017). Students who have received instruc-
tion in computation in the country of immigration may use different symbols when 
doing computation. They may be more competent than students from the United 
States in metric measurement and be unfamiliar with imperial measurement.

As recommended by Geva and Wiener (2015), I typically press the limits and use 
error analysis to determine the extent to which difficulties on some tasks are associ-
ated with the tasks not being in the student’s L1. I consider whether the student 
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Table 6.2 Implications for assessment of research findings on language and literacy of L2 children 
and adolescents (Geva & Wiener, 2015)

Findings Implications for assessment

CLD children in the primary grades quickly 
develop word-level reading skills in the L2

Psychologists should consider a diagnosis of 
LD in CLD children who have had two or more 
years of L2 reading instruction and have 
below-average word-level reading and spelling 
skills

Although CLD children acquire BICS in their 
L2 rapidly, they experience difficulties with 
CALP even after 6 years in school in the 
immigrant-receiving country

•  Examine the types of errors that students 
make on language and reading 
comprehension tests

•  Compare the functioning of the referred 
student with siblings or peers who are from 
the same context

•  Assess language in the student’s L1 when 
appropriate and applicable

The cognitive processes underlying poor 
word-level reading skills are the same for L1 
and L2 reading

Assess cognitive processes including 
phonological processing and RAN

Non-word repetition abilities predict 
acquisition of language and literacy skills

Administer tests such as the Non- Word 
Repetition subtest of the CTOPP-II

Depending on features of their home language, 
different types of positive and negative transfer 
occur when acquiring the L2. For example 
students may use cognates (i.e., words that are 
similar) to understand the L2, but they may 
also apply grammatical structures that are 
correct in their L1 to their L2 when that is not 
appropriate

Consider transfer effects when doing error 
analyses

Most commonly used IQ tests, including the 
tests that purport to be nonverbal, have some 
verbal and cultural loading, and the verbal and 
cultural loading varies among tests and 
subtests (Cormier et al., 2016)

•  Carefully consider whether it is necessary to 
administer an IQ test and the timing of 
administration

•  Use a nonverbal test when appropriate
•  Ensure that the individual understands the 

directions on nonverbal tasks
•  Use clinical judgment when interpreting 

scores (e.g., use a flexible criterion for the 
average range)

•  Consider the verbal and cultural loading of 
the test and subtests

•  Examine scores on component scales and 
subtests for indications of average ability

•  Use response to intervention and dynamic 
assessment strategies

understands the instructions or whether they need to be repeated slowly or different 
vocabulary. In analyzing responses, I attempt to determine whether they involve 
positive transfer (e.g., students use words similar to their L1 to understand the L2) 
or negative transfer (e.g., they pronounce a word similar to the pronunciation in 
their L1 or incorrectly apply grammatical structures that are correct in the L1 to the 
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L2). They may also have a specific difficulty with symbolic language such as meta-
phors. I consider whether they use symbols, procedures, or terminology in math that 
might be taught in their country of origin.

In addition to formal tests, I use a variety of informal tasks to assess oral lan-
guage proficiency and academic achievement that is described by Geva and Wiener 
(2015) and provided in their book. I often tape a language sample and analyze the 
recording using a checklist. I assess knowledge of commonly used words using 
flashcards or games. With adolescents, I conduct an interview to examine the strate-
gies they use to cope with classroom demands, read a textbook chapter, take notes, 
study, write essays and research reports, and write tests and examinations. Consistent 
with the principles of dynamic assessment, I teach a word, concept, or skill to deter-
mine whether they master it quickly and retain it and whether they respond to a 
particular type of teaching. This trial teaching is especially important with CLD 
students who have low levels of oral language proficiency in their L2.

 Assessment of Mental Health: Social, Emotional, 
and Behavioral Functioning

Psychologists typically use self-report, parent-report, and teacher-report rating 
scales such as the Behavior Assessment System for Children (BASC-3; Reynolds 
et al., 2015) and structured diagnostic interviews such as the Kiddie-Schedule for 
Affective Disorders and Schizophrenia for School-Age Children-Present and 
Lifetime Version (K-SADS—PL DSM-5; 2016) to assess social, emotional and 
behavioral functioning of children and adolescents. There are problems that some-
times emerge when using these methods in assessments of CLD students (Geva & 
Wiener, 2015). First, some parents may not have the language proficiency necessary 
to understand the items on commonly used rating scales. This problem can be obvi-
ated by using the Strengths and Difficulties Questionnaire (SDQ), a screening 
instrument that is currently available in 86 languages (Goodman, 1997; http://www.
sdqinfo.com/). The SDQ has norms for several European countries, the United 
States, Brazil, Taiwan, and Japan and the norms, reliability, and validity of the mea-
sure in these countries are strong (Husky et al., 2020; Liu et al., 2013; Moriwaki & 
Kamio, 2014; Saur & Loureiro, 2012). The quality of the translations and the valid-
ity of the instrument in various African languages, however, are unclear (Hoosen 
et al., 2018). Second, there may be cultural differences in parents’ interpretations of 
items on questionnaires and Likert-type scales. For example, obedience is highly 
valued in some cultures to the extent that parents may view their children as oppo-
sitional when they are behaving like their peers in the host country. Third, due to 
challenging behaviors being stigmatized in some cultures, parents may underreport 
the extent of their children’s problems. Fourth, in many structured diagnostic inter-
views, psychologists list symptoms and ask parents to indicate whether they are 
present in their children. Some parents may view these closed questions about 
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negative characteristics to be like interrogations by immigration officials and refu-
gee boards, and find the experience to be distressing, if not traumatic (Bronstein & 
Montgomery, 2011). For all these reasons, assessments of the mental health of CLD 
students should be multi-method and multisource.

I often supplement or replace parent-report standardized rating scales or struc-
tured diagnostic interviews with semi-structured interviews such as the Parent 
Interview for Child Symptoms (PICS.-7.1; The Hospital for Sick Children, 2013). 
When I interview them, I ask parents to describe their children’s behavior in differ-
ent situations such as playing outdoors and indoors, doing homework or chores, and 
sitting at the dinner table and I rate whether symptoms of common disorders are 
present and how severe they are. Although not specifically part of the formal inter-
view, I sometimes ask them how they deal with inappropriate behaviors. These 
interviews often form the basis of my recommendations for parenting strategies.

I routinely ask teachers to complete a standardized rating scale when I assess 
children in elementary and middle school and then follow-up with an interview. 
School psychologists are in a good position to conduct these interviews face-to- 
face. Psychologists who are not working in the school system may do a phone inter-
view or use a virtual video platform. These interviews include teacher perceptions 
of the students’ behavior in the classroom and playground, their attributions as to 
why the students are behaving the way they do, how they feel about it, and the meth-
ods they use to support them. This is often important for CLD students because 
teachers may correctly or incorrectly attribute their students’ negative behavior to 
cultural differences or the home environment and believe that they are unable to 
support them (Elik et al., 2010; Stanovich & Jordan, 1998). When an interview does 
not provide the necessary data, and if I have parental and teacher consent, I observe 
in the classroom of students in elementary school. In addition to examining the 
children’s behavior in context, I consider the aspects of the classroom environment 
and teacher practices that predict academic achievement and mental health (Doll 
et al., 2009; Ducharme & Shecter, 2011; Parsons et al., 2018). These include the use 
of positive and proactive behavior management practices, systematic and explicit 
instruction in basic skills, scaffolding instruction, teaching in the child’s zone of 
proximal development, and high levels of academic engaged time.

It is often challenging to obtain valid teacher reports for adolescents in secondary 
school because they typically have several teachers and the interrater agreement 
between teachers is low (Evans et al., 2005; Schultz & Evans, 2012). In addition, 
most adolescents are reluctant to have psychologists observe in their classrooms. 
During adolescence, however, self-reports are typically valid once a trusting rela-
tionship is established (e.g., Colomer et al., 2020).

When assessing the mental health of CLD students, it is important to learn about 
their perspectives. Like their parents, CLD students may have difficulty communi-
cating their perspectives due to problems with oral language proficiency and liter-
acy, cultural views of mental health, and stigma. The same issues that I discussed 
regarding parent-report scales apply to adolescents who are new immigrants. In 
addition, as discussed earlier, there are specific issues to consider with CLD adoles-
cents including acculturation and their role in the family. There are several 
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self- report instruments that assess adolescents’ perceptions of their symptoms. The 
SDQ has a self-report version for children and adolescents who are between the 
ages of 11 and 16. The Dominic is an instrument that has pictures of a child or ado-
lescent named Dominic/Dominique who engages in behaviors that are reflective of 
DSM-IV symptoms (Bergeron et  al., 2010; Valla et  al., 2000; https://psycentre.
apps01.yorku.ca/wp/dominic- interactive- dominic- adolescent/) and requires a yes 
or no response. Although the pictures and simple response format are often advanta-
geous, the pictures depict a Caucasian child or teen with whom a racialized student 
might not identify.

Assessment of symptoms of mental disorders does not constitute a complete 
assessment of mental health. Among other issues, students’ perspectives regarding 
their competence in key areas (e.g., academic, social, athletic abilities, physical 
appearance), their self-esteem, family relationships, and peer relationships are 
important (Suárez-Orozco et al., 2018; Wiener, 2020). As described in Geva and 
Wiener (2015), I use a number of informal projective techniques to obtain this infor-
mation including Kinetic Family Drawings, asking them to say or write ten words 
that tell about them, checklists of problems they might experience, incomplete sen-
tence tasks, and a friendship interview. With children who are hesitant to express 
their feelings, I also incorporate these tasks into a board game.

 Feedback Interviews

I usually do feedback interviews prior to writing the final draft of reports because 
issues that arise in those interviews sometimes influence my interpretation of the 
findings. Most of the issues and adaptations outlined above regarding intake inter-
views are also pertinent to feedback interviews. I use the intake interview to infor-
mally assess parents’ language skills in the dominant language, the extent to which 
they have sufficient education to comprehend psychological concepts and test 
scores, and their attributions regarding their children’s difficulties. I do not assume, 
however, that parents who have limited skills in their L2 would not comprehend 
psychological terms and concepts such as normal curve and percentiles. A parent 
who does not have CALP in his or her L2 and has a job as a taxi driver, for example, 
may be a qualified physician in his or her country of origin and be conversant with 
these concepts in his or her L1. In this case, other than engaging an interpreter, psy-
chologists might be able to use the procedures they typically use in feedback inter-
views with highly educated parents.

I begin feedback interviews by reminding participants that they are partners in 
the assessment process and that they are welcome to ask questions and provide new 
information and alternate opinions. I have developed several strategies to communi-
cate assessment results for parents with limited literacy and numeracy skills. As 
described by Geva and Wiener (2015), for these parents I strive to keep the message 
simple by confining myself to giving the key information they need. I bring samples 
of the tasks the students did during the assessment sessions and work samples to 
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illustrate my findings. I also use various visual displays and graphics to explain 
concepts; these are included in Geva and Wiener (2015).

Unless they have severe intellectual disabilities, I communicate the results to 
students before I meet with their parents. For young children, and lower functioning 
children and adolescents, I typically describe their strengths and frame their deficits 
as needs that can be addressed. I generally include older children and adolescents in 
the interview with their parents after communicating the results to them. I inform 
them that I am obligated to communicate the test results to their parents, but that I 
do not have to tell their parents something that they told me in confidence (unless 
the confidential information involves issues indicated previously as requirements 
for breaching confidentiality). Some students confide that they would like their par-
ents to know something about them but are concerned about worrying their parents. 
I ask them whether they would like me to help them with this communication.

When appropriate, I communicate a diagnosis to the parents and students. 
Although some may find it hard to accept the diagnosis, having a diagnosis may 
lead to services, and knowing the term may help with access to resources. I endeavor 
to provide them with resources and links to websites in their L1 when that is helpful. 
I then include the handouts and weblinks in the psychological report they receive.

 Psychological Reports

Psychological reports are a form of communication and are typically the final step in 
an assessment. As reviewed by Wiener and Costaris (2012), psychologists who write 
reports that facilitate parents’ and teachers’ comprehension consider the readers’ 
existing knowledge, which typically involves using few technical terms or explain-
ing those terms. Their reports are organized by the functional domain (e.g., aca-
demic achievement, intellectual ability, social and emotional functioning) as opposed 
to the source of information (observations, interviews, test results). One effective 
way of doing this is to list a set of questions that guided the assessment at the begin-
ning of the report, and systematically address each one. They describe specific 
strengths and skill deficits and qualitative features of the student’s functioning by 
giving examples of errors and behaviors. Specific suggestions regarding interven-
tions are provided along with web links or handouts that explain them in more detail.

Detailed and comprehensive reports are needed for the education system and 
health professionals. I believe, however, that it is important that adolescents and the 
parents of both children and adolescents receive a report that they find helpful even 
if they have basic literacy skills in their L1 or L2. I often create a one-page simple 
report that they can read and comprehend. If that is helpful and feasible, I get this 
report translated into the L1. A sample of a simple report is provided in Geva and 
Wiener (2015).

As described earlier, my assessments of CLD students are multi-method and 
multi-source. They involve the students, their parents, and teachers and include 
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observation, interviewing, formal standardized tests, informal tasks to address ques-
tions raised by the other methods, and trial teaching. Putting this together into a 
coherent formulation is sometimes challenging. Below I illustrate the process with 
a case study.

Clinical Formulation: Putting it All Together

Geva and Wiener (2015) described a framework that is helpful for hypothesis test-
ing and interpreting assessment data during the diagnostic process and that is con-
sistent with the developmental systems approach (Mash & Hunsley, 2007) and 
research on risk and resilience of CLD students (Suárez-Orozco et al., 2018) (see 
Table 6.3). The framework first involves considering the impact of general risk fac-
tors that predispose students to negative outcomes such as genetic and neurological 
conditions (e.g., Down Syndrome, cerebral palsy), cognitive and behavioral prob-
lems (e.g., low intellectual ability, low academic achievement, emotion regulation 
difficulties), socio/cultural and immigration factors (e.g., refugee, minimal language 
skills in the dominant language of the country, few social supports), familial factors 
(e.g., poverty, single parent, problematic parenting skills) and school/classroom fac-
tors (e.g., inadequate or interrupted education). Psychologists also should consider 
critical incidents or trauma (e.g., acquired brain injury, witnessing violence or war, 
being a subject of family violence or victim of bullying, death in the family, and 
restrictions due to a pandemic) that might precipitate the onset of difficulties. 
Resilience factors are also important. The student may have outstanding abilities 
(e.g., intellectual, athletic, artistic), a positive immigration experience with support 
from extended family and the community, parents who are educated and speak the 
L2  in addition to their L1, and schools with excellent teachers who have strong 
behavior management skills, and who provide evidence-based instruction and emo-
tional support. The formulation generated by this framework assists with decisions 
regarding targeted interventions for the student. I illustrate my clinical reasoning 
within this framework with a case study.

 Case Study: Ali, Age 11

Ali was referred to a university clinic in Toronto by his teacher and the principal of 
his school due to challenges with language and math, and to social difficulties with 
peers. He moved to Canada from Egypt 2 years prior to the assessment. Ali, how-
ever, was born in the United States and lived there with both of his parents and his 
older sister until he was 5 years of age. At that time, his parents separated, and his 
mother, Ali, and his sister moved back to Egypt. Ali attended a school in Egypt 
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where instruction was provided in both Arabic and English for 3 years. His father 
and oldest brother continued to live in the United States. Ali, his mother, and his 
16-year-old sister moved to Toronto when Ali was 9; his mother claimed refugee 
status. The assessment, which was conducted by a doctoral student under my close 
supervision, included interviewing Ali’s mother (with the aid of an Arabic inter-
preter), regular education and resource room teacher; administering standardized 
tests and teacher rating scales; doing informal projective tests with Ali using a game 
format; observing Ali in the clinic and at school; examining his response to inter-
vention in math; and providing social skills training and examining his response to 
this treatment.

Table 6.3 outlines the data we used for our formulation. There were no biological 
factors that needed to be considered and Ali had average nonverbal ability as mea-
sured by the Kaufman Assessment Battery for Children (KABC-II; Kaufman & 
Kaufman, 2017). Ali, however, had significant difficulties with oral and written 
expression, and mathematics (especially math fluency) even  though he received 
high-quality math instruction in Egypt. We postulated that his math difficulties were 
associated with a verbal retrieval problem and poor visual memory. He had above- 
average word reading, pseudo-word reading and spelling skills, average word read-
ing skills, and average verbal memory. Consistent with the research described above 
that shows delays in vocabulary development and reading comprehension in CLD 
children for 6 years or more, we attributed Ali’s low average scores on receptive 
vocabulary and reading comprehension tests to Ali’s irregular exposure to English. 
We diagnosed Ali with a learning disability in mathematics and written expression. 
The report that Ali’s sister, whose immigration experiences were similar to those 
of Ali, was obtaining good grades in an academic high school program supported 
the learning disability diagnosis for Ali.

In the initial interview with Ali’s mother, when we asked her about her primary 
concerns, she used the English word “friends” and in Arabic indicated that Ali was 
friendless, and that he had conflictual relationships with peers. Both Ali and his 
teacher confirmed this. When my doctoral student clinician observed him on the 
school playground, she saw that other students excluded him. Ali’s mother attrib-
uted the problem to frequent changes in school. His teachers, however, believed that 
the main issue was Ali’s poor social skills and problems with emotion regulation. 
They described him as having difficulty with taking the perspective of others and 
being flexible when solving a social problem. They also indicated that he frequently 
engaged in verbal arguments and was sometimes physically aggressive when pro-
voked by others. We assessed these issues and provided treatment simultaneously 
using a social skills training program based on cognitive behavior therapy principles 
(Wiener & Harris, 1997).

As Ali’s social difficulties were like those of children with ADHD (Marton et al., 
2009; McQuade & Hoza, 2015), and we observed that he was fidgety and inattentive 
in assessment sessions, we explored whether that diagnosis might be appropriate. It 
was challenging to do a diagnostic interview with his mother because, instead of 
answering our questions, she frequently changed topics. As this is not typical of 
individuals from her culture, we wondered whether she might also have 
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ADHD. Nevertheless, she confirmed that unless he was engaging in preferred tasks 
such as playing computer games, he had a short attention span and was fidgety. Not 
surprisingly, his teacher rated his inattentive and hyperactive/impulsive symptoms 
in the clinical range on a standardized rating scale.

Once rapport was achieved, Ali confided that he often felt very sad and that he 
thought that any change in his situation was hopeless. Furthermore, his symptoms 
of depression were in the clinical range on a self-report scale. When we prompted 
him to elaborate on why he felt sad, he corroborated his mother’s observations that 
the transitions and relocations were hard. He also said that he was distressed due to 
academic challenges at school, difficulty regulating his emotions, peer rejection, 
and his mother’s harsh discipline (e.g., she banned him from using his computer for 
3 months for an aggressive incident). He was especially sad that he could not see his 
father or communicate with him regularly.

There were several family issues that we considered in our formulation. Although 
identifying as Muslim, Ali’s mother wore fashionable clothing that, while appropri-
ate, would not be viewed as modest by most people from Arabic cultures. She had 
lived in the United States for 6 years but spoke minimal English when we first met 
her. Her English, however, improved considerably during the 3 months between the 
intake and feedback interviews. When we commended her for that, she indicated 
that her ex-spouse did not allow her to leave the house except to go to the mosque 
and that during the time she lived in the United States she was not able to interact 
with other people who spoke English. She proudly asserted that she was now 
enrolled in English as a second language course. The fact that Ali’s father was not 
permitted to visit, and that Ali was discouraged from communicating with him sug-
gested that there might have been family violence or emotional abuse.

Our formulation included the taxonomic diagnoses of learning disability accord-
ing to the criteria specified in the guidelines accepted in Ontario (Ontario 
Psychological Association, 2020) and specific learning disorders according to 
DSM-5 criteria (American Psychological Association, 2013). We also concluded 
that Ali had ADHD (combined presentation) and that he was at risk for a mood 
disorder. The clinical reasoning framework we used, however, generated recom-
mendations for intervention that went well beyond what might have been suggested 
had we confined ourselves to these diagnoses. Due to our use of response to inter-
vention strategies, we provided detailed recommendations for remediation (e.g., 
teaching math facts using a specific computer game, graphic organizers for writing), 
and classroom accommodations (e.g., assistive technology for writing) that we 
knew were associated with Ali’s academic progress. In addition to consultation 
regarding medication for ADHD, we suggested ongoing social skills training and 
psychotherapy to address peer relationship problems and depressive symptoms. To 
accomplish this, we referred Ali to a government-funded children’s mental health 
center that provides an evidence-based mindfulness program that addresses emotion 
regulation and social skills of children with learning disabilities and ADHD 
(Haydicky et al., 2012). We referred his mother for treatment with a therapist who 
spoke Arabic who could provide her with support for dealing with the possible 
trauma she experienced and provide specific parenting suggestions. In addition to 
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the full assessment report sent to the school and the children’s mental health center, 
we provided a one-page simple report in English and Arabic for Ali and his mother.

 Conclusion

My clinical reasoning approach, which has evolved over many years of practice, 
teaching, and research, is innovative in several ways. Geva and colleagues (2000) 
discuss the specific types of attitudes, knowledge, and skills that psychologists 
should have to ensure that their assessments and interventions are effective. 
Regarding attitudes, I believe that students, parents, and educators should be part-
ners in the assessment process. Developing a trusting relationship with them and 
listening to their point of view enhances the quality of the information I get and my 
formulation. I believe that it is extremely important that students, parents, and edu-
cators understand the results of the assessment and recommendations for interven-
tion. Consequently, I adapt feedback sessions and reports to ensure that they do. 
Regarding knowledge, my clinical reasoning is informed by a background in devel-
opmental and cross-cultural psychology, developmental psychopathology, and 
interventions for learning and mental health difficulties. This enables me to com-
bine the developmental systems approach and risk and resilience theory in my for-
mulations and recommendations for intervention. I also believe that it is extremely 
important to learn about students’ language and culture by engaging in library and 
internet research and by listening to the perspective of individuals from those cul-
tures. Lastly, in terms of skills, in addition to psychological testing, it is important 
to have highly developed observation, interviewing, and communication skills. 
These skills are required to gain the trust of students and families and to help them 
understand assessment results and recommendations for intervention. I consider 
tests to be refined observational instruments, but I do not consider test scores to 
always be more valid than my informal observations, and the information provided 
by students, parents, and educators during interviews.

As recommended by Youngstrom and Prinstein (2020), the methods I use for 
assessments and my clinical reasoning are informed by research evidence and I 
strongly believe in evidence-informed practice. Although psychological research 
over the past 20 years has been informative regarding the development of language 
and reading skills of young L2 children (Geva & Wiener, 2015), and risk and resil-
ience factors predicting functional impairment and adaptation of immigrant chil-
dren and youth (Suárez-Orozco et al., 2018), there are also many critical gaps in the 
research. I have not been able to find many longitudinal studies that examine the 
language and literacy development of students who are initially exposed to the L2 in 
the upper grades of elementary school, middle school, and secondary school. There 
is considerable research on effective classrooms and schools; however, the research 
on teacher beliefs and practices that promote the achievement and mental health of 
CLD students is limited. As a psychologist, when I engage in clinical reasoning I 
attempt to compensate for these gaps in knowledge that would inform our 
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assessments by thinking deeply about developmental and systems factors, and by 
being sensitive to the direct and indirect cues provided by students, parents, and 
educators.
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Chapter 7
Thematic Integration of Child and Youth 
Mental Health Practice in School 
Psychology

Steven R. Shaw

Abstract The school psychology section of this book introduces profession-
specific approaches to mental health assessment, prevention, and intervention. 
There are several aspects of mental health service delivery that differ from clinical 
and counseling psychology. Among these aspects are the cultural diversity of stu-
dents, the possibility of early intervention and prevention based on effective univer-
sal screening, the role of academic performance as a factor in mental health, and the 
variety of service delivery challenges. School psychologists demonstrate a diversity 
of practice that goes beyond the setting of the school. School psychology is devel-
opmental, preventative, social justice-focused, integrated with teaching and learn-
ing, and community-centered. As such school psychologists are often the first line 
of service delivery for children and youth with mental health issues.

 Guiding Framework/Theoretical Approach for Mental Health 
Assessment, Prevention, and Intervention

School psychologists share much with clinical and counseling psychology regard-
ing their approach to clinical reasoning to promote and intervene in the mental 
health of children and youth due in part because of the common combined training 
programs of the school and clinical or school and counseling programs across North 
America. However, despite the shared set of assumptions and similar training, the 
professions have significant differences as well. The most obvious difference is the 
location of services. School psychologists often provide services through schools, 
where more than 80% of children and youth with mental health issues are first iden-
tified and where they receive intervention services (Deighton et al., 2018). School- 
based mental health services are frequently the first line of diagnosis and intervention 
(Duong et  al., 2021). Yet, school psychology is a profession and not a location. 
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School psychologists are also employed in hospitals, independent practice, com-
munity mental health, and other environments (Bramlett et al., 2002).

 Clinical Reasoning Model for Mental Health Assessment, 
Prevention, and Intervention

There are three primary unique components that define and influence school psy-
chology training, service delivery, and clinical reasoning. These three components 
are access and equity, systems focus, and emphasis on the development of skill and 
function.

Access and equity are unique to school psychology because nearly all children 
and youth in North America have experience with school systems (Larson et al., 
2017). With every child entering schooling at Kindergarten or Grade 1, there are 
opportunities for prevention, screening, and early intervention with respect to men-
tal health issues. Schools, like most organizations within society, have not distrib-
uted services equitably or focused efficiently on providing services to those with the 
greatest needs (Duke, 2020). The profession has evolved toward an inclusive and 
social justice model of mental health that strongly considers the effects of the distri-
bution of privilege in how clinical reasoning is applied. As such, school psychology 
tends to be an optimistic profession that assists children and youth to develop the 
skills required for resilience and the prevention of mental health problems. Creating 
school inclusive and supportive climates that lead to success for children and youth 
at risk for mental health problems is a mindset and assumption of successful mental 
health practice of school psychologists.

Consistent with emphases on access and equity is a systems model of mental 
health service delivery. Mental health interventions do not often focus heavily on 
individual or group therapy sessions in school psychology. Individual or group ther-
apies are unlikely to be effective if the child or youth spends many hours in a system 
that does not serve them well. School psychologists partner with teachers, school 
counselors, peers, parents, nurses, social workers, and other educators to create an 
effective and stable environment. In many situations, schools are the most stable 
system in a child’s life. Working as a team and community is second nature to 
school psychologists as they work to create a preventative, resilience-focus, and 
inclusive school environment (Baak et al., 2020).

Schools emphasize the development of skill and function. Schools teach literacy 
and numeracy skills at the most elementary level. They also provide a social ladder 
to teach reasoning skills, community engagement skills, and prepare youth for the 
workplace or higher education. More than 50% of referrals for school psychological 
services are for difficulties with reading and reading comprehension (Benson et al., 
2020). Students with difficulty acquiring reading skills in Grade 1 are twice as likely 
to have a later mental health problem than readers at the 50th percentile (Deighton 
et al., 2018). Academic interventions assist in the skill development necessary for 
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success and have a profound impact on mental health (Fang, 2020). Academic and 
mental health decision-making are not different functions with different clinical 
reasoning processes (Cvencek et  al., 2018). Academic interventions are mental 
health interventions (Berkowitz et al., 2017). The rise of social and emotional learn-
ing as part of the school curriculum that is often led by school psychologists makes 
the link explicit. The goal of social and emotional learning is to develop resilience 
skills while assisting children and youth to improve academic outcomes (Werlen 
et al., 2020). Development of skill and functions, including academics, is part of the 
inclusive component of clinical decision-making that is central to the profession. 
Understanding the influence that the development of academic skills has on the 
development of mental health and social-emotional learning is a basic assumption 
of school psychology.

These three unique components of school psychology plus skills shared with 
counseling and clinical psychology such as assessment, diagnosis, consultation, 
research, interventions, and program evaluation create diverse forms of clinical rea-
soning. The profession of school psychology has evolved to meet the changing 
needs of the mental health of children and youth. At one time, the exclusive role of 
school psychology was to assess to determine eligibility for special education ser-
vices for children with disabilities. The role of schools in building resilience, meet-
ing specific academic skills, social and emotional learning, inclusive education, 
integration of ethnically and linguistically minoritized populations, improving 
school climate, supporting supportive school climate, screening and early identifi-
cation of mental health issues, and other societal factors have led to a profession that 
is far more responsive to the mental health needs of children and youth than in 
the past.

 Perspectives and Approaches Relative to Mental 
Health Assessment

School psychology is a profession that is diverse in the forms of service delivery, 
professional priorities, and clinical reasoning. Specific activities vary due to state 
and provincial law and regulation, licensing and registration differences, unique 
needs of specific communities, and influence of local training programs (e.g., Tulli 
et al., 2020). For example, a school psychologist serving a largely Indigenous com-
munity in rural northern Canada will require a different set of skills and practice 
priorities than a school psychologist serving an urban area of southern Texas in the 
US. Within this section of the book, five chapters present different forms and con-
texts of clinical reasoning and decision making that support child and youth mental 
health by way of school psychology.

Don Sakloske provided the legacy chapter. Dr. Saklofske has been a leader in 
Canadian and International school psychology for nearly 50  years. He has been 
influential in establishing school psychology training programs across multiple 
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universities. His work and influence have shaped every aspect of the profession of 
school psychology in Canada. He describes the continuous interaction between 
clinical service delivery and research. His chapter provides numerous useful exam-
ples of how clinical work led to inspiration to investigate new ideas through research 
and how research informed improved psychological service delivery to children. 
Stradling science and practice throughout his career provides an exemplar of the 
true scientist-practitioner. The data-based and theoretical approach to clinical deci-
sion making, along with sensitivity to the unique needs of the children, and empa-
thy; creates an enviable legacy to school psychology.

Judith Wiener provided the chapter that focused on the assessment of culturally 
and linguistically diverse children and adolescents. Professor Wiener is Professor 
Emerita from the University of Toronto/Ontario Institute for Studies in Education. 
Dr. Wiener has been extraordinarily influential in many areas, but especially in the 
evolution of school psychology in meeting the mental health and educational needs 
of immigrant and refugee populations, English-language learners, and Indigenous 
populations. In her chapter, she provided an assessment and clinical reasoning 
framework that integrates aspects of the developmental systems approach, and risk 
and resilience theory. She asserts and reminds us that assessments of the mental 
health of children and adolescents from culturally and linguistically diverse back-
grounds involve gaining an understanding of their thoughts, feelings, behaviors, and 
their personal characteristics. It is also important to consider family and school risk 
and protective factors. The research underlying the framework is reviewed and case 
studies were used to illustrate the clinical reasoning process.

Matthew K. Burns, McKinzie D. Duesenberg, and Monica Romero provided the 
chapter focused on a way to facilitate the success of students in reading and math. 
Dr. Burns is Professor of Special Education and Director of the Center for 
Collaborative Solutions for Kids, Practice, and Policy (SKiPP). His work is an ideal 
example of promoting, remediating, and accommodating for academic skill devel-
opment as a foundation for addressing child and youth mental health. This chapter 
in the book highlighted how individualized academic skill acquisition can meet the 
individual needs of children and youth. In this regard, the chapter presented a skill- 
by- treatment interaction (STI) framework of clinical reasoning for directing aca-
demic interventions, which uses preintervention data relative to the particular skill 
to identify skill deficits and select interventions with the highest likelihood of suc-
cess. This form of clinical reasoning provides an empirically supported approach to 
efficient, inclusive, and effective service delivery. The chapter summarized relevant 
research and outlined specific guidelines to select interventions for reading and 
math. The chapter concluded with case studies demonstrating the process in action. 
This chapter exemplifies unique characteristics of the profession of school psychol-
ogy by underscoring that academic skill deficits are the primary reason for teacher 
and parent referral to school psychologists; academic skill and performance deficits 
are significantly related to future mental health problems; and that early and effec-
tive intervention of complex academic difficulties is critical, and often ignored, 
component of preventative mental health service delivery.

Doris Paez provided a chapter that focused on creating solutions for children 
who do not fit into majority society. Dr. Paez is a bilingual school psychologist at 
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the Regional Medical Center, Orangeburg, South Carolina. She has extensive expe-
rience over the last 30 years as a researcher, instructor, supervisor, and clinician. Dr. 
Paez’s clinical reasoning approach centers on how to provide mental health services 
to children and youth who do not fit neatly into the educational, social, and mental 
health systems that have been created. She provides a practical approach to guide 
the creation of solutions to the contemporary mental health, culture, and schooling 
needs of children who are culturally, linguistically, economically, or behaviorally 
divergent from any dominant societal group (e.g., mainstream, majority, majority- 
minority, growing minority, marginalized, normative groups). Clinical reasoning 
from a micro and macroecological systems lens frequently attends to the sameness 
more than the differences of children from their systems and the equations of all the 
variables in their lives, as well as to community and school mismatches. The impact 
of diverse children’s fit with instructional settings, intervention strategies, and 
important adults (e.g., teachers, therapists, medical personnel, guardians, parents, 
family members, coaches) on their mental health and academic achievement are 
explored within her chapter. Case studies, highlighting culturally attentive modifi-
cations to typical psychological prevention, evaluation, and intervention strategies 
for children who do not fit, including those who are multiple language learners, 
racially and ethnically diverse, have severe mental health issues, and have diverse 
gender identities were interactively reviewed. A framework of clinical reasoning is 
supplied to serve as information and inspiration for how psychologists can adapt 
their current practices to simultaneously serve as diagnosis detectives, intervention 
consultants, teachers, and advocates; all in the pursuit of children’s well-being and 
socially just mental health treatment.

Shannon Stewart provided a chapter that focused on an integrated assessment-to- 
intervention approach to enhance integrated care. Dr. Stewart is Professor and 
Clinical Training Director of the School and Applied Child Psychology Program at 
Western University in London, Ontario. Dr. Stewart is influential in collective 
efforts to link assessment to clinical intervention. This approach to mental health 
affects student well-being, academic performance, and resource allocation within 
schools. The ability to properly identify the needs of students while providing 
improved prioritization, triaging, and access to services is essential in a service 
delivery model. The development of screening, follow-up assessment, and then 
rapid-response early intervention is an approach to clinical reasoning that is unique 
to school settings.

 Conclusion

Clinical reasoning is a complex and idiosyncratic process that is shaped by personal 
experiences, research, theoretical orientation, local needs, regulatory issues, and the 
culture and history of the specific profession. The contributing scholars and clini-
cians within this school psychology section of the book provided an excellent sam-
pling of the clinical reasoning process in the profession of school psychology. The 
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common ground is the mindful and strategic approach to clinical decision-making. 
Each new clinical case, research finding, administrative issue, demographic change, 
and political and funding change result in researchers and clinicians reconsidering 
how their clinical reasoning process evolves and rises to meet the needs of children 
and youth. Clinical reasoning is more than a lens to view mental health issues, but a 
lens to change and improve action and clinical practices. The abovementioned chap-
ters convert clinical reasoning into clinical action.
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Chapter 8
Factors Within Families and Their 
Ecological Contexts That Shape Their 
Health and Well-Being: A Legacy Chapter

Catherine L. Costigan

Abstract This chapter provides a narrative of the early training experiences that 
shaped my career as well as an accounting of how my thinking about research and 
clinical practice has evolved over the years. I share examples from my research 
focused on family and ecological influences on mental health, concentrating in par-
ticular on research with families who have immigrant and refugee backgrounds and 
the interventions we have developed based on this research. I attempt to illustrate 
how my research has grown to become increasingly community- engaged, increas-
ingly focused on building strengths in addition to understanding challenges, and 
increasingly framed within a social justice lens. I also discuss my clinical perspec-
tive on working with children and adolescents, which is grounded in family systems 
and developmental psychopathology models. My perspectives on assessment and 
intervention include the importance of self-reflection, striving for cultural safety 
and humility, identifying the implicit assumptions we make about mental health, 
and bringing an understanding of structural inequities into case conceptualizations 
and treatment plans. These developments in my thinking mirror changes in the field 
of clinical psychology more broadly. Finally, I share some future directions and les-
sons learned over the years that transcend specific research or clinical activities.

It is an honor to have been asked to write this chapter, but it is also quite intimidat-
ing. I am learning something new every single day, and definitely feel like my work 
is “in progress.” My identity as a researcher and practitioner has evolved over the 
years, in many ways that parallel development in the profession of clinical psychol-
ogy. Therefore, my professional journey reflects shifts in the field.

Much of my work as a clinical psychologist, both research and practice, has 
centered on children, youth, and families. One thread through my research is the 
identification of risk and protective factors within families and their ecological con-
texts that shape trajectories of health and well-being. My primary research focus has 
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been on families who are new to Canada (immigrant and refugee families). In this 
work, I have sought to understand how families navigate adversity and harness 
strengths to support the mental health of all family members. As I have grown as a 
scholar, I have increasingly incorporated social inequities and oppressive attitudes 
that create barriers for newcomer families, in addition to individual and family psy-
chological processes. In what follows, I discuss a bit of the journey I have taken in 
my career.

 My Beginnings as a Researcher and Scholar

I grew up in a fairly homogenous suburb of Chicago, Illinois. I had the support of 
my parents to consider universities on the east coast of the United States, where they 
were from, and I ended up at Cornell University. I enjoyed math and science in high 
school at a time when females were first being encouraged to enter the sciences, and 
therefore, I actually started university as an engineering student. After 1 year, I was 
clear that this was not the right fit for me. I wanted to work with people more than 
equations, and I switched my major to psychology. Cornell University consists of 
both private and public colleges, and the student body was quite diverse. There were 
many students from all over the world, giving me my first window into the cultural 
basis of beliefs, identity, and relationship expectations. Moreover, being in a space 
that included people with enormous privilege, and those with very little, was one of 
my first direct experiences with the uneven distribution of advantages in society.

My undergraduate university did not have a clinical psychology graduate pro-
gram, but I was still certain that clinical psychology was the area of psychology I 
wanted to pursue. I was quite naïve about the science aspect of clinical psychology 
but knew enough to seek out the opportunity to complete an honor’s thesis. I also 
sought experience working with “clinical” populations, such as volunteering at a 
community home for adults experiencing severe mental illness. One spring term, 
my dad sent me torn-out yellow pages from the phone book so that I could contact 
organizations near my hometown for a summer job. I ended up working in a resi-
dential home for youth who had been designated with severe behavior problems. 
The absence of their families in the treatment plans was striking to me, having been 
most drawn to undergraduate courses that focused on families and mental health, 
and I sought out graduate programs that included a family focus.

I completed my graduate training at Michigan State University in the Child and 
Family stream of the Clinical Psychology program. The program trained from a 
scientist–practitioner model and I benefited from equal attention to research and 
clinical training. From day 1, the child and family stream emphasized the impor-
tance of relationships and broader contexts for understanding child and adolescent 
mental health. My graduate research training solidified my grounding in family 
theories that highlight parent–child relationships as one of the most proximal social 
contexts for youth development, mediating the influence of a host of potential risk 
factors. I was fortunate to work with a great mentor, Dr. Frank Floyd, as part of his 
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larger program of research on families raising children with intellectual disabilities. 
Our research examined the interrelations among marital quality, parenting experi-
ences, family interactions, and child development within these families, aiming to 
understand well-being of all family members. My clinical training developed in 
parallel, focusing on family systems conceptualizations and approaches to assess-
ment and intervention.

Toward the end of graduate school, my supervisor took a position at the University 
of North Carolina, and I followed him there to continue my doctoral research. I had 
never been to the southern United States before, and this opportunity provided me 
with unanticipated insights into a cultural identity based on geography, and to some 
extent, religion. I would go on to immigrate to Canada later but in some ways felt 
like more of a foreigner in North Carolina than in an actual foreign country.

I completed my predoctoral internship training at the Institute for Juvenile 
Research (IJR), which is part of the University of Illinois Chicago. At IJR, I contin-
ued to develop my child and family assessment and intervention skills, but now 
working within high-poverty urban communities. As a middle-class, White, cis-
gendered female, this year required me to examine my own privilege more than any 
previous time (although I did not have that language at the time). I had had some 
training in cultural competence, but my real knowledge of working with children 
and families across ethnic, racial, and socioeconomic differences grew enormously 
during this year. My work at IJR also provided ample opportunity to grapple with 
thorny ethical dilemmas (e.g., upholding mandated reporting obligations while 
maintaining therapeutic trust in a relationship with a family that had been continu-
ally let down by White helpers in positions of power). My experiences at IJR under-
scored the importance of broad case conceptualizations over specific diagnoses, the 
central role of trauma in the lives of children and their caregivers, the value of close 
collaborations with schools and other relevant systems, and the ways in which soci-
etal structures (welfare, disability, child protection) create additional challenges to 
families they are intended to support. I appreciated the strong focus on evidence- 
based practice at IJR but also noticed the ways in which standard models of treat-
ment were a poor fit for some of the children and their families.

I knew I wanted to learn more about race and ethnicity and mental health, and I 
was still undecided about whether to pursue a predominantly practice career or an 
academic career. I was fortunate to be selected for a postdoctoral fellowship with 
the National Institute for Mental Health’s (NIMH) Family Research Consortium. 
The theme of the consortium was on race and ethnicity and I was privileged to work 
with Dr. Ana Mari Cauce at the University of Washington in Seattle. During these 
postdoctoral years, I published on topics such as the cultural equivalence of behav-
ioral ratings of observed mother–daughter interactions in Asian American families 
and the developmental course of the conflict in African American mother–daughter 
relationships from early to mid-adolescence. In a variety of ways, our research 
examined how good, effective parenting and parent–child relationships varied 
across cultures, and we considered how our theories and methods for studying fami-
lies and mental health primarily reflected how middle-class White families 
functioned.
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 My Research and Scholarship Journey

Following 2  years of postdoctoral training, I accepted a faculty position in the 
Clinical Psychology program at the University of Victoria. I knew that I wanted to 
keep a focus on families, on determinants of mental health, and on race and ethnic-
ity. I also wanted to be responsive to my new community, which led me to focus on 
Chinese families. As a large percentage of Chinese-origin families in the province 
were immigrants, I added the dimensions of immigration and acculturation to my 
research framework as well.

My early work consisted mostly of passive longitudinal quantitative studies. 
These involved the study of whole families, collecting data from mothers, fathers, 
and adolescents within the same family to understand family-level risk and protec-
tive factors related to the mental health of both adolescents and parents. This 
research was a collaborative effort with community partners who were trusted in the 
community and with multicultural and multilingual research assistants who could 
complete rigorous translation and back-translation of measures, communicate with 
research participants in their heritage languages, and serve as cultural brokers in 
interpreting findings.

In the second half of my career at the University of Victoria, my work has shifted 
in several significant ways. For one, my work has a much stronger community 
engagement component than earlier in my career. Although I previously collabo-
rated with community members in conducting my research, and in sharing findings, 
I would not consider this early work community-engaged. Previously, the central 
questions and methods of my research were generated by me and my research team 
in response to gaps in the literature and/or clinical needs that we perceived. Today, 
my research questions are developed more fully from the ground up in collaboration 
with community partners and in response to requests from the community. 
Responding to community requests has led to an expansion of my research to 
include families with refugee backgrounds as well as to a new line of research 
regarding community treatment of individuals with severe mental illness. These 
evolutions have also lead to the incorporation of qualitative methods of inquiry to 
ensure we are capturing lived experiences and true priorities of participants. Because 
I have expanded my skills to include mixed-method research approaches, I am 
increasingly able to be thoughtful and intentional about the methods I adopt, select-
ing those that are most appropriate at different stages of research.

I have also considered in much greater depth my own positionality relative to the 
research I conduct, reflecting on my own lived experience related to the topics and 
exploring the biases and blind spots that I bring to the research. Contrary to what I 
was taught when I was a student, I now realize that there is no objective and univer-
sal scholarship; all research is subjective and local. Although I am an immigrant 
myself, I know that my life experiences have been quite different from most of my 
participants and that I enjoy considerable privilege in the community as a university 
professor, native English speaker, and White person. Nonetheless, I have some 
touchpoints with aspects of the migration experience, such as navigating a bicul-
tural identity, which surely influences some of my thinking.
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I also increasingly incorporate a social justice lens to the framing of my research 
projects. Previously, my research had implications for psychological practice and/or 
public policy, but I now explicitly aim to frame research questions from the begin-
ning in a way that directly contributes to advancing equity.

 Theoretical and Empirical Insights from My Work

While not a comprehensive summary in any way, I can highlight a few sample 
insights to which I think my research has contributed. First, in a variety of ways, 
my research with all sorts of families has confirmed the fundamental tenant of 
family systems theory, that individuals are influenced by the relationship systems 
they are in as much (or more) than by internal factors. My research with families 
who are raising children with intellectual disabilities reflected these complex 
interrelationships. For example, marital quality affects changes in parenting con-
fidence and parent–child interactions over time, and parents’ ability to work 
together as a parenting team consistently relates to the quality of parenting and 
to parents’ own mental health. No one part of the family system is independent; 
the well-being of one family member, or one dyadic relationship, reverberates 
throughout the family.

My longitudinal research on immigrant family adaptation has also nuanced 
our understanding of the acculturation process (e.g., Costigan & Dokis, 2006a; 
Quan et  al., 2022). For instance, our research contributed to the insight that 
remaining engaged with one’s heritage culture is a benefit to integration into 
Canadian culture, not a barrier. We have consistently found that continued 
involvement in the ethnic Chinese culture does not impede participation in the 
Canadian culture, and in fact, may facilitate integration. Similarly, operating 
skillfully in the dominant Canadian culture does not demand a loss of ethnic 
traditions, identity, or values. The extent to which this biculturalism is possi-
ble, however, depends to some extent on family members’ requirements and 
occasions to operate regularly in Canadian society (e.g., through work and 
school), which may afford them more opportunity to learn to move between 
cultures without sacrificing a sense of being Chinese. Biculturalism is also 
dependent on the support in the community to maintain one’s heritage culture, 
both in terms of practical support (e.g., depending on the size of the co-ethnic 
community, the availability of heritage resources) and attitudinal support for 
biculturalism.

Our work has also added nuance to our understanding of the effects of accultura-
tion gaps within families (e.g., Chance et  al., 2013; Costigan, 2010; Costigan & 
Dokis, 2006b). It is often assumed that children in immigrant families adapt to the 
new culture more quickly than their parents, and that parents are more likely to 
maintain traditional values and ethnic traditions that are at odds with children’s 
experiences in the new culture. Differences between parents and children in their 
acculturation are expected to create conflict (e.g., over children’s freedom to choose 
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their own peers) and personal distress. A clash of cultural orientations and values is 
often presumed to be inevitable and disruptive in immigrant families. However, we 
have found that parent–child differences in orientation to Canadian culture are 
largely unrelated to psychological well-being. Instead, parent–child differences ori-
entation to the heritage culture, although smaller than differences in orientation to 
Canadian culture, is more predictive of strained relationships (e.g., more intense 
parent–child conflict) and personal distress (e.g., more depressive symptoms among 
adolescents). This tells a more complex story.

Our research has also shed light on other risks as well, including discrimination 
experiences and child language brokering, which occurs when a child provides 
translation and interpretation services for a parent. For example, as others have 
found, perceived discrimination is a clear risk for poorer mental health for parents 
and youth alike. Perceived discrimination also predicts lower relationship quality 
between parents and children, potentially compounding the negative effects of dis-
crimination by weakening an avenue of support within the family. In addition, our 
research has shown that providing interpretation for parents is a source of stress for 
adolescents, especially for those adolescents who strongly value fulfilling family 
obligations, perhaps because they feel extra pressure to do a good job (e.g., Hua & 
Costigan, 2012, 2017). Risks to immigrant parents’ psychological well-being 
include parents’ acculturation stress, which is associated with greater family con-
flict, and parents’ acculturation (Miao et al., 2018). Parents who are less involved 
with Canadian culture, for example, report lower parenting confidence, lower self- 
esteem, and greater depression.

We have also contributed to understanding the protective role of ethnic identity 
in the lives of immigrant adolescents (e.g., Costigan et al., 2009, 2010). A strong 
sense of belonging to and understanding one’s heritage buffers the negative effects 
of adversity (such as discrimination) and fosters a sense of purpose and access to 
social support.

One of my current projects addresses social cohesion at a community level with 
the goal of identifying how to build social connections in the community that mean-
ingfully and reciprocally includes individuals with refugee backgrounds as equals 
(e.g., Costigan et al., 2021). The research question originated in the community and 
the project’s qualitative methods and data interpretation were co-constructed with 
community partners. The findings provide broad guidelines for how to build com-
munity-based programs, such as promoting the full participation of refugees as 
equals, recognizing the contributions newcomers add to the community, and foster-
ing communication among different sectors (e.g., immigrant settlement and parks 
and recreation). Several human rights principles featured strongly, such as respect-
ing individuals by listening to them and valuing their contributions; promoting 
autonomy, participation, and inclusion; preventing discrimination; and ensuring the 
appropriateness of services for different gender and cultural backgrounds 
(Patel, 2019).

Deliberate strength-based efforts to focus on what newcomers bring, and not 
only on what they need, can help disrupt the narrative surrounding newcomers 
as vulnerable and fragile. Themes from this research remind us that newcomers 
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arrive with a vast array of skills and experiences (such as skills in cooking, cul-
ture, science, art, weaving, storytelling, etc.) and that social engagement should 
include explicit efforts to magnify and share newcomer’s agency, resources, and 
strengths. Equally important is the recognition of what receiving communities 
gain from welcoming newcomers. Recognizing the skills and contributions of 
newcomers highlights ways the receiving community can grow and change from 
incorporating newcomers, rather than only focusing on how newcomers will 
join and integrate into the existing culture. Overall, rather than construing a 
program to promote social cohesion as a social service that is generously pro-
vided to newcomers, our work argues for the importance of creating programs 
for which the whole community is responsible and from which the whole com-
munity benefits.

 Significant Learnings and Developments from My Work

One theme in my research has been the importance of understanding within-group 
diversity. There is no one generalization that can be made about families who are 
raising children with cognitive limitations or one story to be told about families who 
have immigrated from one culture to another. In the area of immigration, for exam-
ple, I have preferred a within-group approach rather than a comparative approach 
(e.g., in which immigrants are compared to nonimmigrants or one immigrant group 
is compared to another). This allows us to explore the range of experiences, rather 
than assume homogeneity, with an immigrant community. A within-group approach 
also avoids positioning nonimmigrant families as a gold standard against which 
immigrants are compared and instead allows us to challenge common assumptions 
about immigrant family dynamics. As mentioned above, for example, our findings 
have contributed to the emerging conclusion that acculturation gaps between par-
ents and children are not always problematic, that more rigorous methods are 
needed to measure and analyze acculturation discrepancies, and that more sophisti-
cated models are needed to theorize when acculturation gaps create vulnerability 
and when they do not. There is so much diversity within immigrant families, even 
those from the same heritage, reflected in a variety of hybrid and intersectional 
identities and a range of personal goals with respect to holding on to the heritage 
culture and adopting Canadian ways. We must not forget that newcomers to Canada 
possess the same range of personality characteristics and preferences as any other 
group. Even within individuals themselves, identities are dynamic and situational. 
There is no singular story to be told.

My research also highlights the importance of including fathers in family 
research, because much of what we know about parenting is more about “mother-
ing.” Repeatedly I have found, the context of raising children with cognitive limita-
tions and the context of immigration, that fathers play distinct roles in supporting 
the development and mental health of their children, and their own well-being is 
affected by a different set of factors than mothers.
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I am increasingly attuned to how language and framing of questions affect what 
we learn and what conclusions are drawn. The populations I have studied—children 
with intellectual disabilities, families with immigrant and refugee backgrounds, 
individuals with several mental illness—are all “vulnerable” in their own ways. But 
the exclusive framing of these groups as vulnerable is limiting. It fails to capture the 
ways in which people exercise autonomy and agency, even in the face of substantial 
obstacles. By changing the fundamental questions, we are more likely to conduct 
research that reveals stories of strength and resilience, and we are more likely to 
understand the potential policy and practice implications through a lens of human 
rights and equity rather than benevolent assistance.

Across the years, I have come to appreciate the value of having both insider and 
outsider perspectives engaged in a research project. Issues related to family relation-
ships, culture, and mental health are complex and benefit from multiple vantage 
points. Of course, no one person is ever fully an insider or an outsider, as two people 
may share one dominant identity (e.g., ethnicity) yet differ on a host of other salient 
identities (e.g., gender, education, etc.). Yet some people are clearly closer to the 
lived experience of the subject matter than are others. Those perspectives are essen-
tial. But even “insiders” come with their own biases and assumptions that might 
limit their perspective; “outsider” perspectives can be helpful in bringing a different 
lens to the table. Meaningful engagement and discussion among different perspec-
tives are valuable.

 Practical Applications from My Research and Scholarship

The most direct translation of my research has been in the context of workshops we 
have designed with our community partners in the settlement sector. For example, 
our research on the interrelations among acculturation processes, parent–child rela-
tionship quality, and psychological adjustment within immigrant families had 
served as the foundation for evidence-based and culturally responsive community 
workshops that we have developed and delivered in concert with community 
partners.

One series of workshops has focused on parenting in the Canadian context for 
parents who are new to Canada. Our goal for these workshops is to support immi-
grant and refugee parents in their efforts to maintain strong ties with their children 
despite the rapid cultural change. Migration introduces many threats to strong par-
ent–child relationships (e.g., role reversals between parents and children; social and 
economic structures that perpetuate inequities) and the workshops are designed to 
protect against the development of conflict and emotional disconnection between 
parents and children in the face of these risks. We do this by building on existing 
strengths within family relationships. The workshops include culturally adapted 
evidence-based strategies for teaching communication and cultural perspective- 
taking skills that increase the ability to understand and empathize with other family 
members’ perspectives and to tackle challenges together.
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Our preliminary evaluation of these workshops suggests that parents improve 
their ability to guide their children’s development and the children benefit from 
enhanced parental support. Parents report less conflict in their relationships with 
their children and more confidence in their ability to parent in the Canadian context 
(e.g., supporting their children through social isolation and communicating their 
fears about drug use). Often trauma, anxiety, and isolation are elevated among new-
comer parents, and these workshops are intended to improve psychological well- 
being by helping parents continue to successfully guide their children’s development, 
even as their children are increasingly exposed to norms and expectation in Canadian 
society, and connect with other parents.

We have also applied some of our research to the development of strengths-based 
approaches to support well-being within refugee families specifically during the 
settlement process. Drawing on our research regarding biculturalism, these work-
shops bring together multiple families at once to explore together as family units 
how families can balance values and traditions from the heritage country with those 
that are prevalent in Canada to meet family goals. By discussing as a family how to 
honor the heritage culture while living in Canada, each family members’ perspec-
tives can be understood, and negative feelings about differences in cultural prefer-
ences among family members can be avoided. The workshops also provide a space 
for families to identify their resilience strategies as a family unit. Families discuss 
ways of continuing to embrace their heritage culture while being open to Canadian 
culture. By developing patterns of talking about cultural differences within the fam-
ily, families may avoid the increasing disconnection and conflict that can occur in 
newcomer families. In addition, families develop a community of support among 
themselves, decreasing further their isolation in the new community.

 Insights About Clinical Reasoning, Assessment, Prevention, 
Intervention, and Mental Health

My conceptualization and approach to mental health assessment, prevention, and 
intervention for promoting child and youth well-being have also evolved over time. 
Since my training was in a child and family context, I have always brought a sys-
tems lens to thinking about children and adolescents’ mental health. I have always 
appreciated the sentiment that “every person is like all other people, some other 
people, and no other person” and look for the unique and shared dynamics of each 
child, adolescent, or family.

I continue to use a developmental psychopathology lens for understanding how 
risk and protective factors unfold over time to contribute to overall functioning. A 
developmental psychopathology perspective also provides a framework for under-
standing the impact of risk and protective factors in the context of the normative 
challenges that are presented in each developmental stage. At the foundation of my 
clinical reasoning is the belief that children and adolescents want to do well and be 
well. Behavior that appears on its surface to be angry, aggressive, attention-seeking, 
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and so on is best reframed to understand how the concerning behavior is an effort to 
get one’s needs met. In addition, children and adolescents cannot be understood 
separate from their environments, and therefore it is essential to understand rela-
tional, contextual, and structural opportunities and constraints, in addition to bio-
logical and psychological perspectives. With children and adolescents, it is important 
to ask “whose problem is it?,” as often the difficulty lies with the expectations of 
others (parents, schools), or in the relationships, the child has with others, rather 
than in the child themselves. Furthermore, symptoms of distress exist on a contin-
uum; sharp and universal dividing lines between “normal” and “abnormal” do not 
exist, and we always need to make judgments relative to a child’s specific context 
(e.g., age, gender, culture, social class, etc.). By identifying difficulties early, it may 
be possible to prevent future distress and maximize a child’s period of healthy 
development. When intervention is delayed, there is a greater disruption to a child’s 
fundamental emotional, social, and cognitive development.

These general principles have been a consistent thread throughout my clinical 
work over the years. I tend to emphasize conditions of risk (e.g., trauma, disrupted 
attachment, maladaptive thinking patterns) and protection (e.g., supported identity 
exploration, healthy family communication patterns, alignment in co-parenting) 
over specific diagnoses. Addressing these shared risk and protective factors is rele-
vant to the treatment of a whole host of psychological conditions in childhood and 
adolescence. The field has excellent protocols for treating conditions such as anxi-
ety, depression, OCD, and anger, and I am excited about the movement toward 
trans-diagnostic approaches to intervention, such as the Unified Protocols for the 
Transdiagnostic Treatment of Emotional Disorders in Children and Adolescents 
(Ehrenreich-May et al., 2017). These efforts address the reality that most children 
and adolescents who are seeking treatment experience multiple problems that are 
not confined to one diagnostic category. It is also increasingly clear that there is 
substantial overlap in effective intervention strategies across diagnostic categories, 
due to shared risk factors for the development of different psychological disorders 
and/or shared processes that maintain the conditions.

The ways in which we think about children, adolescents, and mental health is as 
important as the specific skills we develop (e.g., assessment instruments, interven-
tion techniques), since these overarching perspectives transcend different content 
areas of practice. In that spirit, I present here some of the principles that increas-
ingly guide me in my clinical practice.

 The Centrality of Culture and Self-Reflection

As others have written more eloquently and in greater depth (e.g., Dadlani et al., 
2012) understanding the cultural worldview of our clients, and of ourselves, is criti-
cal to effective clinical practice. “Culture” is something that everyone possesses 
with respect to multiple social identities related to race, age, gender, sexual orienta-
tion, ability, social class, religion, and so on. Some of these identities are central to 
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one’s self-understanding, some are central to how others see us, and all have the 
opportunity to be privileged or oppressed in the larger society. Knowing ourselves 
is vital to understanding the beliefs, biases, assumptions, and blind spots we might 
have about children, youth, and families. A deep and personal reflection on where 
one has enjoyed privilege in life, where one has experienced oppression, and how 
the intersection of these identities affects our case formulations and communication 
styles is critical.

Self-reflection on our own social identities should include reflection on our 
power as psychologists (e.g., to diagnose a child, or not), and on any implicit beliefs 
that we bring about what it means to be healthy and well. Contemporary theory and 
practice have built-in assumptions about mental health, and the closer we are as 
individuals to the Euro-centric, cis-gendered, heterosexual, middle-class origins of 
the profession, the more work we need to do to make these assumptions visible. The 
ADDRESSING model (Hays, 2008) is an example of a useful tool for reflecting on 
your background, identity, and worldview, and associated biases or assumptions 
that this personal lens might introduce. Reflecting on the various identities repre-
sented in the ADDRESSING model (e.g., age, disability, religion, ethnicity, etc.) 
can help alert the psychologist to areas in which they have experienced power, pow-
erlessness, or a mixture (Sandeen et al., 2018). This reflection is the first step in 
becoming sensitized to how one’s own experiences might affect one’s work with 
specific clients (or supervisees) who hold different or similar identities.

Self-reflection on our own social identities sets the stage for a rich consideration 
of the multiple identities that our clients hold as well. Routinely asking about chil-
dren and adolescents’ social identities, and understanding how they are experienced 
holistically in their lives communicates our interest in understanding individuals in 
the full context of their social environment (e.g., Ratts et al., 2015). There are useful 
tools to help clinicians understand the cultural worldview of clients, such as the 
DSM-5’s Cultural Formulation Interview (CFI; Lewis-Fernández et al., 2016). The 
CFI provides guidelines for gathering the information needed to integrate cultural 
issues into case conceptualizations and inform treatment planning, such as informa-
tion related to clients’ cultural definitions of the problem; cultural perceptions of 
causes, context, and support related to the problem; and cultural factors affecting 
self-coping and past and current help-seeking. Supplementary modules tailor this 
interview for special populations, such as school-age children and adolescents and 
immigrants and refugees (e.g., Rousseau & Guzder, 2016).

 From Cultural Competency to Cultural Safety, Anti-oppression, 
and Social Justice

I was trained to be aware of cultural differences, to respect these differences, and to 
strive for cultural competence when working with people from different cultural 
backgrounds. Absent from this training, however, was an explicit consideration of 
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the role of power, oppression, and social structures—of attention to how society 
differentially limits access to opportunities and resources (Wilson, 1897). My 
approach over the years has grown to incorporate more fully the importance of 
working within an anti-oppressive, anti-racist framework. This includes recognizing 
the trauma of racism and the ways in which devaluation, lack of respect, suspicion, 
and scapegoating harms individuals and can be internalized (e.g., Malott & Schaefle, 
2015) and the ways in which race intersects with gender, class, and other identities. 
I continue to learn about the risk of reinforcing societal power structures through 
my psychological practice and about strategies for working with each client to 
advance equity in ways that are meaningful to them (e.g., uplifting the voice of an 
immigrant parent at a school).

These goals are achieved, in part, by practicing with cultural humility and striv-
ing for cultural safety. I first became familiar with these concepts following the 
Truth and Reconciliation Commission report in 2015. When I was in training, form-
ing an effective therapeutic alliance was paramount, and understanding each person 
as a unique individual deserving of respect. But this was done in the context of the 
psychologist being an expert, able to guide clients to better health and well-being. 
Today, I continue to believe that relationships are at the foundation of effective clini-
cal encounters, but now understand more fully the value of being in a state of “not 
knowing,” centering my clients’ worldviews, and always checking my understand-
ing of the client’s experience. When working with families, I see families as the 
experts on themselves; I bring some knowledge of strategies that have worked for 
other families in the past, and collaboratively we create a vision of how the family 
might move forward towards their goals. What does the family consider as needing 
attention and what do they believe will help? Expressing humility, and inviting dia-
logue and collaboration, are important parts of creating safety for each client. 
Understanding clients’ preferences, their theories of distress and health, and their 
history (individual and collective) are all part of creating a safe working 
relationship.

These goals are also advanced by training our ability to see and understand struc-
tural levels of influence. Clinical Psychology as a field has much work to do to 
integrate power and structural analyses into clinical reasoning. As argued in Critical 
Race Theory, we need to recognize how systems uphold and reinforce power struc-
tures that benefit some people and disadvantage others (Salter & Adams, 2013). 
Without accounting for the systems within which people live, it is too easy to iden-
tify the causes of psychological distress within an individual’s beliefs, cognitions, 
emotions, and behaviors. Greater recognition is needed of the structure of society: 
inequities in access to quality education and housing, safe environments, employ-
ment opportunities, and so on, as well as inequities in access to power and decision- 
making at all levels. If psychologists do not appreciate how these realities constrain 
individual opportunities, we will mistakenly assign sole responsibility for difficul-
ties to the individual (e.g., their thoughts and emotions), perhaps contributing to 
their internalization of blame. Equity in health will not be achieved without devel-
oping this “structural competency” (Svetaz et al., 2019), and Clinical Psychology 
should integrate this competency into the training curriculum, on par with other 
core competencies.
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 Unpacking Implicit Assumptions and Understanding Social 
Forces Is Empowering

My experience is that effective case conceptualizations, assessments, and treat-
ments recognize the implicit assumptions embedded in mental health theory, appre-
ciate how broader systems shape opportunity structures, and help clients to 
understand the same. For example, our society places great value on being “self- 
made” and “independent” which can implicitly devalue ways of being that are col-
laborative, interdependent, or grounded in community or ancestors. With respect to 
families, for example, our society has a normative expectation that parents are in 
leadership positions in the family, children should not cross a boundary of parental 
authority, and children separate emotionally and physically from parents are they 
move through adolescence. Families from many cultural backgrounds, however, do 
not embrace these assumptions. Without understanding cultural variations in family 
functioning, we run the risk of pathologizing family dynamics that are otherwise 
healthy with labels such as “parentified child” and “enmeshed” parent–child 
relationships.

These principles extend to many identities beyond race and ethnicity, including 
the hidden assumptions rooted in ableism, sexism, fatphobia, heteronormativity, 
classism, transphobia, and so on. For example, a teenage girl with social anxiety 
may benefit from understanding societal beliefs about gender roles, and a child with 
an ADHD diagnosis may benefit from understanding their challenges as a mismatch 
between their abilities and the requirements of the classroom (e.g., the definitions of 
“doing well” in a school environment). Without a critical lens, we risk reinforcing a 
child’s internalized sense of inferiority or “otherness” by labeling them as the prob-
lem. Or we risk helping children adapt to a painful environment, not recognizing 
that their behavior or emotions are a natural response to the stress they are experi-
encing. Teaching children emotion regulation skills is an important part of many 
child interventions, for example, but it is important to be alert to justified anger and 
to guard against only helping children cope with harmful environments, without 
attention to risks in the environment itself.

Children and adolescents’ experiences are complex, and in assessment, it is 
important to consider regularly whether it would be more helpful to focus on case 
conceptualization than diagnosis. Mental health stigma can be very powerful, and 
we need to operate in full awareness of the benefits and harms that a diagnostic label 
may confer, and always try to serve the best interests of the child. Diagnoses can 
open up important avenues for intervention, but they can also reinforce the percep-
tion that the child is the problem and result in self-fulfilling prophecies. These nega-
tive consequences of mental health diagnoses may be particularly likely among 
children and adolescents who already experience marginalization due to race/eth-
nicity, immigrant status, and so on, particularly when trauma experiences are mis-
understood as an externalizing or neurodevelopmental disorder.

Ideally, assessments include a consideration of the goals and viewpoints of the 
client, and the results provide new perspectives on the child’s strength and 
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resilience. So many aspects of functioning are interrelated—how a child is function-
ing socially, for example, can affect their concentration at school, or expressions of 
anger at home. Identifying and building on an area of strength for the child can 
sometimes help remediate other areas of difficulty as effectively as addressing the 
area of weakness directly. We also need to be careful about assigning too many 
diagnoses when a child or adolescent is in a crisis situation, as many of the areas that 
appear to be dysfunctional may resolve as stability is regained. In addition, inter-
ventions that help children and adolescents navigate an unjust society, recognize 
and label racism, sexism, etcetera, and advocate for oneself are all-powerful strate-
gies for alleviating suffering and achieving mental health. An important goal of 
assessment and intervention is sometimes helping children and adolescents resist 
internalizing negative messages and to tell instead a strength-based story about 
themselves.

 Expand the Vision of Psychological Practice

Conceptualizing children’s well-being within all the nested layers of their ecosys-
tem provides additional opportunities for intervention, some of which fall within the 
traditional clinical psychology scope of practice and some which require stepping 
beyond the traditional boundaries of the field to address the whole person and the 
societal structures that affect them. If we take seriously the importance of including 
structural and systemic factors in our conceptualization and of collaborating with 
clients as partners and centering their beliefs and perspectives on mental health, 
then we need to expand our prevention and intervention toolkits. This may mean 
advocating with a family regarding other needs that are creating precarity or stress 
in the family. Or it may mean collaborating with others in the family’s community 
that reflect their implicit theories of healing. Or it might be stepping beyond the 
bounds of traditional psychological practice to be more active in removing barriers 
to access to treatment and lobbying for change in systems that contribute to health 
disparities.

Expanding the scope of psychology’s practice does not mean abandoning core 
values related to adopting evidence-based practice. But it does mean expanding our 
vision of what counts as evidence and how best practices are defined. Evidence 
based on randomized control trials is important, but it is not the only evidence that 
should be valued, as we are often applying evidence-based interventions in contexts 
quite different from the original validation group (e.g., in terms of language, socio-
economic status, the existence of comorbidities,, etc.; Castro et  al., 2010). 
Adaptations of evidence-based interventions are needed—transformative adapta-
tions based on meaningful engagement with relevant communities to understand 
how to apply core change principles in diverse contexts and in conjunction with 
additional healing elements.
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 My Current Perspectives and Future Research 
and Scholarship Plans

I think that future clinical psychology research and practice, including my own, 
needs to do a better job of integrating an understanding of the systemic and institu-
tional process that create barriers and limit access to resources and power, all of 
which affects mental health. In the area of migration, for example, structures and 
systems such as the accessibility of language instruction, foreign credential recogni-
tion, discrimination in hiring practices, the availability of adequate housing, and 
inclusive educational practices all impact more proximal family processes and indi-
vidual mental health. Individual and microsystem functioning cannot be understood 
separately from the larger systems that shape and constrain families’ experiences.

I have also embraced a broader vision of scholarship in recent years, seeing tra-
ditional academic publications and scholarly presentations as just one of many ave-
nues for knowledge translation. I strive to work closely with community partners 
and people with lived experience on steering committees and advisory boards in all 
of my research, which has added new dimensions to the impact of my work. I have 
also developed strong research ties with colleagues from other disciplines, such as 
nursing, theater, and counseling psychology, which has also increased the scope of 
my work. Finally, my current scholarship includes a lot of engagement in networks 
aimed at addressing anti-oppressive and anti-racist goals in professional psychology 
training, as well as advocacy for human rights and social justice within health care 
systems (e.g., the availability of language interpretation services).

In the future, I plan to continue developing and evaluating the workshops 
described earlier for newcomer parents. I consider this work a cultural adaptation of 
an evidence-based intervention. That is, key evidence-based strategies for family 
change (e.g., communication and problem solving) form the core of the workshops, 
with the content and delivery being locally developed, informed by the community 
itself to meet community needs. We are near the end of our feasibility/formative 
research stage and plan to begin with summative research studies to assess the effec-
tiveness of these groups relative to other approaches. I also plan to evaluate the 
possibility of training community members to facilitate these groups.

I am at the beginning of thinking about how my work with immigrant and refu-
gee communities, and my desire to advance equity and human rights in this area, 
can be situated alongside the important work being done on reconciliation. 
Newcomers, like long-term residents, are settlers on this land, and work toward 
reconciliation must include all groups in society. When I immigrated to Canada, I 
learned little about Indigenous Peoples, and nothing about the history of colonial-
ism and attempts at cultural destruction. This was a missed opportunity. Working 
toward equity and human rights for some groups without adopting these goals for 
all of society is incomplete. Therefore, in my future work, I want to learn from 
scholars, activists, and community members in the area of decolonization and 
explore how the shared goals for a more just and equitable society can be advanced 
in concert.

8 Factors Within Families and Their Ecological Contexts That Shape Their Health…
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 Conclusion

As I reflect on lessons learned over the years, the most important lessons for me 
transcend my roles as researcher and clinician. One foundational principle, for 
example, is the importance of knowing my personal identity and appreciating the 
social intersections of identity. Far from being a neutral or objective observer, my 
identities influence the lenses that I bring to my research and clinical work and my 
relationships with others in both of these spaces. Another guiding principle is the 
importance of meaningful power-sharing and attention to equity among people. In 
both community-engaged research and clinical relationships, for example, creating 
safety and facilitating honest dialogue are essential parts of collaborations that truly 
advance mental health. Finally, impactful research and effective clinical practice 
require a critical examination of implicit assumptions, an understanding of cultural 
and structural levels of influence on individual and family functioning, and an abil-
ity to integrate this complexity in ways that meet children and adolescents’ unique 
needs. None of this is easy, but it is rewarding. I hope this chapter has communi-
cated the underlying value I place on continually evolving in my thinking in research 
and clinical practice. This is some discomfort in being in a state of perpetual learn-
ing, but I am pretty sure the opposite—not changing and growing—would feel 
worse. I hope and expect my thinking will continue to evolve well into the future.
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Chapter 9
Best Mental Health Practices in Clinical 
Psychology: Does the Doctor Really Know 
What’s Best?

Martin Drapeau, Catherine Hébert, Gabrielle Ciquier, 
and Constantina Stamoulos

Abstract Clinical practice guidelines (CPGs) have been around for decades in 
medicine and have more recently made their way into the field of psychology and 
social sciences. They are designed to provide clinicians with up-to-date scientific 
evidence on various practices and offer recommendations that are grounded in sci-
ence to guide clinical practices and increase the likelihood that clients and patients 
receive optimal services. Research has shown that there is great value in developing 
and using CPGs. CPGs predicated on evidence from strong study designs can facili-
tate and improve the process of providing optimal care. It has also been shown that 
CPGs can establish consistency in the care provided to service users for various 
clinical conditions which is of substantial value in light of the enormous variability 
in clinical practices as a function of geographic location, training of the clinician, 
and, oftentimes, of conflictual beliefs and recommendations by health care experts. 
Furthermore, other studies suggest that CPGs may also improve treatment and inter-
vention outcomes. Despite the potential benefits of CPGs, many clinicians are either 
not aware of their existence or they do not use them in their practice. On the other 
hand, other clinicians confuse CPGs with standards of practice and promote strict 
adherence to the CPGs that are available. In this chapter, we present a guiding 
framework for practitioners and the use of CPGs, focusing on the value of CPGs to 
practitioners, service users, and the public in general. We then address the clinical 
reasoning that supports the use of CPGs, in particular as they relate to implementing 
evidence-based practice. Key implications are also examined, including how CPGs 
are developed, and the effect of the methods used to design CPGs on their quality 
and later use by practitioners. We then focus on how CPGs can be found and used 
to inform mental health assessment, prevention and intervention, and illustrate, 
using a case study, how they can guide clinical reasoning.
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 Guiding Framework

The push for practitioners to consider research when delivering clinical services, 
generally referred to as evidence-based practice (EBP), began primarily in the 
medical field. The history of EBP in the medical profession is complex, marked by 
significant advancements and setbacks over numerous decades, and with important 
contributions made by many scientists and practitioners. The movement, which was 
more widely promoted in the 1980s and in the decades that followed, was in large part 
supported by demands, by policy makers, third-party payers, and patients, for greater 
accountability and efficacious and cost-effective clinical services. It was also driven 
by the practitioners’ need to have access to synthesized empirical findings and evi-
dence-based recommendations to inform their clinical practice (Gray et  al., 2009; 
Hollon et al., 2014; Oxman, Lavis, Lewin, & Fretheim, 2009; Spring, 2007).

Over the years, EBP also made its way into psychology and the social sciences. 
In the 1990s, it borrowed heavily from the medical field, including from research in 
pharmacology, and took on the form of empirically validated treatments, later 
becoming empirically supported treatments,1 where the focus was on identifying 
treatments that work for various conditions. Like evidence-based practice in medi-
cine, it continued to evolve, gradually giving greater consideration to patient char-
acteristics, over and above the patient’s diagnosis, and eventually leading to the 
creation of an APA (American Psychological Association) Presidential Taskforce 
on Evidence-based Practice. Much like the definition proposed by the Institute of 
Medicine (2001), the APA Presidential Taskforce (2005) defined EBP as “the inte-
gration of the best available research with clinical expertise in the context of patient 
characteristics, culture, and preferences” (p. 5).

More recently, the Canadian Psychological Association (CPA) published a more 
comprehensive definition of EBP that is germane to psychology, defining it as “the 
conscientious, explicit, and judicious use of the best available research evidence to 
inform each stage of clinical decision-making and service delivery, [which] requires 
that psychologists apply their knowledge of the best available research in the con-
text of specific client characteristics, cultural backgrounds, and treatment prefer-
ences” (Dozois et al., 2014, p. 155). The CPA Presidential Taskforce that produced 
the report also outlined the importance of continuous progress tracking and out-
come monitoring and proposed a hierarchy of evidence that practitioners ought to 
consider. More specifically, the Taskforce suggested that when considering various 

1 Today, most scholars make a clear distinction between empirically supported treatments (EST) 
and evidence-based practice (EBP), and rightfully so. A practice that relies on ESTs involves 
selecting a treatment that has been shown to be helpful for a specific patient condition or diagnosis. 
EBP, on the other hand, is a far more complex process that involves choosing a treatment for a 
condition based not only on outcome research, as in an EST approach, but also on other types of 
research, including process research and basic research. It also involves considering patient prefer-
ences and various patient characteristics, including culture, in choosing a treatment, and requires 
that clinicians use their clinical judgment, expertise and experience to make an informed decision. 
Put simply, while ESTs can be said to be a component of EBP, EBP is not limited to ESTs.
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types of evidence, psychologists should give more weight to systematic knowledge 
syntheses combining high internal and external validity, including high-quality 
practice guidelines, followed by primary research studies that collectively have high 
internal and external validity, followed by studies that have limited internal and 
external validity, and then expert consensus based on formal procedures. Unpublished 
data and personal opinion were at the bottom of this hierarchy, with the least cred-
ibility, hence representing a weaker type of evidence.

This CPA report, as well as the APA report that preceded it, was crucially needed, 
as research had repeatedly shown that practitioners do not sufficiently consider 
research when delivering clinical services (Becker et al., 2004; Ionita & Fitzpatrick, 
2014; Lilienfeld et  al., 2013; Stewart & Chambless, 2007; Stewart et  al., 2012, 
2018). It was also needed because the reputation of psychology, like that of many 
other clinical professions, was at stake. A report released in 2008 by Baker and col-
leagues (Baker et al., 2008) concluded at the time that the state of psychology was 
not unlike medicine as practiced close to a century ago, “at a point in history when 
its practitioners were operating in a largely prescientific manner” (p. 77). The core 
message of the report, which is that psychologists unashamedly disregard science, 
was widely disseminated and made its way into the broader scientific literature 
(e.g., see the October 21, 2009 issue of Science and the October 15, 2009 issue of 
Nature) and the popular press (e.g., Begley, 2010; Mestel, 2009; see Drapeau & 
Hunsley, 2014). The debate that ensued these publications did not resolve the issue, 
leading some to conclude that ultimately, “the “evidence” in EBP, and the “science” 
that is referred to in all codes of ethics of psychologists, can frequently be little 
more than empty shells, devoid of any real meaning” (Drapeau & Hunsley, 2014, 
p.  146). This important gap between science and practice is not a problem that 
should be taken lightly; many patients still do not receive effective and adequate 
healthcare services (McGlynn et al., 2003) and treatments and interventions offered 
to patients have been found to be seldom based on the best empirical evidence 
(Lilienfeld et al., 2013; McGlynn et al., 2003; Straus et al., 2009).

One question, of course, is who is responsible for this? Perhaps, as some seem to 
argue (see Baker et al., 2008), certain universities who provide initial training to 
psychologists do not sufficiently emphasize the importance of science and how it 
should inform clinical practice (see also, Beidas & Kendall, 2010; Karekla et al., 
2004). Perhaps, also, researchers simply do not write for practitioners, or in ways 
that are useful to them (e.g., Stewart et al., 2012, 2018). Another explanation is that 
clinicians are reluctant to use science or simply do not have the time to do so prop-
erly. Research has indeed shown that it is challenging for clinicians to keep pace 
with emerging scientific knowledge, which in turn may lead to the delivery of sub-
optimal services to the population (Chambless & Ollendick, 2001; Graham et al., 
2011; Grimshaw et al., 2012; Higgins & Green, 2011; McGlynn et al., 2003; Straus 
& Haynes, 2009; Wolf et al., 2011).

But can we blame them? Just how reasonable is it to expect clinicians, in the few 
minutes they have between patients and clients, to retrieve, read, and critically 
assess the scientific literature, then establish a hierarchy of evidence in order to 
choose an intervention? This is where clinical practice guidelines (CPG) come 
into play.
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 Clinical Reasoning Approach

According to the CPA statement on evidence-based practice (Dozois et al., 2014), 
practitioners should consider systematic knowledge syntheses as the highest level of 
evidence. While clinical practice guidelines (CPGs) are generally considered to be 
a form of knowledge synthesis, they are also different from most other types of 
systematic reviews (Bennett et al., 2018). Much like the latter, CPGs critically and 
empirically assess, or synthesize, a body of scientific knowledge; however, unlike 
systematic reviews, they also provide clinical recommendations for practitioners, 
based on a critical appraisal of the literature. There are three well-known definitions 
of CPGs in the medical and social science literature. In medicine, CPGs are defined 
as: “Systematically developed statements to assist practitioners and patient deci-
sions about appropriate health care for specific circumstances” (Field & Lohr, 1992, 
p. 2). Similarly, the Institute of Medicine (IOM) defines CPGs as “Statements that 
include recommendations, intended to optimize patient care, that are informed by a 
systematic review of evidence and an assessment of the benefits and harms of alter-
native care options” (Graham et al., 2011). The National Institute of Excellence in 
Health and Social Services (Institut National d’Excellence en Santé et en Services 
Sociaux [INESSS]) in Quebec more recently proposed a definition of CPGs that is 
in many ways better suited for the social sciences. According to INESSS, CPGs are 
defined as:

Recommendations developed systematically and transparently by and for the stakeholders 
concerned with a specific intervention (…). These recommendations are founded on robust 
scientific data supported by exhaustive contextual data, experiential data and expert knowl-
edge, particularly that of researchers, managers, social care practitioners and social care 
users. They are presented in a clear and concise manner. (Beauchamp et al., 2012, p. 52)

Over the past three decades, the social sciences have seen a significant proliferation 
in the production of CPGs, which are now considered to be a fundamental part of 
knowledge translation and dissemination (Girlanda et al., 2013; Grimshaw et al., 
2012). Although professional organizations and other healthcare entities have been 
developing and disseminating CPGs for a long time, the more recent increase in the 
production and dissemination of guidelines has been influenced by the push toward 
evidence-based practices (Reed et al., 2002). Indeed, CPGs are a sophisticated and 
effective way of informing healthcare services and of helping clinicians implement 
a practice that is congruent with EBP, with the aim of providing optimal services 
and improving patient outcomes.

Research has indeed shown that the use of CPGs can have a generally positive 
effect on service delivery and intervention outcomes in the social sciences as well 
as in the medical professions (e.g., Burgers et al., 2003a, 2003b; Gordon & Cooper, 
2010; Grimshaw & Russell, 1993; Woolf et al., 1999; Geyman, 2000; Hepner et al., 
2007; Vasconcelos et al., 2019; Rutten et al., 2016; Golec & Valier, 2018). High- 
quality CPGs have been shown to benefit service users in many ways. First, they can 
inform patients and clients about expectations regarding interventions and discount 
exaggerated claims or expectations regarding the effects of an intervention 
(Beauchamp et al., 2015). This is of significant value because, as stated by Halfond 
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and colleagues (2020), it is often challenging for patients and their families to find 
a reliable source of information regarding their condition and the potential benefits 
and harms of a treatment or intervention. Furthermore, CPGs align with the move-
ment toward shared decision-making. By providing practitioners and patients with 
a common source of reliable information, CPGs encourage both parties to reach an 
informed and shared decision concerning the patient’s care while also considering 
the patient’s culture, values, characteristics, and preferences, and the practitioner’s 
own expertise (Halfond et al., 2020). As stated by Parry (2000), by giving patients 
easy access to the appropriate information regarding their condition or intervention 
options, patients are granted more power. This is important in mental health ser-
vices, where service users often feel disempowered. Parry (2000) further explains 
that having clear public statements on optimal treatment provides patients with a 
tool that can directly influence the quality of the services they receive. This is espe-
cially true if service users have been involved in the actual development of the CPG, 
which should be the case for high-quality CPGs, as recommended by the Appraisal 
of Guidelines for Research and Evaluation (AGREE) Collaboration, an interna-
tional group of researchers and experts who promote best practice in guideline 
development (see also Beauchamp et al., 2015, 2018).

Third, one of the most important contributions of CPGs to the improvement of 
service delivery is that patients are more likely to receive care that is informed by 
the best and latest research evidence available, which in turn can lead to improved 
outcomes. Additionally, CPGs can help reduce confusion or uncertainty among ser-
vice users (Hollon et al., 2014). Given the numerous contradictory statements on 
best practices for a specific condition or disorder that are widely available on the 
Internet, CPGs that are endorsed and created by professional organizations or gov-
ernmental agencies can provide sound and coherent information to patients about 
the best treatment or intervention for a particular condition.

But the benefits of CPGs extend well beyond individual patients and their fami-
lies. For the general public, the effective implementation and dissemination of 
CPGs help foster optimal service delivery in the healthcare industry by promoting 
efficient and suitable assessment procedures, treatments, and interventions (Farquhar 
et al., 2002; Hollon et al., 2014; Woolf, 1992; Woolf et al., 1999). CPGs also benefit 
the public at large by reducing the variability in services delivered (Hollon et al., 
2014). By informing healthcare policies and ensuring that interventions or treat-
ments are appropriately covered, CPGs can help make interventions available to all, 
despite differences in income and geographical location (Schuh et  al., 2017; 
Shiroiwa et al., 2016; Hollon et al., 2014). As suggested by Hollon et al. (2014), 
government agencies tend to turn to CPGs when deciding which services or inter-
ventions should be made available to the population, including underserved popula-
tions. By calling attention to under-recognized health problems, neglected patient 
populations, and high-risk groups, CPGs can help shape public policy and lead to 
the promotion of services. They may also promote research on those neglected pop-
ulations and problematics by highlighting areas in which scientific evidence is lack-
ing in quantity or quality. Finally, because CPGs help further improve professionalism, 
optimal service delivery, and outcomes in clinical practice, they contribute to a 
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reduction in the costs of care (Audet et al., 1990; Hollon et al., 2014; Cabana et al., 
1999; Graham et al., 2000; van Dijk et al., 2013).

In addition to the benefits CPGs provide to the service user and the broader popu-
lation, there are also obvious, direct benefits to practitioners. CPGs can guide2 the 
decision-making process by informing clinicians on empirical findings (Halfond 
et al., 2020; Bastian et al., 2010) in a user-friendly way. This is particularly impor-
tant as many practitioners otherwise fail to consistently incorporate science in their 
clinical practice (e.g., Boisvert & Faust, 2006; Lilienfeld et al., 2013; Stewart & 
Chambless, 2007; Straus et al., 2009). Research indicates that this occurs mainly 
due to the clinicians’ lack of time to stay up to date with the most current evidence 
(Graham et al., 2011, 2012; Higgins & Green, 2011; McGlynn et al., 2003; Straus 
& Haynes, 2009; Wolf et al., 2011; Wollersheim et al., 2005). High-quality CPGs 
also help promote professional training and continuing education by complement-
ing more traditional sources of information that clinicians tend to turn to, such as 
books or practitioner manuals, with more up-to-date summaries (Parry, 2000). More 
specific to the field of psychotherapy (see Parry, Cape, & Pilling, 2003), the devel-
opment and use of CPGs can contribute to the promotion of psychotherapy practices 
according to Hollon and Teachman (2019), as they facilitate the use of treatments 
with the best supporting evidence for positive outcomes. Sanderson (2002) further 
argues that this function of CPGs is especially important given today’s increasing 
demands for quality assurance and accountability from the healthcare industry.

Third, by discouraging the use of non-suitable interventions and approaches and 
promoting more appropriate and evidence-based interventions (Brouwers et  al., 
2010; Fervers et al., 2011; Fretheim et al., 2006; Hollon et al., 2014; Margo, 2004), 
CPGs can influence and improve practitioners’ knowledge base, assessment, and 
treatment processes and decisions (Graham et al., 2011; Wollersheim et al., 2005), 
which may lead to more favorable patient or client outcomes. The dissemination of 
CPGs to practitioners is therefore pivotal, as are efforts to ensure their implementa-
tion in clinical settings (Giguere et al., 2012).

Unsurprisingly, many organizations produce guidelines today, including regula-
tory bodies, professional associations, national or international organizations, and 
governmental agencies. In North America, examples include the American 
Psychological Association (APA), the American Occupational Therapists 
Association (AOTA), INESS, the Canadian Association of Psychoeducators 
(CAP), and the Canadian Association of Occupational Therapist (CAOT), to name 

2 It is important to note that CPGs are intended to be advisory rather than prescriptive and are 
therefore not meant to replace clinical judgment. When clinicians consider there are valid reasons 
not to follow the recommendations summarized in a CPG, they are encouraged to select an alterna-
tive approach to treatment based on what they think is most appropriate (Cecamore et al., 2011). 
In line with the EBP model (Sackett et al., 1996), clinicians are expected to use their expertise and 
professional judgment when interpreting and applying the recommendations contained in a CPG 
in the specificity of each context or clinical situation. Practitioners thus retain both the clinical 
freedom to do something different and responsibility for their decisions. CPGs differ from stan-
dards of care, in that standards are mandatory and non-adherence could have legal implications 
(Hollon et al., 2014).
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but a few. CPGs can also be developed locally or nationally; the choice may be reli-
ant on the particular structure of the healthcare system in a given geographical loca-
tion. For example, Australia, the United Kingdom, and many European countries 
have favored a nationally coordinated CPG development program in contrast to 
America where CPG development is generally less centralized.

Regardless of who produces them, CPGs directly address the research-practice 
gap by bringing scientific knowledge into practice through actionable recommenda-
tions, allowing clinicians quicker access to relevant scientific evidence. More spe-
cifically, CPGs can make it clearer to practitioners which interventions have the 
most demonstrated benefits and which are not supported by scientific findings while 
also outlining potentially harmful or inefficient interventions. However, the quality 
of a CPG, and the efforts invested in disseminating it, may determine whether clini-
cians use it and whether it will have a positive impact on clinical outcomes.

 The Quality of Clinical Practice Guidelines

Originally, CPGs in medicine were developed based on a consensus process that 
occurred in expert panels; the clinical recommendations contained in a CPG were 
merely a reflection of clinical judgments (this process is often referred to as an emi-
nence model, whereby experts made recommendations based on their own experi-
ence, as opposed to the evidence model which will later prevail through the 
promotion of evidence-based practice). Thus, the development of guidelines was 
often characterized by a lack of empirical support and did not involve thorough 
methodologies. Over the years, various organizations produced guidelines based on 
expert consensus and without using a formal, structured methodology. However, the 
spark in the production of CPGs, combined with the increasing recognition of the 
value of evidence-based practices, raised concerns regarding the methods used to 
develop guidelines as well as their quality. Many organizations eventually devel-
oped procedures to support the development of CPGs (see Alonso-Coello et  al., 
2010; Ansari & Rashidian, 2012; Stamoulos et al., 2014). These include, for exam-
ple, the methods developed by the National Academy of Medicine, the National 
Institute for Health and Clinical Excellence (NICE), the Guidelines International 
Network (GIN), the Institut National d’Excellence en Santé et Services Sociaux 
(INESSS), and the World Health Organization (WHO), to name but a few (see 
Graham et al., 2011; Hill et al., 2011; Qaseem et al., 2012).

In turn, this massive proliferation of methodologies for guideline development 
eventually prompted researchers to investigate the methods that are used for the pro-
duction of CPGs. In one such study, Ansari and Rashidian (2012) examined 19 meth-
ods used to produce guidelines, focusing on the core tasks described in each method 
and their respective relevance for the development of quality CPGs. They extracted 
27 tasks from the 19 methods included in their review. They also found important 
disparities between the tasks considered in each method they reviewed. To determine 
which task was deemed truly necessary to a guideline’s development process, they 
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considered the ones that were present in over 75% of the handbooks. Then, each task 
was reviewed by a panel of experts using a web-based questionnaire. Experts were 
asked to weigh the importance of each task using a Likert-type scale; scores were 
compiled and a median score was attributed to each task. After the evaluation pro-
cess, only 15 of the 27 tasks were deemed necessary to ensure a sound development 
process. The 15 tasks included: (1) “selecting the guideline topic”; (2) “determining 
the guideline scope”; (3) “identifying relevant existing guidelines”; (4) “involving 
the consumers”; (5) “forming a guideline development group”; (6) “developing clini-
cal questions”; (7) “systematic search for evidence”; (8) “selecting relevant evidence 
from the searches”; (9) “appraising identified research evidence”; (10) “making 
group decision and reaching consensus”; (11) “grading available evidence”; (12) 
“creating recommendations”; (13) “final stakeholder consultation”; (14) “guidelines 
implementation strategies”; and (15) “updating recommendations and correcting 
potential errors.” These tasks are not mutually exclusive, and different tasks might be 
involved at different points in time during the process.

These 15 tasks, according to Ansari and Rashidian (2012), are absolutely neces-
sary to develop a good guideline. Unsurprisingly, they are present in more reputable 
handbooks and methods for guideline development. However, they were not present 
in all handbooks, and some organizations have been found to not consider these 
tasks when developing guidelines. For example, using the criteria outlined by Ansari 
and Rashidian (2012), Stamoulos et al. (2014) examined the extent to which each of 
the 15 tasks was considered in the guidelines development process utilized by the 
Quebec College of Psychologists (Ordre des Psychologues du Québec [OPQ]). 
Unfortunately, Stamoulos et al. (2014) reported important shortcomings with the 
development, methodology, and quality of the CPGs assessed in their pilot study. 
Precisely, many of the tasks deemed necessary to the development process were 
missing and the CPGs failed to meet acceptable standards of quality for CPGs.

Other studies have found similar results. Rather than using the criteria outlined 
by Ansari and Rashidian (2012), these other studies often used the AGREE-II scale 
(AGREE Collaboration, 2003; Brouwers et al., 2010), which is certainly the most 
widely used tool to assess guideline quality. It consists of 23 items aggregated to 
form six broad quality domains, including Scope and purpose, Stakeholder involve-
ment, Rigor of development, Clarity of presentation, Applicability, and Editorial 
independence (Brouwers et al., 2010; see below for details). Aside from its sound 
psychometric properties, this instrument is user-friendly, and developers have cre-
ated a web platform to support appraisers in the management of their ratings and 
calculation of domain scores (see https://www.agreetrust.org/agree- ii/).

A number of studies investigating the quality of guidelines in mental health and in 
psychology and using AGREE-II have been conducted in recent years. Some of these 
studies focused on guidelines produced abroad (e.g., Medina et  al., 2020); others 
focused on Canadian organizations. In one such study, Middleton et al. (2018) exam-
ined the quality of two CPGs, one on anxiety and one on depression, both developed 
by the Canadian Psychiatric Association (CPA), and found that their quality was not 
optimal. The guidelines produced by the College of Psychologists of Quebec have also 
been extensively investigated. This focus on this College is warranted for many 
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reasons. First, this organization produces the most guidelines in psychology in Canada, 
and second, this College is a regulatory body and as such oversees the practice of its 
members. As stated by Stamoulos et al. (2014), the College of Psychologists of Quebec 
“has formal authority over its members and over the quality of their practice; it may 
take action against a psychologist, which may translate, when warranted, into legal 
action, which could lead, amongst other possible consequences, to a suspension or loss 
of the right to practice or to a fine” (p. 178).

Building on the study of Stamoulos et al. (2014), Trepanier et al. (2017) used 
AGREE-II to assess a guideline produced by this College for the assessment of 
dyslexia. Results again indicated major shortcomings related to the methodology 
used to develop the guideline as well as the applicability of the guideline and edito-
rial independence of the guideline development team. Similarly, studies have shown 
that other guidelines produced by this College are of dubious quality (see Trépanier, 
2019). For the most part, shortcomings were related to rigor of development, appli-
cability, and editorial independence. These shortcomings were not limited to this 
College’s CPGs but were also reflected in the quality assessment of some of the 
CPGs produced by other professional regulatory bodies in Quebec, including the 
College of Physicians of Quebec, the College of Psychoeducators of Quebec, the 
College of Guidance Counselors of Quebec, the College of Social Workers of 
Quebec, and the College of Occupational Therapists of Quebec (see Ciquier et al., 
2020). The problem is thus not limited to psychology. 

The fact that most CPGs present significant limitations in terms of rigor of devel-
opment is  alarming, as this domain is arguably the one that most significantly 
impacts CPG quality (Alonso-Coello et al., 2010). Since CPGs are expected to be 
grounded on sound scientific evidence, it is imperative that their development ade-
quately reflects this. Future CPG undertakings should thus provide a comprehensive 
description of the methodology used to develop the CPG, including a description of 
the search strategy used to retrieve the literature, the process for gathering, evaluat-
ing, and selecting the evidence as well as summary tables and procedures for grad-
ing the strengths of the recommendations. In addition to this, improvements to 
increase transparency and independence are crucially needed. Efforts to appropri-
ately address potential conflicts of interest are also important to ensure that the 
recommendations included in the CPG have not been influenced by personal inter-
ests, which could potentially affect the CPG’s credibility and trustworthiness 
(Armstrong et al., 2017; Graham et al., 2011). Furthermore, it is crucial that greater 
efforts be made to ensure applicability. Utilizing CPGs that fail to meet quality 
standards increases the risk of relying on invalid or weak recommendations and may 
impede patient care (Grimshaw & Russell, 1993). Until organizations produce 
higher quality guidelines, clinicians must remain critical of the guidelines they are 
provided. A number of tools and resources exist to support clinicians in this 
endeavor. Unfortunately, until more organizations improve the methods they use to 
develop guidelines, the burden falls upon the clinician to determine if a guideline is 
of sufficient quality to be used.
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 Approach to Mental Health Assessment

One approach to choosing guidelines, although not unflawed, is to opt for guidelines 
produced by organizations that are reputable in guideline development. To support 
clinicians, a Canadian team of researchers and clinicians has developed a website—
the Best Practices in Psychology Portal (www.mcgill.ca/psy)—that aims to support 
clinicians wishing to have an evidence-based practice. An entire section of the web-
site is dedicated to guidelines; this also includes a webpage where highly recom-
mended and recommended organizations are presented. The highly recommended 
organizations are presented in Table 9.1, along with other resources that may be 
helpful to practitioners. These include organizations that produce guidelines as well 
as organizations that do not produce guidelines but make many CPGs produced by 
others available to practitioners. However, while some organizations may be well 
known and respected in certain professional circles, this general reputation, regard-
less of how good it may be, is not indicative of the quality of the guidelines they 
produce. As mentioned earlier, the Quebec College of Psychologists has a very good 
reputation among psychologists in Quebec, yet their guidelines are of dubious qual-
ity and should only be used with caution. The problem of low-quality guidelines is 
not limited to this organization nor to psychology or mental health at large. As such, 
clinicians are quickly confronted with the problem of determining the quality of a 
guideline before implementing the recommendations it contains. The Best Practices 
in Psychology Portal is a helpful resource in that regard, as it not only makes guide-
lines available to practitioners, it also reports quality assessments for many of these 
guidelines, with clear indications as to their use (e.g., use, use with caution, use with 
great caution, and do not use).

Table 9.1 Resources for psychologists looking for clinical practice guidelines

Highly recommended organizations that produce quality guidelines
National Institute for 
Clinical Excellence 
(NICE) [UK]
(www.nice.org.uk/
guidance)

NICE has produced numerous, very high-quality guidelines. The 
method used by NICE is transparent and rigorous.a Guidelines that 
may be of interest to psychologists include the NICE guidelinesb on 
depression, anxiety disorders, eating disorders, addictions and 
substance use, self-harm, and personality disorders, to name but a few

Scottish Intercollegiate 
Guidelines Network 
(SIGN) [Scotland]
(www.sign.ac.uk/
our- guidelines/)

While SIGN has produced fewer guidelines than NICE in mental 
health, they do have some interest to psychologists, including 
guidelines on schizophrenia and autism

Other organizations that produce guidelines
British Psychological 
Society [UK]
(www.bps.org.uk/
article- types/guidelines)

The British Psychological Society has produced numerous 
guidelines for psychologists, including guidelines on working with 
refuses and asylum seekers and guidelines for psychologists working 
with gender, sexuality, and relationship diversity, to name only these

American Psychological 
Association [USA]
(www.apa.org/practice/
guidelines/index.aspx)

The APA publishes guidelines for practitioners, including for 
intervention with specific populations

(continued)
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Table 9.1 (continued)

Social Care Institute for 
Excellence (SCIE) [UK]
(www.scie.org.uk)

SCIE produces guidelines that are related to psychosocial practices. 
Psychologists may however find many to be useful, for example, the 
SCIE guidelines on working with asylum seekers and refugees, 
supporting parent mental health, or working with older adults

Guideline databanks and libraries
The Guidelines 
Clearinghouse [USA]
(www.ahrq.gov/gam/
updates/index.html)
(www.guideline.gov)

The Agency for Healthcare Research and Quality (AHRQ) in the 
U.S. maintained a guidelines clearinghouse that included numerous 
guidelines. While this clearinghouse is still available online, the 
clearinghouse has not been updated since 2018

Joule [Canada]
(https://joulecma.ca/cpg/
homepage)

Joule is a database that contains clinical practice guidelines that 
were developed or endorsed by medical or health organizations in 
Canada, including many guidelines in mental health

ECRI [International]
(www.ecri.org/library/
clinical- specialties/
psychiatry)

ECRI is a large repository of clinical practice guidelines in health. It 
includes a section on guidelines for psychiatry, some of which may 
be relevant for psychologists as well

Health Services/
Technology Assessment 
Texts (HSTAT) [USA]
(www.ncbi.nlm.nih.gov/
books/NBK16710/)

HSTAT focuses on health technology assessments and evidence 
reports, but also includes some clinical practice guidelines in mental 
health

Guideline Central 
[International]
(www.guidelinecentral.
com)

Guideline Central is a vast repository of clinical practice guidelines, 
including in mental health

PubMed [USA]
(https://pubmed.ncbi.nlm.
nih.gov/)

PubMed can be used to retrieve clinical practice guidelines

UptoDate [USA]
(www.uptodate.com/
contents/
overview- of- clinical- 
practice- guidelines)

UptoDate requires a subscription. This resource provides a 
tremendous amount of helpful scientific reviews as well as society 
guidelines

Support for guideline development and assessment
Guidelines International 
Network (GIN) 
[International]
(https://g- i- n.net/)
(https://g- i- n.net/library/
new- international- 
guidelines- library)

GIN does not produce guidelines. This international organization 
however provides support to organizations and individuals wishing 
to produce clinical guidelines. It is also a repository for CPGs

AGREE II [Canada]
(www.agreetrust.org)

aSee https://www.nice.org.uk/about/what- we- do/our- programmes/nice- guidance/nice- guidelines/
how- we- develop- nice- guidelines
bSee https://www.nice.org.uk/guidance/conditions- and- diseases/mental- health- and- behavioural- 
conditions
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 Case Study

Jeremy is a 15-year-old boy who lives at home with both parents. He is the 
only child to his parents, both of whom have completed graduate studies and 
have stable positions working for the government. Although they describe 
Jeremy as irritable when he was a toddler, his parents report that his childhood 
was generally “uneventful”, with perhaps one notable exception. When 
Jeremy was 10, his parents began arguing regularly. These arguments were 
related to financial concerns following a poor financial investment made by 
the couple. At that time, Jeremy became what they described as “opposi-
tional”. He was argumentative with his parents and refused to follow instruc-
tions (like going to bed, cleaning his room, etc.). His teachers also reported 
that he would not follow instructions, would speak out of turn, and often chal-
lenge the teacher. This lasted for a period of approximately 5 weeks at which 
point the school psychologist suggested regular meetings with Jeremy and 
with his parents. Jeremy only met with the psychologist on three occasions 
and made it clear that he did not want to have additional sessions. The psy-
chologist also met with the mother on one occasion; she did not feel there was 
much value in the meeting and also refused to attend further appointments. 
Nonetheless, perhaps because the parents received financial support from 
Jeremy’s grandparents, the tension in the household eventually decreased, and 
Jeremy stopped challenging and confronting his parents. He also  stopped 
being disruptive in class.
At the age of 13, however, Jeremy began once again getting into trouble at 
home and at school. His mother realized that money had been taken from her 
purse on a number of occasions; each time she confronted Jeremy, he denied 
this strongly and accused her of always breathing down his neck. His mother 
would sometimes find headphones or other objects that she knew did not 
belong to him in his room; when she would confront him, he would claim that 
he had found them or that a friend had given them to him. Jeremy’s parents 
also noticed that bottles of liquor would go missing; Jeremy always strongly 
denied taking these bottles. He would also leave the house without telling his 
parents where he was going and return home after the time agreed to. One 
Saturday afternoon, Jeremy’s father decided to follow him to see where he 
was going. He found Jeremy with friends; they had a bottle of liquor, a tennis 
ball, and a small jar with gasoline in it. Jeremy explained that this was to play 
“fireball”: they would dip the tennis ball in gasoline, light it up, and take turns 
kicking it off of the brick wall of the school. Whoever had touched the ball last 
when it stopped burning was eliminated. When his father grounded him, 
Jeremy swore that he would make him pay. Shortly after, he ran away from 
home, staying overnight at a friend’s home without telling his parents. He did 
this three times over a period of approximately 6 months. For this, as for his 
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Most clinicians will have recognized that Jeremy presents with what appears to be 
a conduct disorder, adolescent-onset type. The criteria for this diagnosis are almost 
identical in the ICD (International Classification of Diseases) and DSM (Diagnostic 
and Statistical Manual of Mental Disorders). Criterion A of the DSM 5 refers to a 
series of 15 behaviors that are not age-appropriate or socially appropriate and that 
involve the violation of the rights of others and various rules. These 15 behaviors are 
grouped into four broad categories, including behaviors that cause or involve threats 
of physical harm to others (Jeremy meets Criterion A1  in that he bullied or inti-
mated others, and A2 in that he initiated physical fights); nonaggressive behaviors 
that cause property damage or loss; deceitfulness or theft (Jeremy meets Criterion 
A10 in that he broke into the locker of other students, A11 in that he often lies to 
obtain recognition and to avoid obligations, and A12 in that he has stolen various 
objects); and serious violations of rules (Jeremy meets Criterion A13 in that he has 
run away from home more than once). Once a proper diagnosis is given, clinicians 
must then decide what services to deliver to the child and his family.

A quick search for guidelines can be done, starting for example with the Best 
Practices in Psychology Portal, which includes guidelines that have been assessed 
for their rigor (see Table 9.1). The Best Practices in Psychology Portal3 contains a 
number of potentially relevant CGPs. When looking for “conduct disorder” on the 
portal, a CPG produced by the Ministry of Social Development in New Zealand can 
be found. However, as the Portal also shows, a study conducted by Andrade et al. 

3 See https://www.mcgill.ca/psy/guidelines/available-guidelines

other behaviors, he would be punished very harshly although that never led to 
any improvement.

The situation was no better at school. Jeremy would not do his homework 
and would lie to his parents, stating that he had already done it or had no 
homework to do. He would also lie to his teachers, telling them that he had 
lost his homework or had been ill the day before and had had to go to the 
hospital. At school, he would take credit for the work of others, would hide in 
the schoolyard when it was time to return to class, and was found going 
through the locker of other students. One teacher caught him stealing the 
lunch of another student. When he was confronted by the teacher, he called 
her names then later accused the other student of “ratting him out”; later that 
day, he followed that student in the hallway, called him names, and eventually 
pushed him to the ground. He would also pretend to punch that student and 
would laugh at him for being scared. When a third student stepped in to help, 
he punched this student, which led to him being expelled from school 
at age 15.
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(2019) concluded that the guideline should only be used with great caution. Under 
the rubric “Behavior disorders”, one other guideline can be found, the Canadian 
Guidelines on Pharmacotherapy for Disruptive and Aggressive Behaviour in 
Children and Adolescents With Attention-Deficit Hyperactivity Disorder, 
Oppositional Defiant Disorder, or Conduct Disorder. However, that guideline is 
considered to be of moderate quality, and to only be used with caution. Finally, 
under the rubric “Antisocial behavior and conduct disorder”, another guideline was 
found which was deemed to be a high-quality guideline: Antisocial behaviour and 
conduct disorders in children and young people: Recognition and management 
(clinical guideline 158), published by the National Institute for Health and Care 
Excellence in the United Kingdom.

This guideline (NICE, 2013/2017) includes a rigorous and structured review of 
the literature on the scales and methods used to assess conduct disorder, recom-
mends which scales to use for screening, and indicates when and how a complete 
assessment should be conducted. For example, the guideline suggests conducting an 
initial assessment using the Strength and Difficulties Questionnaire (SDQ; 
Goodman, 1997, 1999) and recommends assessing for complicating factors, includ-
ing a comorbid mental health problem, a neurodevelopmental condition (in particu-
lar ADHD and autism), a learning disability, and substance misuse. At the time of 
conducting a more comprehensive assessment, the child, Jeremy in this case, should 
be given the opportunity to meet the professional on their own, although a parent or 
third party known to the child and familiar with the child will also need to be con-
sulted. In addition to assessing symptomatology (e.g., by using the DSM), Jeremy’s 
functioning at home, at school, and with peers should be assessed, as well as parent-
ing quality. Furthermore, it is recommended to use formal assessment instruments 
to aid the diagnosis of comorbid conditions (e.g., the Child Behavior Checklist 
[Achenbach, 1991]). In addition to this, the guideline recommends assessing the 
risk of self-harm and harm to others, self-neglect, and exploitation by others, includ-
ing the risk for physical, sexual, and emotional abuse. Finally, it is also recom-
mended to assess the child–parent relationship, the positive and negative aspects of 
parenting, including the use of coercive discipline, the presence of positive and 
negative adult relationships within the child’s family, and parental well-being (men-
tal health, substance misuse, and criminal or antisocial behavior).

 Implications for Prevention and Intervention

The NICE guideline on Antisocial behaviour and conduct disorders in children and 
young people also makes a number of recommendations for prevention and inter-
vention. Prevention refers to programs and interventions that target individuals or 
groups of individuals who are at risk of developing a conduct disorder given indi-
vidual, family, or social risk factors. Based on a review of the literature, the NICE 
guidelines recommend offering classroom-based emotional learning and problem-
solving programs for children aged 3–7 in schools or groups where there is a high 
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proportion of children considered to be at risk given a low socioeconomic status, 
low school achievement, child abuse or parental conflict, parental mental health 
problems, or substance misuse or parental contact with the criminal justice system. 
Such programs should be delivered in 30 in-class sessions over the course of a 
school year and aim to increase the children’s awareness of their own and others’ 
emotions, teach self-control, promote a positive self-concept and good peer rela-
tions, and develop problem-solving skills.

Once a diagnosis of conduct disorder is given and confirmed, interventions must 
be given to the child. According to the same NICE guidelines, several interventions 
can be offered, depending on the child’s age. For example, for children aged 11–17 
such as Jeremy, multimodal intervention such as multisystemic therapy (e.g., 
Henggeler et al., 1998) should be considered. The intervention should have a clear 
focus on family support, draw on a social learning model, and typically include 
three to four meetings per week over a 3- to 5-month period. Child-focused pro-
grams can also be considered, including group social and cognitive problem-solving 
programs based on cognitive-behavioral principles, and modeling and rehearsal to 
improve skills, delivered in 10–18 weekly 2-h sessions. For younger children 
(3–11 years of age), parent training programs that involve both parents are delivered 
in ten to sixteen 90- to 120-min sessions, delivered in a group format. These pro-
grams should be based on a social learning model, using modeling, rehearsal, and 
feedback to improve parenting skills. Numerous other recommendations are also 
made for interventions that target foster care parents and guardians or children with 
complex needs.

In the case of Jeremy, high-quality guidelines were available. However, that is 
not always the case, as not all guidelines are of good quality. In other cases, for 
example for other conditions or disorders, guidelines may be available, but it is 
unknown if the guideline is of good quality. When no such quality rating is available 
for a guideline, clinicians can turn to guideline assessment tools. Numerous tools 
and scales exist to review the quality of a guideline (see Siering et al., 2013, for a 
complete review). While all tools have their strengths and weakness, one stands out 
as simple to use and rigorous: the AGREE II4 (Brouwers et al., 2010).

This tool includes 23 items that are rated using a 7-point Likert-type scale. These 
items are grouped by domains, as mentioned earlier in this chapter. Domain 1 
assesses the scope and purpose of the guideline, with questions about the overall 
objectives of the guideline, the health questions it covers, and the population to 
whom the guideline is meant to apply. Domain 2 assesses stakeholder involvement, 
with items assessing if the guideline development group includes individuals from 
all relevant professional groups, if the views and preferences of the target popula-
tion (i.e., the patients) have been sought, and if the target users of the guideline are 
clearly defined. Domain 3, which pertains to rigor of development, is the domain 

4 AGREE-II is available for download at https://www.agreetrust.org/wp-content/uploads/2017/12/
AGREE-II-Users-Manual-and-23-item-Instrument-2009-Update-2017.pdf.

A brief introductory video can be found at https://www.mcgill.ca/psy/guidelines/
evaluating-guidelines
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with the most items. It is also, in many ways, the most important domain because it 
assesses the methodological quality of the guideline. The seven items in that domain 
are used to determine if systematic methods were used to search for the empirical 
evidence used to develop the guideline, if the criteria using for selecting this evi-
dence are clearly described, and if the strengths and limitations of the body of evi-
dence are clearly described. The domain also includes items that assess if the 
methods for formulating the recommendations are clearly described, if the health 
benefits, side effects, and risks have been considered in formulating the recommen-
dations, and if there is an explicit link between the recommendations and the empir-
ical evidence. Finally, Domain 3 also assesses if the guideline was externally 
reviewed by experts prior to its publication and if a procedure for updating the 
guideline is provided. The next domain, Domain 4, examines the clarity of presenta-
tion of the guidelines, with questions related to the unambiguity of the clinical rec-
ommendations, the presentation of different options for managing the condition, 
and the extent to which key recommendations are easily identifiable. Domain 5 
assesses the applicability of the guideline, with questions about the identification of 
facilitators and barriers to using the guideline, the presentation of advice or tools on 
how the recommendations can be put into practice as well as the consideration of 
potential resource implications of applying the recommendations and monitoring 
and auditing criteria. Finally, Domain 6 examines editorial independence, with 
questions assessing the independence of guideline developers vis-à-vis the funding 
body as well as possible competing interests of guideline development group 
members.

To facilitate the use of the tool, AGREE Trust has developed a web platform, 
Agree Plus,5 that can be used to rate a guideline online. The tool also computes total 
scores for each guideline and can handle multiple raters. Given its validity, simplic-
ity, and the availability of various tools to support its use, AGREE II is without 
doubt the most widely used tool to assess guidelines. While AGREE only includes 
23 items, its use does require some time although, in our experience using the scale, 
raters quickly become efficient in globally assessing a guideline, often after a single 
reading.6 The AGREE Consortium also has a shorter version of AGREE II, known 
as the AGREE—GRS,7 which includes only seven items.

There is no doubt that assessing a CPG requires some time and effort. However, 
a quick review, for example with the AGREE—GRS, should at the very least be 
conducted before a guideline is used. Failing to do may lead to implementing sub-
optimal interventions which may in turn have iatrogenic effects.

5 See https://www.agreetrust.org/resource-centre/agree-plus/
6 Training for agree is available at: https://www.agreetrust.org/resource-centre/agree-ii/
agree-ii-training-tools/
7 AGREE-GRS can be downloaded at https://www.agreetrust.org/resource-centre/
agree-ii-grs-instrument/
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 Conclusion

Clinical practice guidelines are certainly a very important tool in supporting 
evidence- based practice. They are beneficial to practitioners who are often pressed 
for time, by giving them clear and empirically supported guidance to inform their 
clinical decision-making and service delivery, hence minimizing practices that are 
idiosyncratic and suboptimal. They can expose practitioners to evidence and prac-
tices they may have not considered otherwise and minimize the likelihood of select-
ing methods and interventions based on personal preferences or bias vis a vis certain 
population groups or subgroups. This in turn can translate into better outcomes for 
service users and serve to educate them as to what they can reasonably expect of 
service providers. Such collaboration and the sharing of common and valid infor-
mation between a service user and a professional also empowers the service user 
and sets the foundation for shared decision making and informed dialogue, hence 
facilitating the consideration of the service users’ point of view, their preferences, 
and their various characteristics, including culture and values.

Given this and unsurprisingly, CPGs are increasing in popularity in most clinical 
fields, be it psychology, medicine, nursing, and many others. In some cases, the 
guidelines available to psychologists are of high quality and can be used without 
hesitation. In other cases, unfortunately, psychologists and other mental health pro-
fessionals are provided with low-quality guidelines, which may translate into sub-
optimal services for patients or improper use of resources. For this reason, 
practitioners should when possible seek quality assessments for the guidelines they 
intend to use, and when these are not available, they may wish to become familiar 
with assessment tools such as AGREE and conduct their own assessment. For per-
sonal use, it is not necessary to become an expert rater; being generally familiar 
with the AGRE II items, or with the AGREE-GSR items, should be sufficient to 
have an overall impression of the quality of a guideline. It is important to stress that 
professional judgment is a key component of evidence-based practice. Congruent 
with this, psychologists must exercise their clinical judgment when deciding to use, 
and when applying the recommendations contained in a guideline. Guidelines 
should not be confused with standards of care; they are not mandatory, and they do 
not dictate clinical behaviors. Rather, guidelines are recommendations, and these 
recommendations must be tailored when needed and sometimes even put com-
pletely aside by the clinician.

It is unfortunate that so much rests on the shoulders of individual clinicians. The 
majority of professional organizations and regulatory bodies in psychology have 
been encouraging clinicians to implement evidence-based practice, yet most of 
them fail to provide these clinicians with the tools needed to do so. As such, it could 
be argued that the difficulties clinicians have in using science in their clinical prac-
tice is in large part due to the shortcomings of the organizations that represent them 
or regulate their practice. Until these organizations optimize their practices and 
devote more time and effort to synthesizing research findings and translating them 
into clinical recommendations, clinicians will be confronted with significant barri-
ers to implementing evidence-based practices.

9 Best Mental Health Practices in Clinical Psychology: Does the Doctor Really Know…
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Chapter 10
Psychosocial Interventions for Peer 
Relationship Problems in Children 
with Attention-Deficit/Hyperactivity 
Disorder

Amori Yee Mikami, Hongyuan Qi, and Caroline E. Miller

Abstract Many children with attention-deficit/hyperactivity disorder (ADHD) 
experience significant difficulties in their peer relationships. For instance, peer 
rejection (being disliked by most peers and liked by few) and friendship problems 
(having few friends and poor- quality friendships) are highly common in this popu-
lation of children. Impairment in peer relationships can be severe and can exacer-
bate risk for subsequent maladjustment, above and beyond the effects of having 
ADHD alone. For these reasons, it is important to assess and provide intervention 
for peer relationship problems in children with ADHD. In this chapter, we present a 
framework for understanding peer relationships that, crucially, takes two factors 
into account: (a) the problematic social behaviors of children with ADHD and (b) 
the social dynamics of the peer group. We argue that both factors are necessary 
components of any intervention to address peer relationship problems and that con-
sidering only the social behaviors of children with ADHD is insufficient. We pro-
vide examples of how to assess for and intervene in both factors and present relevant 
clinical considerations. Finally, we conclude with an illustrative case study.

 Guiding Framework

Attention-deficit/hyperactivity disorder (ADHD) is a neurodevelopmental disorder 
marked by age-inappropriate, elevated symptoms of inattention and/or hyperactiv-
ity/impulsivity that affects approximately 5–8% of school-age children worldwide 
(American Psychiatric Association, 2013). To receive a diagnosis, symptoms of 
ADHD must be demonstrated in at least two settings (e.g., home and school), appear 
by age 12, persist for at least 6 months, and impair functioning. Children with 
ADHD can be classified as the combined presentation (symptoms of both 
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inattention and hyperactivity/impulsivity), the inattentive presentation (inattention 
symptoms only), or the hyperactive/impulsive presentation (hyperactive/impulsive 
symptoms only).

Although social problems are not a diagnostic requirement for ADHD, they are 
a highly common area of impairment in this population that likely affects the major-
ity of children (Gardner & Gerdes, 2015). A frequent issue for children with ADHD 
concerns the difficult or strained relationships they have with their peers. Studies 
estimate that over half of children with ADHD are considered to be peer-rejected 
(i.e., disliked by most of their classmates and liked by few), relative to 14% of those 
without ADHD (Hoza et al., 2005b). Children with ADHD are also suggested to 
have fewer friendships (dyadic relationships between two children). Approximately 
56–76% of elementary school-age children with ADHD do not have a single recip-
rocated friend in their classroom, compared with 10–32% of their peers (see Gardner 
& Gerdes, 2015). Furthermore, any friendships that children with ADHD have are 
suggested to be of poorer quality, with less closeness/warmth, and more conflict/
antagonism (Normand et al., 2011).

These peer relationship problems in children with ADHD are concerning because 
they may exacerbate their relative risk of poor adjustment in adolescence and adult-
hood. That is, an ADHD diagnosis is already a known risk factor for concurrent and 
subsequent maladjustment in a variety of academic, social, and behavioral domains 
(Barkley, 2002). However, individuals with ADHD and a history of peer relation-
ship problems appear to fare worse in broad domains relative to those with ADHD 
and no such peer relationship problems. Specifically, even after accounting for the 
contributions of having ADHD and of the initial childhood levels of adjustment, if 
children also are peer-rejected this incrementally predicts diverse indices of malad-
justment in adolescence such as academic failure (Mikami & Hinshaw, 2006), 
depression (Mrug et  al., 2012), substance use (Molina et  al., 2014), and eating 
pathology (Mikami et al., 2008). The adverse behavioral, educational, and social 
outcomes often experienced by emerging adults with histories of childhood ADHD 
may also be partially attributable to long histories of poor peer relationships begin-
ning in childhood (Owens et al., 2017). It is thought that perhaps these incremental 
effects of peer rejection on subsequent maladjustment occur because poor relation-
ships with peers lead children to dislike school and withdraw from class participa-
tion, to experience emotional pain, to lose opportunities to learn and develop social 
skills, and to socialize with deviant peers (Buhs et al., 2006; Marshal et al., 2003).

Also concerning are findings that peer relationship problems tend to persist or 
worsen over time in ADHD populations such that they affect individuals with 
ADHD in all developmental stages. In elementary school-age children, research has 
documented that high ADHD inattention symptoms at the start of the school year 
predicted children’s lower peer acceptance at the end of the year after accounting 
for initial peer acceptance (Tseng et al., 2014). An ADHD diagnosis may predict 
poorer social skills and peer rejection, in cascading and escalating cycles, over sev-
eral years of elementary school (Murray-Close et al., 2010). Furthermore, studies 
find that adolescents with ADHD continue to be impaired in their peer relationships 
and are more disliked by peers than are typically developing adolescents (Bagwell 
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et al., 2001; Sibley et al., 2010). Although much less work has been conducted on 
ADHD in adulthood, all available work suggests that social difficulties are also 
present in emerging adults with this condition (Canu et al., 2014) or with a child-
hood history of ADHD (Mikami et al., 2015). Taken together, this literature sug-
gests the importance of assessing, and providing intervention for, peer relationship 
problems in this clinical population.

In the current chapter, we address the reasons that children with ADHD are prone 
to peer relationship problems. Specifically, we argue that there are two overarching 
factors that, together, put school-age children with ADHD at heightened risk for 
peer rejection and friendship difficulties (fewer friends and poorer quality friend-
ships). The first factor, which has a substantive research history, concerns problem-
atic social behaviors in children with ADHD that can turn off peers or interfere with 
good relationships. The second factor, which is more understudied, concerns the 
social dynamics in the peer group that may lead peers to reject or dislike children 
with ADHD. Herein, and in other places (e.g., Mikami & Normand, 2015), we sug-
gest that the first factor is necessary, but not sufficient, to understand (and ulti-
mately, to address) peer relationship problems in children with ADHD. This process 
is depicted in Fig. 10.1.

 Factor 1: Problematic Social Behaviors in Children with ADHD

A robust literature documents that children with ADHD tend to show many negative 
social behaviors with peers, which we argue contribute to the poor peer relation-
ships seen in this population. Some of these negative behaviors may be tied to the 
core symptoms of ADHD. For example, inattention may result in difficulty attend-
ing to social cues or following fast-paced conversations, such as by daydreaming 
when peers are talking (Hoza, 2007). Hyperactivity and impulsivity may result in 
having trouble waiting for one’s turn in a game, interrupting peers, self-centered 
behavior that does not consider the peer’s needs, or poor sportsmanship (Hoza, 
2007). Common comorbidities with ADHD, such as oppositional defiant disorder 
(ODD) or conduct disorder (CD) symptoms or diagnoses, also lead to temper tan-
trums and aggression in peer situations (Becker et al., 2012; Hoza, 2007). Potentially, 

Fig. 10.1 The processes through which problematic social behaviors and peer group social 
dynamics affect peer relationships in children with ADHD
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comorbid learning disorders can also worsen negative behaviors (Germanò et al., 
2010) and lead to poor peer relationships. Children with ADHD may also show 
fewer positive behaviors, such as less interest in peers or less prosociality (e.g., 
helping, sharing, cooperating), which could be related to comorbid depression or 
anxiety disorders (Becker et al., 2012; Bishop et al., 2019). However, some studies 
find that children with versus without ADHD show no differences in the rates of 
positive behaviors, and rather differ in the former showing more negative behaviors 
(Hinshaw et al., 1989). Thus, the increased presence of negative behaviors is a more 
robust finding than the lack of positive behaviors in children with ADHD (Mikami 
et al., 2019).

Problematic social behaviors in children with ADHD have been found to occur 
across a wide range of settings, including at school (Abikoff et al., 2002), in a sum-
mer camp (Mrug et al., 2007), in small playgroups of children (Ronk et al., 2011), 
in dyadic interactions with a close friend (Normand et al., 2011), and within the first 
few hours of meeting unfamiliar peers (Erhardt & Hinshaw, 1994). Notably, they 
are also documented through a variety of methodologies, including parent report 
(Karustis et  al., 2000; Murray-Close et  al., 2010), teacher report (DuPaul et  al., 
2001; Karustis et al., 2000; Tseng et al., 2012), peer report (Diamantopoulou et al., 
2007; Tseng et al., 2012), and observational coding of child behavior (Abikoff et al., 
2002; Erhardt & Hinshaw, 1994; Normand et al., 2011; Ronk et al., 2011). A recent 
meta-analysis on the topic of social functioning in children with or at risk of ADHD 
reported an overall effect size of r = .27 for the association between ADHD and poor 
social skills (e.g., verbal or nonverbal behaviors that are unlikely to elicit positive 
social outcomes; Ros & Graziano, 2018). Interestingly, studies that relied on obser-
vational methods yielded the largest effect size (r = .44) relative to studies that used 
parent reports (r = .39) or combined parent and teacher reports (r =  .13; Ros & 
Graziano, 2018). Overall, the consistency of these findings is notable, suggesting 
that across settings, methodologies, and many studies, children with ADHD are 
more likely to show problematic social behaviors relative to typically developing 
children.

These social behaviors are extremely off-putting to peers. In a setting with previ-
ously unacquainted peers, one study found that aggressive and disruptive behaviors 
(e.g., rule-breaking, verbal threats, physical assaults) in children with ADHD pre-
dicted peer disliking within the first hours of meeting, while lack of prosocial 
behaviors predicted fewer friendships (Erhardt & Hinshaw, 1994). Ronk et  al. 
(2011) also found that, when meeting new peers for the first time, children with 
ADHD exhibited more disruptive and attention-getting behaviors, were less atten-
tive to the ongoing activity, and were consequently rated by these peers as less lik-
able, relative to children without ADHD. In addition, studies support the negative 
effect of problematic social behaviors on peer relationships over time. For example, 
teasing, interrupting conversations, and intentional physical aggression displayed 
by children with ADHD predicted their peer rejection over a 2-week period in a 
summer camp setting (Mrug et al., 2007). Violating game rules and making self- 
centered and insensitive proposals in dyadic interactions with a close friend also 
predicted more negative and less positive friendship quality 6 months later in 
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children with ADHD (Normand et al., 2013). In another study, when interviewed 
about why they do not like certain real-life classmates, peers specifically reported 
disliking children who “overwhelm and annoy others,” whose behavior shows 
“immaturity and lack of care,” and who behave aggressively (Monjas et al., 2008).

Interestingly, many scholars consider the source of these problematic behaviors 
in children with ADHD to be a performance difficulty, as opposed to a knowledge 
difficulty (Evans et al., 2018; Mikami et al., 2019). That is, children with ADHD are 
thought to possess the knowledge about what the correct social behavior is to do, but 
rather, the problem is in actually performing that behavior in a real-world peer situ-
ation. For instance, one study found that while children with ADHD showed no 
deficits relative to typically developing children in lab-based tasks evaluating 
explicit knowledge of Theory of Mind, they showed impairments in applying 
Theory of Mind skills in everyday life (e.g., noticing peers’ social cues that they are 
bored, taking peers’ feelings into consideration; Hutchins et  al., 2016). Another 
study investigating social skills knowledge versus performance deficits in children 
with ADHD reported that while knowledge deficits were rare, both parents and 
teachers rated children with ADHD as demonstrating significant performance prob-
lems compared to a clinical control group (Aduen et  al., 2018). Importantly, the 
source of the problematic behaviors (performance vs. knowledge) has implications 
for interventions to address them, as detailed subsequently. If the source of the prob-
lems is a performance deficit, then interventions should emphasize helping children 
to enact the skills that they know, as opposed to instructing children to build social 
skills knowledge.

In summary, children with ADHD show robust negative behaviors in peer situa-
tions, and may also show fewer positive behaviors. All evidence points to these 
behaviors contributing to peer rejection and friendship problems, and these reac-
tions from peers occur within the first few hours of meeting. Accordingly, the 
research and intervention literature has emphasized the contribution of problematic 
social behaviors from children with ADHD to their peer relationship problems, for 
good reason. We agree that the problematic social behaviors of children with ADHD 
are significant factors that affect their peer rejection and friendship difficulties. 
However, as seen below, exclusively attending to the contribution of behaviors of 
the child with ADHD may be missing a significant piece to understanding (and 
ultimately, treating) peer relationship problems.

 Factor 2: Social Dynamics in the Peer Group

While the problematic social behaviors of children with ADHD are well- documented, 
peer relationships do not exist in a vacuum where only the behavior of the child with 
ADHD is important. Rather, the broader social dynamics in the peer group will also 
affect the peer relationships that a child with ADHD has (Mikami & Normand, 
2015). As one example, behaviors that peers do, or cognitions that peers have, influ-
ence whether peers decide to like or dislike a child with ADHD. Furthermore, a 
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consistent behavior enacted by a child with ADHD could be interpreted by peers in 
different ways, with implications for whether a peer will choose to befriend the 
child with ADHD or the quality of that friendship. We argue that dynamics in the 
peer group also contribute to the peer relationship problems of children with ADHD 
and that such peer group factors are historically understudied.

One relevant consideration is the amount that peers devalue ADHD or ADHD 
behaviors. Remarkably, there may be variability across peer groups to the extent to 
which this is true. Some of this variability may be attributable to how common 
ADHD is in the peer group. For instance, studies have found that social behaviors 
such as relational aggression, overt aggression, and withdrawal vary in the strength 
of their associations with peer acceptance/rejection across classrooms, based on 
how common those behaviors are in the peer group (Boor-Klip et al., 2017; Jackson 
et al., 2015; Stormshak et al., 1999). A conclusion from these studies is that the peer 
group has a social norm for what is considered to be acceptable behavior, and this 
norm is influenced by whatever the typical behaviors in the group happen to be. 
Supporting this idea, peers also expressed discomfort with differences (outgroup 
prejudices) as a reason for why they disliked particular classmates, in addition to 
specifying ADHD behaviors as a reason for disliking (García Bacete et al., 2017). 
An implication of this literature is that a child showing the same level of ADHD 
behaviors may be more rejected in one peer group than in another because their 
behavior violates social norms more in the first context.

Another important factor to consider is that some peer groups may simply be 
more cliquish and hierarchical than other peer groups. Social network analysis, 
which can be used to understand the social structure in a classroom peer group, 
refers to “degree centrality” as the total number of social connections a child has 
with classmates (Grunspan et al., 2014). The aggregated degree centrality across 
students has been used to index “classroom social network equity”—a structural 
characteristic of the classroom indicating whether there are clusters of distinct 
friend groups versus social ties tending to be more equally distributed (Cappella 
et al., 2013). A classroom with low social network equity contains hierarchical peer 
relationships in which only a small number of children are well-liked and socially 
connected. By contrast, a classroom with high social network equity contains egali-
tarian peer relationships in which social ties are more equitably distributed among 
children. Research has found that equity in the classroom peer social network may 
help mitigate the association between children’s behavioral problems and poor 
attention, participation, and effort in academic activities (Cappella et  al., 2013). 
This suggests a potential, yet largely untested, implication that a child with ADHD 
may be more socially integrated if a classroom that already possesses a more egali-
tarian social structure.

Also relevant is the power of reputational bias. Once a child develops a negative 
reputation, peers may resist changing or altering this impression (Hymel et  al., 
1990; Rubin et al., 2015). Denham and Holt (1993), for example, found that peers’ 
initial liking ratings, but not children’s prosocial behavior, predicted peers’ liking 
ratings of children 10 months later. These results suggest that peer liking may be 
shaped, to a large extent, by peers’ initial impressions and is unlikely to be altered 
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by positive social behaviors. There is also research finding that peers are more likely 
to make hostile attributions for the same ambiguous behavior (e.g., a classmate 
bumps you) performed by a classmate whom they dislike relative to a classmate 
whom they like (Peets et al., 2007). For example, peers might assume that a disliked 
classmate bumped them “out of anger” but assume that a liked classmate bumped 
them “by accident” (Peets et al., 2007). Taken together, this set of findings raises the 
possibility that peers may be cognitively predisposed to not alter their peer rejection 
of children with ADHD, once their negative impressions are set.

Finally, the attributions peers make for children’s ADHD symptoms may also 
affect peers’ liking or disliking of those children. In the stigma literature, a signifi-
cant body of research suggests that internal, stable, and controllable attributions for 
mental illness (not specific to ADHD) are associated with harshness and anger 
(Corrigan et al., 2003). By contrast, external, unstable, and uncontrollable attribu-
tions for mental illness are associated with pity (Corrigan et al., 2003). Indeed, it has 
been proposed that children with autism spectrum disorder and no intellectual dis-
ability may experience more stigma than their counterparts with intellectual dis-
ability: the former group is presumed to be able to control their behaviors (Nguyen 
& Hinshaw, 2020). From this literature, one might think that if peers interpret chil-
dren’s ADHD behaviors as out of their control, then peers may be more socially 
accepting of children with ADHD. Little stigma research has been done that assesses 
children’s feelings about real-life classmates with ADHD, as opposed to reports 
about a hypothetical child with ADHD on a vignette. However, one study found the 
opposite: that peers’ perceptions of children’s ADHD behaviors as being within the 
child’s control were associated with more liking of real-life classmates with ADHD 
(Na & Mikami, 2018). We wonder if this occurred because perceptions of uncon-
trollability may evoke pity, but pity does not equate to liking. Pity may imply an 
inherently unequal relationship, which may explain why it is associated with both 
desire to help but also greater endorsement of coercive treatment approaches in 
mental illness stigma research (Corrigan et al., 2003). In contrast, perceiving that 
real-life classmates can control their ADHD symptoms may be connected to peers 
being more willing to like those classmates because they see them more as compe-
tent equals (Na & Mikami, 2018). Although these ideas are speculative, they under-
score the potential utility of peers’ attributions as relevant to understanding the peer 
relationship problems of children with ADHD.

In summary, there is substantive reason to believe that factors in the peer group 
contribute to the peer relationships of children with ADHD, such as peers’ social 
norms for ADHD behaviors, peers’ tendency for cliquishness, peers’ cognitive 
biases against disliked children, and peers’ attributions for children’s ADHD symp-
toms. This is all consistent with the conceptualization of peer relationships as an 
evolving and active dynamic between all parties involved. Nonetheless, these peer 
group factors have been understudied in the literature to date, relative to the much 
larger literature on problematic behaviors in children with ADHD, as explanations 
for why children with ADHD are peer-rejected and have friendship difficulties 
(Mikami & Normand, 2015). We wonder if perhaps the medical model of clinical 
disorders (such as ADHD) has led, in part, to the emphasis on the problem being 
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located within children with ADHD as opposed to as within the broader social 
context of the peer group. In any case, we argue that a complete conceptualization 
and understanding of peer relationship difficulties in ADHD populations requires 
consideration of both the problematic behaviors in children with ADHD and the 
social dynamics of the peer group (see Fig.  10.1). Such a conceptualization has 
implications for assessment and intervention, as detailed below.

 Clinical Reasoning Model

In this section, we outline potential ways that the framework presented above could 
vary for individual children, which may have implications for assessment and 
intervention.

 Factor 1: Problematic Social Behaviors in Children with ADHD

Behavior problems in children with ADHD may manifest differently across chil-
dren based on their ADHD presentation (Milich et al., 2001; Solanto et al., 2009). 
Although research documents problematic social behaviors in all ADHD presenta-
tions, they are likely the most pronounced for children with elevated hyperactivity/
impulsivity (i.e., in the combined or the hyperactive/impulsive presentations of 
ADHD). Children with these presentations tend to show the most negative behav-
iors with peers, containing emotional dysregulation, argumentativeness, and self- 
centered proposals (Hodgens et al., 2000; Maedgen & Carlson, 2000; Mayes et al., 
2009; Ronk et al., 2011). Comorbid CD or ODD is also most prevalent in the com-
bined and hyperactive/impulsive presentations, leading to aggressive or defiant 
social behaviors in these children (Bauermeister et al., 2005; Connor et al., 2010).

By contrast, children with the inattentive presentation of ADHD may tend to 
display a different pattern of social behavior, characterized by forgetfulness, slug-
gishness, behavioral withdrawal, and the appearance of apathy (Cordier et al., 2010; 
Hodgens et al., 2000; Lee et al., 2017; Mikami et al., 2007). These social behaviors 
may also interfere with peer relationships, especially with forming close and stable 
friendship bonds (Blachman & Hinshaw, 2002), but not as much as the negative 
behaviors associated with hyperactivity/impulsivity. This may be why studies find 
that children with the inattentive presentation of ADHD are more neglected by peers 
(i.e., neither liked nor disliked), as opposed to actively rejected (Hinshaw, 2002; 
Milich et al., 2001).

The combined and hyperactive/impulsive presentations of ADHD have been 
described as disorders of behavioral inhibition (Barkley, 1997) in contrast to the 
inattentive presentation. It is specifically in the combined and hyperactive/impulsive 
presentations of ADHD where children are thought to know the correct behavior to 
do but they are unable to inhibit competing impulses in the heat of the moment to 
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do unskilled behaviors (Maedgen & Carlson, 2000). Thus, the conceptualization of 
social behavior problems as due to performance deficits, not skills deficits, may 
apply less to the inattentive presentation of ADHD (Maedgen & Carlson, 2000; 
Pfiffner et al., 2007). Again, the different conceptualizations for why problematic 
social behaviors manifest may have implications for tailoring interventions to 
address these behaviors in children with each ADHD presentation.

 Factor 2: Social Dynamics in the Peer Group

The strength of the peer group factors that contribute to the peer relationship prob-
lems of children with ADHD could also vary for several reasons. One important 
consideration may be the child’s gender. Because the gender ratio for ADHD in 
school-age children is approximately 2–3:1 male:female (American Psychiatric 
Association, 2013; Willcutt, 2012), ADHD behaviors in girls may be more contrary 
to social norms and therefore evoke more negative responses in peers (Elkins et al., 
2011; Hinshaw & Blachman, 2005; Quinn & Madhoo, 2014). Potentially, ADHD 
symptoms may also be more damaging to the type of peer interactions that girls 
have relative to boys. That is, girls’ peer groups tend to take turns engaging in a 
verbal back and forth, whereas boys’ peer groups may be more likely to play video 
games or do rough and tumble activities (Rose & Rudolph, 2006). The core symp-
toms of ADHD, inattention and hyperactivity/impulsivity, may therefore be less 
noticeable in the usual social interactions of boys. Supporting these ideas, when 
girls with ADHD have comorbid conduct problems, the impact on their peer rejec-
tion may be more extreme compared to when boys with ADHD have similar con-
duct problems (Mikami & Lorenzi, 2011).

There is also a growing line of research examining ways that the teacher acts as 
an invisible hand to shape classroom peer dynamics (Farmer et al., 2011, 2019). In 
line with Bronfenbrenner (1992), the classroom social ecology is affected by ongo-
ing, reciprocal interactions between students and one another as well as teachers 
and students. Thus, the teachers’ actions and relationships with students are thought 
to affect students’ relationships with one another. A caveat is that this research has 
not specifically involved children with ADHD, so it is unclear whether peers inter-
pret a teacher’s behaviors the same way if directed toward a child with versus with-
out prominent behavior problems or a preexisting negative reputation. However, 
some research has found that the quality of teacher–student relationship is a potent 
predictor of peer acceptance and rejection. For example, Hughes and Im (2016) 
found that changes in teacher-student warmth and conflict with a child predicted 
changes in that child’s peer relationships over a 4-year period. Specifically, children 
received fewer disliking nominations when in classrooms where they had a support-
ive and low conflict relationship with their teacher. Moreover, Sette et al. (2020) 
found that, among Grade 5 and 6 students, being liked by teachers was positively 
associated with peer inclusion, which in turn led to improvements in academic 
achievement. Experimental research has also found that when child participants 
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watched a video vignette of a teacher giving positive attention to a child actor (rela-
tive to the teacher behaving neutrally), participants evaluated that actor more favor-
ably (Brey & Shutts, 2018). Meanwhile, naturalistic studies (also in community 
samples) have found that teachers’ corrective feedback of children’s behavior was 
associated with peers’ later unwillingness to work with the recipients (Wullschleger 
et al., 2020). In sum, perhaps the teacher’s behavior may influence children’s liking 
and disliking of one another, and this could be applied to peers’ affective judgments 
of children with ADHD.

Fascinatingly, a peer group might develop a social norm about what is acceptable 
behavior not solely based on the existing prevalence of that behavior but also poten-
tially influenced by the teacher’s actions. For instance, if a teacher devalues a certain 
behavior (e.g., aggression, social withdrawal), this can affect the extent to which 
that behavior is associated with peer rejection in the classroom (Chang et al., 2004, 
2007). Chang et al. (2004) further found that teacher liking of students mitigated the 
negative impacts of disruptive social behaviors on peer acceptance, and McAuliffe 
et al. (2009) found that the association between children’s aggressive behaviors and 
peer disliking was mediated by observed teacher criticism of those children. These 
studies suggest that teachers may potentially send a message to peers about how 
much they approve of ADHD behaviors, which could have downstream effects on 
peers’ decisions to like, dislike, or befriend children with ADHD. Collectively, this 
research raises the intriguing possibility that there may be ways to affect peers’ 
tolerance for ADHD symptoms via the teacher’s actions, which do not require 
increasing the commonality of ADHD in the classroom.

 Considerations for Clinical Practice

Variability in these above mentioned factors between individual children has impli-
cations for clinical practice. We argue that any assessment and intervention plan for 
peer relationship problems should consider both problematic behaviors in children 
with ADHD and the social dynamics in the peer group because solely considering 
problematic behaviors may be necessary but not sufficient to understand and 
improve peer relationships. However, for a particular child, one of these factors 
(e.g., problematic behaviors, or peer group social dynamics) may be stronger than 
the other. The relative strength of the various contributors to peer problems could 
relate to ADHD presentation, child gender, or a teacher’s behaviors, and clinicians 
should be aware of these possibilities when conducting assessments.

Individual differences in the circumstances between children could also affect 
what a clinician chooses to target in an intervention plan. One relevant consider-
ation is whether children have adults in their environment who could facilitate either 
factor (helping the child demonstrate better social behaviors, or affecting the peer 
group dynamics). We will describe interventions for both factors in the section 
below. However, they all require parents and teachers in the child’s life to carry out 
the intervention. It is important to think about whether the adults in a child’s life are 
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amenable to and capable of carrying out some types of interventions more than oth-
ers. As one example, suppose a child has a parent with social anxiety. Perhaps that 
parent would be well-equipped to do skills training with the child to improve the 
child’s social behaviors. However, this parent might have more difficulty with the 
interventions that target the social dynamics of the peer group, since many of them 
(as will be seen in the section below) involve the parent networking with other fami-
lies. As another example, suppose the child has a general education classroom 
teacher who is willing and able to do things to address peer group dynamics because 
these involve universal teacher practices that are delivered classroom-wide. 
However, there may be no support for pull-out services at the child’s school, which 
would be needed for individualized skills training to help the child with demonstrat-
ing better social behaviors. These different circumstances could influence the inter-
vention plan chosen by the clinician.

Ultimately, clinicians also need to remember that intervention in one factor could 
be more expected or more palatable than intervention in the other factor for different 
families. One family could feel most comfortable with an intervention to address 
the child’s problematic social behaviors. So, trying to address the peer group dynam-
ics may be met with resistance, skepticism, and confusion. It may be difficult, at 
least initially, for the clinician to gain the family’s trust to be able to try such an 
intervention. Alternatively, another family may welcome interventions to address 
the peer group dynamics and instead find interventions to address the child’s behav-
ior problems to be stigmatizing. Expectations for what interventions should look 
like, and where the source of the problem is, differ between families and are influ-
enced by a host of things including the family’s cultural or neighborhood context 
(Dong et al., 2020).

 Approach to Mental Health (Psychosocial) Assessment

This section discusses how clinicians might assess peer relationship problems in 
children with ADHD and then how they might determine the relative weight of each 
contributing factor to peer relationship problems. We include pros and cons of dif-
ferent assessment approaches as well as potential pitfalls.

 Assessing Peer Relationship Problems

Peer relationship problems reflect affective judgments (e.g., rejection or acceptance 
by the peer group) or mutual affective bonds (e.g., reciprocated friendships with 
peer group members). For this reason, the ideal method of assessing this involves 
asking the peers themselves. However, doing so is often impractical for clinicians.

Peer sociometric measures, where peers are asked to report their own affective 
judgments, are often considered to be the gold standard for assessing peer problems 
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from a research perspective (Bukowski et al., 1994). In sociometric measures (Coie 
et al., 1982), typically administered within a classroom, peers nominate the other 
children whom they like and those whom they dislike. Proportion scores can be 
computed for each child by calculating the number of liked nominations received 
(or conversely, the number of disliked nominations received), divided by the num-
ber of classmates participating in the sociometric procedure. These proportion 
scores index peer acceptance and rejection, respectively. Additionally, children can 
nominate peers with whom they are friends, and reciprocated friendship nomina-
tions (where both the child and friend mutually nominate one another as friends) 
can be calculated. These can also be represented as a proportion score of the number 
of classmates who participated in the sociometric procedure.

However, sociometrics are usually impractical to administer outside of a research 
context. This is because they usually require someone to interview each child indi-
vidually, in a quiet space apart from peers, to maintain privacy. The process of con-
verting the answers from the interviews to the nomination or friendship proportion 
score received by each child is also time-consuming and not straightforward. In 
addition, teachers usually find little educational benefit from the activity for the 
class, and they are sometimes concerned that asking children about who they like 
and dislike can reinforce these perceptions. Thus, our field is still in need of better 
measures to assess peers’ actual feelings about individual children, which are more 
feasible for classroom teachers to administer than sociometrics. Our lab has piloted 
a procedure where children create booklets with a personalized message for each 
classmate, in a fun and educational activity (Mikami et al., 2013). Our research staff 
has examined the content of the messages to gain an indication of peers’ feelings 
about children with ADHD, but this examination could also be done by the class-
room teacher or school psychologist. This methodology, briefly discussed in Mikami 
et al. (2013), is under development.

Because of the practical difficulties associated with administering sociometric 
measures, it is more common (and feasible) for clinicians to assess peer relationship 
problems using questionnaires from parents and teachers. Importantly, these ques-
tionnaires measure parent or teacher presumptions of peers’ affective judgments, as 
opposed to asking the peers themselves. Some examples of scales are the Child 
Behavior Checklist (CBCL) and parallel Teacher Report Form (TRF) social prob-
lems narrowband scale (Achenbach & Rescorla, 2001), or the Strengths and 
Difficulties Questionnaire (SDQ) peer problems subscale (Goodman, 2001). These 
measures indicate the extent to which adult informants perceive a child to be dis-
liked by peers or to have few friends. Both are normed measures and the SDQ is 
accessible at no charge. It is also possible to ask teachers to estimate the proportion 
of classroom peers who like, dislike, and are neutral toward the child being assessed. 
This measure is used by Dishion and Kavanagh (2003), who report moderate cor-
relations with peer sociometrics. All of these scales are likely feasible for clinicians 
to use, because they are short, and parents and teachers are usually willing to com-
plete questionnaires about children for clinical assessment purposes.

Another possibility involves asking children themselves to report on their own 
peer relationships. There are cautions to doing so with children with ADHD, 
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however, because of the documented positive illusory self-perceptions in this popu-
lation (Owens et al., 2007). Specific to peer relationships, children with ADHD tend 
to report social acceptance that is sometimes equivalent to the level of that reported 
by typically developing children, despite their social acceptance as being rated 
much lower by parents, teachers, observers, and on peer sociometric measures 
(Hoza et  al., 2000, 2002, 2005b). Although the mechanisms underlying positive 
illusory self-perceptions are still being studied, not acknowledging the extent of 
their peer relationship problems is thought to protect children with ADHD from 
negative affect (Owens et al., 2007). The end result, however, is that children with 
ADHD are usually poor reporters of their own social difficulties. Nonetheless, ask-
ing children about their peer relationships can be useful for treatment planning pur-
poses to understand the child’s viewpoint or to increase therapeutic alliance. Child 
self- report likely becomes more important to include the older a child is, although 
research also finds positive illusory self-perceptions about peer acceptance to per-
sist among teenagers with ADHD (Hoza et al., 2010).

Finally, behavioral observations (for instance, at lunch or recess at school) could 
give a clinician some understanding of the peer relationships between a child with 
ADHD and classmates. For instance, the proportion of time that the child is socially 
isolated versus playing with peers could be noted, as could peers’ behaviors (posi-
tive, negative, neutral) initiated toward the child (Abikoff et al., 2004); these data 
could be compared to the typical patterns for the child’s classmates. Nonetheless, 
such observations of peers’ behavior toward a child with ADHD are proxies for 
peers’ affective judgments about a child with ADHD and are not expected to align 
perfectly. For instance, peers might refrain from initiating negative behaviors toward 
a child with ADHD (perhaps because of strong norms against this at a school) but 
dislike that child in their personal feelings.

 Factor 1: Problematic Social Behaviors in Children with ADHD

As in the assessment of peer relationship problems, the most common, and usually 
most feasible, method to assess children’s problematic social behaviors is through 
questionnaires completed by parents and teachers. A commonly used measure is the 
Social Skills Improvement System (SSIS; Gresham & Elliott, 2008). In this normed 
questionnaire, parents and teachers report the child’s socially skilled behaviors (or 
lack thereof) in categories such as communication, cooperation, assertion, responsi-
bility, empathy, engagement, and self-control. Raw scores can be converted to stan-
dard scores based on the child’s age and gender so that the child’s behaviors can be 
compared to others in a similar demographic group. The SSIS subscales also allow 
clinicians to understand if social behavior problems exist uniformly across the 
board or if they affect certain categories of behaviors more than other categories 
(e.g., cooperation but not assertion). However, there are many other questionnaires 
that allow clinicians to gain a picture of the problematic social behaviors the child 
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is enacting, including ones that clinicians could create themselves (perhaps, based 
on parent or teacher interviews about the child behaviors that are concerning).

Another option is to observe the child’s behavior in a naturalistic peer setting, 
such as in the classroom or on the playground at school. Although logistically more 
difficult to arrange than questionnaires, it is nonetheless reasonably common for 
clinicians to do. A benefit to this method is that it can provide another perspective 
about the child’s behavior. The clinician usually enters the observation without the 
biases and expectations that come from a longstanding history with the child. The 
clinician may also be able to notice things during the observation that are difficult 
for parents and teachers to notice when they are busy engaging with the child. In a 
school observation, the clinician might focus on the social behaviors the child shows 
with peers during academic work, free play, and recess. The child’s behaviors can 
be compared to what most classmates are doing at that time.

However, data generated from observations have caveats. One is that it is diffi-
cult to conduct a standardized assessment protocol outside of a research context. 
This compromises the ability to compare the child’s behavior to that of classmates 
in any systematic or standardized way (e.g., besides the clinician’s impressions). 
Therefore, it is hard to draw conclusions about how deviant or problematic the 
child’s behavior is, relative to what would be expected for a typically developing 
child. Another issue is that the observation represents a single time slice that may 
not represent the child’s usual behavior. Repeated observations over different days, 
when feasible, can help to address this issue.

It is possible to use sociometric interviews to ask peers to nominate classmates 
who engage in certain behaviors (e.g., is aggressive, is withdrawn), and this is often 
done in a research context (Masten et al., 1985). Again, however, all sociometric 
methods are usually impractical for clinicians. Finally, asking children to report on 
their own social behaviors is another option. As was discussed regarding children’s 
self-reports of their peer relationship problems, the same limitations of this method 
apply here.

 Factor 2: Social Dynamics in the Peer Group

Assessment of social dynamics in the peer group is difficult for clinicians, and it is 
not usually done. Difficulties in the assessment of peer group factors probably 
reflect these factors being understudied in the literature and also simultaneously 
contribute to their continued neglect. Notably, there are no commonly used or 
normed questionnaires for parents or teachers to assess social dynamics in the peer 
group, in contrast to the vast number of existing questionnaires to assess children’s 
problematic behaviors.

With the acknowledgment that clinicians may not be used to doing so, we sug-
gest that clinicians could simply ask parents or teachers to what extent they think 
reputational bias or a cliquish peer group is playing a part in the child’s peer prob-
lems. Although this is not a standardized assessment, it will provide some useful 
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information nonetheless and may also prime parents’ and teachers’ awareness of 
this factor. This could allow parents and teachers to pay more attention to it in the 
future, and they could report any new insights to the clinician at a later date. Notably, 
the literature suggests that some teachers may be more attuned to students’ peer 
dynamics (and able to report them accurately) relative to other teachers, although 
training may help in this regard (Farmer et al., 2019).

In a research context, it is possible to administer questionnaires to the peer group 
to assess their stigma of ADHD (Kellison et  al., 2010; O’Driscoll et  al., 2012). 
Although these are not normed measures, the data generated could provide informa-
tion about the peer group’s understanding of and beliefs about ADHD behaviors, 
and their reported likelihood of socially devaluing a classmate with ADHD. It is 
usually not feasible for a clinician to administer measures to the entire class, how-
ever. Similarly, sociometric interview data can be used by researchers to calculate 
the hierarchical versus equitable nature of a social network in a classroom (e.g., 
Cappella et al., 2013). On top of the impracticalities of sociometric interviews for 
clinicians, as noted above, social network analysis further requires special comput-
erized software to convert and transform scores. Again, this is unlikely to be feasible 
outside of a research context.

In summary, the assessment of social dynamics in the peer group is far behind 
the assessment of problematic social behaviors in children with ADHD. However, 
we suggest that it is still useful for clinicians to keep the peer group social dynamics 
in mind, and to talk with parents and teachers about this potential contributor to peer 
relationship problems.

 Perspectives and Approaches to Prevention and Intervention

In this section, we provide ideas as to how clinicians might intervene to address 
problematic social behaviors in children with ADHD, and also address peer-group 
social dynamics, when working to prevent or to treat peer relationship problems. 
When available, we provide empirical evidence for the efficacy of each approach 
and include potential areas of difficulty. Our focus is on psychosocial interventions 
given the audience for this chapter, but these interventions can be combined with 
psychotropic medication for ADHD.

 Factor 1: Problematic Social Behaviors in Children with ADHD

Behavioral management is a commonly-used intervention to improve positive 
behaviors and reduce negative behaviors in children with ADHD (Evans et  al., 
2018; Simonsen et al., 2008). It can be used to address the antecedents of behaviors 
(which serve to prevent problematic social behaviors from occurring), as well as a 
consequence for already-displayed problematic behaviors (which can change the 
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likelihood of their expression in the future). Behavioral management is often imple-
mented at home (most commonly by parents) and/or at school (most commonly by 
teachers), with some evidence suggesting that an integrated home-school approach 
is maximally efficacious (Pfiffner et al., 2016).

In behavioral management interventions, parents and/or teachers are encouraged 
to set clear and consistent behavioral expectations and communicate these to the 
child so that the child knows exactly what behavior is expected. For instance, before 
circle time, a teacher might review the classroom rules that each student sits in their 
designated spot, listens to the speaker, and raises their hand before speaking. This is 
an example of using behavioral management to prevent problematic social behav-
iors before they happen. Frequent and specific performance feedback about dis-
played behaviors, and associated consequences, are also provided to the child. 
When behaviors meet expectations, reinforcement is often given (e.g., praise, posi-
tive attention, privileges, rewards) to increase the likelihood of the child doing more 
of the same desired behaviors in the future. When behaviors do not meet expecta-
tions, parents and teachers consider whether a loss of privileges or punishment 
should be applied to reduce the behavior from reoccurring, and what can be done in 
the future to scaffold the child to be able to meet behavioral expectations. This is an 
example of using behavioral management to address problematic behaviors that are 
already happening. Often, parents and teachers track the child’s achievement of 
target behaviors so that they can communicate about and view progress. Considerable 
empirical literature supports the efficacy of behavioral management for shaping 
children’s social behaviors (Pelham & Bender, 1982), and it is considered an 
evidence- based intervention for ADHD (Evans et al., 2018; Simonsen et al., 2008).

Behavioral management can be applied to improving behavior in any context, 
such as morning routine, homework, chores, or relevant to this chapter, to improve 
social behaviors with peers. That is, target behaviors needed for good peer relation-
ships can be identified, and behavior plans can be created to shape and encourage 
these specific behaviors. For example, if a common problem is difficulty waiting for 
one’s turn in games with peers, the target behavior could be letting everyone take 
their turn. This target behavior could be explained to the child in advance of games 
so that the child knows what is expected, monitored and tracked, and reinforced. In 
this way, behavioral management can be a useful tool to address the problematic 
social behaviors in children with ADHD that contribute to their peer relationship 
difficulties.

Although in principle behavior management sounds simple, parents and teachers 
face some common challenges in implementation. One challenge is designing a 
behavior plan at the appropriate level of difficulty (Long & Edwards, 1994). Ideally, 
the initial plan should contain target behaviors that are easily achievable by the child 
where the child already performs them sometimes. This allows room for improve-
ment but ensures that the child stays motivated to work on the plan. When target 
behaviors are selected that the child rarely or never does, the child can feel hopeless. 
The idea is that as the target behavior is achieved, the criteria for mastery increases, 
or a different target is introduced. Another challenge is creating a behavior plan that 
is simple enough for everyone (including the child) to remember and for parents and 
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teachers to implement consistently (Owens et al., 2018). Often, parents and teachers 
perceive so many behavioral deficiencies in children with ADHD that they may feel 
pressure to address them all. However, trying to do so can lead to an overly complex 
plan that nobody can carry out, so it is better to target one or two behaviors at a time. 
A third challenge is keeping the child invested in the behavior plan (DuPaul et al., 
2011). The behavior plan rewards should be individualized and tailored to a child’s 
interests to maximize the child’s motivation to achieve them. The novelty of a plan 
may also spark the child’s excitement at first, but the child loses interest over time. 
This is expected, but it underscores the importance of keeping the behavior plan fun. 
Involving the child in modifications of the behavior plan or selection of the rein-
forcements, or rotating the reinforcements offered, can help to increase buy-in and 
interest. Clinicians or behavior specialists can support parents and teachers in 
implementing behavioral plans with consideration of these common pitfalls.

Social skills training is another intervention that is commonly used to address 
problematic behaviors that impact peer relationships in children with ADHD 
(Mikami et al., 2014). Like behavior management, this intervention can be viewed 
as preventing subsequent problematic behaviors by teaching children the skills 
needed to behave appropriately, or it can be used after problematic behaviors are 
already displayed to teach children better substitute behaviors. Common topics cov-
ered in social skills training are starting conversations, giving compliments, good 
sportsmanship, or conflict resolution (Mize & Ladd, 1990). However, at least as it is 
applied in traditional, clinic-based settings, social skills training is not empirically 
supported for children with ADHD (Evans et al., 2018). This may relate to the the-
ory behind social behavior problems in ADHD being attributable not to a lack of 
knowledge but rather to difficulties in performance. Social skills training, at least in 
clinic-based settings, has tended to emphasize the clinician teaching knowledge 
about the correct thing to do. Much less emphasis (or sometimes, no emphasis) has 
been paid on how to translate those skills to actual, real-world peer situations. 
Therefore, the concern with traditional social skills training has been children’s lack 
of generalization of skills learned in session (Abikoff, 2009; Mikami et al., 2014).

The poor efficacy of traditional social skills training has led to increased atten-
tion about how to translate knowledge taught in sessions into interactions in the real 
world. Based on the idea that children with ADHD may have performance barriers 
instead of knowledge barriers, efforts have been made to increase the involvement 
of parents in the intervention. The idea is that in the heat of the moment, children 
with ADHD become distracted or they cannot stop their impulsive (and often nega-
tive) responses. Therefore, they require in vivo reminders and reinforcers to help 
them remember to carry out the skills that they know. There is increasing thought 
that parents may be well-poised to provide these reminders in real-world peer situ-
ations. This is because, unlike therapists for whom it is not feasible to do so, parents 
are already present during the child’s naturalistic peer interactions. Particular atten-
tion has been paid to parental involvement in playdates, which parents organize for 
school-age children, and which are thought to be the cornerstones of friendship 
development (Frankel & Mintz, 2011).
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In a growing number of interventions such as Children’s Friendship Training 
(Frankel et al., 1997), the Program for the Evaluation and Enrichment of Relational 
Skills (which is an adaptation of Children’s Friendship Training for adolescents; 
Gardner et  al., 2019), and the Collaborative Life Skills program (Pfiffner et  al., 
2016), parents are actively involved in understanding what skills the therapist is 
teaching the child with ADHD so that the parent can support the generalization of 
these skills at home. These programs have shown promise in increasing parent- and 
teacher-rated social skills in children with ADHD (Frankel et  al., 1997; Gardner 
et  al., 2019; Pfiffner et  al., 2016). Parental Friendship Coaching (Mikami et  al., 
2010, 2020a) takes this premise a step farther by relying on the parent as the pri-
mary agent of change. In this intervention, the clinician works directly with the 
parent and there is no child treatment component. The parent learns to coach the 
child with ADHD to display better friendship behaviors that are known to relate to 
good quality friendships and to be lacking in children with ADHD. In this way, the 
parent acts as a therapist in the provision of social skills training. However, a key 
distinction is that the parent continues to be present to provide the in vivo reminders 
and reinforcements to help the child to carry out the skilled behaviors. Some recent 
evidence suggests that Parental Friendship Coaching may help children with ADHD 
to display better friendship behaviors and less socially withdrawn/depressed behav-
iors (as measured by parent report, teacher report, and observation), relative to an 
active comparison intervention involving psychoeducation and social support 
(Mikami et al., 2020a; Smit et al., 2022). It may also improve friendship quality for 
certain subgroups of children with ADHD, specifically those with comorbid ODD/
CD, or those whose families have received psychosocial intervention before 
(Mikami et al., 2020a).

Despite the promise of interventions for changing problematic social behaviors 
in children with ADHD, it should be noted that, to date, none of these interventions 
have been validated to change peers’ sociometric impressions of children with 
ADHD.  In fact, somewhat shockingly, in the Multimodal Treatment Study of 
Children with ADHD, neither medication management nor behavior therapy, indi-
vidually or in combination, was efficacious in affecting sociometrically assessed 
peer rejection among children with ADHD, when compared to a control group 
receiving community care (Hoza et al., 2005a). This is despite the fact that the same 
interventions reduced ADHD and ODD behaviors and increased parent- and teacher- 
reported social skills (MTA Cooperative Group, 1999). The findings from the 
Multimodal Treatment Study of Children with ADHD underscore the difficulty in 
changing peers’ impressions of children with ADHD, even if children’s problem 
behaviors change.

 Factor 2: Social Dynamics in the Peer Group

Relative to the amount of research on interventions to address children’s problem-
atic social behaviors, we know much less about interventions to address the social 
dynamics in the peer group, either as an approach to prevent negative social 
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dynamics from occurring, or to remedy an existing negative peer dynamic. Because 
of findings that changing problematic behaviors of children with ADHD may not 
affect peer reports of acceptance/rejection (Hoza et  al., 2005a), there have been 
thoughts that perhaps, incorporating efforts to change the social dynamics in the 
peer group could be a useful direction (Mikami & Normand, 2015). Work in this 
area is ongoing but unfortunately, at this moment, there are still no empirically sup-
ported interventions for changing peer group factors that may contribute to the peer 
relationship problems of children with ADHD.

Based on the idea (discussed above) that teachers are an invisible hand that 
shapes relationships between students in their classroom (Farmer et al., 2011, 2019), 
this has inspired some intervention approaches. Because of findings in community 
samples that teachers’ naturalistic behaviors toward individual students (e.g., liking, 
criticism, praise) may predict peers’ subsequent judgments about those students 
(Hughes & Im, 2016; Sette et al., 2020), some researchers have wondered if the 
teacher’s behavior could be leveraged to address peer relationship problems in chil-
dren with ADHD. However, these existing studies assess the results of teachers’ 
natural positivity toward children and thus have a different methodology than an 
intervention that tries to encourage teachers to like children with ADHD, who teach-
ers may not naturally already like.

In the Making Socially Accepting Classrooms (MOSAIC) program (Mikami 
et al., in press, 2020b), consultants recommend that teachers enact strategies to help 
demonstrate to peers that children with ADHD have social value. For instance, 
teachers are encouraged to point out genuine positive attributes in children with 
ADHD or to take personalized one-on-one time to get to know the child with ADHD 
and that child’s interests. Other MOSAIC strategies encourage teachers to better 
manage children’s problematic behaviors, but the idea is that the strategies to 
encourage peers’ inclusiveness are also necessary. A pilot study of MOSAIC that 
took place in a 2-week, nonacademic summer program demonstrated that previ-
ously unacquainted peers were more likely to befriend, and not reject, children with 
ADHD on sociometric measures if they were randomized to receive MOSAIC ver-
sus behavioral management (Mikami et al., 2013). On the other hand, recent work 
testing a school-based version of MOSAIC relative to typical practice in general 
education elementary school classrooms has found some diverse results (Mikami 
et al., in press). Receiving MOSAIC (vs. typical practice) was associated with better 
teacher-rated social and academic competencies, and lower impairments, in all chil-
dren. However, for the at-risk group of children with elevated ADHD symptoms, 
there were additional mixed findings. This group of children perceived their rela-
tionships with their teachers to be better in MOSAIC classrooms, but peers also 
gave more negative sociometric judgments to these children in MOSAIC class-
rooms. We wonder if peers did not believe the teaching strategies that were meant to 
demonstrate that the teacher valued children with ADHD, or if peers became resent-
ful seeing children with ADHD behavior problems receiving positive attention from 
teachers. We are undertaking future work to better understand this result.

In Parental Friendship Coaching (Mikami et al., 2020a), the parent is also taught 
to network with other parents, with the goal of helping to build friendships for the 
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child with ADHD. The idea is to increase social connections for the child through 
the parent’s connections. Parent networking also has the goal of helping other fami-
lies to gain a more positive impression of the child with ADHD through viewing the 
parent of the child with ADHD as knowledgeable and likable. However, the efficacy 
of this aspect of the intervention has not been tested individually, relative to the 
other aspects of Parental Friendship Coaching that focus on parents reinforcing 
children’s display of socially skilled behaviors in the heat of the moment.

In summary, although there are intriguing approaches to addressing the peer 
group influences, there is limited empirical evidence for any of these approaches at 
the current time for preventing or treating the peer relationship problems of children 
with ADHD, at least when the outcome variable is peer sociometric measures. Thus, 
the best way to address the peer rejection and friendship problems of children with 
ADHD remains perplexing.

 Case Study

Herein, we provide an illustrative case study of the assessment and treatment of peer 
relationship problems in a child with ADHD. This child represents a combination of 
many children that we have seen clinically over the years.

Julia, aged 9, is in the fourth grade. She lives with her parents and a younger 
brother who is 7 years old. Julia was diagnosed with ADHD (combined presenta-
tion) 3 years ago, and she is taking stimulant medication. Her parents and teachers 
report that the medication has helped to reduce some of her ADHD symptoms and 
ODD behaviors and has helped homework go more smoothly. However, Julia con-
tinues to have problems with peer rejection and with making and keeping friends.

The issues with peer relationships have been ongoing since Julia was in pre-
school. When Julia plays games with peers, she is bossy and tends to control the 
situation. For instance, she likes to tell peers where to move their pieces. When 
peers get annoyed by this, Julia does not seem to notice and will persist in her 
behavior, even as peers get progressively more annoyed. She is a poor sport and if 
she is losing, Julia will change the rules of the game to advantage her. When things 
do not go her way, she experiences strong negative emotions and does not regulate 
them well, resulting in meltdowns. At school, Julia has difficulty waiting her turn to 
speak or engaging in the academic task at hand. Therefore, she often is corrected by 
the teacher. The class frequently hears the teacher say, “when Julia puts her things 
away then everyone can go to lunch.” This leads to peers urging “Julia, HURRY 
UP.” When the teacher puts children into teams for projects, most students do not 
want to work with Julia. The teacher therefore repeatedly pairs Julia with the one or 
two children who do not actively complain about having her as a partner. Outside 
school, Julia is not invited to birthday parties and playdates the way that other chil-
dren are. Julia’s parents feel uncomfortable talking with the parents of her class-
mates because they think that other families have heard negative things about Julia. 
For example, one day when Julia’s mom was picking her up after school, another 
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child pointed to Julia and told her dad “that’s her,” to which the dad’s response was 
“shhhhhh.” Julia’s parents worry that other parents at the school blame them for 
Julia’s problematic behaviors.

Crucially, Julia is at the age where she is starting to notice her peer relationship 
problems. Julia has been bothering her parents recently to buy her certain things 
(e.g., brand name jeans, bracelets) that popular girls in her classroom have, and 
when her parents refuse, she throws a temper tantrum. Julia’s parents think that this 
is because she wants to be socially accepted by her peers. Recently in her class-
room, the teacher intercepted students passing around a note that said “if you don’t 
like Julia, sign here.” The note had nearly reached Julia and almost everyone had 
signed. When the teacher tells Julia’s parents about the note, it makes her parents 
very concerned about what Julia’s peer relationships will be like in adolescence. 
This motivates them to speak to their family doctor, who refers them to a clinical 
psychologist who specializes in ADHD.

The psychologist first conducts an assessment to understand the peer relationship 
problems that Julia experiences and potential contributors to these problems. In an 
interview, Julia’s parents and teacher all report that they perceive her to be disliked 
by the majority of her classmates, and they relate the event with the note that led to 
the current referral. To assess problematic social behaviors, the psychologist asks 
Julia’s parents and her teacher to complete the SSIS, which provides a taxonomy of 
the social skills Julia does and does not demonstrate. All informants report Julia to 
have significant social skills problems, most particularly in the areas of cooperating 
with peers and controlling negative behaviors. The psychologist also asks Julia’s 
parents and teachers if Julia has any friends and who those friends might be. The 
teacher says that she sees Julia play with another child sometimes, Eileen. This is 
one of the two children with whom the teacher pairs Julia for groupwork because 
Eileen is relatively easy-going and does not complain about the pairing. The teacher 
is not sure how much Eileen likes Julia, but they seem to tolerate each other. Julia’s 
parents say that to their knowledge, Julia does not have any friends and has not had 
a playdate in years. They do not know who she talks to at school.

To assess peer-group social dynamics, the psychologist also asks Julia’s parents 
and teacher to what extent they perceive that Julia has a negative reputation within 
her peer group. All informants endorse this idea strongly. When asked to elaborate, 
the teacher says that even when a new child joined the class, it seemed that the new 
child was quickly told to stay away from Julia. The teacher thinks that children 
avoid associating with Julia because she is always in trouble and that might get them 
in trouble too. The parents think that Julia is known as the “bad kid” at her school 
so other parents decline to invite her over to their house.

In an interview with Julia, the psychologist asks her to describe what she likes 
and what she doesn’t like about the other kids at school, how they treat her, and 
whether she has a best friend. Julia says that other kids at school are mean to her 
sometimes, but she does report that Eileen is her best friend. When asked more 
about their friendship, Julia says that she and Eileen like to play the same games and 
that they are close friends who get along well.
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The psychologist then makes a visit to Julia’s school to observe Julia during two 
periods: an academic activity where children are moving between different worksta-
tions and lunch recess. The psychologist notices that Julia has a lot of problematic 
behaviors that are difficult for the teacher to manage. That is, Julia infrequently 
follows directions and she needs multiple reminders to stay on task. Julia does not 
always respond well to the teacher’s instructions and will sometimes argue back 
defiantly. Although the teacher is always professional, it is apparent that she gets 
exasperated with Julia at times. Second, the psychologist notices that at lunch 
recess, Julia bounces from one peer group to another, and in each case the group 
ignores her. Julia does not pick up on these cues, and she tries to tell peers how they 
should be playing, until peers say she can’t play with them. Finally, Julia finds 
Eileen, who is sitting by herself on the sidelines. The two of them play together until 
the end of recess.

Based on these data, the psychologist puts together a treatment plan, which con-
tains components to address both the problematic social behaviors that Julia dis-
plays and also the peer group social dynamics. To address Julia’s problematic 
behaviors, the psychologist recruits Julia’s parents to practice game-playing skills 
with Julia. Specifically, they work on Julia following the rules of the game and let-
ting others move their own pieces, by reminding her that “other people like to play 
for themselves. It’s being a good friend if you let them make their own moves.” 
They also work on Julia’s emotion regulation and her calming down when upset if 
things are not going her way in the game. For instance, they try deep breathing and 
helpful cognitions like saying “it’s just a game, what’s more important is to be 
friends.” Finally, they work on recognition of social cues by role-playing examples 
of when the other person is upset, or bored. Julia’s parents are told to practice these 
skills by instituting a family game night. Interestingly, they used to do this but 
stopped several years ago because Julia’s behavior during games made the experi-
ence aversive. However, the psychologist encourages the parents to try again so that 
Julia, by interacting with her parents and younger brother, can have a context in 
which to learn and practice social skills.

To address the peer group social dynamics, the psychologist talks with the 
teacher about how the teacher’s frustration with Julia, while entirely understand-
able, may be reinforcing peers’ negative perceptions about Julia. The teacher reflects 
on this idea and says this has not been her intention, but she understands why this 
would occur. She says that she genuinely finds it difficult to manage Julia’s behavior 
and sometimes is at a loss for what to do. The psychologist suggests two things. 
First, the psychologist helps the teacher devise a behavior plan for Julia so that her 
behaviors will be more under control. Second, the psychologist recommends that 
the teacher spend some one-on-one time getting to know Julia and the things she 
likes to do, to build a more positive teacher–student relationship. The idea is that 
this will serve as money in the bank for the times when the teacher does need to 
correct Julia’s behavior.

In addition, the psychologist encourages Julia’s parents to foster friendship with 
Eileen. Based on what the psychologist saw at school, Eileen may be somewhat shy, 
but she seemed amenable to playing with Julia. First, Julia’s parents are encouraged 
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to make contact with Eileen’s parents, perhaps at a school event or at a pickup after 
school. The parents are advised to not put too much pressure on the relationship at 
first and to just say hello. After some time, Julia’s parents might explore having a 
playdate with Julia and Eileen. An easy, supervised one could be for Julia’s mom or 
dad to pick up both girls after school and stop for ice cream on the way home, for a 
special treat. This opens the door to a potential friendship between Julia and Eileen. 
In the context of the friendship, Julia can have more opportunities to learn and prac-
tice the social skills on which her parents are working at home.

 Conclusion

The peer rejection and friendship difficulties of children with ADHD are significant 
and, in many cases, resistant to intervention. In this chapter, we presented a frame-
work for understanding peer relationship problems that, importantly, considers both 
the problem behaviors in children with ADHD and also the peer group social 
dynamics. Existing work has more typically focused on problematic social behav-
iors in children with ADHD as explaining their peer relationship problems, whereas 
the consideration of peer group social dynamics is more understudied to date. Thus, 
considering both these factors in assessment, and intervention planning, represents 
an innovative approach that integrates service delivery at the level of the child with 
ADHD with that at the level of the peer group. We argue that such an approach will 
help our field most comprehensively address peer relationship difficulties in ADHD 
populations.
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Chapter 11
Mood and Anxiety Disorders in Children 
and Youth: The Role of Parenting 
and Child Temperament and Implications 
for Early Identification and Prevention

Daniel C. Kopala-Sibley

Abstract In this chapter, we review theory and evidence pertaining to the complex 
associations between parenting, offspring temperament, and offspring risk for inter-
nalizing disorders, including major depression and anxiety disorders. Understanding 
these complex associations is important for multiple reasons. First, a large body of 
literature has confirmed that individual differences in children’s and youths’ tem-
perament or pertsonality traits can elucidate which youth are potentially vulnerable 
to internalizing disorders. More recent research has also begun to clarify the com-
plex pathways and interactions with environmental factors, such as parenting and 
life stress, through which temperament may confer risk for internalizing disorders. 
It is also well-established that internalizing disorders are frequently heterogeneous 
in terms of the nature and severity of symptom presentation. Children’s personality 
traits may be useful in understanding this heterogeneity as certain traits may be 
associated with a relatively more or less severe presentation or course of a disorder. 
Moreover, identifying parenting behaviors or styles that confer risk for the develop-
ment of maladaptive temperament traits may lead to interventions to prevent the 
development of these maladaptive traits, and potentially mitigate the vulnerability 
to mood and anxiety disorders. There is additional evidence that personality traits 
may be useful in tailoring treatment approaches as well as predicting who will best 
respond best to different therapeutic approaches.

Here, we review specific models pertaining to parenting, temperament, and inter-
nalizing disorders grounded in psychoanalytic, humanistic, and cognitive–behav-
ioral perspectives as well as developmental, social, and personality psychologists’ 
theories related to parenting and temperamental development. Throughout this 
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chapter, we adopt a dynamic- interactionist framework that considers the complex 
interactions between these factors, as opposed to models that view one factor as 
simply an outcome of another. We review evidence regarding the influence of par-
enting on the development of children’s temperamental traits, and evidence that 
children’s traits are not only linked to internalizing symptoms but these traits also 
predict increases in symptoms over time as well as the onset of diagnosable episodes 
of internalizing disorders. However, we also review a growing body of literature that 
suggests children’s temperament traits and symptoms influence the parenting they 
receive, thus creating a pernicious cycle. We then review a large body of research 
examining diathesis-stress models, or the possibility that individual differences in 
personality traits may exacerbate or buffer the effects of parenting on psychopatho-
logical outcomes. We also consider evidence that mood and anxiety disorders may 
have a “scarring” effect on children’s temperament traits. Additionally, we discuss 
evidence about “pathoplasty” models, which propose that temperament traits may 
contribute to the severity or pattern of symptomatology, course, and response to 
treatment. Next, we discuss implications for clinicians, parents, and educators in 
terms of the early identification and prevention of mood and anxiety disorders in 
youth based on the parenting they receive and the nature of their temperamental 
traits. We conclude with a case example elucidating these complex associations 
between personality traits, parenting, and the development of internalizing disorders.

 Guiding Framework

Internalizing disorders, including depression and anxiety, are the leading causes of 
burden of disease and among the leading causes of suicide in adolescents (Ferrari 
et al., 2013). Approximately 75% of depressive or anxiety disorders onset in adoles-
cence (Kessler et al., 2007). Affected youth are at risk for a host of negative psycho-
social consequences such as alcohol dependence, suicide attempts, educational 
underachievement, and unemployment (Fergusson & Woodward, 2002). Moreover, 
depressive and anxiety disorders are the most costly illnesses worldwide and have a 
tenfold increase in societal cost if they begin before adulthood (Lee et al., 2014). 
Thus, understanding factors that confer risk for depression or anxiety is arguably 
the most pressing health concern in children and adolescents. This is additionally 
important given that 50% of those who have had one episode of depression or anxi-
ety will experience a second. Of those who have experienced two episodes, 80% 
will experience a third or more (Burcusa & Iacono, 2007), at which point depression 
and anxiety are chronic, often treatment-resistant diseases.

In this chapter, we review theory and evidence pertaining to the complex rela-
tionships between parenting, offspring temperament, and offspring risk of mood 
(e.g., major depression) and anxiety disorders (e.g., generalized anxiety disorder, 
and social phobia). The relations of temperament to internalizing psychopathology 
are undoubtedly complex and cannot be fully understood via simple comparisons of 
differences in temperament between depressed and nondepressed individuals or via 
correlations of temperament with internalizing psychopathology. As such, our 
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Fig. 11.1 Conceptual depiction of a dynamic interactionist model of the temperament-stress–psy-
chopathology relationship

guiding framework is that of dynamic-interactionist models of temperament, the 
environment, and internalizing psychopathology (see Fig.  11.1) which posit that 
there are complex and transactional relations among these factors. Zuroff et  al. 
(2004) note that personality/temperament traits are not only statically linked to psy-
chopathology. Rather, temperament likely influences the events that occur in a 
child’s life as well the nature of the child’s interpersonal relationships (i.e., stress 
generation and availability of parental and peer support; Hammen, 2006), and inter-
acts with those events to either buffer or enhance their effects on depression (i.e., 
diathesis stress, see Fig.  11.2). Dual vulnerability or social push personality-by-
environment models argue that maladaptive temperament or elevated stress may 
confer risk of depression but that low levels of both are necessary for healthy psy-
chological functioning (Morris et  al., 2008; Raine, 2002; Fig.  11.2). Moreover, 
those events and interpersonal relations may feedback into a child’s temperament, 
thereby further altering already maladaptive temperament traits. Similarly, depres-
sion or anxiety may feed back into or reinforce maladaptive temperament traits 
(“scar” or “consequence” models, Fig. 11.1). Individual differences in temperament 
may not just confer vulnerability to depression and anxiety but also influence the 
expression and severity of symptoms among depressed or anxious individuals (i.e., 
pathoplasty). Finally, while temperament is typically considered to be relatively 
stable over time, it also shows variability over time and across situations. Within-
subject variability over time in temperament may relate to fluctuations in depression 
and mood (Zuroff et al., 2016). As such, a review of the relationship of temperament 
to internalizing psychopathology requires consideration of these complex, 
dynamic models.
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Fig. 11.2 Conceptual depiction of person-by-situation models: (a) the diathesis-stress model, (b) 
the differential susceptibility model, and (c) the social push model

Understanding these complex relationships is important for multiple reasons. 
First, a large body of literature has confirmed that individual differences in chil-
dren’s and youths’ temperament or personality traits can elucidate which youth are 
potentially vulnerable to internalizing disorders. More recent research has also 
begun to clarify the complex pathways and interactions with environmental factors 
through which temperament may confer risk for internalizing disorders. It is also 
well-established that internalizing disorders are frequently heterogeneous in terms 
of the nature and severity of symptom presentation. Children’s temperament/per-
sonality traits may be useful in understanding this heterogeneity as certain traits 
may be associated with a relatively more or less severe presentation of a disorder as 
well as with the course of the disorder. Moreover, identifying parenting behaviors or 
styles that confer risk for the development of maladaptive temperament traits may 
lead to interventions to prevent the development of these maladaptive traits, thereby 
preventing the development of the vulnerability to mood and anxiety disorders. 
Finally, here is evidence that temperament/personality traits may be useful in tailor-
ing treatment approaches as well as predicting who will best respond to different 
therapeutic approaches.

Throughout this chapter, we adopt a dynamic-interactionist framework that con-
siders the complex interactions between these factors as opposed to models that 
view one factor as simply an outcome of another. We review evidence regarding the 
effects of parenting on the development of children’s temperamental traits, and evi-
dence that children’s traits are linked to internalizing symptoms, predict increases 
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over time in symptoms, and predict onsets of diagnosable episodes of internalizing 
disorders. We also review a growing body of literature which suggests that chil-
dren’s temperament traits and symptoms influence the parenting they receive, thus 
creating a pernicious cycle. We then review a large body of research examining 
diathesis-stress models or the possibility that individual differences in temperament 
traits may exacerbate or buffer the effects of stress on psychopathological outcomes. 
We also consider evidence that mood and anxiety disorders may have a “scarring” 
effect on children’s temperament traits. We then discuss evidence pertaining to 
“pathoplasty” models, which propose that temperament traits may contribute to the 
severity or pattern of symptomatology, course, and response to treatment. We finish 
by discussing a range of implications of this body of research for parents, teachers, 
and clinicians in terms of assessment, early identification and intervention for chil-
dren and youth at risk, and treatment of youth with internalizing psychopathology.

In our review of the literature, we focus on studies that (a) compare individuals 
with diagnosable levels of internalizing psychopathology to healthy as well as other 
psychiatric groups, (b) examine temperament predicts the onset of depressive or 
anxiety episodes, (c) examine whether temperament predicts subclinical levels of 
psychopathology, and (d) test dynamic models of these relations. Studies on sub-
clinical internalizing symptoms in healthy/community populations are included 
here because internalizing psychopathology exists on a continuum of severity from 
nonexistent to mild, moderate, or severe and occurs, to some degree, in nearly all 
individuals, even if they never meet the criteria for a diagnosable episode (Blatt, 
2004). Subthreshold symptoms are also one of the most powerful predictors of later 
diagnosable episodes (Cuijpers & Smit, 2004). The risk is particularly high in indi-
viduals with persistent or recurrent subthreshold symptoms (Klein et al., 2009). In 
our next section, we discuss a clinical reasoning approach and evidence for these 
models of the temperament-parenting/stress-psychopathology relationship.

 What Is Temperament?

Temperament was originally conceptualized as entirely genetic in origin, emerging 
early in life, and being relatively stable across development, whereas character or 
personality were considered individual differences that emerge largely due to social-
ization experiences (e.g., parenting). However, research has since challenged this 
view, and temperament is now broadly defined as individual differences in emo-
tional and behavioral style that appear early in life, are influenced by genes, but are 
also influenced by environmental experiences (Rothbart et al., 2006). Moreover, in 
the last 20 years, it has become generally recognized that there is no distinction 
between temperament and personality. They are both genetically and environmen-
tally influenced and show substantial stability over time, although they are relatively 
more fluid in childhood and adolescence compared to adulthood (Clark & Watson, 
1999; Krueger & Johnson, 2008). As such, in this chapter, we review evidence per-
taining to both temperament and personality as it relates to the development of 
mood and anxiety disorders. We, therefore, use the terms “temperament” and “per-
sonality” interchangeably.

11 Mood and Anxiety Disorders in Children and Youth: The Role of Parenting and…



218

 Models of Temperament

Dating at least to ancient Greece and Hippocrates, theorists have noted there are 
specific clusters of personality traits such that individual tendencies toward certain 
behaviors group together. Since the 1980s, the Five-Factor Model of personality has 
been the most widely-studied model of temperament (Goldberg, 1993; Costa & 
McCrae, 1992; John & Srivastava, 1999; Klein et al., 2011; Clark & Watson, 1999; 
Markon et  al., 2005). This body of research confirmed, through factor-analytic 
methods, that a range of adjectives that can be used to describe a person generally 
cluster under one of five broad constructs: neuroticism, conscientiousness, extraver-
sion, openness to experience, and agreeableness.

Neuroticism is characterized by tendencies towards emotional instability, elevated 
negative emotions such as anger, sadness, or fear, and increase emotional reactivity 
following stressful events. Conscientiousness is characterized by attention to detail, 
following rules, and high levels of self-discipline. Extraversion is characterized by 
being outgoing, sociable, gregarious, and generally engaging substantially with the 
outside world. Openness to experience is characterized by a general appreciation for 
trying new things such as art, adventure, and new ideas. Finally, agreeableness is 
associated with valuing social harmony and getting along with others.

The Five Factor Model is most commonly studied in adults, while childhood and 
adolescent researchers frequently study a Big Three model (Caspi & Shiner, 2008; 
Rothbart et al., 2006) comprised of negative emotionality, positive emotionality, and 
disinhibition or effortful control. Big Five and Big Three factors are closely related 
(Klein et al., 2018). Neuroticism is virtually identical to negative emotionality and 
extroversion corresponds to positive emotionality. Disinhibition reflects low consci-
entious combined with low agreeableness, while openness does not have a Big 
Three counterpart. We therefore refer to “Neuroticism/NE” and “Extraversion/PE” 
throughout this chapter as these constructs are considered very closely related.

 Specific Trait-Like Vulnerabilities to Mood and Anxiety Issues

While the Big Five and Big Three are probably the most widely studied models in 
terms of their links to psychopathology in children, youth, and adults a range of 
theorists have proposed traits that are specifically associated with risk for psycho-
pathology. Some of the most widely studied include self-criticism (Blatt, 1974; 
Blatt et  al., 1976; Blatt & Zuroff, 1992), perfectionism (Hewitt & Flett, 1991). 
Blatt and colleagues (e.g., Blatt & Luyten, 2009; Blatt & Zuroff, 1992; Kopala-
Sibley & Zuroff, 2014) articulated a two-polarities theoretical model, according to 
which self-definition, or one’s sense of self, and relatedness, or one’s sense of 
relationships with close others, represent life span developmental tasks that are 
fundamental to both healthy functioning and the development of psychopathology. 
Delays or deficits in the development of a healthy sense of relatedness, due to nega-
tive developmental experiences, may lead to high levels of a personality style 
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labeled dependency. This trait is characterized by fears of abandonment as well as 
insecurity regarding close others and a sense of self-worth that is contingent upon 
the care and support of others.

In contrast, delays or deficits in the development of self-definition, again due to 
adverse developmental experiences, may lead to high levels of a personality style 
labeled self-criticism. Highly self-critical individuals are permeated with feelings of 
low self-worth and guilt, and have excessive needs to ascertain, confirm, and pre-
serve status and value in the eyes of important others (see Blatt et al., 1976; Blatt & 
Luyten, 2009; Kopala-Sibley & Zuroff, 2014 for reviews).

Perfectionism is also associated with an intense fear of criticism, concern about 
making mistakes, and desire for complete admiration. If they fail in these regards, 
perfectionists are believed to be highly vulnerable to depression (Hewitt & Flett, 
1991; Hewitt et al., 2017). More recently, research has distinguished between self- 
critical and personal standards perfectionism. Self-critical perfectionism is a mal-
adaptive form of perfectionism characterized by harsh self-scrutiny and 
self-evaluation and fear of criticism for failing to achieve goals or to exercise con-
trol over their environment (Dunkley et al., 2006). Personal standards perfection-
ism, in contrast, involves actively striving for high standards and goals one sets for 
oneself (Dunkley et al., 2006). As such, self-critical perfectionism is closely related 
to self-criticism as conceptualized in Blatt’s theories. Evidence from both adults 
and youth generally suggests that these personality factors, both in isolation and in 
interaction with negative events, confer vulnerability to depression (Blatt & Zuroff, 
1992; Hewitt & Flett, 1991; Kopala-Sibley & Zuroff, 2014, 2020; Zuroff et  al., 
2004). Studies examining these variables in relation to internalizing psychopathol-
ogy are therefore also discussed in this chapter.

We note that self-criticism and perfectionism are assessed via self-report. 
Because of this, while many studies have examined these factors in adolescents, 
very little research has examined them in children as younger children are not typi-
cally able to provide reliable self-reports. As such, it is unclear if or how self- 
criticism and perfectionism are related to internalizing psychopathology in younger 
children. There may therefore be promising avenues for future research into obser-
vational measures to assess these potential vulnerabilities to internalizing psychopa-
thology in younger children.

 Parenting and Child Temperament

Many researchers have examined the effects of parenting on the development of 
temperament over time (e.g. Kopala-Sibley et al., 2017a, b, c; see Kiff et al., 2011; 
Lipscomb et al., 2011). In their review, Kiff et al. (2011) conclude that, across doz-
ens of longitudinal studies, there is a robust effect of suboptimal forms of parenting 
on the development of maladaptive temperament traits such as fearfulness, frustra-
tion, impulsivity, and poor self-regulation. Prior research had found that positive 
parenting behaviors such as contingent responding and involvement predict 
increases in positive emotionality (Belsky et  al., 1991; Malatesta & Haviland, 
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1982). Subsequent research has further confirmed Kiff et al.’s (2011) conclusions. 
Lipscomb et al. (2011), in a three-wave longitudinal study of early childhood, found 
that increasing parental reactivity and decreasing maternal efficacy predicted 
increasing NE from age 9 to 27  months. Another longitudinal multi-wave study 
similarly found that a poorer quality mother–child relationship at age 3 years pre-
dicted increases in NE and decreases in PE at age 6 years, albeit only in children 
with altered physiological stress responses (Kopala-Sibley et al., 2017a, b, c). As 
such, there appear to be robust effects of suboptimal parenting behaviors on the 
development of children’s temperament.

However, it is also well-established that children’s temperament influences the 
parenting they receive (Belsky, 1984; Kendler et  al., 1997; Bornstein, 2016; Kiff 
et al., 2011; Kopala-Sibley et al., 2012, 2017a, b). For example, a child with behav-
ioral difficulties or who is higher in NE, for example, may elicit more anger or hostil-
ity from parents. Indeed, Kiff et al. (2011) reviewed multiple longitudinal studies that 
show that elevated levels of children’s fearfulness, frustration, and poor effortful con-
trol elicit maladaptive parenting behaviors. This is consistent with a sizeable body of 
literature that has found that children’s psychopathology, in particular externalizing 
behaviors, predict increases over time in maladaptive parenting behaviors such as 
authoritarianism and permissiveness (Kopala-Sibley et al., 2017a, b, c).

For example, Patterson’s (1982; Granic & Patterson, 2006; Patterson et al., 1989) 
model of coercive interactions describes a pattern in which parents either provide a 
directive or refuse a child’s request, thereby increasing the child’s distress and aver-
sive behaviors such as screaming or crying. Ultimately, the parent accedes to the 
child’s wishes to avoid the further escalation of undesirable child behaviors and pos-
sible public embarrassment. The child then learns that increased negative behaviors 
will eventually be rewarded, while the parent learns that acquiescing to the child’s 
desires will immediately decrease the aversive behaviors. This is one example of a 
process that likely occurs not only in moment-to-moment interactions but also on a 
larger scale of child psychopathology, temperament, and parenting practices.

As such, the relationship between parenting and child temperament is likely bidi-
rectional and reciprocal as maladaptive parenting behaviors may deleteriously influ-
ence child temperament, which in turn leads to further increases in maladaptive 
parenting, thereby creating a vicious cycle. Several longitudinal studies have sup-
ported this transactional model and found that while negative parenting behaviors, 
such as permissiveness, inconsistent discipline, or punishment (corporal or other-
wise), or a lack of parental involvement predict increases in externalizing symptoms 
(e.g., attention deficit hyperactivity disorder, oppositional defiant disorder), external-
izing symptoms also predict increases in these parental behaviors (Burke et al., 2008; 
Combs-Ronto et al., 2009; Hawes et al., 2011; Pardini et al., 2008). While much less 
literature has examined reciprocal relations between parenting and depressive and 
anxiety symptoms as opposed to externalizing behaviors, at least one study found 
that child externalizing symptoms have a stronger influence on parenting behaviors 
compared to child internalizing symptoms (Kopala-Sibley et al., 2017a, b, c).

Parenting is most commonly assessed by child- or parent-report, via either ques-
tionnaires or interviews. There is a wide range of well-validated parent-report 
instruments such as the Parenting Styles and Dimensions Questionnaire (PSDQ; 
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Robinson et al., 2001) which assesses the broad parenting styles of authoritarian-
ism, authoritativeness, and permissiveness (Baumrind, 1967). Similarly, the 
Children’s Report of Parenting Behaviours (CRPBI; Schaefer, 1965; Schludermann 
& Schludermann, 1970) is valid in children 10 years of age and assesses similar 
parenting styles as the PSDQ.

However, it is well-established that parent- or child reports of parenting may be 
subject to errors or biases in the recall due to current psychopathology (Hardt & 
Rutter, 2004). For example, a currently depressed child may be more likely to per-
ceive that their parents are less caring, regardless of the objective nature of the par-
enting they receive. As such, a range of observational measures has been developed 
to provide unbiased objective assessments of the parent-child relationship. Self- 
reports correspond poorly with lab- or home-based observations of parenting (Zaslow 
et al., 2006), while lab-based observations of parenting are better predictors of child 
outcomes than parent- or child reports (Zaslow et al., 2006). There are numerous 
observational measures developed to date. For example, the teaching tasks battery 
(Egeland et al., 1995) consists of six standardized parent–child interaction tasks last-
ing a total of 25–30 min. These are designed to elicit a variety of parenting styles and 
child behaviors, and consist of book reading, naming objects with wheels, building 
with blocks, matching shapes, completing a maze, and opening a gift. From these, 
trained coders rate such parenting behaviors as hostility and support. Similarly, the 
three-bags task, developed by the National Institute of Child Health and Human 
Development (NICHD) involves 10 min of free play between the parent and child 
with three bags. This free play can then be coded for a range of parenting behaviors. 
Parenting can also be observationally assessed via well- established structured coding 
systems in an unstructured manner via visiting the parent and child’s home. For 
example, the Living in Family Environments (LIFE; Hops et al., 1995) coding sys-
tem consists of 7 non-verbal affect codes (e.g., anger, dysphoria, and happiness) and 
27 verbal content codes (e.g., validation, provocation, and criticism). This system 
uses a microanalytic event-based protocol in which new codes are entered each time 
the parent’s affect or verbal content changes. While observational measures are gen-
erally considered the gold-standard method for assessing parenting, it should also be 
noted that these are brief snapshots of the parent-child relationship and may not 
generalize to other situations. They may also be influenced by transient factors such 
as the mood of the parent or child on that occasion.

 Clinical Reasoning Approach (Model)

 Precursor/Predisposition Models

The precursor and predisposition models posit that temperament traits are anteced-
ents and predictors of psychopathology, although the precursor model does not pro-
pose a causal role for temperament, while the predisposition model does (see Klein 
et  al., 2018). To the extent that other factors, such as life events, also influence 
psychopathology, their effects are independent of personality, resulting in an addi-
tive model of personality and stress on psychopathology (Kushner, 2015).
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A substantial body of literature has supported cross-sectional associations 
between temperament and depression and anxiety. For example, in their meta- 
analysis, Kotov et al. (2010) found that NE is consistently and strongly linked to 
depression and anxiety while low extroversion/PE is more modestly associated with 
depression and anxiety.

The proposition that maladaptive temperament traits in children precede and pre-
dict the development of symptoms of depression or anxiety or onset of diagnosable 
disorders such as Major Depression or Generalized Anxiety disorder has consider-
able support (Klein et al., 2018, 2011; Kopala-Sibley et al., 2017a, b, c). A number 
of studies using large community samples have reported that higher levels of 
Neuroticism/NE predict the onset of first lifetime MDD episodes (de Graaf et al., 
2002; Fanous et al., 2007; Hengartner et al., 2016; Kendler et al., 1993, 2006; Ormel 
et al., 2004; Wilson et al., 2014). There is also evidence that E/PE predicts the first 
onset of MDD (Kendall et  al., 2015; Kendler et  al., 2006); however, it is much 
weaker and some studies have failed to find an association (Fanous et al., 2007; 
Hirschfeld et al., 1989; Kendler et al., 1993). Two recent meta-analyses have also 
found that higher Neuroticism/NE predicted an increase in depressive symptoms 
over time (Hakulinen et al., 2015; Jeronimus et al., 2016).

Regarding more specific trait-like vulnerability factors, self-criticism, depen-
dency, and perfectionism are associated with longitudinal increases in depression 
and anxiety in adults and adolescents as well as with first lifetime onsets of depres-
sive and anxiety disorder episodes (Kopala-Sibley et  al., 2014, 2015, 2017a, b; 
Antony et al., 1998; Abela et al., 2006).

 Person-by-Environment Models

Diathesis-stress models posit that when temperamental vulnerability is low (e.g., 
low NE), then there should minimal effects of stress on psychopathology (see 
Kushner et al., 2015 for a review). However, in the context of elevated levels of 
temperament vulnerability traits, elevated stress should predict elevated psychopa-
thology. Alternatively, dual vulnerability models argue that maladaptive tempera-
ment or elevated stress may confer risk for psychopathology but that low levels of 
both are necessary for healthy psychological functioning (Morris et al., 2008; Raine, 
2002). “Stress-generation” (e.g., Hammen, 2006) models suggest that temperament 
influences the generation of stress, which in turn leads to elevated levels of internal-
izing psychopathology.

A number of studies support temperamental diathesis-stress models. Several 
studies have found that Neuroticism/NE interacts with stressful life events and 
chronic stress to predict the first onset of major depression (Kendler et al., 2004; 
Ormel et al., 2001; van Os & Jones, 1999) and increases in depressive symptoms 
(Brown & Rosellini, 2011; Vinkers et al., 2014). For example, Kopala-Sibley et al. 
(2017a, b, c) found that elevated NE in children exacerbates the effects of stress 
from a natural disaster on post-disaster depressive and anxiety symptoms. There is 
some evidence that PE moderates the effects of daily stressors on depressive symp-
toms in adults (Wichers et al., 2007; Kopala-Sibley et al., 2016a, b).
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Much less research has tested dual vulnerability models. One study found that 
adolescents with highly elevated levels of self-criticism or dependency showed an 
increased likelihood of a subsequent depressive disorder, regardless of the level of 
life stressors they experienced. In contrast, youth with lower levels of self-criticism 
or dependency exhibited higher rates of internalizing disorders only when subjected 
to a high level of stressful life events (Kopala-Sibley et al., 2017a, b, c).

A substantial body of research has tested stress-generation models. Neuroticism/
NE has been repeatedly implicated in the generation of stressful life events (Kercher 
et al., 2009; Lahey, 2009; Middeldorp et al., 2008; Uliaszek et al., 2012), and there 
is evidence that negative life events and chronic stress mediate the relationship 
between Neuroticism/NE and depressive symptoms (Chow & Roberts, 2014; 
Hankin, 2010).

Self-criticism longitudinally predicts higher stress across several domains 
including lower support from community members and college students as well as 
stress in romantic, roommate, and friend relationships in both adolescents and 
adults (Dunkley et al., 2000, 2006; Hewitt & Flett, 1993; Kopala-Sibley et al., 2015; 
Mongrain et al., 2004; Priel & Shahar, 2000; Shahar & Priel, 2003; Shahar et al., 
2004a, b; Shih et al., 2009; Starrs et al., 2017; Zuroff et al., 2004). Negative events, 
in turn, predict distress in the form of negative mood and depression symptoms 
(Dunkley et al., 2014, 2009; Mandel et al., 2015; Shahar & Priel, 2003). Higher 
levels of self-criticism additionally predict less care toward children (Amitay et al., 
2008). Perfectionism also predicts a poorer quality social network in patients in 
treatment for depression, which in turn predicts a poorer outcome in treatment 
(Shahar et al., 2004a).

 Consequences/Scar Models of Temperament 
and Psychopathology

While it is well-established that temperament may predict the onset of internalizing 
psychopathology, the consequences or scar model holds that episodes of depression 
or anxiety (or elevated symptoms) have lasting effects on temperament, even after 
recovery from an episode of depression or anxiety (Klein et al., 2011).

Results testing the consequences model of personality and depression have been 
inconsistent (see Klein et  al., 2018). A number of early studies used remission 
designs, comparing patients who had recovered from a depressive episode to never 
depressed controls or population norms on self-rated personality traits. These stud-
ies found that Extroversion/PE is significantly lower in formerly depressed patients 
than healthy controls (Hirschfeld et  al., 1983; Spinhoven et  al., 2011), arguing 
against the concomitants model and in favor of the precursor, predisposition, and/or 
consequences models. However, the results for Neuroticism/NE were less consis-
tent (Hirschfeld et al., 1983; Spinhoven et al., 2011). Some longitudinal evidence 
following cohorts of depressed individuals have found that temperament traits, 
including neuroticism and dependency, are increased following a depressive epi-
sode (e.g., Fanous et al., 2007; Rohde et al., 1990, 1994), whereas others have not 
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found such an effect (e.g., Ormel et al., 2004; Shea et al., 1996). However, although 
levels of Neuroticism/NE decline significantly after remission from a depressive 
episode (i.e., absolute stability), individuals’ relative positions with respect to levels 
of N/NE (i.e., rank-order stability) tend to be moderately well preserved (de Fruyt 
et al., 2006; Morey et al., 2010). Moreover, clinical trials suggest that changes in 
depressive symptoms are not always accompanied by changes in personality (Quilty 
et al., 2008; Tang et al., 2009), although they often are (Barlow et al., 2013).

Evidence is similarly mixed regarding consequences models for personality vul-
nerability traits including self-criticism and perfectionism (see Kopala-Sibley & 
Zuroff, 2020). Less research has examined the possibility that depression may influ-
ence self-criticism. Depressed individuals show elevated levels of self-criticism 
relative to nondepressed individuals, while remitted depressed individuals show 
elevated self-criticism relative to never-depressed individuals (Fairbrother & 
Moretti, 1998), suggesting that self-criticism is a trait-level risk factor for depres-
sion. However, other studies have found similar levels of self-criticism across 
depressed and remitted depressed individuals (Franche & Dobson, 1992). Zuroff 
et al. (1999) found that self-criticism displayed both mean level changes and rela-
tive stability in depressed patients undergoing treatment and suggested that self- 
criticism likely shows both trait and state properties.

McGrath et  al. (2012) found transactional relations between perfectionism and 
depressive symptoms over a 4-week period, although they did not examine depressive 
episodes or depressed patients. However, another study found that self-critical perfec-
tionism predicted increases over time in depression symptoms but not vice versa 
(Sherry et al., 2014). In contrast, Shahar et al. (2004b) found that, in female adoles-
cents, self-criticism and depressive symptoms showed a transactional relationship 
over a 1-year period. Consistent with this, Zuroff et al. (1990) found reciprocal rela-
tions between self-criticism and depressed affect over a 12-month period, although 
they did not find this association with depressive symptoms. Schiller et  al. (2016) 
similarly found that elevated levels of psychopathological symptoms, although not 
isolated to depressive symptoms, predicted change over time in self-criticism.

Shahar and Henrich (2019) found that, in Israeli adolescents exposed to missile 
attacks, there were reciprocal relations between depression and self-criticism only 
in youth who were exposed to lower levels of missile attacks. However, in those 
exposed to high levels of missile attacks, there was no such reciprocal association. 
Recently, Kopala-Sibley et al. (2017a, b, c) failed to find effects of prior depressive 
episodes on the personality traits of self-criticism and dependency.

Finally, emerging neurobiological temperament/personality research may shed 
light on consequences models. In a 4-week trial of repetitive transcranial magnetic 
stimulation (rTMS) for major depression, Kopala-Sibley et  al. (2020) found that 
neuroticism significantly decreased from baseline to follow-up, although this 
change was not associated with a change in depressive symptoms. However, ele-
vated self-criticism predicted an enhanced anti-depressant response, but did not 
change significantly over the course of treatment. Taken together, future research is 
needed to determine whether temperament is influenced by the occurrence of a 
depressive or anxiety episode.
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 Pathoplasty Models of Temperament and Personality

Despite general agreement about the core features of internalizing psychopathol-
ogy, it is also well-established that there is substantial heterogeneity within disor-
ders in terms of severity and symptom expression as well as the course of the 
disorder and response to treatment. Pathoplasty models of the temperament- 
psychopathology relationship propose that individual differences in temperament 
may explain this within-disorder variability.

There is evidence that both Neuroticism/NE and Extroversion/PE have pathoplas-
tic influences on the course of depression after the onset of the disorder (Klein et al., 
2018). For example, many studies have reported that higher N/NE and lower E/PE 
predict a poorer course and response to treatment (Bukh et al., 2016; de Fruyt et al., 
2006; Morris et al., 2009; Quilty et al., 2008; Spinhoven et al., 2011; Tang et al., 
2009; Wilson et al., 2014). There is also evidence that chronic, as opposed to acute, 
depression is associated with higher N/NE and lower E/PE than non-chronic MDD, 
and early-onset depression is associated with higher N/NE than late-onset depression 
(Klein & Allmann, 2014; Korten et al., 2012; Kotov et al., 2010; Wiersma et al., 2011).

Other studies have found that temperament predicts the anti-depressant response 
to psychotherapy in children (Kampman & Poutanen, 2011) and that elevated child 
PE/extroversion may predict a better response to psychotherapy for anxiety (Festen 
et al., 2013).

Specific personality traits such as self-criticism and perfectionism also predict a 
poorer prognosis in the psychotherapeutic treatment of depression (Blatt et  al., 
1998; Marshall et al., 2008), with this effect partially accounted for by self-criticism 
resulting in a poorer therapeutic alliance (Hawley et al., 2006; Zuroff et al., 2000) 
and less social support outside therapy (Shahar et  al., 2004a). Elevated levels of 
self-criticism are also linked to increased severity of symptoms in patients with 
major depression and are linked in particular to cognitive symptoms pertaining to 
guilt and low self-worth (Luyten et al., 2007; Dinger et al., 2015). Recent studies 
using observer-rated assessments of self-criticism-oriented symptoms of depression 
have found that symptoms relevant to self-critical depression cluster together, as 
opposed to submissive depression, dismissive depression, and needy depression 
(Rost et al., 2018). In sum, temperament and personality traits explain the severity 
and symptom expression within depressed individuals and predict the course of the 
disorder and response to treatment.

 State Versus Trait Models of Temperament/Personality 
and Depression

A trait marker of a disorder distinguishes an individual with a disorder from healthy 
controls or is present before and predicts disorder onset. In contrast, a state marker 
fluctuates within subjects with levels of symptoms over time. To date, nearly all 
tests of the association between temperament/personality and depression have 
examined trait (or between-subject) comparisons. That is, researchers have 
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primarily examined whether if one person is elevated on, for example, NE, relative 
to another, does that person also have higher levels of depression. However, most 
questions in clinical psychology are fundamentally within-subject questions. That 
is, when an individual’s temperament/personality changes, does that same individ-
ual also experience changes in psychopathology? Tests of this question have 
remained rare in the literature on temperament/personality and depression, possibly 
because at least three time points of data are required as this introduces within- 
subject variance that is not present with fewer time points (Snijders & Bosker, 2002).

Although there is little literature linking within-subject fluctuations in tempera-
ment/personality to psychopathology, theorists (e.g., Treadway & Leonard, 2016; 
Zuroff et al., 2016) have noted that there are average individual differences in psy-
chopathology symptoms over time as well as within-subject fluctuations over time. 
Measures of temperament/personality therefore reflect both stable, trait-like charac-
teristics of individuals and state-like fluctuations from observation to observation. 
An understanding of intra-individual fluctuations over time, such as those proposed 
here, may therefore improve our ability to identify temperamental markers of risk 
for psychopathology.

For example, Zuroff et al. (2016) assessed individual’s levels of self-criticism, 
mood, and cognitions every day for 6 days. Consistent with prior research, they 
found that average levels of self-criticism were related to average levels of mood 
and cognition (i.e., trait effects). However, they also found that day-to-day fluctua-
tions in self-criticality were related to daily fluctuations in mood and cognition. In 
an experimental design, Kolubinski et  al. (2020) exposed non-depressed partici-
pants to either an impossible to complete task or a control task and found that those 
in the impossible to complete task condition experienced acute increases in self- 
critical rumination. As such, some evidence highlights that personality vulnerability 
has both state- and trait effects, although more research is needed. We are not aware 
of state-based research linking within-subject fluctuations of Big Five or Big Three 
variables to psychopathology, although Naragon-Gainey et al. (2013) assessed indi-
viduals over 3 time points over the course of a year and found that while tempera-
ment traits show substantial time-invariance, they also vary over time, suggesting 
there are likely within-subject fluctuations in temperament over time.

 Summary of Temperament-Psychopathology Research

Taken together, a substantial body of research over the past several decades has high-
lighted how maladaptive temperament traits may confer risk for depression and anxi-
ety in adults, children, and youth. Research has highlighted that temperament traits 
are associated with depressive and anxiety symptoms and diagnoses, predict the 
onset of disorders, interact with life events to predict psychopathology, generate 
stressful life events, and are influenced over time by life events, including parenting. 
Temperament traits may also elucidate within-disorder severity, symptom expres-
sion, and predict the course of the disorder as well as treatment response (described 
in more detail below). For example, more highly self-critical or neurotic children or 
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teens may have poorer outcomes in psychotherapy (Marshall et al., 2008). In the next 
section of this chapter, we discuss the implications of this body of work for early 
identification/assessment and prevention for children and youth at risk for psychopa-
thology as well as implications for treatment of youth depression and anxiety.

 Approach to Mental Health Assessment

 Assessment and Early Identification of Personality 
and Temperament of Those at Risk and Treatment 
of Maladaptive Temperament

An understanding of the role of temperament in risk of depression and anxiety can 
inform early identification of those children and youth at risk prior to the onset of 
depression based on maladaptive temperament traits. Indeed, one substantial advan-
tage of using temperament traits to identify those at risk is that parent or youth self- 
reports can be administered with relative ease to assess temperament. Although we 
note that lab or naturalistic observations compared to parent- or child-report are gen-
erally considered to be the gold standard for assessing temperament (Klein et al., 
2018). This is because self- or parent reports may be biased or contaminated by cur-
rent mood state, limited insight, response styles, and the difficulty of distinguishing 
traits from the effects of stable environmental contexts (Chmielewski & Watson, 2009).

We note that, as in all branches of developmental psychology, young children are 
not able to reliably report on their behaviors or their internal thoughts and feelings. 
As such, in younger children, parent reports are necessary. Some child-reported 
temperament measures have been validated in children 9 years of age (e.g., Luby 
et al., 1999). There is no established cut-off for at what age children can reliably 
complete self-report measures and this will undoubtedly vary depending on the con-
struct being assessed. However, this is an issue of which researchers and clinicians 
should be cognizant.

There are multiple widely used, well-validated parent or youth-report measures 
to assess temperament and personality. The Depressive Experiences Questionnaire 
(DEQ; Blatt et  al., 1976) is the most widely used measure of self-criticism, and 
evidence suggests that the self-criticism construct predicts whether or not youth will 
experience a first lifetime onset of depression and anxiety disorders (Kopala-Sibley 
et al., 2017a, b, c). It should be noted that the DEQ’s name is somewhat misleading; 
it does not measure depressive experiences but rather assesses personality vulnera-
bilities to psychopathology. An adolescent version in which items are rephrased to 
be appropriate for teens has also been developed (Blatt et al., 1992).

There is a wide range of instruments to assess temperamental neuroticism or 
extroversion. A few examples include the widely used Big Five Inventory (BFI; John 
et al., 2008), the Schedule for Non-adaptive and Adaptive Personality (Clark et al., 
1993), the Children’s Behavior Questionnaire (CBQ; Rothbart et al., 2001), although 
this, not an exhaustive list and there are many more published instruments. It should 
be noted that these measures assess personality/temperament dimensionally, and do 
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not provide cutoffs or categorical groupings. This is appropriate given that personal-
ity lies on a continuum; that is, an individual is not “neurotic” or “non-neurotic,” 
rather, they may show relatively higher or lower levels of neuroticism compared to 
other individuals. As such, it falls on the therapist to cautiously interpret responses on 
these measures and combine their discussion with the client to best understand a cli-
ent’s personality.

Alternatively, therapists do not necessarily need to use formal assessments such 
as questionnaires or observational measures to assess temperament. For example, 
under a cognitive-behavioral therapy (CBT) framework, the personality trait of self- 
criticism would be considered a core belief about feelings of worthlessness, incom-
petence, and others not valuing them. These can be assessed by identifying automatic 
thoughts in particular situations (e.g., a youth fails a test and thinks he is stupid). 
Examining particular patterns and themes may shed light on the nature of the cli-
ent’s personality/temperament.

Similarly, a general assessment of emotional reactivity to stressful situations as 
well as general emotions outside the context of stress (i.e., trait-like emotions) may 
shed light on temperamental characteristics such as neuroticism and extroversion. 
Inquiring about whether they enjoy social situations and meeting new people as 
well as how they react when good things happen to them can also provide informa-
tion about temperamental extroversion. Simple questions such as asking the client 
how they view themselves as a person, are they very hard on themselves and do they 
fear making mistakes may elucidate underlying personality traits.

Alternatively, and in light of the evidence described above regarding parenting 
and temperamental development, understanding a client’s developmental experi-
ences may be particularly useful in understanding their personality. For example, if 
a child’s parents are regularly harsh or critical when the child makes mistakes, the 
child may come to learn that if they make mistakes, they are unlovable or incompe-
tent. This may over time become internalized and the child develops a highly self- 
critical personality style characterized by a sense of self that is dependent on 
achievement or a sense of self that is self-deprecating regardless of their accom-
plishments. Alternatively, individuals high in neuroticism, who are characterized by 
emotional lability. In some cases this may stem from developmental experiences in 
which caregivers did not provide adequate emotional regulation to the client when 
the client was distressed, leading the client to have difficulty regulating their own 
emotions. Factors such as these can potentially be elucidated through a discussion 
of the client’s childhood and adolescent experiences.

Downward arrow techniques may also be useful in identifying temperament/
personality characteristics. By examining the meaning of surface-level cognitions 
(e.g., automatic thoughts), for example by inquiring about what it would mean if a 
thought were true about them (e.g., I’m not good at school), deeper beliefs the client 
holds about themselves may gradually be uncovered and identify core beliefs that 
can help the therapist identify personality traits.

Having assessed temperament, it would then be important to consider its rela-
tions to a client’s depression in light of a dynamic-interactionist framework. For 
example, for some individuals, elevated levels of neuroticism or self-criticism in 
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and of themselves may have led to depression. Directly targeting these traits in 
therapy would then be indicated. Alternatively, the trait itself may not have caused 
depression but may have interacted with life stressors to bring about a depressive 
episode. In this case, interventions focused on coping with stress as well as targeting 
the underlying personality trait may be warranted. Therapists should also consider 
how ongoing life events may be influencing change over time in personality, and 
how a client’s personality is influencing the stressors that occur (i.e., stress genera-
tion). Taken together, a dynamic interactionist perspective of the personality-stress- 
psychopathology relationship opens up multiple avenues for intervention in 
depression.

 Prevention, Intervention, and Prediction 
of Treatment Response

Personality research has important implications for the prevention of depression. 
Meta-analytic evidence indicates that existing preventive interventions can reduce 
the incidence of depressive disorders by 25% (Cuijpers et al., 2008). However, the 
available strategies are a mix of universal (intervention is administered to the entire 
population), selective (to a well-defined at-risk group), and indicated (to those with 
the subthreshold disorder) approaches. Universal interventions are costly, lack a 
personalized focus, and require very large samples to yield detectable effects, 
whereas indicated interventions may be better described as a treatment than preven-
tion given that they target those who already show elevate psychopathology (Muñoz 
et al., 2010).

In contrast, selective interventions are true preventive measures that are cost- 
effective and can be tailored to a specific mechanism of risk. However, implementa-
tion of selective strategies requires knowledge of risk factors and causal processes 
that lead from the vulnerability to the disorder. Research to date suggests tempera-
ment/personality in children and youth may be a viable target for early identification 
and prevention of depression. Directly targeting temperament is also advantageous 
given that most psychological disorders, in particular mood and anxiety disorders, 
are highly comorbid. Thus, targeting broad transdiagnostic risk factors such as mal-
adaptive temperament may reduce rates of a range of psychopathologies, rather than 
attempting to treat each cluster of symptoms separately.

Indeed, personality is at least somewhat malleable, especially in youth (Roberts 
et al., 2006; Roberts & DelVecchio, 2000), but can forecast the onset of depression 
and anxiety years in advance, which makes it an attractive means of identifying 
individuals at risk for depression and informing the selection of interventions. 
Another advantage of understanding temperament/personality is it can be assessed 
relatively easily and efficiently, and thus is ideal for screening.

11 Mood and Anxiety Disorders in Children and Youth: The Role of Parenting and…



230

 Prevention of Depression and Anxiety via 
Targeting Temperament

A growing body of literature suggests maladaptive temperament traits are amenable 
to change via psychotherapy or pharmacotherapy (see Barlow et al., 2014; Sauer- 
Zavala et al., 2017). Here, we focus on Neuroticism/NE and self-criticism, as these 
have the largest bodies of evidence in terms of how they are affected by psycho-
therapy and they are the traits most strongly linked to depression, although we dis-
cuss a few studies examining interventions for other temperament traits given their 
relevance to the themes of this chapter.

There are, however, few behavioral interventions specifically designed to address 
or change maladaptive temperament in children (see Sauer-Zavala et al., 2017). One 
of the only such interventions of which we are aware was developed by Rapee et al. 
(2005), although it was developed to address behavioral inhibition, another mal-
adaptive temperament trait characterized by distress and a tendency to withdraw 
from unfamiliar people, situations, or environments. Their program focused on par-
enting training to minimize augmentation of the child’s biological nature through 
environmental interactions and includes psychoeducation about the nature of anxi-
ety, traditional cognitive–behavioral strategies (i.e., exposure and cognitive restruc-
turing) directed toward personal concerns, and training in behavior management 
techniques that prevent an overprotective parenting style. Results from randomized 
controlled trials (Rapee et al., 2005, 2010) suggest that this program is successful at 
preventing anxiety disorders. Although a brief version of this program did not 
appear to produce significant changes in behavioral inhibition measured via parent 
report or laboratory observation (Rapee et al., 2010), a more intensive version with 
higher risk children led to significantly greater reductions in this trait compared 
with those who did not receive the treatment (Kennedy et al., 2009). Differences 
among groups increased over time, leading Rapee et  al. (2010) to speculate that 
more intensive interventions directed at temperament might produce an increasing 
trajectory of change in temperament compared with addressing more surface-level 
disorder symptoms.

More recently, Armstrong and Rimes (2016) conducted a pilot study examining 
the effect of mindfulness-based cognitive therapy (MBCT; Segal et al., 2002) that 
had been explicitly modified to directly target levels of neuroticism. They included 
a control group that was provided with self-help resources. After 8 weeks, results 
showed that participants in the MBCT condition showed greater decreases in neu-
roticism compared to those in the self-help group. In a larger study (N = 137) of 
adults, Spinhoven et al. (2017) found that MBCT results in improvements in mind-
fulness skills post-therapy and that the degree to which participants improved in 
mindfulness predicted decreases in NE/Neuroticism 15 months later. Another more 
recent study found that 7  weeks of MBCT in Norwegian graduate students was 
related to decreased neuroticism compared to a wait-list control group, and this 
decrease in neuroticism predicted decreased depressive symptoms at the 6-year 
follow-up.
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 Interventions for Depression and Anxiety That Target 
Personality or Temperament

Barlow and colleagues (e.g., Barlow et al., 2011) in the past decade have developed 
the unified protocol for the transdiagnostic treatment of emotional disorders (UP). 
The UP is a cognitive-behavioral approach that views NE/neuroticism as a core 
transdiagnostic factor that underpins a range of mood and anxiety disorders and 
therefore makes NE/neuroticism a primary focus of treatment. The UP targets iden-
tification and modification of the strong negative reactions to emotions that lead to 
problematic, avoidant coping across emotional disorders (Ellard et  al., 2010). 
Amelioration of negative reactions to emotions in turn changes the frequency and 
intensity of future emotional experiences and thereby affects temperamental con-
structs (Barlow et al., 2013; Sauer-Zavala et al., 2017).

Payne et  al. (2014) provide a detailed description of the modules of the 
UP. Briefly, by providing information about the adaptive, functional nature of emo-
tions in the psychoeducation module (core module 1), patients begin to cultivate the 
stance that emotions provide useful information and should not be avoided. Next, 
patients receive instruction on how to engage willingly, versus with avoidance, with 
their emotional experiences via mindfulness training (core module 2); specifically, 
patients are taught the benefits of a present-focused, nonjudgmental attitude toward 
their emotions through three complementary experiential exercises (Sauer-Zavala 
et al., 2017).

Results from trials of the UP show that, relative to wait-list controls, adult par-
ticipants receiving the UP show small-to-moderate decreases in NE/neuroticism 
and increases in PE/extraversion over 18 months (Carl et al., 2014). These changes 
in temperament are associated with improvements in core depressive and anxiety 
symptomatology, functional impairment, and quality of life (Carl et al., 2014).

There are relatively few studies that directly examined interventions specifically 
designed to reduce self-criticism, as opposed to treating psychopathological symp-
toms, although several groups have examined whether specific therapies reduce 
self-criticism. Shahar et al. (2012; also see Shahar, 2015 for a review) examined 
whether two-chair dialogue therapy, an intervention used in emotion-focused ther-
apy, leads to reductions in self-criticism. Emotion-focused therapy (EFT; Greenberg 
et al., 1993; Greenberg & Watson, 2006) is an empirically supported, process–expe-
riential therapy that emphasizes a strong therapeutic relationship based on the 
client- centered principles of empathy, genuineness, and unconditional acceptance 
given by Carl Rogers (1951). After building a strong relational foundation, emotion- 
focused therapists initiate various experiential interventions designed to help clients 
develop emotional awareness, access primary adaptive emotions, regulate dysregu-
lated emotions and change maladaptive emotions (Greenberg, 2008). EFT is a 
marker-guided therapy, in which therapists apply particular interventions in response 
to specific client behaviors that naturally emerge in therapy. For example, expres-
sion of unresolved feelings towards an attachment figure suggests that an empty 
chair for unfinished business intervention is indicated. The empty-chair intervention 
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is designed to facilitate processing, transforming, and resolving these feelings 
(Greenberg & Foerster, 1996; Greenberg & Malcolm, 2002; Paivio & Greenberg, 
1995). Similarly, when a marker for self-criticism emerges in the course of EFT, 
two-chair work for conflict splits is indicated.

In EFT, based on gestalt therapy principles (Perls, 1969; Perls et al., 1965), self- 
criticism is conceptualized as a conflict split between two aspects of the self, where 
one part of the self harshly criticizes, judges, evaluates, and blocks the experiences 
and health needs of another, more submissive part of the self. The dominant part of 
the self is usually labeled as the “inner critic,” and the more submissive part is often 
labeled as the “experiencing self” (Greenberg & Watson, 2006). In a two-chair 
intervention, the client is asked to enact a dialogue between the inner critic and the 
experiencing self using two chairs. The client is asked to “be” the inner critic and 
speak to the experiencing self using one chair and then enact the experiencing self 
and respond to the self-critical attacks from the second chair. During the dialogue, 
the client switches chairs whenever the roles are switched, using empathic guidance 
and emotion coaching from the therapist to explore, process, and provide space for 
expressing emotions and needs associated with each part of the self (Elliott et al., 
2004; Greenberg et al., 1993). Shahar et al. (2012) found that this approach led to 
reductions in self-criticism 6 months later, which were in turn linked to reductions 
in depression.

Gilbert and colleagues (Gilbert & Irons, 2005; Gilbert & Procter, 2006) have 
examined self-critical processes and developed a therapeutic approach specifically 
designed to reduce shame and self-criticism by helping patients develop self- 
compassion. Gilbert’s developed a group-based approach designed to increase self- 
compassion (compassion-focused therapy, CFT; Gilbert & Irons, 2005; Gilbert & 
Procter, 2006). According to Gilbert’s model, the ability to self-sooth develops in a 
context of secure attachment with early caregivers. In a developmental context char-
acterized by abuse and neglect, the affect regulation system responsible for self- 
soothing and safeness does not develop properly because the individual invests most 
of his/her attentional resources to detect and respond to threats. In such a context, a 
self-critical style is often internalized as a safety strategy to prevent further abuse 
and to establish a better (less inferior) social rank (Gilbert & Irons, 2005). Multiple 
studies have found that CFT decreases self-criticism and improves a range of psy-
chopathologies (Beaumont et al., 2016; Sommers-Spijkerman et al., 2018; Kelly & 
Carter, 2015; Kannan & Levitt, 2013). Finally, there is also evidence that CBT and 
interpersonal therapy lead to decreases in self-criticism (e.g., Hawley et al., 2006).

 Summary of Temperament-Based Prevention and Intervention

Taken together, research to data strongly suggests that temperamental vulnerabili-
ties to psychopathology can be effectively reduced via psychotherapy. It addition-
ally appears that a range of different forms of psychotherapy and interventions lead 
to change in temperament/personality. Therapists should be aware of this as some 
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clients may prefer one form of therapy over another. However, to our knowledge, 
the vast majority of these studies either had no control group or had a wait-list con-
trol group, while one study compared their treatment to self-help (Armstrong and 
Rimes 2016). As such, it is unclear if these different psychotherapies are more effec-
tive than placebo (e.g., supportive therapy). It is also unclear if one form of therapy 
is more effective in changing temperament than others. Importantly, studies in chil-
dren are extremely rare, and the preponderance of evidence comes from studies of 
adults. As such, further research is required to examine whether maladaptive tem-
perament traits can be successfully improved in children and whether some 
approaches may be more effective than others. However, children and youth may 
benefit from a range of interventions designed to directly reduce levels of self- 
criticism and NE/Neuroticism.

 Prediction of Treatment Response

Personality also can inform treatment of internalizing disorders post-onset. In par-
ticular, traits can predict response to treatment. As noted earlier, substantial evi-
dence has accumulated that individuals with lower N/NE have better outcomes 
across treatment modalities (Kennedy et al., 2005; Mulder, 2002; Tang et al., 2009). 
Other Big Five traits have been studied less and their roles are not yet certain. 
However, a large study of a combination intervention (medication plus psychother-
apy) found that low N/NE and high conscientiousness predicted who would respond 
to treatment, and although high E/PE did not contribute directly, it amplified the 
effect of high conscientiousness (Quilty et al., 2008).

A large body of evidence confirms that self-critical individuals show poorer out-
comes in psychotherapy for depression (e.g., Blatt et al., 1995; Blatt et al., 2010; 
Kannan & Levitt, 2013). This may be due to several interrelated factors. For exam-
ple, highly self-critical individuals tend to be less motivated for therapy. They also 
tend to have a poorer quality therapeutic relationship as well as poorer quality inter-
personal relationships outside therapy (Shahar, 2015; Blatt et al., 2010). However, 
evidence suggests that psychotherapy successfully reduces levels of self-criticism, 
and this reduction predicts symptomatic improvement (Blatt et al., 2010).

The processes underlying these predictive associations are not entirely clear. One 
hypothesis is that personality change mediates the effect of treatment on depression. 
Indeed, there is a fair amount of evidence that depression treatment reduces N/NE 
and increases E/PE (Zinbarg et al., 2008) and that this effect is not due to confound-
ing by the depressive state (Tang et al., 2009). Indeed, Quilty et al. (2008) tested a 
mediation model and found direct support for this hypothesis. Similarly, Hawley 
et al. (2006) found that decreases in self-critical perfectionism over the course of 
psychotherapy mediated decreases in depressive symptoms.

Furthermore, personality may be useful in matching patients to interventions. 
For instance, Bagby et al. (2008) reported that patients high on N/NE or low on 
some agreeableness facets respond better to antidepressant medication than 
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psychotherapy. There is additionally a small body of evidence that more highly self- 
critical individuals may show a better prognosis to biological interventions to treat 
depression relative to less self-critical individuals. For example, Marshall et  al. 
(2008) found that elevated levels of self-criticism predicted a better response to anti- 
depressant treatment. However, in the only other similar study of which we are 
aware, Rector et al. (2000) found that self-criticism did not predict anti-depressant 
response to pharmacotherapy, although it did predict response to psychotherapy. 
Recently, Kopala-Sibley et al. (2020) found that elevated baseline self-criticism, but 
not neuroticism/NE, predicted enhanced anti-depressant response to repetitive tran-
scranial magnetic stimulation. They also found that while self-criticism did not 
change over the course of treatment, neuroticism/NE significantly decreased, sug-
gesting neuroticism may be a state-based marker of depression. As such, a limited 
body of evidence suggests temperament/personality may be useful in matching 
patients to treatments and in predicting treatment response, although more research 
is needed. As with the literature examining whether temperament predicts treatment 
response, there is little research examining whether childhood temperament may 
predict differential response to pharmacotherapy versus psychotherapy or different 
forms of psychotherapy. However, taken together, it is likely important for thera-
pists to evaluate temperament/personality traits before treatment and to monitor 
them during the course of treatment.

 A Case Study of Self-Criticism in Depression and Anxiety

The following case study provides an illustrative example of how maladaptive par-
enting combined with cultural influences led to the development of a self-critical 
personality that then conferred vulnerability to depression and anxiety in an older 
adolescent.

John (name changed for confidentiality), an 18-year-old male who immigrated to 
Canada in late childhood, presented with substantial social anxiety as well as anxi-
ety around his academic performance and career future. He also reported a substan-
tially depressed mood, had poor eating and sleeping habits, and periodically 
self-harmed via cutting.

John grew up as a Christian in a predominantly Muslim country in which 
Christians were looked down upon, if not persecuted. Additionally, John identified 
as homosexual, which was not permissible in his country. Importantly, his parents 
were highly unsupportive of the fact that he was gay. He also described them as 
highly critical of him any time he did not succeed in school and put pressure on him 
to have a “high status” job later in life, such as becoming a doctor. Because of this, 
John had strong fears of failure and fears of social rejection, high levels of emo-
tional instability, and a generally self-critical personality style.

Although the presenting issue was largely social anxiety, John’s essential issues 
were his very harsh self-criticism and low self-worth. These contributed to beliefs 
that he is inferior to others and that others won’t like him, and concomitant 
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avoidance of social activities, despite a desire for friendships. His self-criticism also 
led to avoidance of pursuing desired goals, such as doing well in school and pursu-
ing graduate studies, as he was more driven by a fear of failure than a pursuit of 
success, which is often characteristic of a self-critical personality.

Thus, the focus of therapy, at times, bounced around, although his self-criticism 
was a common theme throughout. Behaviorally, John improved his self-care in 
terms of eating and sleeping habits. By taking care of himself in this way, he over 
time began to believe he actually was worthy of care. We also altered his study hab-
its, as he would routinely study for 10 or more hours per day, although he felt this 
was not very effective. By reducing his study time and emphasizing “quality” over 
“quantity” John slowly developed a stronger sense of self-efficacy as he felt better 
able to absorb the material and did better in his courses. In fact, he reported that his 
most recent grades were the highest he has ever achieved. This accomplishment 
helped John realize he is in fact quite competent and can achieve goals when he puts 
his mind to them.

We also built emotional regulation skills, as John would periodically self-harm 
or binge eat early in therapy. Distraction, staying active, self-care, and coping better 
with stress have all helped him in this regard. He eventually stopped self-harming or 
binge eating.

Another focus of therapy has been his relationship with his parents, who he 
reports were often very critical and controlling of him, which undoubtedly contrib-
uted to his self-critical personality. On the one hand, we worked on John distancing 
himself from these experiences by recognizing that his parents’ criticisms were 
more a reflection of their own anxieties than a reflection of him as a person. This 
was a more general theme in the sense of John learning to separate his sense of self 
from the views of others, as well as from his “rank” relative to others. That is, he has 
worked on recognizing that he is not worse as a person compared to someone else 
just because that person has higher grades, a better job, or nicer clothes, for example.

Regarding his social anxiety in particular, John has begun actively pursuing 
social relationships and now makes periodic plans. Although these are not as fre-
quent as he would like, he is now ready to pursue these more regularly, whereas he 
would have previously avoided this. We have also discussed identifying healthy and 
unhealthy interpersonal relationships, as John’s self-criticism led to him tolerating 
less than healthy friendships in the past. Along this line, we discussed interpersonal 
effectiveness in terms of assertiveness and defusing conflict. Although John has 
absorbed and makes use of some of these skills, his assertiveness is sometimes lack-
ing, due to a fear of negative evaluation by others.

It is also worth mentioning that while the therapeutic alliance is always impor-
tant in therapy, it was particularly important in working with John. Having had little 
to no support, encouragement, or validation throughout his life, the presence of a 
therapist who could provide these was arguably an emotionally transformative 
experience for John. It is likely that having a source of unconditional positive regard 
helped John to develop a more positive sense of self and to recognize that others will 
likely view him in a positive light.
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When we finished therapy, John reported relatively few symptoms of anxiety or 
depression, although he has days or weeks in which he reports being quite con-
cerned about his future. He is also still fairly susceptible to stress. For example, 
someone canceling social plans on him may result in a day or two of feeling quite 
down. John will likely have many road bumps ahead of him as he begins school 
again in the fall and pursues graduate studies. However, by targeting the develop-
mental origins of his self-criticism, challenging his maladaptive core beliefs, and 
having him pursue experiences that contradicted his beliefs about himself, John 
made substantial improvements in terms of his anxiety and depression.

 Summary and Conclusion

This chapter reviewed the now sizeable body of literature examining associations 
between personality/temperament and depression, including studies in children, 
youth, and adults. A number of conclusions can be drawn. First, there is a large and 
robust body of evidence confirming that maladaptive personality traits are linked to 
depression and anxiety and precede and predict the development of depressive and 
anxiety symptoms as well as diagnosable episode of mood or anxiety disorders. 
Second, multiple studies have confirmed that adverse parenting behaviors influence 
the development of children’s temperament. However, children’s temperament also 
influences the parenting they receive, thereby creating a vicious cycle of maladap-
tive parenting and child temperament transactionally contributing to one another. 
Third, a growing body of literature has found that temperament/personality may 
moderate the effects of stressful life events on depression and anxiety. This suggests 
that neither maladaptive temperament nor elevated stress is sufficient to result in 
depression; rather, it is the interaction of the two that confers risk of depression.

Whether an episode of depression alters temperament (“scar” models) is much 
less clear, with research to date being limited and contradictory. There is, however, 
more evidence that temperament/personality traits explain severity and symptom 
expression within depressed or anxious individuals and predict the course of the 
disorder and response to treatment. Finally, there is also a very limited body of lit-
erature suggesting that temperament may fluctuate over time within an individual, 
with these fluctuations related to the severity of symptom expression.

While maladaptive personality/temperament traits have long been associated 
with risk for depression and anxiety, directly targeting them, as opposed to symp-
toms specifically, for prevention and intervention, is a relatively novel approach. 
However, a growing body of literature suggests that such an approach may yield 
positive outcomes in terms of identifying children and youth at risk and in prevent-
ing and treating depression and anxiety.

Identifying risk profiles in vulnerable individuals is also critically needed to 
enhance system service integration by informing mental health resources and treat-
ment allocation to rapidly match youth to evidence-based care tailored to their indi-
vidual needs. Stepped care models match individuals with appropriate levels of 
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mental health treatment based on their reported mental health symptomatology and 
risk profiles (Cornish, 2020). Moving up the stepped care continuum, mental health 
care increases in intensity, required resources, and health professional involvement. 
Indeed, stepped care has been integrated within Wellness Together Canada funded 
by the Government of Canada (Government of Canada, 2020). By screening per-
sonality traits care can be streamlined and youth and children can be assigned the 
most appropriate level of intervention.

This body of literature has substantial clinical implications for parents, teachers, 
and mental health care workers. It will likely be important for teachers, parents, and 
clinicians to be aware of children’s temperament given the strong links with psycho-
pathology and with how parenting may influence temperament and vice versa. 
Clinicians will also likely benefit from assessing children’s temperament prior to 
interventions to potentially match them to the most suitable treatment and to be able 
to predict their likely outcome. Clinicians may also want to focus on addressing the 
core temperamental vulnerabilities in children that underpin their emotional or anx-
iety disorders.
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Chapter 12
Nurturance, Structure, and Child 
Externalizing Behaviors: Working 
with Parents to Support Children 
and Families

Jen Theule

Abstract Utilizing the parenting styles literature and attachment theory (as well as 
family systems theory and resilience theory) as a guiding framework, this chapter 
explores familial, or parenting, influences on externalizing behavior and how to 
intervene using this perspective. There are four major parenting styles: authoritar-
ian, authoritative, permissive, and neglectful, which can be placed along two dimen-
sions: responsiveness/warmth and control (Baumrind, Child Development 
37:887–907, 1966; Maccoby and Martin, Handbook of Child Psychology, 4:1–101, 
1983). Along with attachment theory, which holds that parent- child relationships 
are key to helping children regulate their emotions and behaviors (Cassidy, 
Monographs of the Society for Research in Child Development 59:228–249, 1994), 
my clinical reasoning approach sees children as having two core relational needs: 
nurturance and structure. Nurturance can be understood as warmth, and includes 
constructs such as affection and responsiveness (sensitively reacting to a child’s 
needs); while structure can be understood as the setting of appropriate and firm 
limits, boundaries, and rules, which are applied consistently and predictably. 
Consistent with attachment theory, I see externalizing behaviors as a sign of emo-
tional dysregulation. My approach to mental health assessment focuses on gain-
ing a comprehensive understanding of the problem and determining its function (or 
what need it satisfies). I accomplish these goals through a combination of interviews 
and parent-child observations, paying special attention to nurturance and structure, 
as well as the parents’ families of origin and any potential developmental issues in 
the child. My approach to intervention focuses on working with the parents of 
children with externalizing behavior problems, who typically benefit from support 
in one or both of nurturance and structure, including seeing the behavior as a com-
munication. This is often accomplished through building up positive connections 
and helping parents set firm clear limits. A case study applying these constructs to 
a family who struggles with both limit-setting and nurturance is provided.
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Externalizing behaviors, such as disruptive and aggressive behaviors, are tradition-
ally thought of as behaviors that involve the child negatively acting on their external 
world (Eisenberg et al., 2001; Liu, 2004). These are often contrasted with “internal-
izing” problems, such as anxiety or depression, which have negative impacts on a 
child’s internal world. At their extremes, externalizing behaviors may result in diag-
noses of oppositional defiant disorder and/or conduct disorder (American Psychiatric 
Association, 2013). Exact manifestations of externalizing behaviors vary by child 
age. In very young children (ages 0–6 years) we see behaviors such as biting, tan-
trumming, hitting, and screaming. In school-age children (ages 6–12  years), we 
tend to see greater impulsivity, as well as continued aggression and tantrumming; 
while in adolescents (ages 12–18 years), we tend to see more delinquency (law- 
breaking), substance use, and impulsivity, in addition to aggression and difficulties 
with emotion regulation. Externalizing behaviors are some of the most common 
reasons for referrals to children’s mental health agencies (Georgiades et al., 2019). 
It is important to note, however, that some level of externalizing behaviors is devel-
opmentally appropriate and normative. For example, preschoolers tantrum once a 
day on average (Potegal & Davidson, 2003), many school-age children continue to 
be aggressive at times (although it declines with age; Lee et al., 2007), and among 
American ninth-grade students, more than 20% report binge drinking (Kann 
et al., 2000).

There are a number of contributing factors to externalizing behaviors, including 
both genetic and environmental factors (Liu, 2004). In terms of genetic factors, we 
have temperamental factors, such as a tendency to respond to threats with high lev-
els of negative emotion, to seek out daring activities, as well as to increased levels 
of impulsivity (Lahey & Waldman, 2017). Lower language skills are also consider-
able predictors of externalizing behaviors, even after other risk factors, such as fam-
ily income and intelligence, are considered (Chow & Wehby, 2018). In addition, we 
see elevated rates of adult manifestations of externalizing behaviors, such as antiso-
cial behavior (Bornovalalova et al., 2010) and substance use disorders (Marmorstein 
et al., 2009) in parents of children with externalizing behavior problems. That said, 
we also see elevated rates of externalizing behaviors in children of mothers 
(Goodman et al., 2011) and fathers (Cheung & Theule, 2019) with depression, an 
internalizing disorder. It is unclear whether links to parental psychopathology, 
whether internalizing or externalizing problems, are related to genetic or parenting 
factors, or some combination of the two. That said, the evidence to date suggests 
that parenting plays a key role in the relationship between parental psychopathology 
and child externalizing behavior problems (e.g., Kane & Garber, 2009). Additionally, 
child sex and/or gender seem to play a role as well, with boys demonstrating higher 
levels of externalizing behaviors than girls (Lahey et al., 2006). Like parental psy-
chopathology, this likely reflects complex interactions between internal (e.g., hor-
monal) and external (i.e., gender socialization) factors. Environmental factors, such 
as culture, and neighborhood variables, including monitoring, also play significant 
roles (Beyers et al., 2003; White & Renk, 2012).
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 Guiding Framework

Clearly, externalizing behaviors have many overlapping contributors. My focus in 
this chapter will be on modifiable factors, especially parenting factors given their 
centrality. There are a number of different parenting variables one could consider 
with respect to externalizing behaviors in children, but one of the clearest ways to 
conceptualize these factors is using attachment theory, and relatedly, Baumrind’s 
parenting styles theory. Attachment theory originated to address the presentation of 
“spoiled” children, as well as juvenile delinquents (Bretherton, 1992)—two popula-
tions that are clearly relevant to our discussion in this chapter. In his work with these 
populations, Bowlby noticed that many of these children, both those with histories 
of delinquency and those who were deemed spoiled, had very poor parenting histo-
ries, characterized by significant separations from their primary caregivers (Bowlby, 
1955). Building on this, attachment theory posits that children use their parents as a 
safe base from which to explore and a safe haven to return to when scared. Based 
upon their experiences with their primary caregivers, children develop internal 
working models, or expectations, about relationships. For example, they might 
develop internal working models that people are reliable and kind, or that they are 
usually distracted, but safe. A key component in the development of a secure attach-
ment is parental sensitivity (De Wolff & van Ijzendoorn, 1997), that is, a parent’s 
ability to recognize their child’s needs by observing the child’s behaviors, and to 
then respond accordingly.

Ainsworth described styles of attachment, delineated by infant responses to sep-
aration from their primary caregiver (Ainsworth et al., 1978). She first identified 
three different attachment styles: secure, insecure-ambivalent, and insecure- 
avoidant. Main and Solomon (1990) later identified a fourth style, disorganized 
attachment. Securely attached infants seek proximity to their caregiver and are com-
forted by their presence. Insecure-ambivalently attached infants are very distressed 
when separated from their caregiver and difficult to soothe upon return. Insecure- 
avoidantly attached infants tend to ignore their caregiver and rarely seek proximity. 
Infants with disorganized attachments behave inconsistently, appearing disoriented 
in their responses to their caregiver. Although there are some differences in rates of 
the two insecure styles of attachment cross-culturally, the research overwhelmingly 
suggests that attachment is a universal concept and that secure attachment is the 
norm around the world (Clayton, 2019; Mesman et al., 2016).

Styles of attachment develop as a result of a parent’s typical ways of reacting to 
a child over time. Securely attached children have parents who are predictably sen-
sitive and responsive to their needs. Insecurely attached children have parents who 
are predictably intrusive (resulting in insecure-ambivalent attachment) or distant 
(resulting in insecure-avoidant attachment). Children with disorganized attach-
ments tend to have parents who are unpredictable—they alternate between sensitiv-
ity and insensitivity and/or behave in frightened or frightening ways. As a result of 
this unpredictability and fear, children behave in a less organized or cohesive (“dys-
regulated”) way, and will sometimes simply freeze. What freezing looks like can 
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vary based on child age, but most often includes stilling (freezing mid pose, typi-
cally with an unfocused gaze) or dissociating (becoming unresponsive to the situa-
tion—this often looks like daydreaming or “zoning out”). We typically see these 
behaviors in children with disorganized attachments when they do not know what to 
expect (e.g., in novel situations), or when their parents are dysregulated (i.e., when 
their parents are very upset and thus might act in unpredictable ways, such as cry-
ing, becoming aggressive, or leaving). Children with disorganized attachments 
become dysregulated as a result of their conflicting needs for attention from their 
caregiver (for safety) and their uncertainty about whether their caregiver can pro-
vide that safety. Disorganized attachments are highly related to externalizing behav-
iors, with a meta-analysis noting a large effect between both insecure and 
disorganized attachments and rates of conduct and oppositional defiant disorders 
(Theule et al., 2016).

Oftentimes, children engage in externalizing behaviors due to problems regulat-
ing their emotions, and thus behavior. Emotion regulation is the process of monitor-
ing and modifying one’s emotional reactions to achieve their goal (Thompson, 
2008). Although dysregulation is far more common in children with disorganized 
attachments, all children, and many adults have moments of dysregulation. 
Dysregulation is a major contributor to externalizing behaviors (Halligan et  al., 
2013; Macklem, 2008). The attachment relationship is a major driver of the devel-
opment of emotion regulation, although temperament also plays a role 
(Cassidy, 1994).

Baumrind’s parenting styles research has a great deal in common with the attach-
ment literature discussed earlier. Baumrind described three parenting styles: author-
itarian parenting, authoritative parenting, and permissive parenting (Baumrind, 
1966). Later researchers added a fourth style, neglectful, and noted that each of 
these styles varied on two factors: responsiveness (warmth) and control (Maccoby 
& Martin, 1983). Authoritarian parenting is characterized by low responsiveness 
and high control. It typically involves a focus on obedience and rule-following. 
Authoritative parenting is characterized by both high responsiveness and high con-
trol. It typically involves structure and rules, but parents balance this structure with 
negotiation and explanation. Levels of expressed affection are also high. Permissive 
(indulgent) parenting is characterized by high responsiveness combined with low 
control. In this style of parenting, parents are very affectionate and clearly loving 
but set few limits on their child. Finally, neglectful parenting is characterized by 
both low responsiveness and control. Neglectful parenting is typified by extremely 
low levels of involvement with parenting in any form. Research has concluded that 
children raised by authoritative parents have the most positive outcomes in terms of 
academic success, behavior, and psychosocial development (Lamborn et al., 1991), 
while children raised by authoritarian parents are more likely to conform to adult 
standards, but have more difficulty with self-concept. Children of permissive- 
indulgent parents tend to have higher self-confidence, but increased rates of sub-
stance abuse and school problems. Finally, children of neglectful parents have the 
lowest rates of psychosocial competence and the highest rates of psychological and 
behavioral problems (Lamborn et  al., 1991). Like attachment, most research 
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suggests that the child outcomes associated with Baumrind’s parenting styles are 
applicable across cultures (for a review, see Sorkhabi, 2005).

Children do not have the abilities to communicate in the ways that adults do, but 
they do have a highly-tuned set of evolutionary behaviors they use to ensure their 
needs are met. Children need food, drink, shelter, warmth, and all of their basic 
physical needs met, but they also need love, physical touch, feelings of safety, and 
attention. The best example of these complex needs comes from studies of children 
raised in Romanian orphanages (see Nelson et al., 2014). Children provided with 
food, shelter, regular diaper changes, and baths still struggled tremendously. Many 
developed concerning stereotypical behaviors (e.g., headbanging), health problems, 
social interaction deficits, developmental delays, reduced brain volumes, and 
impaired cortisol functioning. We now know that these negative outcomes were 
related in large part to the absence of a consistent, predictable relationship with a 
caregiver.

Oftentimes, externalizing behaviors are a way for a child to have their needs for 
attention, feelings of safety, and even physical touch met. Externalizing behaviors 
tend to pull parental attention. Although most children would prefer positive atten-
tion, the need for attention is so strong in most children that even negative attention 
is reinforcing (rewarding). Parental attention also increases feelings of safety. 
Children evolved to survive in very different circumstances than most find them-
selves in now. In traditional settings, a parent’s attention ensured that the child 
would be protected from predators and other risks.

Externalizing behaviors are also a way for children to add control and predict-
ability to their environment when it feels out of control. Indeed, disorganized attach-
ments in the preschool period are often called “controlling attachments” for just this 
reason. These youngsters attempt to control their caregivers through either punitive 
or caregiving strategies (Vallance, 2004) to make the world feel more predictable 
and thus safer. Unfortunately, in the long run, a child feeling like they are in control 
often backfires and increases anxiety as this level of control is overwhelming to a 
child. One popular attachment-based prevention and intervention approach, the 
Circle of Security, indeed notes that the primary roles of caregivers are to be “big-
ger, stronger, wiser, and kind” (Marvin et al., 2002).

We know that children use a variety of behaviors—crying, cooing, yelling, hit-
ting, and tantrumming, to name a few—to communicate with caregivers. Sometimes 
they are communicating a problem (e.g., “I’m hurt”) and other times, a need (e.g., 
“I’m overwhelmed and need you to regulate me.”). It can be hard to “read” these 
behaviors at times, as children who engage in externalizing behaviors often miscue 
their parents by pushing them away, yelling at them, or calling them names, but 
these too are communication attempts. Often these children are trying to communi-
cate a distrust that they are loved unconditionally (i.e., even if they are misbehav-
ing). Some children, as a result of the internal working models they have developed 
over years, also lack more adaptive communication strategies, such as snuggling in 
for a hug when sad or overwhelmed, or asking for help with their homework when 
they feel stressed.
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Fig. 12.1 The development of externalizing behavior problems

 Clinical Reasoning Approach

In my clinical experience, and supported by the research and theoretical literature, I 
find that children with externalizing behavior problems tend to have parents who 
struggle with nurturance (warmth) and/or structure (control) and that conceptualiz-
ing children’s needs along these two simple factors lets me quickly and easily iden-
tify where and how to intervene, and also provides parents with a clear road map for 
our work together. Furthermore, as these patterns recur, they become more engrained 
and common. To put it another way, children with disorganized attachments are 
more likely to become dysregulated as a result of the unpredictability they experi-
ence, and as a result, are more likely to engage in externalizing behaviors (Theule 
et al., 2016), both as communication, and because they cannot regulate well enough 
to prevent these behaviors. Over time, these “states” become “traits” (Perry et al., 
1995). That is, over time, these temporary behaviors become engrained patterns or 
default ways of being. Please see Fig.  12.1 for an illustration of these 
relationships.

Despite exposure to known risk factors, we know that many children do not 
develop externalizing behavior problems. That is, they are “resilient.” Some of this 
resilience is likely related to genetic factors, and some due to a variety of other 
largely unmodifiable factors, such as IQ (Condly, 2006). It is also important to keep 
in mind that at times, the externalizing behaviors we may think of as “maladaptive” 
are in fact, incredibly adaptive in certain situations, for certain children and fami-
lies, and at certain times (Perry et  al., 1995). Many children with externalizing 
behavior problems use these behaviors to have their needs for safety, attention, con-
nection, physical touch, and communication met. Strong programs for building 
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resilience to externalizing behaviors take into account these needs and find other 
ways to ensure children’s needs are met (Ungar, n.d.). Returning to our earlier 
example about Romanian orphans, it is clear that simply ignoring these needs is not 
the path to supporting optimal child development.

 Approach to Mental Health Assessment

Before we can intervene effectively, a thorough assessment is essential. The first 
step in any good assessment is to get a fulsome description of the concern. We need 
to find out what the externalizing behavior looks like—does the child tantrum, 
become aggressive, or yell, for example? How long does the behavior last? Does it 
happen in all settings (e.g., school, home, soccer, with grandparents), or just some? 
Children who only engage in externalizing behaviors at home (or in other family- 
like settings) have acquired some emotion regulation skills, and also know that the 
people at home love them regardless of their behaviors, whereas they know that the 
care of coaches, teachers, and others is contingent on their actions. Children who 
engage in externalizing behaviors in all contexts have not had that experience and 
likely have very little emotion regulation capacity.

Next, we need to consider the function of the behavior. I consider functions quite 
broadly and try to think of them in three major classes: communication, instrumen-
tal, and regulatory. To make things a bit more complicated, we can’t know the func-
tion of the behavior without knowing the typical outcome of the child’s behavior on 
the adults around them. For example, a child tantrumming at the grocery store for a 
lollipop might be trying to express their desire for it, but lacks better communication 
skills; might be trying to embarrass their parents into getting them a lollipop (instru-
mental), or might be just so overwhelmed with their desire that they cannot manage 
their emotions and tantrum (regulatory). Figuring out which function is present in 
this example, one needs to know what the parent usually or even sometimes does, as 
well as the child’s developmental level. A child who is simply communicating will 
typically demonstrate communication deficits in other domains, and will also calm 
relatively quickly (10 min or less) after leaving the store without a lollipop. The 
child who is tantrumming for instrumental reasons will have often been “rewarded” 
or reinforced with a lollipop for tantrumming in the past. In this case, the parent has 
accidentally trained the child to tantrum to obtain their goals. This child will also 
typically calm relatively quickly. Frankly, neither of these scenarios is the most 
likely. Most children tantrum because they are simply overwhelmed with emotion. 
To some children, desires and disappointments over even seemingly minor issues 
can be quite dysregulating or upsetting—especially if they are already stressed in 
some way, by hunger, fatigue, illness, or other emotions earlier in the day. Children 
also come to these moments with varying degrees of reactivity, due to their history, 
including trauma history, and their temperamental make-up. When caregivers con-
sistently set firm, empathetic limits, the child experiences both control and nurtur-
ance, and over time this predictability leads a child to have expectations about the 
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world (in attachment jargon, “internal working models”) that include that limits are 
firm, and people are kind to them, resulting in a default (although not absolute) state 
of emotional regulation. On the other hand, a child whose caregiver sometimes 
caves in, sometimes firmly says no, and sometimes screams at the child, cannot 
develop consistent expectations and as a result, is more easily dysregulated. It is 
thus the role of the assessment to figure out the default pattern so we know how to 
intervene.

Given the three functions of externalizing behaviors mentioned earlier (commu-
nication, instrumental, and regulatory), we have to determine what is driving the 
majority of the externalizing behaviors. Within regulatory tantrums and other exter-
nalizing behaviors, we have both children who engage in externalizing behaviors 
(e.g., aggression, tantrums) because they feel out of control, and children who 
engage in externalizing behaviors because they need their attention needs met. 
Many children are also meeting a combination of these needs through their external-
izing behaviors. Children who feel out of control may have experienced parenting 
that did not set firm limits, was inconsistent, and/or had weak or absent boundaries. 
Children who need their attention needs met may have found that the most consis-
tent or predictable way to have their needs met is through engaging in “unaccept-
able” or “naughty” behaviors, such as physical or verbal aggression. This ensures 
they receive predictable parental attention.

Our first step in most assessments is a thorough interview. Here we can start to 
determine a behavior’s function. As stated earlier, the majority of externalizing 
behaviors are due to regulatory problems, which of course interact with tempera-
mental and other genetic factors, as well as development, along with a host of other 
factors. Learning more about regulatory behaviors requires special attention to the 
entire family system. It is important to learn if the child’s behavior has a function 
within the family system. For example, does it distract from marital conflict, a fam-
ily member’s illness, or another issue? We also need to learn more about boundaries. 
Does the parent have authority in the system? The attachment system requires chil-
dren to feel like there is someone more capable than them who can take charge to 
protect them. We also need to learn if the parent shows affection. It is important to 
examine both the verbal content (what is said) of what one learns in the interview, 
as well as the context, discourse (how it is said), and nonverbal signals. For exam-
ple, do both parents attend in two-parent families, do they make eye contact with 
one another, how close or far apart do they sit? Inquiring about how parents met, and 
how well their relationship is functioning currently is often helpful. It is also impor-
tant to attend to what they do not say. Do they name any strengths in their child or 
their family? Can they name their child’s interests and closest friends? Do they 
demonstrate empathy for their child’s position? Can they show empathy and com-
passion for their own mistakes? Knowing if the child was planned, any health com-
plications in pregnancy, and prenatal substance exposure is also helpful.

The last major family issue to consider is the parent’s own family of origin. 
There is strong evidence for the intergenerational transmission of attachment (van 
IJzendoorn & Bakermans-Kranenburg, 2019). We also know that parents are often 
impacted by the “ghosts in the nursery” or their own experience being parented 
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when reacting to their children (Fraiberg et al., 1975). That is, often (but not always) 
unconsciously, parents parent their children the way they were parented. There are 
some parents who also actively choose to parent differently than they were par-
ented, but in these cases knowing the parent’s history is helpful as they are often 
indiscriminately reacting in an opposite manner to how they were parented, or are 
trying to meet the needs they assume their child has, based on their own unmet 
needs, rather than sensitively and responsively responding to their child’s needs.

In addition to these family issues, it is necessary to screen for developmental 
disorders that may alter a child’s ability to be regulated and/or may make it harder 
for parents to read their child’s signals. Developmental issues, including intellectual 
disorders, language disorders, attention-deficit/hyperactivity disorder (ADHD), 
fetal alcohol spectrum disorders, and autism spectrum disorders can all affect the 
development of emotion and behavior regulation, parental expectations for child 
behavior, and child needs. Similarly, asking about family history of psychiatric dif-
ficulties can provide a window into other needs the parents and/or child may have 
(e.g., a family history of ADHD may suggest that ADHD is part of the child’s needs, 
a history of maternal depression may suggest some difficulties in the development 
of the attachment system). It is also helpful to learn about the child’s medical history 
as medical issues may impact the dyad directly (e.g., a child with poorly controlled 
asthma may need to be watched more carefully) or indirectly (e.g., a prior condition 
requiring surgery may have resulted in some anxiety in the parent about child 
well-being).

There are a number of ways to assess all of these constructs. As indicated earlier, 
an interview is often a very strong first step. The Working Model of the Child 
Interview (Zeanah et al., 1986/1993) is one strong interview for these purposes, as 
are the Adult Attachment Interview (George et al., 1996), and Circle of Security 
Interview (Powell et al., 2014). Figure 12.2 has a list of possible interview ques-
tions. Observations are also key. Observing parents’ affect, their interactions with 
one another (in cases of two-parent families), and most importantly the parent–child 
dyad is essential. A brief separation can provide useful information as well, as long 
as parents and child are willing and the child does not become too distressed.

Observations of the dyad, triad, or whole family can occur in a number of ways. 
For children from toddlerhood through around the developmental age of 8, a play 
observation is often helpful. I typically provide a small selection of role-playing 
toys (e.g., dolls, cooking utensils, toy animals, doll house people, puppets, etc.) on 
a defined space in my office and ask the family to first play as they usually would. 
After approximately 10  min, I will ask parents to try to specifically follow the 
child’s lead in play. After approximately another 10–20 min, I will ask the family to 
tidy up the toys. These three phases, based on the model used by Muir et al. (1999), 
enable me to observe the family’s typical way of interacting. These practices also let 
me observe affection and role reversals through the child’s play. Affection can be 
observed in fairly typical ways, such as hugs, kisses, consensual tickling, and cud-
dling. Role reversals occur when the parent asks the child for advice in 
developmentally- inappropriate ways (e.g., asking their opinion on the parent taking 
a new job), pleads with the child, or cries. We are also looking in a play assessment 
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Fig. 12.2 Parent interview questions
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for moments where the parent and child “check-in” with one another (often through 
shared eye contact), and moments where they share in an activity, emotion, or sight 
(some clinicians call this joint attention or intersubjectivity)—for example, laugh-
ing together over a fallen block tower, looking out the window at a bird, baking a 
pretend cake. On the other hand, we are looking to see if we observe withdrawal or 
distancing between parent and child (e.g., parent backing away from a child, child 
creating boundaries between themselves and the parent). It is also very important to 
stay attuned to moments of frightening or frightened behavior on behalf of the par-
ent, as we know these are so closely related to disorganized attachment (see above). 
Examples of frightening behaviors include trying to “spook” or scare a child or 
using a “creepy” voice in play. Manifestations of frightened behavior, include wide, 
startled eyes and a high-pitched voice in the parent. We also want to see if the parent 
can let the child lead the play (an appropriate amount of autonomy for a child). 
Observers should also attend to parental intrusiveness (i.e., if the parent is in the 
child’s space or is not able to read the child’s signals for disengagement) and nega-
tivity (e.g., teasing, mocking). Another factor I look for is invalidating messages, 
such as laughing at or minimizing a child’s distress. The tidy-up portion lets one 
observe parental limit-setting (or the absence thereof). Here we are looking for 
whether the parent can sensitively direct the child to clean up with them and if the 
child will follow the direction. We want to see both if the parent is in charge, and if 
the parent can communicate that in a noncoercive way. Many of these points to 
consider are based on those elucidated by Zeanah et al. (2011), based on Benoit 
(2000). It is important to note that we may expect some differences in families of 
children with developmental disabilities—especially around tidy up. That said, as 

Fig. 12.2 (continued)
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the majority of the phenomena we are observing are around adult behavior, the 
major constructs stay the same. What we most need to attend to is if the parent(s) 
can sensitively respond to the child’s needs while acknowledging that some children 
may have greater or fewer needs, or may demonstrate their needs in different ways 
(e.g., by engaging in self-stimulatory behaviors when overwhelmed). Certainly, par-
ents of children with developmental disabilities may have a harder time being sensi-
tive as their children’s cues are often harder to read, but the child’s needs for sensitive 
responding are the same.

In instances where both parents (and potentially siblings) will be involved, I use 
the Lausanne Family Play/Reflective Play model (see Philipp, 2012), a slight varia-
tion on the above, which has each parent play independently with the child(ren) 
before seeing how they can come together as a family. This setup provides us with 
more information about the larger family system and can be helpful when larger 
family system factors (e.g., triangulation) are suspected factors in the child’s exter-
nalizing behaviors, or there are multiple children with externalizing behaviors in 
the family.

For children older than 8 years old, a family talk session is oftentimes helpful. 
Here we are looking for similar issues. Do parents and children demonstrate affec-
tion (through eye contact, joint laughter, comments, or physical touch), shared 
attention, respect? Is there any sign of intrusiveness or invalidation (e.g., telling a 
child that is how they do or do not feel)? Is the family very negative? We are also 
looking to see if the parent can allow the child some age-appropriate autonomy 
(e.g., where they sit, when they speak). On the other hand, role reversals can also be 
evident here. Parents need to be able to take charge in appropriate contexts (e.g., 
school attendance). At times, and depending on the developmental level of the child, 
a structured play session is still helpful with older children. This is most easily 
accomplished through a simple board game.

It is also important to note that although I have been mentioning parents and 
children to now, we would expect these same processes to be involved in any system 
that defines itself as a family. I have seen families comprised of a mother, child, 
aunt, and grandmother, and others of a father, two grandparents, a set of cousins, 
and the identified child, and still another comprised of a great-aunt and a child 
alone. What matters most is who lives in the home relatively consistently (approxi-
mately half-time or more) and that the child identifies as a caregiver (if adult) or in 
a sibling-like relationship (whether child or adult). The biological relationships are 
not typically relevant. That said, we are looking for relationships that are experi-
enced as family relationships. As a result, we are not concerned here with friend-
ships or school relationships, which, although certainly important, do not meet the 
same needs as family relationships.

Once one has gathered all of this information, it is imperative to develop a solid 
conceptualization. I find it helpful to write this conceptualization out—in an intake 
note, in the file, or where ever makes sense to you (and complies with appropriate 
confidentiality expectations). It can be quite simple (bullet form is usually suffi-
cient), but having this clear road map is a helpful tool to revisit when one is feeling 
lost or overwhelmed in their clinical work with a family. In a somewhat simplified 
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way, it is also often helpful to share this conceptualization (or “roadmap”) with the 
parents. First, this adds transparency to your work. It also conveys respect for par-
ents as leaders of their families. It increases treatment acceptability by underscoring 
the logic of your intervention(s). Finally, sharing this information is in itself an 
intervention. Some families can take this morsel of therapeutic support and inde-
pendently see where they need to go and what they need to do. It is often helpful to 
share this road map as the last step of the assessment and obtain a verbal commit-
ment for six to eight sessions or so. This roadmap, combined with the commitment, 
helps parents continue with treatment through the difficult process of change. Please 
see the case study below for a sample road map.

 Prevention

The evidence suggests that the best efforts at prevention (or “resilience-building”) 
focus on multiple systems and coordination between them, and are culturally tai-
lored (for an excellent overview see Ungar, n.d.). One of the most powerful protec-
tive factors we know of for children is a strong relationship with a safe adult. The 
Kauai Longitudinal study, which started in the 1950s was a seminal indicator of this 
important factor (Werner, 1993). This study, which followed the entire birth cohort 
born on the Hawaiian island of Kauai in 1955, found that even among very high-risk 
populations, approximately one-third of individuals succeeded in school, and man-
aged well outside of school as well. These children were characterized by their 
formation of strong family bonds outside of their relationships with parents (e.g., 
with a sibling or grandparent), as well as strong community ties (e.g., with an elder, 
clergy person, or teacher). Although the major concepts discussed earlier (i.e., 
attachment and parenting styles) have been shown to be applicable across cultures, 
exact manifestations vary, and the evidence suggests that culturally-tailored efforts 
are more acceptable, resulting in increased retention (Kumpfer et al., 2002).

Based on everything discussed so far, it should be clear that prevention of exter-
nalizing behavior problems will require a multifaceted approach, but should espe-
cially target relationships—parent–child relationships, as well as the relationships 
children have with others in their community, and the relationships parents have 
with others. Efforts should also target parental well-being, and the knowledge par-
ents and other caregivers have about optimal parenting.

Culturally-appropriate community supports, including Boys & Girls Clubs, Big 
Brothers & Sisters, sports groups, faith-based groups, homework clubs, and similar 
organizations have the potential to provide children with outside relational supports 
they can use to thrive. Strong schools and consistent teacher relationships can be 
similarly supportive. Parent supports are critically important. This is another place 
where faith-based and cultural groups may be especially relevant. Groups that 
enhance parental connection, provide parents with social supports, and may even 
provide parents with information on parenting and facilitating connection are 
important. Support for parental mental health is essential. Low-cost or no-fee 
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options for locally-available psychotherapy and addiction support help reduce 
parental risk factors by enabling parents to address their mental health and sub-
stance abuse problems that increase risks to their parenting.

A number of attachment-based preventative efforts, including Infant/Toddler- 
Parent Psychotherapy, Circle of Security Parenting, and home visiting programs 
have been developed to improve the attachment relationship between parent and 
child, and thus reduce the risk for externalizing behaviors (for a meta-analysis see 
Hurl et al., 2014/2015). Other parenting programs, such as the Incredible Years have 
also been shown to reduce externalizing behaviors through improvements in parent-
ing (O’Neill et al., 2013).

Ideally, to prevent the onset of externalizing behavior problems, we integrate all 
of these ideas. That is, we make available culturally appropriate mental health and 
addiction support to parents, provide safe, stable schools, provide community sup-
ports to children, and integrate these community supports for children with com-
munity supports for parents. We also provide parents with the knowledge they need 
and support them in developing the confidence required to be warm, affectionate, 
and nurturant, while also providing appropriate limits, structures, and setting appro-
priate expectations. And all of this is done in a manner that reflects the cultural, 
economic, and other diverse needs of families.

 Intervention

Once we have our road map from our assessment and have shared it with parents we 
can begin to intervene with the family. Again, the simplest way to share this road 
map is through a focus on nurturance (warmth), and/or structure (limit-setting/
boundaries). As suggested throughout this chapter, I focus my work on parents (or 
other primary caregivers), although I do sometimes include children with parents, in 
what would be referred to as a “parent–child” therapy or “family therapy.” Parent 
work alone is often referred to simply as “parenting support,” but when the difficul-
ties are in the realm of setting limits (and the parents are able to set those limits), it 
is sometimes referred to as “parent management training.” Part of the reason I focus 
intervention on parents is to help support the formation of the foundational concept 
of hierarchies in families—that is, that parents are in charge and that changes come 
from the parents. This helps parents see their roles as leaders more clearly. That role 
identification alone helps regulate children as it takes the pressure for big decisions 
off of them. That said, many children at first object to parental limit-setting given 
their lack of experience with it. Based on previous experiences, they are also often 
anxious about this change, and uncertain it will be maintained. They are also under-
standably, upset by a change in control over their day-to-day life, and are not typi-
cally developmentally ready to understand that the change is in their best interests.

Before addressing structure if needed, I find it is helpful to start with concerns 
around nurturance. Beginning interventions this way is typically more pleasant for 
families—especially children. Indeed, it will tend to reduce the need for structural 
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interventions, as children who are having their nurturance needs met, are more 
motivated to comply. As stress in the family decreases, parents are often able to see 
their children’s need for structure and implement the strategies they may have 
known all along were needed. In families where nurturance or warmth is a problem, 
I start by trying to build up a positive connection through dedicated one-on-one 
time. I often do this with younger children by helping families plan “special play 
time.” In school-age children, I often focus on outings or games. In adolescents, I 
usually try to negotiate for a “date.”

Special play time is an idea borrowed from filial therapy. The essential aim of 
filial therapy is to teach a parent how to engage in child-centered play therapy with 
their child (Guerney Jr., 1964). This approach builds on and improves on the bene-
fits of child-centered play therapy, by also improving the parent–child relationship, 
and by being available for a longer term in a less intrusive fashion than therapy 
facilitated by a clinician. Although the exact procedures vary by age, the essential 
objectives of all the ways of engaging in “special time” one-on-one with a child are 
(1) Build up positive connection; (2) Meet the child’s attention needs in a positive 
and predictable noncontingent way (i.e., not dependent on whether the child has 
been “good” or “bad”); (3) Increase a parent’s ability to take their child’s perspec-
tive; and (4) Provide the child with developmentally-appropriate opportunities to 
take control.

To use special play time, I have parents schedule a regularly-occurring predict-
able time to play with their child (e.g., every Saturday after lunch). During this 
period of 20–60 min/week (or 5 min daily), parents are encouraged to focus on the 
“target” child, leaving other children to the care of someone else, leaving aside 
chores, ringing doorbells, and their cell phone, to follow the child’s lead. Where 
there are multiple children in a family, I often encourage parents to find an equal 
amount of time to spend with each child weekly. If no other caregivers are available, 
it is often worthwhile to have children in the family rotate staying up late or getting 
up early to facilitate this focused time without interruption, despite the incredible 
value of sleep to children.

During special play time, parents are encouraged to sit on the floor with their 
child and engage in (preferably imaginative) play, if invited by the child. Use of an 
external timer (e.g., an egg timer) is strongly encouraged to provide an objective end 
to the time. When not invited, parents are encouraged to observe their child and 
reflect on how what their child is thinking and feeling is reflected in their child’s 
play. This particular setup for special play time helps children know their attention 
needs will be met and when (thus reducing the need for externalizing behaviors to 
obtain attention), and helps increase the positive connection between parents and 
children through shared positive experiences. It is also specifically designed to 
increase parental reflective functioning; that is, a parent’s ability to see the relation-
ship between their child’s thoughts and feelings and their behavior (Luyten et al., 
2017). Parental reflective functioning is intrinsically linked to sensitive and respon-
sive parenting, a key underpinning of the development of a secure attachment rela-
tionship (Bowlby, 1969). Moreover, parental reflective functioning is key for 
increasing parents’ ability to “read” their child’s behavior or cues. Given the 
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reflective components of this intervention, I try to discourage video games, watch-
ing TV, structured games (e.g., sports or board games), crafts, or even reading books 
together (although these are all beneficial activities for other times). Through play, 
children often play out issues, emotions, or topics that are impacting them, making 
this a particularly fruitful activity for parental observation. It is important to note 
that this approach is often quite difficult for parents. Many parents who struggle 
with warmth or nurturance find playing with their child quite difficult or even aver-
sive, and some have spent years avoiding it. Processing and discussing this issue 
with parents in parent-only sessions are often necessary.

We make some alterations to these procedures for children from about 8–11 years 
(although the exact age varies based on child characteristics). Many children this 
age are no longer engaging in significant pretend play and as a result, pretend play- 
based activities are obviously less appropriate. That said, pretend play is almost 
always present through at least a child’s seventh birthday. Many parents who strug-
gle with warmth may not have observed this type of play even if present, which may 
be partly because pretend play makes them quite uncomfortable, likely related to 
some of the issues that have brought the family to your attention. Encourage them 
to try the above approach before moving on to the procedures for children in middle 
childhood.

For children in middle childhood, parents should continue to set regularly occur-
ring scheduled times to connect with their child, again for 20–60 min at a time, 
again using an external timer in most instances. By the age of 8 years, many chil-
dren will enjoy planning out the activity they will engage in with their parents, 
sometimes even days in advance. Setting some ground rules around costs (e.g., the 
activity has to use materials we already have at home, or has to cost less than $5) is 
often helpful to reduce limit-testing and conflict. Like with younger children, par-
ents should wait to be invited in to join their child. The idea here is that parents are 
in control in many spheres (see below), but that play is an opportunity for the child 
to be in control. Many children appreciate simply the chance to be seen and watched 
lovingly by their parents. Others like the opportunity to be in control. Here we hope 
that providing the child with an appropriate opportunity for control will decrease 
their attempts at control at other times. Children can select a wide variety of activi-
ties from going out for doughnuts, to bike riding, to board games, street hockey, or 
baking together. Some children, when the relationship is particularly strained, will 
decline to pick an activity. I usually reassure parents that that is fine and is the 
child’s prerogative. In these instances, it is the parent’s role to still be available and 
empathetic. That is, I encourage parents to sit with the child for the period selected 
just providing their attention and availability. That said, it may be beneficial for all 
involved to start these connection times at only 20 min in these instances. That may 
be all the dyad can handle at first. Over time, the duration can be increased as the 
parent and child become more comfortable. At times, there is a temptation to have 
dyads continue past the agreed upon time if all is going well. In general, it is much 
better to stop the play at the end of the planned time. This increases the chances that 
the entire time was positive, leaving both parent and child looking forward to the 
next special time. It is also a good example of a clear limit that is consistently 
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applied, which helps provide certainty to children (and will be discussed fur-
ther below).

Depending on parental readiness, as well as youth openness, we usually set some 
ground rules for “dates” with adolescent children. Oftentimes, I will ensure we 
work out all the details in my office, where I can help everyone stay regulated. Here 
we negotiate the potential financial costs of the date (i.e., Starbucks or doughnut 
shop coffee?), the time, and often the topics of conversation. It is important that 
parents feel that the date is not simply a chance for their adolescent to take advan-
tage of them, so a mutually agreeable location is necessary. It also should not be a 
financial burden for families. That said, it is important that the parent bears any 
financial costs as that also reinforces the idea that they are more capable than their 
child. Many teens and parents have such fraught relationships that almost any con-
versation devolves into arguing. In these families, encouraging parents to sit back 
and listen is helpful (much like special play time for younger youth). That gives 
their adolescent child an opportunity to express themselves without fear of judg-
ment or consequence. Many times, parents are surprised by how much they learn 
about their older child in these moments. Some parent-child pairs cannot manage 
that dynamic though. In those cases, I encourage them to stay in the moment and 
talk about only those things they observe or are experiencing at the moment (e.g., 
“Did you see that huge dog?” or “This is a great cappuccino.”). Some families can 
handle a little more freedom and can talk about music or sports (but not the child’s 
performance in these domains). In families where any financial costs will be a bur-
den, a walk, bike ride, or simple card game (e.g., War) can be helpful. That said, 
these are not my first choices, as there is often little incentive for the youth in these 
situations to join their parent that they don’t get along with on a walk or bike ride, 
and card games can devolve into conflict quickly.

At all ages, sessions with parents often focus on the development of parental 
reflective functioning and empathy through discussions with the clinician. I also 
often try to coach parents to help their children name their emotions and to demon-
strate empathy for their child’s feelings in a manner quite analogous to Gottman’s 
emotion-coaching approach (Gottman et al., 1996).

Once any nurturance needs in a family have been addressed, one can move on to 
“structure” work. Under the heading of structure, I include topics such as limit- 
setting, control, boundaries, consequences, and rewards. As we saw earlier, based 
on Baumrind’s work, children of parents who show high levels of both nurturance 
and control have the most positive outcomes. Using attachment theory ideals, our 
goal is to provide children with feelings of predictability and safety.

The first topic we need to consider under the banner of structure is where par-
ents’ gaps in terms of structure are located. Do parents lack the skills to provide 
structure (i.e., do they not know how to set limits, provide consequences, or give out 
rewards), or are they unable to use those skills as a result of other issues (e.g., ghosts 
in the nursery, parental depression, or others). Some parents lack both the skills and 
the capacity to engage in them. In the majority of cases, parents have at least a pass-
able knowledge of limit-setting; however, they are unable to fully use this knowl-
edge. Limit-setting is so often part of basic parenting programs and embedded in 
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day-to-day life that although many parents will benefit from improvements to their 
skills, they often have the basic idea. That is, they understand that ideally parents set 
a limit (rule) and follow through on their statements (whether consequences or 
rewards). The ideas that most often make parents stumble in this realm are (1) Their 
children should like them; (2) People are judging them for their parenting; (3) That 
only the child who did something “wrong” should experience negative conse-
quences for the behavior; (4) That all undesired behavior needs a “consequence” 
(which has become synonymous with punishment in day-to-day speech); (5) That 
demonstrating empathy for their child’s situation is a reward; (6) That they are 
“mean” if they provide a consequence; (7) That rewards are “bribes” and unfair, 
wrong, or should not be needed; (8) That time-outs or removal or privileges, such as 
the use of an iPad, are the best way to teach a child right from wrong; and (9) Their 
children should just know how to comply.

One other issue that often comes up along the way is that parents often have 
trouble seeing stepwise progress. That is, children’s behavior does not improve 
overnight. It is a process with small improvements along the way. For these reasons, 
I often encourage parents to track the concerning behaviors. Through weekly or 
monthly reviews of these tracking forms, parents can often see improvements that 
are difficult to observe in day-to-day life. I often use the analogy of watching a 
child’s physical growth to help parents see how hard it can be to notice a change 
when one is in the midst of it. Figure 12.3 is a graphic I often use with parents to 
help illustrate this process of change and prepare them for it. That helps them rec-
ognize the progress their family is making even when things do not yet seem to be 
on track.

Before focusing on the “how” of structure, we need to ensure that parents are 
able to engage in limit-setting and control. The most common impediments to these 
issues are feelings lingering from the parent’s past, and a parent’s lack of capacity 
to regulate their emotions. As mentioned earlier in the “Approach to Mental 
Health Assessment” section, the Adult Attachment Interview and Working Model of 
the Child Interview are often quite helpful. These interviews can help identify sensi-
tive or painful areas in parenting that might need to be addressed either in your 
therapy with the family, or in a parent’s individual therapy.

Setting limits, taking control, and remaining firm are quite demanding requests 
to make of parents. To ensure that parents can do these things, it is essential that they 
are relatively regulated and have sufficient emotional resources. The phrase we 
often use with parents is, “You can’t give what you don’t have.” Here we need to 
ascertain that any mental health needs of the parent are being addressed (through 
psychotherapy, community supports, and/or medication) and that they are able to 
engage in sufficient self-care. Sometimes the most impactful thing we can do to 
reduce child externalizing disorders is to help a parent set aside time for themselves 
to read, run, or have fun. These moments of self-care enable parents to be better 
regulated and thus let them “lend” their emotion regulation capacity to their child. 
Parents who engage in better self-care are often more settled generally, which makes 
them more available in terms of attachment, and reduces household stress. At times, 
it also pays to be mindful of the couple’s relationship for similar reasons. Figure 12.4 
is the illustration of these issues I often use with parents. The objective of what I call 
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Fig. 12.3 Learning to control feelings: Stages in learning to react calmly when disappointed 
or angry

Child well-being

Co-paren�ng rela�onship

Parent A Parent B

Fig. 12.4 The parents and 
couple as the foundation 
for child well-being

the “House metaphor” is that children need strong, well parents, and their parents to 
have a stable relationship for them to do well. Note that that does not mean that the 
parents need to be married or together; simply that they have a stable co-parenting 
relationship (which can be, and often is, independent of the marital relationship).

12 Nurturance, Structure, and Child Externalizing Behaviors: Working with Parents…



266

Once the groundwork for structure has been set, we can move on to working on 
behavior management principles with parents. Of note, this is where my approach 
is both similar to and different from most approaches to externalizing behaviors in 
children. Most behavioral approaches would have started here, and indeed, there 
exist a large number of very good books and programs to address externalizing 
behaviors using behavioral or parent management techniques. Most of my com-
ments in this area will be consistent with the major programs in this domain (and 
thus are relatively brief given the numerous, strong programs available). Where my 
approach differs, is that behavior management is the final step in my approach to 
dealing with externalizing behaviors, and is typically a very small portion of my 
work, if addressed at all. A great deal of the time, once we have increased connec-
tion, a child is more motivated to comply or please their parents. Once we have met 
a child’s attention needs, they no longer need to engage in externalizing behaviors 
to have their attention needs met. Once a parent can take a child’s perspective, they 
can see what the child needs (including limits, structure, and boundaries) and can 
provide it. And when a child has a developmentally-appropriate outlet for taking 
control, they may be somewhat less likely to attempt to take control at other times. 
Furthermore, once parents have realized how their past affects their parenting, they 
may be able to figure out what to do from there independently. Finally, emotionally- 
well parents are often able to provide the sense of safety a child needs to regu-
late better.

Sometimes, further work is needed. Parents may still lack basic behavior man-
agement skills, or the patterns that developed over time may be so entrenched that 
support is still needed for the family to learn new ways of being. In these instances, 
I start by reviewing the basics of behavior management with parents. That is, par-
ents need to set limits and follow through. That said, not all behaviors need to be 
addressed. For example, behaviors outside of a child’s control (i.e., regulatory tan-
trums), and behaviors designed to be attention-seeking (e.g., “sassy” attitude) likely 
need empathy and co-regulation, not consequences (good resources on these topics 
include Gottman & Declaire, 1998 and Weininger, 2002).

Once we have covered the ideas that some behaviors need empathy (and how to 
do that) and that some behaviors can be ignored, I usually move on to basic behavior 
management techniques. Unsurprisingly, I try to start with the positive here too. 
Oftentimes, the errorless compliance approach is helpful (Ducharme & Popynick, 
1993). This evidence-based approach holds that compliance is a skill that some 
children have not yet mastered, and seeks to build it up through a series of small 
steps. It starts with requests that a child will almost always comply with (e.g., “Get 
yourself a cookie.”), and praises that compliance, before moving up a ladder of 
increasingly more demanding requests.

At other times, I will start with building up the desired behaviors through token 
economies (rewards). Here the idea is to reward positive behaviors (e.g., “using 
gentle hands”), rather than provide consequences for negative ones (e.g., hitting). 
Kazdin’s book on parenting defiant children provides an excellent, well-explained 
and clear process for how to both reward desired behaviors and provide conse-
quences for undesired behaviors (Kazdin, 2008), which can be a complex topic. 
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Finally, we start to work on consequences. Ideally, consequences are natural or logi-
cal (Mullis, 1999). As alluded to above, good consequences may negatively impact 
the parent (e.g., leaving the restaurant when a child is struggling there) and may be 
embarrassing (e.g., waiting out a tantrum at the mall), but ideally are related to the 
issue. This helps reduce tension in the parent-child relationship by depersonalizing 
consequences, and is more analogous to what a child will experience in the “real 
world.” I almost always avoid time-out as a consequence. I do this because time-out 
can be experienced as rejecting for many children. It can inadvertently send the 
message that a child is not loved or acceptable when misbehaving. It is also rarely 
related to the behavioral concern at hand. Instead, if parents need time-outs for their 
well-being I encourage them to take time-outs. Parents can go to their bedroom or 
bathroom to cool down if needed. This also sets a good model for a child about one 
adaptive way to manage emotion dysregulation.

 Case Study

The family described here is a somewhat fictionalized amalgam of the many fami-
lies of children with externalizing behavior problems I have seen in my practice. 
The family we will consider are called the Goldsteins, and they are a two-parent 
heterosexual couple with a son, aged 8, and a daughter, aged 10. Their reasons for 
seeking support were around their son’s externalizing behaviors, some anxiety in 
their daughter, and high levels of physically aggressive sibling conflict. The major-
ity of the background information presented here was obtained during a comprehen-
sive background interview.

The Goldsteins were a somewhat religious family, attending synagogue weekly. 
Their children attended a private school affiliated with the synagogue. The father 
worked full time as an engineer and the mother 1–3 days a week as an auditor. 
Financially, they were somewhat stressed given that they were managing on 1.5 
salaries, while also paying for private school.

In terms of background, both sets of grandparents were involved with the family, 
but often in what was described as a judgmental fashion. For example, the grandpar-
ents often seemed disappointed in the children’s behavior, even when quite age- 
typical (e.g., the son leaving the table when he was finished eating, although others 
were not yet finished). Neither of the Goldsteins had much experience with children 
before they had their own, likely further distancing them from knowledge of child 
development. Mr. Goldstein quietly shared that he had long struggled with an anxi-
ety disorder and did not seek treatment for it. Although the family had ties to the 
school and synagogue, the parents feared being judged by potential supports in 
these communities and thus did not reach out for help. Of note, both children man-
aged their behavior better in these settings. That said, neither the synagogue nor the 
school offered any parenting supports, such as groups or classes.

The son’s externalizing behaviors were mostly comprised of tantrumming behav-
iors. These tantrums, which could last from 10  min to 2  h, involved swearing, 
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throwing things, and, at times, hitting or kicking. These behaviors only occurred 
around parents and grandparents. Sibling conflict was often triggered by the daugh-
ter teasing or taunting her brother (note: this was likely her attempt to create some 
predictability around her brother’s outbursts). The Goldsteins responded to both the 
tantrums and the sibling conflict with yelling and threats. It was clear that the tan-
trums were dysregulating for the parents as well. At times the Goldsteins “gave in” 
to their son’s behaviors, but he usually could not calm down when they did so. This 
pattern suggests that the son was dysregulated and was seeking parental attention 
and control to help him better regulate. There were some indications of ADHD in 
the son, but if present, the disorder was mild.

The family also had numerous strengths: they were involved with the commu-
nity, were well-educated, and had sufficient financial resources to provide for their 
children. They had a number of family and individual friends (although few very 
close or intimate friends that they could rely on for support). They were able to 
identify strengths in their children and clearly loved them. They had never been 
physically aggressive toward the children. That said, they struggled with empathy 
for their children and could rarely take their children’s perspectives.

When asked to participate in a play session, both parents, but especially Ms. 
Goldstein, were quite anxious and uncomfortable. Mr. Goldstein consistently tried 
to create opportunities to play sports in the play, while Ms. Goldstein tried to use 
every available moment to teach. The children did each look toward the parents 
when unsure (e.g., on entering the room), and complied when in the office. Both 
children sought physical closeness with Ms. Goldstein for the first 10–15 min in the 
office, suggesting that they saw her as their primary caregiver and an attach-
ment figure.

My formulation for the Goldstein family was that this was a family with a lot of 
love and affection. The parents were struggling to show positive attention as they 
were distracted by their mental health issues, anxiety about parenting, and the leg-
acy of their parenting that made them feel that children should be perfect. The 
Goldsteins also struggled to set clear and consistent limits, which left their children 
feeling overwhelmed and anxious.

I shared the following road map with the parents to help them understand my 
formulation and plan for our work together:

Taken all together I can see that you are a family who loves each other very much. I see that 
in how safe your kids feel to express their emotions, snuggle into you, and know that they 
will be loved even after a big tantrum. It seems though that your son becomes dysregulated 
pretty easily at home. In part, he’s likely made that way, but there are some things we can 
do to reduce the amount of time he spends dysregulated. “Dysregulated” means he has a 
really hard time managing his emotions and behaviour when upset. I think the tantrums he 
has are really hard for your daughter too, and so sometimes she bugs her brother, which will 
start a tantrum, just so that at least she feels like she has some control around when the 
tantrums happen. It’s also a way she has learned to get her needs for attention met. Your 
kids, like everybody, have a need for attention. It makes them feel safe and loved. So, even 
if the attention is negative, your kids will do almost anything to have that need met. Your 
attention is also especially regulating for your son when he’s upset. His emotions feel out 
of control and scary when he’s tantrumming, and when you yell, he actually feels safer and 
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calmer as then he knows he has your attention and that you’re in charge. What I hope to do 
together, is meet your kids’ needs for attention through some positive, predictable special 
play time. That will also maybe give you a bit of a window to what is going on in their 
hearts and minds. That will later help you as we move on to learning some ways to “co- 
regulate” your kids through talking about feelings, empathy, and sitting with them when 
they’re upset. We’ll finish up therapy by working to build up positive moments through 
some rewards, rather than focusing on ending behaviours we don’t like to see. Does that 
make sense to you? What do you think about that plan?

The first step with the Goldstein family was the establishment of special time with 
each child. We negotiated that on Saturdays one parent took each child, and on 
Sundays, they switched. The children looked forward to these times and planned 
rollerblading outings, craft time, and games of soccer in the basement. When par-
ents were able to consistently engage in special play time, externalizing behaviors 
dropped by about half. Over time, Ms. Goldstein started to find playing easier. That 
said, Mr. Goldstein struggled with whether to have a special time when the children 
had been misbehaving earlier in the day. A great deal of time was spent processing 
this issue with him.

We also worked on the parental expression of empathy and time-in when the 
children were dysregulated. At times, both parents needed space to calm down, and 
so they were encouraged to take time-outs when needed. Finding time for each par-
ent to meet their own needs (self-care) was the eventual key to helping them engage 
in a noncontingent way in the special time and show greater empathy for their chil-
dren’s emotions.

A few weeks into our work on the special time, we started working on structure. 
We first started with a token economy (star chart). We also spent a brief amount of 
time discussing following through on consequences, as well as whether and when 
consequences were needed. The token economy worked to great effect, especially 
for the son, and the behaviors were basically under control in a couple of months. 
That said, the Goldsteins were stressed soon after we ended sessions by the loss of 
a close family member and stopped both the special time and the star chart. For the 
first couple weeks, the children coped well, but when parental attention remained 
unpredictable and unavailable, the behavior problems returned and the Goldsteins 
returned to my office. This time we only resumed the special time and the behaviors 
dropped off again. Given the parents’ own issues this is a family that might return to 
services a few times in the future to provide them with the nurturance that they need 
so that they can provide nurturance to their children.

 Conclusion

Externalizing behaviors are draining, disheartening, and stressful for everyone in a 
family. Here I have provided a very simple two-faceted approach, focusing on 
parental nurturance and structure to better meet children’s needs and prevent chil-
dren from becoming dysregulated to reduce externalizing behaviors. It is important 
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to keep in mind that children’s needs for nurturance and structure are universal, but 
the exact manner that families provide for these needs may vary based on a variety 
of diverse factors. Of note, my approach focuses almost entirely on the prevention 
of externalizing behaviors in families where these behaviors are a problem, and not 
on intervention during or after a tantrum or other externalizing behavior. I take this 
approach as I see externalizing behaviors as meeting children’s needs, and so our 
goals are to meet those needs in ways that are more adaptive for the whole family. 
This approach also has the advantage of impacting an entire family system, rather 
than a single child, who can otherwise carry a heavy burden as the identified “prob-
lem child,” when we know that children’s behavior is often a response to the totality 
of a family’s situation. To this end, it is also critical that all clinicians work toward 
creating opportunities for the entire family system to have their needs met. Parents 
provide to children what they have to give, and as a society, it is our job to ensure 
that all parents have the (emotional, financial, social, time, and cultural) resources 
they need so that they can be present for their children. This means that at times our 
work will focus on advocating for better support for parents, families, and commu-
nities, and working with colleagues in education, health, social supports, and other 
cultural and community groups to ensure that the needs of all family members are 
met. Ultimately, freely available and accessible social and cultural supports are the 
key to stronger families and the prevention of externalizing behaviors so that all 
children receive the nurturance and structure they need to thrive.
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Chapter 13
Thematic Integration of Child and Youth 
Mental Health Practice in Clinical 
Psychology

Carly A. McMorris

Abstract The clinical psychology section consists of five chapters in which the 
authors integrate their clinical knowledge and skills, theory, and existing evidence 
to effectively assess, treat, and prevent mental health issues, such as attention-deficit 
hyperactivity disorder (ADHD), depression and anxiety, and externalizing behav-
iors, in children and youth. Although each author outlines their unique clinical 
approach to addressing child and youth mental health, they all incorporate these 
essential components of clinical psychology. Together, the authors in this section 
underscore that the mental health of children and youth is determined by the interac-
tion of a multitude of factors and contexts across the lifespan, all of which are con-
sistent with the key assumptions of the developmental psychopathology framework.

 Introduction

Clinical psychology incorporates clinical knowledge and skills, theory, and science 
to understand and assess, prevent, and treat mental health issues, as well as build on 
an individual’s strengths to promote positive well-being and quality of life. 
According to the American Psychological Association, a clinical psychologist’s role 
can involve “mental and behavioural health care for individuals and families, con-
sultation to agencies and communities, training, education and supervision, and 
research-based practice” (American Psychological Association, n.d.). The scope of 
clinical psychology is broad and comprehensive, in which psychologists may see 
individuals experiencing a wide range of severity of mental health issues, as well as 
individuals of all cultural, socioeconomic backgrounds, diversities, and ages.

Sixteen percent of the global burden of injury and disease among individuals 
between 10 and 19 years of age is due to mental health issues. While approximately 
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half of the mental health issues emerge by 14 years of age; most cases are unde-
tected and untreated (World Health Organization, n.d.). Unmet mental health needs 
can result in poor quality of life for the youth and their family, frequent referrals to 
mental health services, academic/employment challenges, emergency room visits, 
and inpatient hospitalization, contributing to a financial burden on education and 
health care services. These consequences extend into adulthood, with untreated 
mental health issues leading to significant impairments in physical and mental 
health issues and limiting opportunities for individuals to become healthy contribut-
ing members of society. Thus, determining effective, appropriate, and timely assess-
ment, prevention, and treatment efforts of mental health issues in children and youth 
is essential in preventing lifelong issues.

 Guiding Framework/Theoretical Approach for Mental Health 
Assessment, Prevention, and Intervention

Developmental psychopathology, or the study of the development of psychological 
disorders within a life course perspective, arose out of the recognition of the value 
of combining developmental psychology and clinical psychology in understanding 
atypical and typical development (Rutter & Sroufe, 2000). Since its conception, 
developmental psychopathology approaches have been central in clinical psychol-
ogy’s understanding of how and why mental health issues develop. The primary 
assumptions of the developmental psychopathology framework include: (1) under-
standing typical and atypical development is reciprocally informative, that is, deter-
mining underlying mechanisms for atypical development (e.g., mental health issues) 
is beneficial in conceptualizing typical development, and vice versa; (2) consider-
ation must be given to the continuities and discontinuities in development, that is, 
the age-related variations in the onset and life course of psychopathology is impor-
tant; (3) the development of psychopathology is influenced by a multitude of fac-
tors, including biological (genetic and physiological), psychological (i.e., cognitive 
and emotional), and social (i.e., peer relationships and cultural influences) that 
interact both directly and indirectly across the life course; (4) a pathway approach 
to psychopathology is critical, recognizing both equifinality (e.g., many different 
pathways or risks may result in the same outcome) versus multifinality (e.g., a spe-
cific risk factor may result in various outcomes); and (5) development occurs within 
nested contexts, that is, a child’s social-emotional well-being and development is a 
complex system of nested relationships affected by multiple systems of influence 
(e.g., microsystem, mesosystem, exosystem, and macrosystem) (Rutter & Sroufe, 
2000; Cicchetti, 2013). These guiding principles are key in conceptualizing the 
development and maintenance of mental health issues in children and youth, and 
consequently underly many clinical decision-making processes related to assess-
ment, prevention, and intervention.
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Another essential component that often guides a clinical psychologist’s assess-
ment, treatment, and prevention of mental health issues is evidence—evidence is a 
critical component in clinical practice. Science and data inform our choices for 
effective and appropriate assessment tools and intervention methods. Clinical psy-
chologists integrate science with practice, such that clinical practice is informed by 
evidence, and research is informed by practice. Clinical psychology also produces a 
field that encourages a rigorous, ongoing process of scientific discovery and clinical 
application. Using the scientist practitioner model, clinical training focuses on train-
ing future psychologists to administer objective assessment methods, as well as 
utilize evidence-based clinical practices. Along with our clinical conceptualization 
of an individual and their environment, it is this evidence and data that drive many 
of our decisions regarding the best approach to treat existing symptoms, promote 
positive well-being, and prevent lifelong psychopathology.

In the legacy chapter, Dr. Catherine L. Costigan emphasizes the critical role a 
child’s context plays in shaping their mental health and well-being. She combines 
principals from  developmental psychopathology and family systems theory, a 
along with her clinical expertise, to help identify appropriate and effective supports 
and interventions to meet the unique mental health needs of vulnerable children, 
youth, and their families, such as those with intellectual disabilities, newcomers to 
Canada, and those with severe mental illness. Similarly, Kopala-Sibley, Theule, 
and Mikami integrate existing evidence about the risk (e.g., temperament, parent-
ing style) and protective factors (e.g., attachment, peer dynamics), along with vari-
ous theories/guiding frameworks (e.g., diathesis-stress models, attachment theory) 
to shed light on the effective assessment, treatment and prevention approaches for 
children and youth experiencing depression and anxiety, and externalizing behav-
iours, respectively.

 Clinical Reasoning Models for Mental Health Assessment, 
Prevention, and Intervention

A clinician’s clinical reasoning model is central to the assessment and treatment 
processes, as it helps to guide their understanding of what key mechanisms underlie 
the mental health symptoms, and what aspects are important to address in treatment. 
Consistent with a developmental psychopathology framework, this section con-
sisted of five chapters discussing various ways in which we, as clinical psycholo-
gists, conceptualize the risk and protective factors for the development of mental 
health issues in children and youth (Costigan; Kopala-Sibley), the importance of the 
child-caregiver relationship (Theule), and psychosocial relationships (Mikami) 
when treating such disorders, and how evidence-based practices can help guide our 
clinical decisions and practices (Drapeau) when working with children and youth. 
By identifying individual (e.g., temperament) and contextual (e.g., parental/care-
giver nurturance, peer relationships) factors that may contribute to both the 
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development and maintenance of the child and adolescent mental health issues, 
these authors argue we can effectively treat the presenting symptoms and prevent 
lifelong challenges.

 Perspectives and Approaches Relative to Mental Health 
Assessment, Treatment, and Prevention

Over the past several decades, clinical psychology has shifted away from under-
standing the individual in isolation and has moved toward conceptualizing the indi-
vidual within their systems of influence. Consequently, it is believed that the mental 
health and well-being of a child and an adolescent is determined by a complex 
system of relationships as well as multiple levels of the surrounding environments, 
from immediate settings of family and school to broad cultural values and customs. 
It is through this systems lens, along with a clear knowledge of evidence-based 
practices, that clinical psychologists determine if a child is experiencing a mental 
health issue, and given their individual circumstances, what intervention efforts and 
prevention strategies would be the most effective and appropriate. Early detection of 
mental health issues in children and youth is key to preventing future distress and 
maximizing a child’s period of healthy development. Undetected or undiagnosed 
mental health issues in children and youth, and subsequent delayed intervention, 
can have detrimental impacts on the child’s emotional, social, and cognitive 
development.

Dr. Catherine L. Costigan is a Professor and Clinical Psychologist in the Clinical 
Psychology Department at the University of Victoria and the director of the 
BRANCH lab, provides the legacy chapter. Broadly, Dr. Costigan’s research focuses 
on building relationships to advance newcomer and community health by enhancing 
and understanding the strengths of family members that may help to prevent the 
development of mental health issues. Dr. Costigan’s work, particularly in the area 
related to immigrant and refugee families new to Canada, has been extremely influ-
ential in identifying appropriate and effective supports and interventions to meet the 
mental health needs of children, youth, and their families who are newcomers. This 
work has not only been recognized in Canada, but internationally. In her chapter 
titled “Factors Within Families and Their Ecological Contexts That Shape Their 
Health and Well Being: A Legacy Chapter,” Dr. Costigan walks us through the jour-
ney of her education, clinical training, and establishing her program of research, and 
also the evolution of her thinking related to mental health issues in children, youth, 
and their families and how this has influenced her clinical skills (e.g., assessment 
instruments and intervention techniques). Guided by both family systems and devel-
opmental psychopathology theories, Dr. Costigan’s research has focused on under-
standing family acculturation processes, parent-child relationship quality and 
psychological adjustment within immigrant families, identifying unique and 
shared risk and protective factors for mental health  issues within vulnerable 
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families (e.g., children with intellectual disabilities, immigrant and refugee, and 
severe mental health issues), and the ecological contexts that can help to shape posi-
tive trajectories. Uniquely  over the years, Dr. Costigan’s research has begun to 
incorporate and address issues like social inequalities and oppressive attitudes that 
create barriers for newcomer families. Most recently, through a community-engage-
ment framework, Dr. Costigan has partnered with community agencies to develop 
and evaluate strengths-based approaches to effectively support immigrant and refu-
gee families.

In her chapter Dr. Costigan shares some core tenets related to how to think and 
conceptualize child and youth mental health, which have largely been shaped by her 
research and clinical work. For example, a key component to Dr. Costigan’s clinical 
reasoning framework is her belief that children want to do well and be well and that 
a child cannot be understood separate from their environment. Rather, in addition to 
the biological and psychological contributions, clinicians need to recognize both 
direct and proximal, relational, contextual, and structural experiences. Dr. Costigan 
highlights the importance of within-group and individual diversity and dynamics, 
taking strengths-based approaches, community engagement, and emphasizes the 
conditions of risk and protection rather than specific diagnoses. She accentuates that 
the specific skills related to assessment and intervention techniques are just as 
important as the way we understand mental health. She goes on to describe key 
perspectives and principals that should guide our clinical skills and techniques, 
including self-reflection related to the centrality of culture, an awareness of our 
implicit biases and ways of thinking, and the recognition of cultural safety, anti- 
oppression, and social justice. Dr. Costigan concludes her chapter by outlining her 
future directions as well as for the field of clinical psychology and, encourages us to 
look beyond the traditional boundaries of psychological practice to ensure that we 
are meeting the mental health needs of children, youth, and their families.

Dr. Daniel C. Kopala-Sibley is an Assistant Professor and Clinical Psychologist 
in the Department of Psychiatry at the University of Calgary and examines the indi-
vidual (e.g., personality, cognitive processes, and life stress) and contextual factors 
(e.g., parenting, peer relationships) that predict the onset of depression and anxiety 
in at-risk adolescents. Here, using a dynamic-interactionist framework, Dr. Kopala- 
Sibley discusses the existing literature on the complex transactional associations 
among parenting, child temperament/personality, and risk for emotional disorders 
(anxiety and depression). In particular, he describes various models (e.g., diathesis- 
stress, dual vulnerability, pathoplasty, and “scar” or “consequence”) that have been 
proposed to describe how a child’s early temperament may interact with their care-
giver’s style to buffer or enhance the risk for depression and anxiety. For example, 
the diathesis-stress model posits that when temperament vulnerability traits are low, 
the effect of stress on psychopathology is negligible. However, psychopathology is 
expected when both temperament vulnerability traits and stress are elevated. 
Considering the dynamic, transactional relations among temperament, parenting, 
and psychopathology, Dr. Kopala-Sibley provides an extensive rationale for the util-
ity of a multi-informant, multi-method assessment of temperament, depending on 
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the age of the child. For example, in younger children, a parent/caregiver-report 
questionnaire alongside a lab or naturalistic observations are generally considered 
to be the gold standard in determining temperament traits—given some children’s 
limited insight into their personality traits and caregiver responsive styles. Related 
to intervention and prevention, Dr. Kopala-Sibley highlights the utility of transdiag-
nostic approaches of emotional disorders (e.g., Unified Protocol—UP) that 
addresses personality and temperament. By identifying and modifying strong nega-
tive emotions that often lead to problematic and avoidant coping across emotional 
disorders, transdiagnostic approaches may be beneficial in targeting temperamental 
traits that often underline the development of depression and anxiety. Dr. Kopala- 
Sibley concludes his chapter by providing a case example of an 18-year male with 
self-criticism personality traits who presented with depression and anxiety.

Dr. Jen Theule is an Associate Professor and Clinical Psychologist in the 
Department of Psychology at the University of Manitoba. Overall, the theme of Dr. 
Theule’s research is that families are systems and family members can impact one 
another in a variety of ways. Her chapter titled “Nurturance, Structure, and Child 
Externalizing Behaviours: Working with Parents to Support Children and Families” 
investigates the association between the parent-child attachment relationship and 
externalizing behaviours, including disruptive and aggressive behaviours. Guided 
by attachment theory and Baumrind’s parenting styles, Dr. Theule highlights that 
externalizing behaviour is associated with a disorganized (versus secure) attach-
ment style as well as an authoritarian parenting style (characterized by both low 
responsiveness and high control). Consequently, externalizing behaviours are a way 
for children to add control and predictability to their environment when it feels out 
of control. Furthermore, to determine where and how to treat a child’s externalizing 
behaviours, Dr. Theule’s describes her clinical reasoning approach, which involves 
determining the child’s needs related to nurturance (warmth) and/or structure (con-
trol). Through a comprehensive assessment approach involving interviews with 
caregivers and observations of the parent-child relationship, Dr. Theule obtains an 
understanding of what the behaviour looks like, the function (e.g., communication, 
instrumental or regulatory) of the behaviour, and how the family typically interacts. 
It is this information, Dr. Theule describes, that will provide a roadmap for any 
intervention efforts that directly target the caregiver’s nurturance and structure, 
which she characterizes as modifiable parenting traits. Furthermore, Dr. Theule 
highlights that prevention of externalizing behaviours will require a multifaceted 
approach that should directly target the parent-child relationship, as well as other 
relationships the child has outside the home. At the conclusion of her chapter, she 
applies this approach to a clinical case example.

Dr. Amori Yee Mikami, along with Hongyuan Qi and Caroline Miller, provides a 
framework for understanding the peer relationships in children and youth with 
attention-deficit/hyperactivity disorder (ADHD). In their chapter titled “Psychosocial 
Interventions for Peer Relationship Problems in Children with Attention-Deficit/
Hyperactivity Disorder,” Mikami and colleagues describe the peer relationship 
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difficulties (e.g., peer rejection and friendship problems) that children with ADHD 
often experience, and how these problems often exacerbate the risk for poor adjust-
ment (e.g., academic failure, depression, and substance use). They further outline 
two overarching factors that in combination, contribute to peer relationship issues in 
school-aged children with ADHD. The first factor is that children with ADHD tend 
to exhibit several negative behaviours (e.g., impulsivity, hyperactivity, daydream-
ing, etc.) when interacting with peers, along with  few positive behaviours (e.g., 
interest in peers and prosociality). The second factor involves the social dynamics 
of the peer group, such as behaviours that peers engaged in or the underlying biases/
thoughts that peers have, which can negatively influence their acceptability of a 
child with ADHD.  Taken together, Mikami and colleagues argue that clinicians 
need to understand both the problematic behaviours of children with ADHD and the 
social dynamics of the peer group when conceptualizing peer difficulties, and that 
these factors are essential for assessment and treatment. The authors provide a com-
prehensive description of various tools (e.g., questionnaires) and techniques (e.g., 
sociometric measures, observation, and interviews) typically used to assess for peer 
difficulties, problematic behaviours, and social dynamics. Followed by a discussion 
on behavioural management and social skills training, evidence-informed 
approaches for treating and preventing problematic social behaviours in children 
with ADHD. Next, they describe the creation of an innovative program (Making 
Socially Accepting Classrooms; MOSIAC) that trains teachers to use specific strate-
gies to help model inclusiveness and acceptance of children with ADHD in the 
classroom. This guiding framework, assessment, and intervention techniques are 
demonstrated using a case example of a 9-year-old female with ADHD.

Dr. Martin Drapeau is an Associate Professor of Counselling Psychology and of 
Psychiatry at McGill University and a Clinical Psychologist. His research is focused 
on the psychotherapy process, research and treatment outcomes, as well as practice 
guidelines and best practices. Here, along with Hebert, Ciquier, and Stamoulos, Dr. 
Drapeau describes a guiding framework for practitioners and the use of clinical 
practice guidelines (CPGs) in his chapter titled “Best Mental Health Practices in 
Clinical Psychology: Does the Doctor Really Know What’s Best?” These authors 
start by outlining the evolving conceptualization of evidence-based practices (EBP) 
in the field of clinical psychology. Next, Drapeau and colleagues argue that while a 
core component of our clinical practice and decision-making is research evidence, 
very few clinicians consider research when delivering clinical services. They pro-
pose that CPGs would help to fill this gap between research and clinical practice. 
CPGs, as they describe, critically and empirically assess, or synthesize a body of 
scientific knowledge, and provide clinical recommendations for practitioners based 
on a critical analysis of the existing literature. These authors further describe the 
benefits of CPGs to individuals and their families, but also clinicians/practitioners, 
and the general public. Drapeau and colleagues go on to further discuss how clini-
cians can choose appropriate guidelines for their practice, and this approach is high-
lighted in a case study.
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 Overview, Future Directions, and Conclusion

Mental health issues in children and adolescents appear to be becoming increas-
ingly more common. As clinical psychologists, we are trained to integrate clinical 
knowledge, research evidence, and theory to effectively assess and treat a range of 
mental health issues to prevent lifelong problems. The developmental psychopa-
thology framework guides our understanding of the underlying mechanisms of 
mental health issues, as well as provides insight into the various pathways, factors, 
and nested systems that contribute to the development of psychopathology. In this 
section, the authors highlighted how recognizing the multiple systems in which a 
child is embedded is essential to understanding their psychopathology, and together 
with robust research evidence, can inform our assessment, treatment, and preven-
tion of mental health issues in children and youth.

References

American Psychological Association. (n.d.). Clinical psychology. American Psychological 
Association. Retrieved November 20, 2021, from https://www.apa.org/ed/graduate/specialize/
clinical

Cicchetti, D. (2013). An overview of developmental psychopathology. In The Oxford handbook of 
developmental psychology (Self and other. Essay) (Vol. 2). Oxford University Press.

Rutter, M., & Sroufe, L. A. (2000). Developmental psychopathology: Concepts and challenges. 
Development and Psychopathology, 12, 265–296.

World Health Organization. (n.d.). Adolescent mental health. World Health Organization. 
Retrieved November 20, 2021, from https://www.who.int/news- room/fact- sheets/detail/
adolescent- mental- health

C. A. McMorris

https://www.apa.org/ed/graduate/specialize/clinical
https://www.apa.org/ed/graduate/specialize/clinical
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health
https://www.who.int/news-room/fact-sheets/detail/adolescent-mental-health


Part III
Counselling Psychology: Mental Health 

Assessment, Prevention and Intervention—
Promoting Child and Youth Well-Being



285

Chapter 14
A Legacy of Counselling Psychology 
and Social Justice: Understanding 
and Promoting Mental Health Through 
Consultation and Systemic Change

Ada L. Sinacore

Abstract In this chapter, I present a snapshot of some of the highlights of my 
career and life’s work—from my early career as a musician, to counsellor, to aca-
demic, researcher, and leader. The chapter predominantly highlights my theoretical 
work in the areas of feminism, multiculturalism, social justice and human rights. I 
have explored how one aspect of my work leads to the next and the importance of 
considering social justice and human rights in the field of psychology. As well, I 
discuss psychologists’ role in bringing about organizational change and provide a 
brief description of the Integrated Social Justice Consultation Model, which includes 
an orientation to advocacy and outreach. I conclude the chapter with future direc-
tions, where I discuss where I hope to go with respect to my role as a leader in the 
profession.

It has been both an honor and daunting to write this chapter. To be considered some-
one who has a legacy that will be meaningful to the discipline weighs as a great deal 
of responsibility while simultaneously is humbling as I reflect on my life’s work. 
That said each leader in counselling psychology who came before me and/or who 
worked with me makes whatever legacy I have to offer possible. I truly believe that 
the collaborations I have had with many members of both the counselling and 
broader psychology community has contributed to my career, what has been defined 
as my success and what has led to the invitation to write this chapter. Below I will 
try to describe what I believe has been my unique contribution through my scholar-
ship, leadership and collaboration within the counselling and broader psychological 
community.

A. L. Sinacore (*) 
McGill University, Montreal, QC, Canada
e-mail: ada.sinacore@mcgill.ca
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 Research and Scholarly Journey

Ironically, my journey into psychology started in music. In high school, I played 
flute and piccolo in the band and symphony orchestra, sang in the acapella and mad-
rigal choirs, and played piano in the Jazz band. Music was a central aspect of my 
everyday being. Originally, I considered a career in music therapy as I thought the 
combination of music and service to the community was something I would really 
enjoy. However, soon after I got into university I switched to music education as I 
believed it would open more opportunities on both the performance and educational 
fronts. Through my music training, I was exposed to music of many cultures where 
I was able to take courses specifically related to ethnomusicology and explore the 
importance of music within and across cultures. Simultaneously, as a music educa-
tion major, I was required to complete a minor and so I decided to minor in psychol-
ogy. As a result, I took a psychology of women course taught by Professor Rhoda 
Unger, a preeminent feminist psychologist at that time. This course was the first 
time I was exposed to academic feminism and it changed how I viewed all of my 
other academic courses and how I would pursue my analysis of scholarship 
and music.

In addition to the way academics influenced my thinking, I also had to be 
employed throughout my undergraduate degree, as I was putting myself through 
university. To this end, I took positions in student services. First, I worked in dormi-
tory security where I encountered many of the drunk or high students who needed 
to be gently coached to be quiet and go to their room. In the following year, I was 
offered the opportunity to be a resident assistant or what in Canada is commonly 
called a floor don and then in my final year was an assistant resident director. For 
these positions, I was trained in a range of areas including, peer counselling, and 
crisis intervention, while all the time pursuing my career as a musician. During my 
time as a resident assistant and assistant director I dealt with a range problems and 
challenges faced by the students including but not exclusively, sexual violence and 
assault, relationship difficulties, academic difficulties, stress, and anxiety. As well, I 
was constantly confronted with issues of racism, sexism, and homophobia as at that 
time, these were not concerns that were explicitly addressed in the university or 
societal context as they have been recently.

Upon graduation, I decided that my work as an assistant resident director was an 
ideal position from which I could pursue my music career. It offered flexible hours, 
access to music libraries, as well as room and board. Initially, I took a resident direc-
tor position at a small liberal arts college in New Jersey. While, in this position I was 
encouraged to take courses in counselling psychology in order to be better equipped 
to meet the counselling demands of the students. I registered as a special student at 
Rutgers University and took both individual and group counselling courses, all the 
while commuting into Manhattan pursing my music career. Ultimately, I landed a 
position at Barnard College in New  York City as a Resident Director and was 
encouraged to continue to take counselling psychology courses to further my pro-
fessional development. However, Teachers College of Columbia University where 
the counselling psychology program was housed only allowed students accepted to 
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the program to register for courses. I applied to the master’s program, got accepted—
thinking that I was just going to take a few courses for my job, while remaining firm 
on continuing my music career. In fact, at the time I was planning on pursuing eth-
nomusicology—a career choice which was highly discouraged by my family and 
others. All that to say, once I began the program I became very interested and 
excited. There was a strong emphasis within the program on “cross-cultural” psy-
chology and my master’s advisor was a feminist scholar. In fact, I was the a graduate 
student assistant coordinator for the first “Cross-Cultural” roundtable to be held a 
Teachers College, a roundtable that continues each year; it has been renamed the 
“Multicultural Roundtable”. Nonetheless, given my work at Barnard College, a 
women’s college affiliated with Columbia University, I was ever aware of the chal-
lenges faced by women especially those who did not identify as straight and those 
who came from minority social locations. Deeply in the closet myself, these issues 
were extremely important to me and as such I decided to complete the master’s 
degree in counselling psychology.

Again, needing to fund my education, I continued my position as a Resident 
Director at Barnard College, which offered tuition benefits. I was fully engaged 
with my position and my academic program, while continuing to be active as a 
musician. In addition to feminist and cross-cultural psychology, over the course of 
the master’s degree, I became very interested in research and measurement. As a 
result, I decided that I would pursue a PhD in Counselling Psychology with the 
hopes of being actively involved in research that addressed feminist concerns in 
psychology. I applied to eight programs across the country and I was only accepted 
into one. However, the American Psychological Association did not accredit the 
program in which I was accepted, so I decided to turn down the acceptance and 
pursue employment in the field of counselling psychology, finally forgoing my 
music career, which then became and remains an avocation.

Having completed my master’s internship at the adolescent day treatment pro-
gram at Mount Sinai Hospital in New York City, I decided to pursue a position at the 
Post-Graduate Center West. The center was a day treatment program for adults liv-
ing in supportive housing—I offered individual and group counselling. My caseload 
was all women, mostly with histories of sexual assault and abuse, diagnosed with 
severe mental illnesses. While working at the center, I reapplied to the three coun-
selling psychology programs in New York City and I was accepted to all three. I 
decided to pursue my PhD at Columbia University under the supervision of 
Professor Roger Myers—an esteemed scholar in counselling psychology in the 
United States. Professor Myers was extremely supportive of my interests in the 
intersections of feminist and cross-cultural psychology as well, he sparked my inter-
ests in career psychology specifically related to workplace challenges and abuses.

In the first year of my PhD, I took a position at Laguardia Community College as 
a part-time counsellor and I taught a course called “Freshman Seminar” which was 
a seminar where students explored their career development. The college was in 
Queens, with a highly diverse student body whose aspirations were to attend 4-year 
colleges or university. I worked at the college for 2 years followed by my APA 
accredited internship at the Pace University Counselling Center. I was particularly 
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attracted to Pace due to the diversity of the student population at the university and 
the fact that two of the supervisors identified their theoretical orientation as femi-
nism. Upon completion of my internship, although I was ABD (all but dissertation) 
I secured a position as an Assistant Professor in the counselling psychology pro-
gram at Western Michigan University in Kalamazoo, Michigan. It was there that I 
really began to explore from an academic versus clinical perspective the intersec-
tions of multiculturalism and feminism in psychology.

Growing up in New York and spending a short time in New Jersey did not pre-
pare me for Michigan in general and Kalamazoo, in particular. Michigan was and 
remains a politically conservative state with a private militia. However, my col-
leagues at the university were progressive, liberal with four who shared my feminist 
theoretical, scholarly, and political convictions. Though I was working on my doctoral 
thesis, I had all the responsibilities and expectations of an assistant professor. I was 
expected to teach three graduate level courses, write scholar articles, and be an 
active and contributing citizen of the profession and university. As I did not have a 
PhD, I immediately applied for a license as a professional counselor so I could pro-
vide clinical supervision and simultaneously, I became a member of the Michigan 
Psychological Association. Next, there were two events that were foundational to 
the future of my career—while, at the time I would have not known how important 
these events might be.

The first course that I was assigned to teach was Assessment and Diagnosis. 
Though I harbored an enormous critique of the DSM and the diagnosis process, 
wanting to be viewed as a team player I agreed to teach the course. During my 
course preparations, I reviewed as many books, journal articles, and other materials 
that presented a multicultural and/or feminist critique of the assessment and diagno-
sis processes. I designed a course that presented the students both sides of the issues, 
traditional clinical models as well as the critiques. As such they read books and 
articles that offered traditional approaches to clinical interviewing such as Millon 
and Everly (1985), Benjamin (1993) and Othmer and Othmer (1994). In addition, 
they read feminist and political analyses of diagnosis and assessment such as, 
Brown and Ballou (1992), Caplan (1995) and Kirk and Kutchin (1992).

Developing this course and reviewing a range of materials resulted in the publi-
cation of my first journal article in 1995, entitled; The Diagnostic Window: Cultural 
and Gender Sensitive Diagnosis and Training (Sinacore-Guinn, 1995a). In this 
article, I posit there is a very small window in which mental illness as defined by the 
DSM occurs. Thus, in order to assess that window, the clinician must consider the 
cultural, familial, and societal systems, structures and values in which the client is 
situated. I suggest that through this type of assessment one can understand whether 
client’s challenges are due to mental illness (internal) versus a normal and expected 
response to discrimination, oppression, and even violence. The model I proposed in 
this journal article laid the foundation for much of my future work related to mental 
health and the effects of violence, discrimination and oppression on individual 
functioning.

The second event that was foundational to my career was developing and co- 
teaching a psychology of women course with one of my colleagues, Karen Blaisure. 
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My colleague’s expertise was in marriage and family therapy. We decided to develop 
the course using the ideas outlined within critical and feminist pedagogies. After 
developing and teaching the course we also submitted a presentation entitled, 
Teaching from a feminist perspective to the Annual Great Lakes Regional Meeting 
of the American Psychological Association in 1993 (Sinacore-Guinn & Blaisure, 
1993). This presentation led to additional presentations and, ultimately, we secured 
a grant to conduct a qualitative study about the experiences of academics utilizing 
feminist pedagogy techniques in their classes. The study included academics from 
psychology, marriage and family therapy and related disciplines. In addition to sev-
eral presentations, the research resulted in the publication of two journal articles in 
top tier journals; Teaching of Psychology (Sinacore et al., 1999) and Feminism and 
Psychology (Sinacore et al., 2002). Unbeknownst to me, at the 1993 presentation 
about feminist pedagogy there was a professor sitting in the audience who was 
profoundly affected by the presentation became influential in my future career. 
Her name was Linda Forrest, a professor in the counselling psychology program at 
Michigan State University and one of the foremost feminist counselling psycholo-
gists in the United States.

In the meantime, I completed my thesis and in 1994 took a job as an assistant 
professor at McGill University. I immigrated to Quebec, Canada, just before the 
referendum on separation. The cultural shock of moving to Quebec, combined with 
the challenging immigration process and the complexity of what I was learning 
about Quebec politics and history informed my thinking in profound ways requiring 
me to adjust my research on feminist pedagogy to include US as well as Canadian 
perspectives. After ensuring we included Canadian scholars in the research pro-
cesses, in 1995, along with colleagues, I presented the preliminary findings from 
our research at the annual convention of the American Psychological Association 
(APA). Professor Forrest came to that presentation and invited me to join her and 
several of her distinguished colleagues to dinner. At dinner, we discussed the 
research and the importance she and her colleagues placed on it—they encouraged 
me to join a subgroup within the counselling psychology division of APA entitled, 
the Section for the Advancement of Women. I joined the section and became actively 
involved in the section’s activities. Simultaneously, I became involved with the 
Association of Women in Psychology a feminist organization that worked diligently 
to integrate multicultural and feminist principles in their systems and structures. In 
1998, Linda Forrest and Ruth Fassinger along with a small group of graduate stu-
dents organized a conference entitled: Advancing together: Centralizing feminism 
and multiculturalism in counseling psychology. The conference was structured 
around working groups using a mentorship model, as a junior faculty member I was 
partnered with Carol Zerbe Enns, one of the most prolific feminist writers in coun-
selling psychology at that time. We were charged with leading the feminist peda-
gogy workgroup. As well, I was asked to be one of the opening speakers at the 
conference—my opening remarks were called—“The Only”. I was the only women 
professor in my program, only lesbian, the only person trained as a counselling 
psychologist, and the only feminist scholar—a position that was undeniably diffi-
cult. I ended my remarks highlighting that many scholars at that meeting were alone 
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in their work and that this conference was an opportunity to identify “The Only” and 
create coalitions, collaborations, and on-going support. It set a tone for the 
conference.

My work with Professors Zerbe Enns resulted in a number of presentations and 
journal articles, but most importantly it resulted in a co-edited book entitled: 
Teaching and social justice: Integrating multicultural and feminist theories in the 
classroom (Enns & Sinacore, 2005). In this book we provide an analysis of the com-
mon and divergent themes in multicultural and feminist theories. The multicultural 
education and pedagogy chapters reviewed approaches to teaching and discussed 
the theories implicated in each approach. That is, the multicultural counselling 
chapter reviewed the four main approaches to multicultural counselling training; 
existential/universal, ubiquitous, focused cultural, specific and race based. The 
multicultural pedagogy chapter identified five approaches culturally different, 
human relations, single studies, multicultural and social construction. The feminist 
chapters reviewed schools of thought within second wave feminisms (liberal, 
cultural, radical and socialist) and those within diversity feminisms (postmodern, 
Women- of- Color, lesbian, global and third wave). For each approach or school of 
thought, key concepts, goals, and methods were identified. Most importantly, in this 
work Professor Enns and I wrote a chapter that highlighted the common dimensions 
across multiculturalism and feminism, and how these dimensions can be employed 
to create a social justice pedagogy. This work laid the groundwork for the under-
standing of the intersections between multicultural and feminist psychology and 
how these intersections can lead to work embedded in social justice. Just as devel-
oping, the diagnostic window was foundational to my theoretical understanding of 
mental health and human functioning, developing a social justice pedagogy was 
foundational to my understanding of counselling psychology teaching and training 
and the role of systems in these processes.

These early attempts to bring multiculturalism and feminism into my teaching 
and research were often met with dissent among colleagues, students and reviewers 
(both journal and grant). Feminist and multicultural psychology was not well 
embraced and considered political. The critiques highlighted the fact that many 
members of the psychological community were denying the political nature of the 
discipline. Moreover, at the time, feminism and multiculturalism in psychology was 
not well known, understood, or accepted as a legitimate area of inquiry. As an out 
lesbian professor, my interest in feminism as a core school of theories in psychol-
ogy, was often viewed with suspicion and not considered as a appropriate intellec-
tual endeavor but viewed as a political choice to support my decision to be openly 
queer. Thus, my work was often critiqued through the lens of heterosexism and 
misogyny. I would argue that in order to be a feminist psychologist one had to know 
the entire canon of traditional psychology intimately in order to defend an alterna-
tive point of view. However, those defending a traditional point of view did not have 
to learn about feminism—thus keeping feminist thought on the margins of the 
discipline.

In addition to theory, I have been very interested in research methodologies and 
as such, I have conducted studies using both qualitative and quantitative methods. 
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Early in my career, getting funding for qualitative research was very difficult, espe-
cially research related to feminist and multicultural topics, as a result with little 
funding—I pursued my research program. I was often given advice by more senior 
colleagues, to “tow the line” until I received tenure. Believing in academic freedom 
and intellectual development while understanding the need to address discrimina-
tion and oppression both within and outside of psychology I chose the opposite and 
continued to pursue my research using qualitative methods: methods that were not 
valued in psychology and difficult to get funding for or publish. As one can imagine 
my journey towards tenure was not an easy one, but I endured and was eventually 
tenured in 2000.

 Perspectives and Implications of My Work: My 
Canadian Journey

After tenure, I took a brief leave of absence to evaluate whether or not I wanted to 
continue on what was a difficult road within the academic world. I returned to my 
music career and for a brief time was the music director for the Dora Wasserman 
Yiddish Theatre in Montreal. During this time, I realized that all the work I was 
doing as a lesbian feminist academic mattered to people outside of the academy 
who understood how oppression and discrimination fundamentally affected their 
families both historically and presently. The experiences and stories of the intergen-
erational trauma told through Yiddish plays and song reinforced my resolve to con-
tinue my work in feminism and multiculturalism. Armed with tenure I returned to 
the academy—this time turning my attention to the Canadian context while still 
staying connected to mentors and colleagues in the United States.

Since, I had lost 2 years of work on my research and scholarship it took a bit of 
time to jumpstart my program of research. Carol Zerbe Enns and I completed the 
book on social justice pedagogies and I started to consider the role of social justice 
beyond just the intersections of feminisms and multiculturalism. At the same time, 
I began to consider the identity of the profession of counselling psychology in 
Canada. In 2005, professors Derrick Truscott and Kevin Alderson asked me to pres-
ent a discussion at the 2006 annual meeting of the Canadian Psychological 
Association (CPA) addressing accreditation criteria for Canadian Counselling 
Psychology (Truscott et al., 2006a, b). They had read an article I wrote, in 1995 
entitled, Counselling psychology: A look at the question of identity, roles and the 
future. (Sinacore-Guinn, 1995b). I was invited to write this article when I began at 
McGill in order to shed light on counselling psychology as a discipline. After the 
presentation at CPA in 2006, it became apparent that there was a great deal of inter-
est in Canada to expand and develop counselling psychology.

In 2007, I went on sabbatical and during that time a committee within the coun-
selling psychology section of the CPA worked diligently to develop a definition of 
Canadian Counselling Psychology. Upon return from my sabbatical, I decided to 
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become more active in the CPA and in 2009 attended the counselling psychology 
section meeting where the definition was presented to members for approval. After 
attending the session, I was sitting in the lobby of the hotel with my students and felt 
empowered about the importance of developing counselling psychology in 
Canada—I said to my students, “we need a conference”. My idea was to hold con-
ference that would solidify and operationalize the definition in the discipline. In that 
moment, I conceptualized the Inaugural Canadian Counselling Psychology 
Conference. The conference was structured based on the definition of counselling 
psychology and was the first of its kind in counselling psychology in Canada, I used 
a similar model to the one employed at the Advancing Together Conference held by 
the SAW of APA in 1998. My students and I created a spread sheet of all the coun-
selling psychology programs and counselling centers in the country. I personally 
called as many people as I could on that list to invite them to be either a workgroup 
leader, speaker or attendee at the conference. Over 100 people from across Canada 
came to Montreal for what was referred to in the reviews as, “the best conference 
ever”. Resulting from this conference, in 2011, I edited the first Special Section of 
Canadian Psychology devoted to Counselling Psychology (Sinacore, 2011a). In 
2015, I co-edited the first book devoted entirely to scholarship by Canadian 
Counselling Psychologists entitled: Canadian counselling and counselling psychol-
ogy in the 21st century. (Sinacore & Ginsberg, 2015). This inaugural conference 
inspired a subsequent Canadian counselling psychology conference in 2018 that 
included two of my former students, Anusha Kassan and Kaori Wada, among the 
conference organizers.

My involvement in CPA did not end with the conference, in 2011 I became the 
Chair-Elect of the Counselling Section, then Chair, and each subsequent year took 
on additional leadership roles in CPA. I sat on the professional affairs committee, 
trained as a CPA site visitor, sat on the accreditation panel and subsequently became 
Chair of the panel. As well, in 2015, I was elected to be a Fellow and currently, I sit 
as a Director at Large on the CPA Board of Directors and I am the President-elect 
of the association. Each of these roles, responsibilities and opportunities emerged 
from my commitment to social justice and advocacy.

 Perspectives and Implications of My Work: Contributions 
Outside of North America

Involvement in the CPA was foundational to restarting my career after I took the 
leave of absence, however, my interests in social justice, equity and diversity moved 
beyond Canadian borders. I became active in a range of international endeavors 
through professional associations and collaborating with professors from around 
the world. I have been a visiting scholar in a number of countries including Brazil, 
Israel, Taiwan, and Chile and I have collaborate with international organizations to 
address research questions related to gender equity and sexual diversity. Particularly, 
noteworthy is the collaborations with my colleagues in Taiwan and Chile. Over the 
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course of a number of years, I received several invitations to travel to Taiwan to 
work collaboratively with the Taiwan Counselling Association, as well as several 
universities, and public service agencies to address concerns related to gender 
equity education and gender-based violence. Ultimately, the Department of 
International Cooperation and Science Education, Ministry of Science and 
Technology, Taiwan invited me as an international scholar to collaborate several 
organizations around the country. I developed research collaborations, presented 
workshops, was a guest lecturer in classes at a number of universities, and had the 
opportunity to learn about the cultural context of Taiwan. Ultimately, this work 
resulted in a number of refereed presentations and publications (e.g. Sinacore et al., 
2019) in both English and Chinese that address the implementation of the Taiwan’s 
gender equity and bullying act. This research also assessed attitudes and beliefs 
about gender-based bullying and violence.

The second significant international contribution has been my collaborations 
with colleagues Chile. In 2019, I was invited to be an Expert Speaker on Gender 
Studies, Global Affairs Canada in collaboration with the Canadian Embassy and 
University of Chile, Santiago, Chile and to participate in the International Women’s 
Day March. Over the course of the week leading up to the women’s day March, I 
gave workshops and presentations to faculty and students at the University of Chile, 
met with business leaders in the community, addressed women entrepreneurs and 
gave workshops at the Canadian Embassy. The topics that I covered were predomi-
nantly focused on sexual harassment, sexual assaulted, gender based violence, and 
gender based discrimination. Since that time, I have continued to collaborate with 
the University of Chile and have invited to participate in their annual international 
scholars’ week. In January 2021, I gave a 4-day course on equity, diversity and 
inclusion in the workplace.

In all of my international collaborations, I became very cognizant of the impor-
tance of having cultural brokers, such that the work being done does not reproduce 
colonizing and imperial western frameworks of conducting research and teaching 
courses. In addition, these collaborations made me highly aware of global issues 
(e.g. gender-based violence, sexual violence, health inequities) that require serious 
attention locally, nationally, and internationally. To this end, I co-authored and arti-
cle with Kirby Huminuik entitled; Internationalization of Canadian Counselling 
Psychology: A Collaborative Endeavour Grounded in Social Justice (Sinacore & 
Huminuik, 2020). As well, I became active in the International Council of 
Psychologists (ICP) where I currently sit on the Board. I am also a member of the 
advisory council of the Global Network of Psychologists for Human Rights. My 
international work continues to inform my work in Canada. It highlights the impor-
tant work that counselling psychologists in Canada can be doing to address societal 
inequities locally, nationally, and globally. My commitment to addressing social 
inequities has evolved from integrating multicultural and feminist approaches to 
using a social justice and human rights frameworks in my research, teaching, pro-
fessional service and advocacy.

According to the American Psychological Association Task Force on Human 
Rights (2015), members of society have the right to access and benefit from 
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psychological services and knowledge. Psychological research and practice should 
protect all people from discrimination and mistreatment. Finally, psychologists are 
obligated to respect, advocate for and apply human rights to their practice, research 
and communication of knowledge. The CPA code of ethics (2011) echoes these 
sentiments in the following statements, “Psychologists do not engage in unjust dis-
crimination based on such factors and promote non-discrimination in all of their 
activities” (CPA, 2017 p. 11) and “respect for peoples and person also includes the 
concepts of distributive and social justice” (CPA, 2017, p. 12). My emerging inter-
est in human rights resulted imploring CPA to formalize human rights as a central 
part of its work. I brought this idea to the board and as a result, Kerri Ritchie and I 
are co- Chairs of the newly established board level Committee for Human Rights 
and Social Justice. Moreover, we co-edited a Special Issue of CPA’s magazine, 
Psynopsis (Sinacore & Richie, 2020) entirely devoted to human rights. My interest 
and commitment to human rights and social justice continues to grow and I have 
integrated these concepts in to a range of national workshops, which I have con-
ducted. For example, I was asked to present workshop to the Canadian Council of 
Professional Psychology Programs (Sinacore, 2020b) and Association of Accrediting 
Agencies of Canada (Sinacore, 2020a) where I discussed the integration of human 
rights and social justice into both the training of psychologists and accreditation 
standards.

At this time in history, I think it is more important than ever that psychologists 
take on a human rights and social justice orientation to their work local, nationally, 
and/or globally. In a co-authored article with Anusha Kassan in CPA Psynopsis 
entitled, Social inequities highlighted in the crux of the COVID-19 pandemic: A 
wake up call to our profession (Sinacore & Kassan, 2020) we discuss the on-going 
societal disparities exacerbated by COVID-19. The pandemic has aggravated exist-
ing disparities in societal institutions such as health care, senior care, education, and 
access to safe housing. As well, throughout the pandemic we have seen a rise in 
domestic and sexual violence as well as cyberbullying within Canada and across the 
globe. These disparities are directly related to basic human rights. The UN 
Declaration of Human Rights (1948) clearly states that a fundamental human right 
is access to; “Economic, social, and cultural rights that encompass the right to an 
adequate standard of living, the right to health, the right to housing, the right to 
education, and the right to the benefits of science and culture” (Articles 22–28). 
Thus, I implore all psychology scholars and clinicians to consider their responsibil-
ity towards human rights and social justice in their teaching, research, clinical prac-
tice and professional activities.

 Significant Learning and Developments

As a professor at a research intensive institution, I find it ironic that the scholarship 
that has informed my career and resulted in my being known both nationally and 
internationally has come less from my data-based research and more from my being 
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a theoretician, activist, and innovative leader. That is, the pillars of my research and 
scholarship are founded in my interest in the intersections of feminism and multi-
culturalism, social justice pedagogy, and counselling psychology identity. Each of 
the early theoretical pieces I produced (e.g., Diagnostic Window, Feminist/Social 
Justice Pedagogy Model, and Counselling Psychology Identity) laid the foundation 
for the models I have developed over the course of my career.

Throughout my work, I have applied a range of epistemological positions. Early 
in my career I focused predominately on epistemologies hailing from feminist theo-
ries, such as post-modernism, social constructionism and standpoint. Over time, I 
began to integrate a diversity of epistemological positions such as, critical theory, 
multicultural theories, critical race, anti-oppressive and queer theory. My interest in 
a diversity of epistemological positions continues to grow. Thus, the integration of 
these different epistemological models has resulted informed the ways I can address 
human rights and social justice in my work.

In addition to these epistemological positions, my research has been strongly 
influenced by applying qualitative methodologies. I worked tirelessly to learn about 
the range of qualitative methodologies such as grounded theory, phenomenology, 
narrative, and recently participatory action research. Fighting an uphill battled for 
these methodologies to be recognized as legitimate within the profession, I did not 
back away from applying the ontological, axiological, and methodological assump-
tions that were consistent with the epistemological positions I was incorporating 
into my work.

Given the evolution of my career and scholarship, I think of the most significant 
learning I can offer about my work is that it is equally important to participate in 
critical theoretical and methodological thinking, as it is to engage with the produc-
tion of research and scholarship. As well, my career highlights the importance of 
interdisciplinary engagement when critically analyzing theories and methods. My 
engagement with feminist theory and thought required me to read broadly in a range 
of disciplines including, business, sociology, philosophy, education, law, and psy-
chology to name a few. By critically reading and exploring knowledge from a wide 
range of disciplines, I was able to explore my areas of interest from a diversity of 
perspectives. Bringing these perspectives to psychological research has allowed me 
to interrogate the edges of psychology without losing insight into the center.

Being a critical consumer of theory and research allows us to consider ideas that 
otherwise would remain dormant. The idea that a scholar needs a program of 
research where one idea builds on the next in a linear process is antithetical to inno-
vation. While it could be argued that my epistemological and methodological posi-
tions are what defines my research program, a careful review of the various topics I 
have studied (e.g. immigration, career development, gender-based violence, femi-
nist pedagogy, sexuality) does not give the appearance of a traditional program of 
research. However, my willingness to employ a diversity of epistemologies (e.g. 
intersectionality, social constructivism) with a range of qualitative methods has 
resulted in my work being foundational to the current zeitgeist of equity, diversity 
and inclusion (EDI). Ironically, while at the beginning of my career these epistemo-
logical and methodological positions were criticised and marginalized, currently 
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with the impetus to integrate EDI into university systems and structures this work is 
moving from the margins towards the center.

That is, currently, there is a strong movement in education regarding the impor-
tance of considering equity, diversity and inclusion (EDI) in policies, curricula and 
processes. The theoretical, research, and political foundations for EDI have been 
around for a long time and have been on the edges of psychology since the 
mid- 1980s. Scholars, myself included, have been producing scholarship related to 
equity, diversity and inclusion for many years and in my case over 25 years. As 
previously mentioned, in the beginning of my career, it was very difficult to get this 
work funded or published. Now these edges of psychology are finally moving to the 
center and there is much discussion about addressing EDI in universities, clinical 
training programs, accreditation standards and CPA policies and procedures. The 
irony is that feminist and multicultural scholars—scholars whose work historically 
has been under-valued, under-funded, and marginalized, have conducted much of 
the foundational research related to the current EDI zeitgeist. However, much of 
that research remains invisible, especially when there is an emphasis on citing the 
most recent work versus foundation scholarship in addition to more contemporary 
articles. Thus, an important learning from my career is that, it is equally important 
to understand the historical foundations of knowledge production such that innova-
tive scholarship that may have been marginalized is not erased and the producers of 
that knowledge are given their due credit. In the keynote address I gave at the 2018, 
Canadian Counselling Psychology Conference I addressed this very concern. I 
implored counselling psychologists to recognize the discipline’s historic role in 
attending to diversity and social justice and their current responsibility to celebrate 
that history, recognize the authors of that history, while, simultaneously centralizing 
social justice and diversity as core competencies within the discipline 
(Sinacore, 2019).

In addition to recognizing historic contributions, it is equally important to be 
aware of the knowledge that is moving from the margins towards the center while, 
at the same time, remaining cognizant of the innovative work that remains in the 
margins or continues to be marginalized. For example, as EDI moves to the center 
and begins to get integrated into psychology programs, we need to be cognizant of 
the ideas, research and practices that remain at the borders of the discipline such as 
an orientation towards human rights. Being aware of these movements from mar-
gins to center while reassessing and constantly re-evaluating the borders can result 
in developing innovative thinking and new interdisciplinary scholarship.

 Insights from My Work: The Importance of Advocacy 
and Innovative Leadership

As I consider my research and the insights I can glean from the trajectory of my 
career, I cannot separate my commitment to research that attends to social justice, 
diversity, and human rights from being an activist and innovative leader. I believe 
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my research informs my advocacy and my advocacy informs my research. A central 
tenet of feminism, multiculturalism and social justice is advocacy. When your 
scholarship is focused on discrimination and oppression, it is important that the 
information gleaned from the research be applied outside of academic and profes-
sional circles in order to address the very things that need to change. As a person 
committed to improving the human condition locally, nationally, and globally, I 
think it is very important that we partner with local communities and organization 
to insure that we develop culturally informed knowledge. As well, it is very impor-
tant as researchers we are actively involved in making what is learned through these 
collaborations accessible to organizations and communities who are our partners 
and would benefit from the knowledge.

In addition to advocacy, I believe being actively engaged with innovative leader-
ship is essential to the discipline. Innovative leadership can take on many forms. It 
could be applying innovative methodologies (e.g. PAR), addressing inequities in 
our home institutions, or confronting inequities in the discipline through leadership 
roles. Innovative leadership requires one to be an inclusive leader who promotes 
diversity and inclusion within the discipline. Over the course of my career the lead-
ership roles I have taken on such as the Inaugural Canadian Counselling Psychology 
Conference, have led to scholarship that promoted the discipline. To be an innova-
tive and inclusive leader requires courage, the courage to address controversies, put 
forth new ideas and confront complacency, unconscious bias, and oppressive prac-
tices. Innovative leaders are humble and accept that others have important ideas to 
offer the process of innovation and social change. As well, innovative leaders men-
tor and support others such that they can become leaders and role models. Over the 
course of my career, I have mentored a diversity of students, supervised their theses, 
and provided them with guidance in their career development. My research and 
scholarship have informed their work and their work has informed my research. 
Being a scholar, advocate and leader has provided me with access to innovative 
thinkers who have contributed to me growing as a scholar and my continued com-
mitment to creating and consuming new knowledge.

 Practical Applications

Although I trained as a counselling psychologist and graduated from an APA- 
accredited program, I am not a licensed psychologist in Canada. Upon arriving in 
Quebec as a new scholar the prospect of pursing tenure, while simultaneously 
becoming fluent in French was quite daunting. At the time, I believed that pursing 
tenure was essential to my success as an academic; however, I did study French dur-
ing that time. Overtime, as my interests evolved away from doing individual clinical 
work to theoretical, methodological and organizational areas of psychology pursing 
a license as a psychologist became less important to my professional identity. As 
such, my interests moved into organization consultation specifically within schools 
and social service agencies. Thus, the practical applications I address are about 
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institutional and organizational change versus individual counselling or 
psychotherapy.

My work as a consultant has focused predominantly addressing systematic dis-
crimination, bullying, gender-based violence and other oppressive practices that 
occur in institutions and schools. My work as a consultant has focused on policy 
development and implementation as well as, putting systems and structures in place 
to minimize discriminatory practices and maximize equity, diversity and inclusion 
through education, dialogue, and reflexivity.

In order for an institution to move toward a model of organizational social justice 
where in the components of EDI are addressed, there needs to be the involvement of 
members and all levels of the institution. That is, the approach to organizational 
development that I recommend requires that all members of the institution actively 
engage in dialogues about change processes. I typically employ a collaborative par-
ticipatory model of engagement such that a committee with representation of the 
various stakeholders at all levels of the institution guides the work and provide 
feedback from across the institution. This model is participatory, iterative, and on- 
going such that there is continuing evaluation of the effectiveness of the organiza-
tional change, while at the same time highlighting where growth and positive change 
is occurring. The success of this work as a consultant is evidenced by the fact that 
in recent years I have been invited to present several national and international 
workshops about how to bring about organizational and school wide change that is 
guided by the principles of human rights, social justice and EDI (Sinacore, 2020a, 
b). This work has culminated in a recent book chapter entitled: Critical Diversity 
and Social Justice: Organizational and Systemic Considerations (Sinacore, 2021) – 
that provides a case example of this type of consultative process.

 Insights About Clinical Reasoning, Assessment and Practice 
in Organizational Consultation: The Integrated Social Justice 
Consultation Model

Over the years, I have expanded both the diagnostic window and social justice peda-
gogy into larger more comprehensive models. The diagnostic window evolved into 
the “Multicultural Case Conceptualization” model (Sinacore, 2011b) model and the 
pedagogical model was expanded into the “Integrated Social Justice Consultation 
Model” (ISJCM) (Sinacore, 2011c, 2021). My students and I have used these mod-
els as epistemological frameworks for our research. As well, I regularly use the 
ISJCM, as a guiding model for my work as an organizational consultant. To this 
end, I will discuss how to facilitate an organization change process where institu-
tions work toward creating environments that attend to human rights, equity, diver-
sity and inclusion. For the purposes of this discussion, institutions can be any 
organizational system such as educational institutes, social service agencies, public 
service organizations (e.g. police), or governmental agencies. The goal of this dis-
cussion is to highlight how through applying a social justice framework, institutions 
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can identify the systems, structures and policies that need to be changed or devel-
oped to establish more justice within an institution. This type of analysis is iterative 
and ongoing. It is not a onetime evaluation but a model of organizational develop-
ment where the institution culture shifts such that justice work is central to its 
functioning.

The Integrated Social Consultation Model (ISJCM) can be employed to conduct 
an organizational assessment that address systems and structures that may contrib-
ute to inequities within the organization. To apply this model, one simply needs to 
take each principle and turn it into a series of questions. Each principle provides an 
overarching area to consider which then can be broken down into more finite cate-
gories, as is illustrated below.

Principle I: Inequities within institutions are bi-products of an organizational 
climate that reflects a broader socio-cultural context.

What is the broader socio-cultural context that may influence the organization cli-
mate and result in the marginalization of certain individuals or groups? The goal 
of this assessment is to address the challenges with society that are reflected in 
the institutions, such as systemic racism, discrimination, and oppression. For 
example, there have been a number of disparities highlighted by the COVID-19 
pandemic, specifically with the scapegoating of immigrants, East Asians, 
LGBTQ+, Jewish and Indigenous communities in news media outlets (Sinacore 
& Kassan, 2020). Other socio-cultural factors can be systemic racism, anti- 
Semitism, sexism, Islamophobia, sexism, homophobia, or any number of ‘ism’ 
that are perpetuated in society and through the media. These socio-cultural dis-
parities reflect a socio-cultural climate of discrimination, which may be repli-
cated in organizations. As such, the question for organizations is, how are these 
socio-cultural factors influencing the interpersonal beliefs, intrapersonal interac-
tions, environment messages (e.g. gender neutral bathrooms, media) and the 
overall working environment? What can the organization do or what systems and 
structures can be put in place to address challenges as they arise? Similarly, insti-
tutional policy needs to be assessed for broader socio-cultural influences. That is, 
are policies accessible, transparent and implemented with an orientation toward 
equity? (Note: Policy implementation will be discussed in more detail under 
Principle II.)

Principle II: Power dynamics contribute to and result in the silencing and mar-
ginalizing of certain individuals and groups.

How can power in the organization or system be inadvertently used to silence and 
marginalize certain individuals and groups? When conducing an assessment of 
power, institutions need to examine power at the individual and systemic levels. 
Power dynamics at the individual level includes addressing both informal and 
formal power, as well as ensuring that the models of leadership are inclusive, 
where diversity is valued and all employees regardless of social location are 
given power and voice and have the opportunity to thrive. In addition to power 
between members of the organization, structural power also needs to be consid-
ered. For example, how are decisions about the allocation of resources made and 
are they allocated in ways that attend to equity?
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Principle III: Rules that govern social interactions and decision-making pro-
cesses take into account individuals’ multiple intersecting identities.

Are multiple intersecting identities ignored or taken serious in social interactions 
and decision-making processes? This principle attends to how people who repre-
sent a diversity of social locations are treated within the organization and whether 
some identities are valued more than others. An orientation towards equity in an 
organization requires that the organizational systems and structures are designed 
such that all members the institution are situated for success and are valued.

A second area this principle applies is related to how polices are implemented. That 
is, are policies being implemented in a way that considers intersecting identities? 
Policies that are rigidly implemented may disproportionately affect a range of 
employees such as, individuals with disabilities, single parents, and others who 
might need accommodations. This approach requires taking into account indi-
vidual differences such that policies are implemented with an orientation toward 
equity versus equality resulting in an atmosphere that, simultaneously, values 
individual differences and group cohesion. Organizational practices that value 
accommodation and inclusion can strengthen group cohesion as all members of 
the institution feel valued as contributing members. Discriminatory practices can 
have the opposite effect and result in isolation, marginalization, and tensions 
within the organization.

Principle IV: Institutional, social, and structural change may result in contro-
versy, which can productively lead to positive change through dialogue and 
education.

This principle values productive dialogues across different points of view. 
Organization change can be experienced as disruptive and members of the insti-
tution may be resistant or concerned about how the change will affect them and 
the work they do. As such, in order for change to be productive, on-going dia-
logue and education is essential so that members of the organization feel their 
voice is being considered and heard. As such, a change management plan that 
addresses ways in which controversy will be managed and addressed is essential 
for productive and growth producing outcomes. These ideas go back to Principle 
I, which addresses socio-cultural context. For example, if there is a great deal of 
polarization in society related to diversity and inclusion, that polarization might 
emerge in the organization and present as a controversy. Thus, controversy needs 
to be managed productively through being conscious of the on-going and emerg-
ing controversies in society. Develop a climate where controversy can be produc-
tively addressed, in ways that do not marginalize individuals and groups can 
bring about positive change and innovation.

Principle V: Advocacy and outreach are essential components of social justice.

Advocacy and outreach can include a range of areas and practices. These may 
include how employees are recruited, promoted, trained and offered professional 
development. It may also include attending to societal or political inequities that 
negatively affect employees. For example, in Quebec, Bill 21 does not allow 
government employees including teachers to where religious symbols. Arguably 
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this law negatively affects a range of individuals including religious Muslim 
women, Sikhs, and Jewish men. Organizations that are negatively affected by 
these types of laws can lobby the government for change to insure that their 
employees are protected. Thus, advocacy and outreach can included social and 
political actions that address inequitable laws and policies.

 Future Research and Scholarship: Plans and Directions

In recent years, I have become very interested with psychology’s role and responsi-
bilities concerning human rights. I firmly believe that the pandemic has highlights 
the many local, national and international inequities that result in poor mental health 
outcomes for certain individuals and groups. Currently, I am the principal investiga-
tor on a grant addressing the service provision needs to vulnerable youth as young 
adults. As well, I am coinvestigator, in year 3 of a 7-year grant, examining sexual 
violence on university campuses. This project is an interdisciplinary project with 
over 35 partners from a range of universities and institutions. I have just completed 
writing a book chapter about the role of applying a human rights framework to the 
understanding of sexual violence, which is a direct outcome of working with this 
team of researchers. The goal of this research is to put systems, structures, and poli-
cies in place to reduce sexual violence on university campus and develop effective 
intervention and adjudication processes.

Additionally, I have been invited to spend my sabbatical in Chile (2022–2023) to 
collaborate on studies related to sexual violence and gender equity. This project is 
currently being developed using a participatory model to address the systemic ineq-
uities faced by women, Indigenous, LGBTQ+ and other marginalized groups in 
Chile. The current goal is to lay the foundation for an on-going initiative that will 
bring about systemic changes within the collaborating institutions to minimize sys-
temic discrimination.

Research aside, at this point in my career, I would like to consolidate much of the 
work I have done over the course of my career through taking on significant leader-
ship and partnership roles. Recently I was elected to be the incoming president of 
the Canadian Psychological Association (2021–2022) and hope through that role to 
continue to develop the CPA’s role in and commitment to psychology’s responsibil-
ity towards human rights and social justice. I began this work by co-Chairing the 
first Board Committee devoted to Human Rights and Social Justice. As president, I 
hope to support the committee and organization to move this work forward through 
addressing policy both with in CPA and in public forums.

Further, I would like to increase my involvement with the Psychology Coalition 
at the United Nations, the International Council of Psychologists and the Global 
Network of Psychologists for Human Rights such that, I can become more involved 
in the human rights work being done internationally. I hope to bring the lessons 
learned from these international initiatives back to Canada with the hopes that 
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Canadian psychology can increase its visibility, and contribution related to human 
rights, and social justice be it locally, nationally or internationally.

In sum, the world is changing very rapidly, and psychology needs to evolve with 
these changes and be at the forefront in confronting discrimination, oppression, and 
human rights offenses as they emerge. It is my hope that we can continue to work 
together and walk with those individuals and groups who would benefit from a part-
nership with psychologists and psychology in addressing societal inequities.

 Conclusion

As I review this chapter, I am given pause. There are so many stories in one’s career 
and paths we take towards achieving our goals. In this chapter, I have identified one 
or two of the multitude of pathways that have led me to where I currently am in my 
career and life’s work. I suppose if I were to write this chapter in 6 months or a year 
from now I might tell a very different story—though one that would be equally true. 
As such, in considering my career at different points in time, different strengths, 
achievements, barriers and struggles come to the forefront. Here, I have provided a 
snapshot of what I hope will inspire the reader to consider the snapshots in their 
career that give them a sense of fulfillment, agency, and motivation to keep moving 
forward in their own work and in the support of others. Again, this task has been 
daunting and though humbled I am grateful for the opportunity.
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Chapter 15
Humanistic Empirical Assessment 
with Children, Youth, and Families

Krista D. Socholotiuk

Abstract In this chapter, I outline a practice-based rationale for the inclusion of 
empirical assessment with children, youth, and families, and offer Messick’s 
(Educational measurement, 13–104, 1989; American Psychologist, 50: 741–749, 
1995) modern validity theory as a framework by which counseling psychologists 
can harmoniously integrate a contextual, client-centered, and socially responsible 
approach to empirical assessment in their counseling work. I also address some of 
the practical considerations in this approach to empirical assessment and conclude 
with a case illustrating the application of the tenets of modern validity theory with 
a 14-year-old adolescent.

 Guiding Framework

Counseling psychology has a long history of using measurement activities to guide 
prevention and treatment efforts with clients (Duckworth, 1990; Goldman, 1971; 
Langland, 1960). It also has a unique approach to working with measurement based 
on its distinct values and scope of practice (Watkins & Campbell, 1989). In contem-
porary practice, most counseling psychologists view assessment, prevention, and 
intervention as interrelated and ongoing rather than sequential, and considerable 
freedom is exercised about whether or when assessment methods are used (Mahoney, 
2003). While quantification is used by some counseling psychologists, others may 
hold disinterested or even skeptical dispositions toward this type of assessment 
given the limitations of numbers to capture client realities and personal meanings. 
To understand these dispositions, it helps to appreciate the philosophical tenets of 
humanism and postmodernism that tend to characterize counseling psychology and 
its practice (Davis et al., 2005; Haverkamp, 2013). The perceived incompatibility of 
quantifiable measures and the philosophical values of counseling psychology is 
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perhaps also reinforced by the popularity of traditional information-gathering 
models of empirical assessment. In these models, an objective, knowable reality is 
assumed where the assessor is a neutral, distant observer, and deficit-focused test 
scores are sometimes elevated in value and trusted more than other kinds of know-
ing. For counseling psychologists who seek authentic relational encounters that 
honors context, intersubjective knowing, the searching for possibilities, and “what 
is right” with clients (Watkins et al., 1990), it is easy to appreciate why some coun-
seling psychologists might consider empirical assessment to be incompatible with 
their approach to practice.

With these tensions in mind, the aim of this chapter is to offer a counseling psy-
chology approach to empirical assessment that is compatible with relational, 
humanistic, and collaborative practice. It is also written for those intrigued by the 
value of empirical assessment and wish to offer it more often in their prevention or 
intervention approach with children, youth, and families. In light of my position that 
assessment, prevention, and intervention are interconnected and ongoing in coun-
seling psychology, this chapter deviates from the standard structure of the book in 
that there is no specific section in this chapter addressing prevention and interven-
tion. Rather, I have embedded ideas about prevention and intervention throughout 
the other sections.

 Clinical Reasoning Approach

In general counseling practice, the empirical assessment may serve a variety of 
clinical functions, such as information aids for decision making, highlighting oppor-
tunities for prevention, assisting in diagnostics and outcome evaluation, or the direct 
service of client-stated goals like increasing personal awareness or social identity 
(AERA, APA, NCME, 2014). Such functions have utility for clients across the lifes-
pan, but empirical assessment with child and youth populations has some distinct 
value-added.

Assessing client concerns within the context of normative development is a core 
value of counseling psychology (Bedi et  al., 2011). Likewise, attending to the 
achieved and emerging developmental processes shaping a young person features 
prominently in clinical reasoning and service planning for this population. From a 
developmental perspective, it is generally understood that children and youth are 
moving targets: their present-day development is like a snapshot in time reflecting 
an accumulation of age-related changes in physical, emotional, cognitive, and social 
functioning (Feldman, 2019). Accordingly, an important goal in working with 
young people is to consider the normal developmental processes that may have led 
to or are shaping their current functioning. Many norm-based measures developed 
for child and youth populations, such as the Multidimensional Anxiety Scale for 
Children, second Edition (March, 2012), are based on samples of typically develop-
ing children as well as clinical samples, meaning a young person’s score(s) can be 
interpreted, in part, based on how they compare to others within their developmental 
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stage (e.g., 8–11; 12–15; 16–19 years). Given some anxieties and fears are normal 
and expected childhood experiences that will change as the young person moves 
through subsequent stages, norm-based measures can be a helpful aid in identifying 
when some experiences are developmentally unexpected. Further, unlike the clas-
sification system of the Diagnostic and Statistical Manual for Mental Disorders—
fifth Edition (DSM-5; APA, 2013), frequently critiqued for its imposition of a binary 
understanding of human experience (i.e., typical vs. disordered), norm-based mea-
sures are scored on a continuum of standard scores that recognizes the young per-
son’s problems and capacities are experienced in degrees and are not static 
experiences.

In addition to a developmental framework, Bronfenbrenner’s (1977) ecological 
systems model and Sameroff’s (1993) transactional theory of development remind 
us there are complex influences on child development. Both theories form an essen-
tial foundation for understanding a young person’s behavior by highlighting what 
might have happened or is happening for the child in their particular familial, socio-
cultural, and historical context. Bronfenbrenner’s (1977) ecological systems model 
reminds us that what a child brings into the world (e.g., temperament) commingles 
with their past and immediate family, social environment (e.g., neighborhood, 
school, parent’s occupation, peers), and general sociocultural context to shape 
developmental pathways and well-being. Sameroff’s (1993) transactional theory 
adds that development must be viewed as the result of a complex interplay between 
a child’s natural temperament and traits, and both the proximal (e.g., family experi-
ences, parenting techniques) and distal influences (e.g., family income, type of com-
munity) in their lives. For example, parenting strategies and choices will certainly 
affect a young person, and likewise, a child’s temperament and response to their 
caregiver’s behavior will influence parenting approaches. The recognition of these 
complex forces on development constitutes an important foundation for a thorough 
understanding of why a child or youth’s behavior occurs within its particular 
context.

Although not as prominent as measures addressing characteristics of an indi-
vidual respondent, many inventories are available that focus specifically on the par-
ent–child system (e.g., Parenting Stress Index, fourth Edition; Abidin, 2012) or the 
family system (e.g., Family Adaptability and Cohesion Evaluation Scales, IV; Olson 
et al., 2006). Additionally, many offer multi-informant options (e.g., Child Behaviour 
Checklist; Achenbach et  al., 2004; Behavior Assessment System for Children-3; 
Reynolds & Kamphaus, 2015), meaning the young person’s behavior may be 
assessed and understood from multiple perspectives (e.g., the young person, par-
ents, teachers). Multi-informant measures offer several benefits, including a timely 
and efficient way to capture input from important others in the young person’s life. 
Not only does this help to raise awareness of contextual variations in behavior, but 
the use of such measures can also be a good way to invite all to feel a sense of 
invested interest in the eventual findings (Brem & Peebles, 2014).

It is worth noting that low correspondence between informants’ ratings on things 
like the frequency, duration, or intensity of behaviors and experiences is not uncom-
mon (Achenbach, 2011). While this may represent a problem to researchers 
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attempting to estimate the prevalence of children’s mental health concerns, it can in 
fact be an aid to the practicing psychologist. As Brem and Peebles (2014) note, 
discrepant results contain the details of nuance that a focus on the individual or a 
superficial look might miss. The ecological and transactional frameworks described 
above begin with the working assumption that a young person’s behaviors are likely 
to vary across situations and relationships, and multi-informant measures often cap-
ture these perspectives and keep them at the forefront of our minds. Our commit-
ment to work hard at understanding these variances will honor client complexity 
and often yield a more textured clinical picture. Indeed, when multi-informant mea-
sures are approached with the mindset that each person holds some part of the truth 
(Brem & Peebles, 2014), the measures themselves constitute a useful reminder to 
invoke ecological and transactional conceptual frameworks alongside our chosen 
counseling theory when making meaning of test scores.

In addition to offering an index of frequency or intensity on whatever construct 
is being evaluated, empirical assessment can sometimes do double duty. That is, 
empirical assessment can sometimes make visible other processes and challenges 
our clients to contend with that may provide useful information for case formula-
tions (e.g., reading struggles, quality of attention span, response to perceived failure 
or success, perfectionism) and highlight opportunities for prevention efforts. While 
age-appropriate counseling interviews with the child and youth clients are essential 
to the assessment, there are many facets of a young person’s day to day experience 
they may not be able to report (e.g., inattention or other executive functioning chal-
lenges) or which they may understandably not wish or be ready or able to verbalize 
(e.g., trauma, victimization, bullying). A young person’s communicative ability in 
counseling interviews is also influenced by things such as developmental age, moti-
vation, familiarity with the setting, relationship with the psychologist, and the psy-
chologist’s question-asking strategy. For these reasons and others, child and youth 
clients may sometimes benefit from the prompts of measure items to recollect and 
share experiences and, in some cases, may feel more comfortable first telling a mea-
sure something about themselves than communicating it directly to the psycholo-
gist. In these situations, empirical assessment can lay a foundation for productive 
exploration of important items and score meaning when reviewed collaboratively 
with an attuned professional.

Finally, psychoeducation is an important component of counseling with children 
and youth (Cummings & Fristad, 2007; Dahl et al., 2020). Whether as prevention or 
part of the intervention, psychoeducation can help families to understand the practi-
cal and emotional struggles faced by a young person, encourage participation and 
adherence with treatment, and sometimes alleviate misunderstandings and establish 
common ground when multiple systems are involved in a child’s care (e.g., social 
workers, schools, community police). For psychologists with a collaborative orien-
tation to empirical assessment, measures can be a valuable psychoeducational tool 
to teach our clients and important others involved in their care about what is happen-
ing, especially when we involve them in helping us to make sense of the scores. 
Functionally speaking, empirical assessment can also aid in the early identification 
of mental health concerns (e.g., screeners), constitute a therapeutic intervention in 
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itself (Finn & Tonsager, 1997), or be the means by which we advocate for our cli-
ents to access needed resources (Wood & D’Agostino, 2010), such as school-based 
programming or designations for educational support, access to youth support 
workers, or eligibility for more specialized assessment activities.

There is little question that empirical assessments are a well-demonstrated and 
trustworthy guide to facilitating clinical reasoning and guiding counseling psychol-
ogy work. Nonetheless, it is worth highlighting the use of psychological measures 
presumes a legitimate client or organizational need that justifies the time and 
expense of the evaluation (AREA, APA, NCME, 2014). Consequently, the above 
rationales should not be taken as a blanket justification for the use of empirical 
assessment with all cases involving child or youth clients. When a purpose or need 
seems to exist, we can discuss the possibility of incorporating empirical assessment 
with our clients (See section below on Informed Consent for more on this topic).

 Approach to Mental Health Assessment

With a foundation now established for the value added by the judicious use of 
empirical assessment with young people and their families, we come to the second 
and perhaps most challenging task: how do we humanize empirical assessment and 
harmonize the often-discordant value positions of counseling psychology with 
quantification? Like counseling theories or research methodologies, empirical 
assessment reflects a foundational belief system about what can be known and how 
things can be known. In other words, assessment reflect a philosophy of science, or 
a conceptual foundation, underlying the quest to know and understand something. 
Although philosophy of science is a subject more commonly found in discussions 
of research, insofar as research and assessment are both systematic quests for 
knowledge, the ideas held there also apply to assessment (Domene & Socholotiuk, 
2018; Socholotiuk et al., 2016).

When Cronbach and Meehl (1955) first systematized notions of validity in mea-
surement, the main philosophical force in psychology was logical positivism 
(Messick, 1989). Post-positivism, the successor to logical positivism, continues to 
be a dominant force in psychology today (Ponterotto, 2005). For the field of testing 
and measurement, compatibility with this philosophical position is strong because 
the presumption of a single, knowable reality that can be perceived (albeit imper-
fectly) is constituent to the work given its nomothetic aims. The main concern of 
measurement is with universal facets of human experience, and measures are the 
tool by which these realities are captured. For the field of counseling psychology, 
whose value commitments are more heavily influenced by postmodernism and idio-
graphic aims (e.g., concern for the particular facets of human experience embedded 
in unique sociocultural contexts), the prospect of quantifying personal meanings 
through measurement should be a source of tension. However, hopefully, the fol-
lowing sections will reveal this tension need not be classified as incompatibility.
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At the time of Cronbach and Meehl’s (1955) seminal work, the measurability of 
unobservable human experiences, such as cognition or affect, was a precondition 
for legitimacy. Furthermore, as Hubley and Zumbo (1996) note, with measurement 
comes concerns of validity. Validity and reliability are commonly described as the 
“pillars of psychological assessment” (Gersten, 2013, p. 148) because they provide 
essential information about measurement consistency (i.e., reliability) and accuracy 
or truthfulness (i.e., validity). With Cronbach and Meehl’s work as a foundation, the 
field moved in the direction of establishing types of reliability (e.g., test–retest, 
parallel forms, internal consistency) and types of validity (e.g., content, concurrent, 
predictive), with the corollary assumption that validity is a property of an observa-
tion or a measure itself (Hubley & Zumbo, 1996). Thus, if the evidence for the 
pertinent types of reliability and validity were strong, the measure itself was “valid”.

Cronbach and Meehl’s (1955) traditional view of validity and reliability is still 
the backbone of most present-day assessment textbooks in psychology, but in many 
ways, it has not kept pace with modern conceptions of validity (Cronbach, 1988; 
Messick, 1995). This is of significance to the field generally, but also to counseling 
psychologists specifically, because modern validity theory represents a vehicle for 
harmonizing the underlying values of empirical assessment with its concern for 
contextual knowing and sociocultural values.

In the traditional view of assessment, where validity became a property of the 
measure itself, only certain types of validity evidence were needed for a given pur-
pose. In contrast, Messick’s (1989) unified or modern theory of validity, endorsed 
by the American Psychological Association (AERA, APA, NCME, 2014), defines 
validity as “an integrative evaluative summary of the degree to which empirical 
evidence and theoretical rationales support the adequacy and appropriateness of 
inferences and actions based on test scores and other models of assessment” 
(Messick, 1989, p. 13). This definition is a major departure from traditional under-
standings of validity with which most psychologists are familiar. Also, perhaps not 
immediately obvious, but pertinent to this discussion, Messick’s definition does not 
assume notions of validity are tied to any one philosophical position; rather, “philo-
sophical foundations of validity and validation [may] combine elements from mul-
tiple philosophical…perspectives” (Messick, 1989, p. 30).

The shift in focus to validating the meaning of score interpretations rather than 
the measure itself is perhaps one of the most noteworthy bridges to humanistic 
empirical assessment offered by modern validity theory. As Messick (1995) notes, 
“validity is not a property of the test or assessment…but rather the meaning of the 
test scores” (p. 741). Accordingly, the Standards for Educational and Psychological 
Testing note, “it is incorrect to use the unqualified phrase ‘the validity of the test’” 
(AREA, APA, NCME, 2014, p.  11). Psychological measures have always been 
imperfect exemplars of the constructs they purport to measure; they inevitably leave 
something out that should be included and include things that should be left out 
(Messick, 1989). However, the use of mathematics in measurement connotes preci-
sion and legitimacy, which elevates this kind of information as being irrefutable and 
without error. The emphasis modern validity theory places on validity judgments 
being an integrative, evaluative summary of empirical evidence and theoretical 
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rationales means it is understood that validity evidence will always be incomplete, 
and that validity is a matter of degree rather than all or nothing. A psychologist’s 
task is to make the best-case justification for their inferences and actions. It is worth 
noting that foundational knowledge in psychometrics and measurement is still fun-
damental in modern validity theory. Psychologists must know how to select, use, 
and interpret measures given to clients in order to ascertain the accuracy and ade-
quacy of their inferences (i.e., the evidential basis for test use and interpretation). 
However, the importance of other lines of validity evidence to support a psycholo-
gist’s inferences means other considerations, inclusive of culture, the measurement 
situation, and the individual characteristics of the client must be considered as well 
(i.e., the consequential basis of test use and interpretation).

Consistent with the values of counseling psychology, modern validity theory rec-
ognizes the danger of unexposed and unexplored values in score interpretation, 
bringing legitimacy to the role of values and social consequences as a foundational 
consideration in the validity. As Cronbach (1988) stressed, the professional’s vali-
dation argument “must link concepts, evidence, social and personal consequences, 
and values” (p. 4), and test users are obligated to consider whether “a practice has 
appropriate consequences for individuals and institutions, and especially to guard 
against adverse consequences” (p.  6). A note of clarification is warranted here. 
Concern for the wellbeing and growth of young people and their families is para-
mount to our work, and the impossibility of knowing all the positive or negative 
consequences that might arise from testing and measurement should give us all 
pause. Indeed, improper test use has been and continues to be a vehicle by which 
groups of people have been discriminated against (Taylor & Payne, 1983), excluded 
from services and programming (Bersoff & Hofer, 1995), and colonialized (Smith, 
2012). Modern validity theory offers some helpful guidance for counseling psy-
chologists seeking to conduct mental health assessments in a way that aligns with 
the justice values of our specialization. In measure selection and interpretation, psy-
chologists need to consider the potential negative consequences of using a measure 
if those negative consequences are likely to result from some element of invalidity 
linked to the test, the test situation, or the context. For example, a highly elevated 
general anxiety score on a child’s self-report measure is one aspect of evidence we 
might consider in an assessment of a possible anxiety disorder. However, if the child 
repeatedly asked us about word meaning and their motivation lagged noticeably in 
the last half of the administration, then the potential negative consequences to the 
child (e.g., a diagnosis, the need for ongoing treatment, possibly medication) can 
and should be factored into a psychologist’s evaluative judgments of the adequacy 
and appropriateness of inferences about the validity of the child’s scores on the 
measure. This is quite a different situation from a scenario where, for example, we 
might be providing family counseling for a youth’s low mood and notice the parents 
and the young man have developed the habit of explaining the youth’s low mood as 
a problem located within himself. As most measures of depression are based on 
DSM-5 (APA, 2013) criteria, which are largely individualistic and decontextual-
ized, administering the measure to the young man carries a risk of potentially rein-
forcing the family’s views of the young man and what can be done to help him at the 
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expense of shifting perspectives to include relational, sociocultural, or systems- 
based explanations. The psychologist’s choice about whether to administer the mea-
sure could have negative consequences vis-à-vis their counseling goals with the 
family, but these are not consequences that would necessarily bear on the validity of 
score interpretations, were they to decide to administer the measure.

As a matter of practice, psychologists will find it useful to mitigate or prevent 
negative consequences to clients by pausing to consider the degree to which the 
assessment construct(s) as understood and operationalized by the test developers 
carry equivalent meaning and value for the client. Construct equivalence should not 
be the starting assumption, and it can be of great value for psychologists to consider 
questions such as, “to what extent does this test measure something that really exists 
for my client?” before moving ahead. The modern theory of validity recognizes that 
constructs ascribe reality to the world, and measures are the tools by which these 
realities are discerned and captured. It makes room for the possibility that some 
theories and constructs will clash with, impinge upon, and even deny our clients’ 
realities.

In sum, when the focus shifts to validating interpretations of score meaning in 
measurement, where the values and consequences of score meaning are important 
aspects of validity evidence, the psychologist’s practice falls more in line with both 
modern validity theory and the values of counseling psychology. Considering the 
role of values is virtually mandatory in all areas of inquiry, whether in assessment 
or research, the pressing issue is no longer whether to take values into account, but 
how to do this (Messick, 1989).

 Integrating Empirical Assessment into the Process 
of Counseling: Therapeutic Opportunities

The approach to empirical assessment outlined below represents an application of 
modern validity theory. It also draws inspiration from Fisher’s (1970) groundbreak-
ing approach to psychological evaluation as a relational encounter and Finn and 
Tonsager (1997) and Tharinger et al. (2013)‘s work in therapeutic assessment. The 
approach is presumed to hold therapeutic opportunities, whether the aim is to 
enhance and promote growth or support problem-focused interventions.

 The Referral Question

More so than adult clients, child and youth clients tend to arrive at their first coun-
seling appointments with problems pre-identified by others (e.g., parents, teachers, 
social workers). Further, often what is written on the referral or stated in the opening 
moments of a session as the “identified problem” is quite a bit removed from the 
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heart of what is really happening. Counseling psychologists who use measurement 
as an aspect of their helping go about their initial sessions with clients with the same 
active listening and case formulation skills as they normally would; they are not 
necessarily thinking or listening to client concerns in terms of the tests they have on 
hand or a one-size-fits-all test battery. Accordingly, the same principles of good 
clinical interviewing are at play, such as listening, validating, balancing perspec-
tives, exploring, and summarizing. Questioning styles and strategies are tailored to 
the client’s developmental age. In fact, a good clinical interview is an essential foun-
dation to employing psychological measures, as any score interpretations must 
occur in the context of the child or youth’s personal history, and current psychoso-
cial and cultural location.

What the psychologist will need to bring to the early phase of their clinical work 
is a solid understanding of some of the functions of empirical assessment and the 
needs it can meet to determine if justification exists for recommending measure-
ment as part of the general assessment. Allocating time in the early sessions to 
explore the young person’s ideas about what is happening and why, as well as any 
questions or curiosity they may have about themselves, is a collaborative way to 
gauge the usefulness of a measure or set of measures to the client. As Tharinger 
et al. (2013) note, the co-constructing of questions, using the client’s words, if pos-
sible, is helpful for client engagement and piquing the client’s curiosity about them-
selves. Some young people may find talking about their concern in the form of a 
question will itself bring some relief, and these questions can in turn guide the 
selection of measures. The psychologist might also hear unspoken questions in their 
client’s stories in listening to the young person or family, and then recommend a 
measure that might help address the question. For example, a parent may believe the 
underlying cause of their child’s oppositionality at school is unidentified anxiety 
and feel frustrated the school is offering only behavioral response strategies, such as 
time outs in the principal’s office. The psychologist may reframe this to the parent 
as a question: “It sounds like you’re wondering if the school sees the problem dif-
ferently than you do, and that may be why they are responding with removal from 
the classroom rather than exploring other options?” In this case, a multi-informant 
assessment including measures of both anxiety and disruptive behavior could be 
recommended, with the goals of clarifying the parents’ hunches and providing psy-
choeducation for the child, the parents, and the school. The multi-informant assess-
ment may also support the school and the family to arrive at a common understanding 
of what may be happening for the child and inspire ideas for how to work together 
toward joint goals.

 Informed Consent

Children, youth, and families have the right to information upon which they can 
make an educated decision about the risks or benefits of participating in any inter-
vention (Canadian Psychological Association, 2017). Empirical assessment is an 
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intervention distinct from counseling and requires its own informed consent. In 
addition to sharing the purpose and nature of the proposed activities, the mutual 
responsibilities, risks and protections, and the option to refuse or withdraw at any 
time, it is essential that clients are told and understand that no single measure on its 
own is diagnostic or prescriptive and, given the developing and changing nature of 
children, information from the measure is meant for current use. Both aims are 
facilitated when the psychologist explains, in jargon-free language, how psycho-
logical measures work. For example, if what is being suggested is a norm-based test 
of childhood depression that includes a child self-report and parent-report, the psy-
chologist can explain the measure will provide information about how important 
adults in the child’s life experience them (i.e., parent self-report), and provide a 
sense of how common their own experiences and behavior are compared to other 
children their age (i.e., child self-report). Below is an example of how some of the 
benefits and risks of empirical assessment can be shared with clients:

Benefits
• (For children or youth). It is smart to be curious and find out stuff about yourself. 

Measures like this one can help kids know themselves better, and this is a power-
ful tool for a young person to have. Other benefits may include feeling less alone, 
keeping troubles from starting or getting worse, and having more help and hope 
in solving problems at home, school, or with friends.

• (For caregivers). Assessments may lead to insights about what might be getting 
in the way of a child or youth doing well, and what might help them to thrive at 
school or with family and peers. It may help us to see troubling patterns in the 
making and give ideas for prevention.

• Sometimes, measurement findings point to a mental health diagnosis that may 
help (a) you and others to better understand your specific strengths and chal-
lenges, and (b) counselors to develop better treatment plans.

Risks
• Not all measures will lead to the benefits described above. Sometimes measures 

may lead to a mental health diagnosis or point to psychological or emotional pat-
terns that will require follow-up treatment or other interventions. It can be upset-
ting to learn about these conditions and may take time to process.

• Some measurement activities might seem a lot like schoolwork, and it is possible 
for children and youth to feel worried or nervous about being “tested.” These 
measures work differently than school tests. There is no grade assigned, but it’s 
important to give your best effort. The psychologist is prepared to sense and 
respond helpfully in such situations, including stopping the activity if desired.

In some cases, the psychologist may need to help in negotiating appropriate 
autonomy and confidentiality for the data and interpretations emerging from child 
or youth self-reports. For example, although adolescents in British Columbia under 
19 are not adults, the mature minor rule recognizes young people may have suffi-
cient capacity to consent to counseling, including empirical assessment, without the 
need for parental consent (Bryce, 2013). While open communication and parental 
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involvement are always aspirational in child and youth counseling, the psychologist 
should not break a young person’s confidentiality, inclusive of test scores and inter-
pretations, unless the young person has consented to such disclosures to others. 
Finally, prior to beginning administration of any measure, it is important for the 
psychologist to explain how findings will be shared with the client (e.g., typically 
shared verbally in a session, and often with a written summary).

It is strongly recommended that psychologists not solicit a young person’s con-
sent to share findings with others at the beginning of the assessment process. Instead, 
it is more ethical to advise the client that they will be consulted after the feedback 
session regarding if and what findings they would like to have shared, and to whom. 
There is no way for a client to consent to share findings without first knowing what 
the findings say. Approaching consent to share assessment findings in this way is 
consistent with the view of ongoing informed consent endorsed by the Canadian 
Psychological Association (2017).

 Planning & Structuring Empirical Assessment

Selection of psychological measures. The selection of measures and inventories is 
ideally customized for each child, youth, or family, and will logically flow from the 
referral question(s) and the client goals. The choice of measure can be guided by 
two broad facets of validity: the measure’s evidential basis (i.e., its construct valid-
ity evidence, inclusive of relevance and utility for the counselor’s purpose in using 
it), and its consequential basis (i.e., the social consequences of test use and the value 
implications of test interpretation). The name of the test alone does not provide 
enough information or justification for its use (AERA, APA, NCME, 2014).

The evidential basis for selecting a measure will consider things such as the fit 
between our objectives for the measure and the purpose for which the measure was 
developed, the applicability of available normative data to our clients, and the fit 
between the measure’s age range and reading level and that of the client. Ensuring 
a match between the client’s age and a measure is a straightforward consideration, 
but one easily overlooked when working with young people. The unique way con-
structs are understood and operationalized developmentally means intended age 
ranges can vary widely from measure to measure. Threats to the validity of score 
inferences are considerable when a child has been administered a measure not 
intended for their current age. In terms of the applicability of the measure’s norma-
tive sample, it is advisable to consider the client holistically and in terms of their 
interconnecting identities rather than in terms of categorical identities as test manu-
als tend to do. As the field progresses, it is hoped that normative samples will 
improve to include greater diversity regarding things such as culture, gender, and 
ability. However, given the nomothetical aims of measurement, the composition of 
a normative sample will never fall in line with the idiographic perspectives preferred 
by most counseling psychologists. For example, the absence of gender-diverse chil-
dren or youth in a measure’s normative sample represents a real limitation and may 
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detract from the validity of score meaning for the young person. However, that 
alone need not prohibit a psychologist from offering the measure to a client who 
may share another similar identifies with the normative sample and who may derive 
benefits, personally, relationally, educationally, or socially from completing the 
measure. In such cases, the psychologist may elect to factor elements of a client’s 
unique identity into their integrated summary of validity evidence by qualifying 
score interpretations, which may be presented as hypotheses instead of 
conclusions.

As noted above, it is not possible to anticipate all possible positive or negative 
consequences of measurement. However, likely consequences can and should be 
considered in selecting a measure so that unintended negative consequences can be 
avoided (AERA, APA, NCME, 2014). Consequential considerations in measure 
selection might include the value implications and possible consequences of mea-
sure names, construct labels, or the theory and ideologies of the measure vis-à-vis 
the client’s self-perception or cultural worldview. It may also encompass potential 
score-based actions linked to score meaning, such as admission to specialized ser-
vices, therapy groups, or access to school accommodations.

Administration of psychological measures. Improper administration of psy-
chological measures represents a source of invalidity and bears on the validity of 
interpretations and actions based on the scores. Accordingly, measures are ideally 
administered to clients in the manner indicated by the test manual (AERA, APA, 
NCME, 2014). However, with all clients, but especially child and youth clients, the 
psychologist is responsible for establishing conditions for completing the measure, 
which takes the client’s needs and abilities into consideration, and some develop-
mental considerations may warrant departures from standard administration proce-
dures. Considerations might include a young person’s concentration and attention 
when measures have many items or negotiating privacy for the young person by 
securing the caregiver’s permission for the young person to complete their self- 
reports on their own rather than with parental oversight and input. In other cases, a 
young person may ask for help in understanding word meaning on a measure. 
Provided reading comprehension is not related to the construct being measured, 
assistance can be provided with care taken to avoid changing the meaning of the 
item. Further, a description of the assistance provided should be noted in the assess-
ment findings. Likewise, nonstandard administration is sometimes warranted for 
standardized tests with young people, such as when perfectionism, frequent nega-
tive emotions in the face of perceived failure, inattention, hyperactivity, or fatigue 
make completing a test in one sitting unrealistic. Again, deviations from standard 
administration are ideally unlinked to the construct being measured as such depar-
tures do bear on validity and should be described in the findings.

After administration is complete, it can be very helpful to explore the young 
person’s experience of completing the measurement activity, both as a line of valid-
ity evidence to help support score interpretation and as a possible therapeutic oppor-
tunity. For example, we can query any noteworthy responses or experiences the 
young person had while completing the activity (“What was that like for you?” 
“What did you think about that”?). As Tharinger et al. (2013) note, exploration of 
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the client’s response to the measure or specific test items can often be a therapeutic 
bridge to experiences they have in their lives outside of counseling, which can be a 
door opener for self-exploration, psychoeducation, adopting a new point of view or 
weaving new understandings of and relationships to the presenting problem.

 Evaluation and Synthesis: Score Meaning Making

At this stage of the process, our task is to consider the evidence and rationales sup-
porting possible score meanings, and the trustworthiness of those meanings. The 
evidential and consequential basis of score interpretation guides our inferences 
about score meaning in a similar fashion to how they guided measure selection. As 
noted in the first half of this chapter, developmental, transactional, and ecological 
systems perspectives will feature prominently in meaning-making alongside the 
child and family’s psychosocial and cultural history and present context. However, 
because test responses are a function of many things, it is worthwhile to adopt some 
analytic habits to avoid elevating the importance of test scores at the expense of 
other considerations that also bear on validity. The value implications of interpreta-
tion and the potential social consequences derive largely from the measure’s con-
struct meaning, but not entirely so. As such, it is helpful at this point to reengage the 
test manual to freshen our understanding of theoretical meanings of the measure’s 
constructs, and perhaps create a concept map of the theoretical structure of the mea-
sure to keep next to us on the desk. It can also be useful to consider score indexes 
that are significantly elevated, or inordinately flat, and then consult the manual to 
determine which test items load onto those indexes. Later, we can invite the client 
to share their thought process/reasoning behind their ratings for these items. Indeed, 
Fisher (1970) described regularly inviting clients into a co-advisement role regard-
ing score meaning where we have them at our elbow, contributing and wrestling 
together with us about the meanings to be made. With careful considerations of 
confidentiality, this can also be an approach to making meaning of discordant 
responses between multiple test-takers. Co-advisement strategies not only reduce 
power imbalances between psychologists and clients (and the measure and the cli-
ent) but constitute validity evidence relating to the client’s cognitive processes of 
the test. Indeed, using this talk aloud process aligns with Cronbach and Meehl’s 
(1955) “studies of process” (think-aloud protocols) to accumulate validity evidence 
for score interpretations. The psychologist and client can discuss together how the 
client arrived at their rating, and changes may be considered in cases where items 
were misunderstood. As with therapeutic assessment (Finn & Tonsager, 1997; 
Tharinger et al., 2013), we can ask clients to comment on the accuracy of possible 
interpretations and be willing to retain what helps from the measure, and “toss out 
the rest” if the client’s experience of themselves is very discordant with the sug-
gested interpretation. Note that when such deliberate creative leaps are made, the 
evidential basis of construct-related evidence for those scores quickly erodes 
(Messick, 1989). Any decisions made on interpretations resulting from our creative 
leaps cannot rely on the measure’s validity evidence but will require their own.
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 Communication of Findings

Communicating the findings of an assessment, in written form especially, is one of 
the most difficult aspects of assessment. The particulars of administration and scor-
ing can be easily learned but communicating what we have understood about the 
client from their scores on a measure is another matter. Part of the difficulty is the 
demand placed on the psychologist to create focus and synthesize large quantities of 
data; we will be tapping an array of theories (e.g., our counseling theory, develop-
mental, systems, transactional) as well as the theory underlying the measure in 
order to make meaning of the client’s scores. Many excellent resources are available 
to guide psychologists in this final stage of the process (Tharinger et al., 2008; Brem 
& Peebles, 2014), so due to space, this section will highlight just a few general 
considerations.

If findings of the empirical assessment may be useful to others in the child or 
youth’s system, such as parents, teachers, school counselors, physicians, psychia-
trists, youth workers, or social workers, the client may wish for some or all of the 
information to be shared. The feedback session is the time to revisit the conversation 
about consent to share, and if so, what can be shared with others. Before releasing 
reports to others, we can provide our clients with drafts of the written findings and 
invite them to review it and provide us with feedback. In the event of disagreement 
on some parts of the assessment findings or score meaning, the different perspec-
tives can be documented in the report or in an addendum at the end of the report.

Whether delivering feedback verbally or in writing, aim to use everyday lan-
guage accessible to clients as far as possible. Given the tendency of numbers to 
imply precision and authority, it also pays to thoughtfully consider how standard-
ized scores are summarized and reported. For example, if the write-up and feedback 
are only for the client’s use, consider whether using a qualitative label rather than a 
numerical score will sufficiently convey what is needed. If the write-up is going to 
be shared with others and reporting of the standardized scores is deemed important 
for the situation, a few considerations can be taken. First, ensure contextual infor-
mation about the client, details about the test, the testing situation, and the interpre-
tations made about score meaning accompany any scores. Somewhere on the report, 
provide basic instructions for interpreting the scores (e.g., what a percentile means), 
and always report scores with their confidence intervals and an explanation of how 
these work. Consider the use of color-coded tables, where a legend assigns a color 
to a particular qualitative range, and then test scores are presented in colored cells 
that correspond with the qualitative range. Finally, unless required by your organi-
zation or the client’s situation, consider if alternatives to the conventional profes-
sional report format are tenable. Tharinger et al. (2008) have outlined ways to share 
findings with children in the form of personalized fables, and it can be quite mean-
ingful for youth to receive their feedback in the form of a personalized letter 
from you.
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 Case Study

The following fictitious case illustrates how a psychologist might think through the 
selection, administration, and interpretation of the Beck Youth Inventories for 
Children and Adolescents, Second Edition (BYI-II; Beck et al., 2005) as guided by 
the tenets of modern validity theory.

Owen, a 14-year-old cisgender Caucasian male, was referred by his mother for 
help with his “quick temper, angry outbursts, and trouble with authority.” Owen’s 
mother and father separated when he was a toddler but have an amiable relationship; 
His dad lives in another province and visits occasionally. Owen recently transi-
tioned from middle school to high school, around which time he began skipping 
classes and arguing more with his mom and teachers. Owen normally earns A-level 
grades, but these have dropped to the C-range over the last few months. With no 
close friends, Owen usually spends his free time watching videos on the library 
computers or skateboarding. Cautious but open to counseling, Owen wished to 
attend sessions alone for now. When asked if he had any questions or curiosities he 
would like to explore in counseling, Owen paused before saying he would like to 
know why he can never fall asleep at night.

The psychologist, Josée, is a cisgender Caucasian female with a decade of expe-
rience conducting psychological assessments in French and English. She uses the 
clinical interview and session rating scales to form a strong working alliance. As 
trust is established, she contemplates offering Owen the BYI-II to augment her 
assessment. She has been thinking about Owen’s sleep question, and his situation in 
general, and believes the BYI-II could support Owen’s counseling in several ways. 
First, helping Owen with his sleep troubles is a matter of importance to him, and 
resolving it may bear favorably on the more obvious concerns, like irritability and 
argumentativeness. Many things can disrupt sleep, including environmental factors 
or electronics use, but low mood or high anxiety are also worth considering. With 
many evidence-based interventions available for such concerns, the BYI-II will give 
a sense of Owen’s mood and worries compared with other boys his age. Second, as 
a youth self-report measure, the BYI-II can provide a sense of Owen’s self- 
perceptions and his view of the world. For example, the BYI-II has a disruptive 
behavior factor, and Josée is curious how Owen’s self-perception in this domain 
look compared to his mother’s. Finally, Josée is curious and concerned about 
Owen’s social disconnection. A sense of connectedness to peers and one’s school 
community are important protective factors for youth at all ages, especially those at 
risk for disengaging from school or engaging in problem behaviors. After reviewing 
the BYI-II response booklet, she saw many items that could be helpful conversation 
starters for how Owen feels about himself and how he thinks others view him.

Josée weighted her rationale for using the BYI-II against a few significant con-
cerns. First, systems and transactional frameworks mean Owen and his “problem 
behaviors” are understood to have emerged through relational processes and socio-
cultural forces much bigger than him. The theoretical framework of the BYI-II is 
largely individualistic, ahistorical, and decontextualized. Accordingly, there is a real 
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risk that Owen may inadvertently conclude high scores mean something is wrong 
with him. Finally, in many ways, Owen’s life is a lot like the young people in the 
normative sample, such as having grown up in Western culture, being cisgendered, 
and being educated in the public school system. Were Owen to be quite unlike the 
normative sample, perhaps in terms of neurodiversity, gender identity, or having 
been homeschooled, Josée may have decided not to offer the measure, or to offer the 
measure with the client’s informed consent about how their unique identities may 
lower confidence in scores meaning and require greater caution in interpretation.

Working from the modern validity framework, Josée understands validity does 
not reside in the BYI-II itself, but in the meaning made of the scores based on many 
aspects of validity evidence. She and Owen, not the measure, will decide what 
meaning to make of the scores. Knowing this gives her confidence to offer the mea-
sure to Owen despite her reservations. The following is an example of how she 
might introduce the measure to Owen:

I’ve been thinking about your sleep question, and some of the other things going on 
for you, and I wonder if it this measure called the Beck Youth Inventory might 
give us some insight. Its like a questionnaire because it asks how you feel about 
yourself, as well as other common experiences kids have, such as your moods, 
things that concern you, and how you feel and act towards others.

If you want to fill it out, I’ll sum up it up and next week we’ll make sense of what it 
says together. The answers you give and any conclusions we make are confiden-
tial—I won’t share them with anyone unless we talk about it first. After you and 
I have a chance to discuss the scores, we can talk about who else might find the 
information helpful to know.

I also want you to know sometimes the BYI-II can help identify problems like depres-
sion or anxiety. It can’t diagnose anything by itself, but it might help you and I 
decide how to spend our time together in counselling.

As noted above, Messick’s theory defines validity as an overall evaluation of dif-
ferent aspects of validity evidence (see Fig. 15.1), and the degree to which the evi-
dence is adequate and appropriate to support inferences and actions about score 
meaning. The first three aspects of validity evidence were evaluated prior to offering 
the BYI-II to Owen. The first aspect considered was the theory and values of the 
measure (1). Josée reviewed the measure for both the tacit and explicit values and 
assumptions of the theory that informs the measure and its items. The theoretical 
framework of the BYI-II is based on established theory and research coming out of 
mainstream North American psychology. Its constructs are conceptualized accord-
ing to the DSM-5 (APA, 2013) and Western assumptions about the signs and indica-
tors of mental health and illness. The authorship of the research and literature 
informing DSM-5 models, and the BYI-II, are predominantly white, heterosexual, 
male, middle-class representations. Josée is aware test score meaning-making with 
the BYI-II will emerge, in part, from these worldviews. Were Owen to be a racial or 
religious minority, concerns about construct equivalence (5) or alignment of mea-
sure constructs and Owen’s worldview (e.g., socialization, culture, identity, etc.) 
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Fig. 15.1 Aspects of Validity in Psychological Measurement

would be an element of validity evidence that could diminish estimates of validity 
regarding score meaning.

The suitability of the BYI-II’s psychometrics (2) was the second aspect of 
validity evidence considered. The manual indicates the BYI-II is a five-factor evalu-
ation of anxiety, depression, self-concept, anger, and disruptive behavior, each with 
reliability (test–retest and internal consistency) estimates within an acceptable 
range for clinical work. The manual also confirms the normative sample in measure 
development was sufficiently large and included both normative and clinical popu-
lations; scoring is norm-based using the binary model of sex (male/female) and 
three developmental stages. The following is an example of how the psychologist 
might help prepare Owen to make sense of the scores he would be seeing later in the 
assessment:

The people who made this measure tested the questions with hundreds of adoles-
cents. The scores you get will be compared to those of hundreds of 11 to 14-year 
old’s and will let us see how similar or different your experiences are from the 
average teenage boy in that group.

The third aspect of validity evidence Josée considered was the accessibility of 
the measure (3). The BYI-II manual indicates it was developed for English- 
speaking adolescents with a Grade 2 reading level who are normally sighted (can 
read 12-point font) with fine motor skills sufficient to mark a rating scale. It also 
assumes respondents will complete the measure in one sitting without the distrac-
tion, influence, or input of others. The fourth aspect of validity evidence is the 
accessibility of the measurement context (4). Josée was present during the admin-
istration of the measure and was available to observe and clarify any questions 
Owen had. For example, halfway through the measure, he flipped through the 
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booklet to see how many pages were left but made no comment and returned to the 
task. He requested clarification of item meaning once (i.e., “I get shaky”), and was 
told the question was asking if he ever experiences involuntary shaking or trembling 
in his body, such as his legs or hands, that is hard to stop. Based on this, the concern 
is low that inaccessibility of the measure or some element of the measurement con-
text would be sources of score invalidity. Remote administration of the BYI-II 
online is an example of how measurement context might introduce concerns about 
lowered validity. In many cases, it will not always be possible for the psychologist 
to observe the administration. For example, was the client alone or did someone 
assist or offer input? Were they focused or distracted? Did they struggle with word 
meaning?

Josée’s own assumptions and biases, such as her personal values and counsel-
ing theory (6), are the fifth aspect of validity evidence. Biases are not about igno-
rance or ineptitude, but rather the kinds of blind spots to which all well-trained and 
well-intentioned psychologists are prone. Josée’s aim here is not the elimination of 
biases, but rather to understand her judgments and meaning-making about Owen’s 
scores will be based on information that is incomplete and highly contextual by 
nature. For example, in working out the meaning of Owen’s scores, Josée might 
reflect on some common errors in clinical reasoning that are part and parcel of nor-
mal cognitive processes. She might estimate how likely it is that a mood-related 
sleep disruption became her leading hypothesis based on the ease with which she 
can call to mind other cases of disruptive youth who also had those experiences 
(availability heuristic). Or she might evaluate her clinical reasoning process in terms 
of where and whether she actively paid attention to evidence inconsistent with her 
hunches about what might be happening for Owen (confirmation bias).

After administration, Josée scored the measure, discovering only the BYI-II- 
Depression index was elevated, with the remaining factors all within the normal 
range. An item analysis of each factor revealed many of the items loading onto 
physiological symptoms of anxiety were endorsed by Owen, but these were insuf-
ficient to raise the BYI-II-Anxiety index into the clinical range. The following 
week, Owen and Josée reviewed the findings together and she bought her curiosities 
to discuss with Owen. The following is an example of how Josée invites Owen to 
join her in making sense of the depression scores. She would approach her curiosi-
ties about the elevations on physiological indicators of anxiety in a similar manner.

Owen, today we planned to review some of the scores from the measure that you 
completed last time you were here. We’re going to have a look at all the scores, 
but to get us started, there’s a few parts that stand out from the others, so I 
thought we might start with them. I’d really like to hear your thoughts on what it 
is suggesting. On this section called Depression, you provided answers that led 
to a pretty high score. This measure isn’t saying you have depression, but it is 
saying that your answers suggest you are experiencing more symptoms of depres-
sion than 98% of other teenage boys your age. I thought you and I could look 
together at some of the questions and answers in this section, and together we 
can figure out how well this score and its meaning fit for you.
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The consequential aspects (7) of validity evidence are considered next. The 
issue here is not about whether the test scores might be negative or difficult for 
Owen to hear, such as pointing to a diagnosis, but whether the scores obtained in the 
assessment have resulted from some invalidity in the measure, the measurement 
situation, or the measurement context that might lead to actions or social conse-
quences that are negative. For example, were Owen to be an Indigenous youth, the 
disconnect between the Westernized conceptualization of his behaviors and the 
meanings and values held by Owen and his family about such behaviors, could 
bring about negative social consequences through the oppression and subjugation of 
the Indigenous worldview. In this case, negative social consequences could be a line 
of validity evidence that would be weighted heavily and result in very low estimates 
of score validity.

Finally, the ways in which Owen’s BYI-II scores are shared or reported (8) is 
the last aspect of validity evidence, but in many ways integrates all the aspects 
above. Were validity to reside in the measure itself, a simple summary of Owen’s 
scores next to descriptions of the corresponding factor would suffice. Working from 
modern validity theory, Josée is responsible to represent the findings of the assess-
ment in a way that captures the inferences or meanings made given the totality of 
validity evidence to her. The following is an example of a written summary report 
the psychologist prepared for Owen. It interweaves the findings of the BYI-II with 
a tentative treatment plan.

Owen,
You recently completed the Beck Youth Inventory for Children and Youth, 2nd Ed. 

We reviewed your responses and scores together, and this letter is a summary of how 
we made sense of them. It also has some of our ideas and plans for your counselling. 
Some of this information is personal, so remember to put this in a safe place. If you 
wish me to hold onto this for you, let me know.

Your answers led to much higher scores on Depression than adolescent boys 
your age typically get. In our discussion, you felt your answers were a true reflec-
tion of your mood right now. You first noticed the low mood shortly after starting 
high school. The transition to high school meant big changes to your friend group, 
with your two best friends attending a different high school than you. Despite your 
efforts to stay in touch with your old friends, and make new ones, you always feel 
left out and like you don’t belong anywhere. Talking, laughing and spending time 
with friends is really important for kids your age. It seems wise that you sensed this 
and tried to stay connected with your old friends and make new ones. Social discon-
nectedness is a major risk factors for depression, and so we agreed to make rebuild-
ing your social connections a key goal for your counselling. One of your first goals 
is to re-start the Sunday night phone calls you and your dad used to have.

Things have been strained in your relationship with your mom this last year, too. 
We talked about your mom’s sense that you seem angrier and more argumentative 
lately and how this is different from how you see yourself. Indeed, your scores on the 
Disruptive Behaviour and Anger scale were normal compared to other boys your 
age. You reported hardly ever feeling mad at other people, but rather a sense of 
being empty, alone, that life feels unfair, and people are against you. We discussed 
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how your mom might respond differently if she understood what you’re really feel-
ing. We agreed to invite your mom to your next session. You would like me to share 
the paraphrase I outlined above, but not share other information from the BYI-II 
with her.

Some of your answers on the BYI-II showed you experience physical symptoms 
commonly felt by youth with anxiety. We discussed how this might be due to a very 
sensitive stress-response system. But in our discussion, you didn’t think you worry 
too much or are very sensitive to stress. We discussed how daily practices of medita-
tion and mindful breathing can be helpful generally, and specifically when people 
have physical symptoms like a racing heart or shaky hands. We’ll re-evaluate how 
you’re doing with this in a few weeks time. Skateboarding is excellent exercise, and 
an opportunity for social connection. We talked about heading out for a skate when 
you notice your mood is low or your body is starting to give you the signs that its 
stressed.

I shared with you my belief that it might be helpful for the school to know some 
of what’s going on for you, but you’d like to hold off on that for now. You have a 
meeting with your school counsellor in 2 weeks time, and we talked about how you 
can share some of this information with them if it feels comfortable, or perhaps later 
I can share some of this information with them on your behalf.

Finally, we talked about how low mood coupled with physiological arousal can 
interfere with sleep. It is possible that counselling to address the problems contrib-
uting to your low mood, along with good sleep hygiene, you will see an improve-
ment in your sleep. As your sleep improves, it is possible some of your other 
challenges, such as irritability and argumentativeness, will improve, too.

 Conclusion

The counseling psychology approach to empirical assessment is one that tends to 
move cautiously to avoid the “hardening of the categories” (Kelly, 1963) that can 
occur when a child or youth is assigned a summary score or given a rigid diagnostic 
label. This chapter offered a practice-based rationale for the use of empirical assess-
ment with children and youth, as well as a conceptual framework to guide areas of 
inquiry and contextualize assessment findings. It also offered Messick’s (1989, 
1995) modern validity theory as a framework for the harmonious integration of 
empirical assessment with a relational, socially conscious, and humanistic approach 
to practice. Consistent with the values of counseling psychology, modern validity 
theory de-centers the measure from the position of authority that it is so commonly 
given. Modern validity theory brings legitimacy to the role of values and social 
consequences as foundational considerations in the validity alongside more com-
mon pillars of validity such as reliability or validity co-coefficients. The shift in 
focus to the validation of interpretations of score meaning in measurement, includ-
ing the values and social consequences of score meaning, helps to bring a psycholo-
gist’s practice more in line with both modern validity theory and the values of 
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counseling psychology. The modern validity framework may not fully resolve the 
hesitancy or skepticism held by some toward the quantification of human experi-
ence, but it may offer counseling psychologists a framework for more harmonious 
integration of empirical assessment with their professional identity and values.
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Chapter 16
Promoting Mental Health and Well-Being 
in Children and Adolescents: 
The Intersection of Positive Psychology 
and Counseling Psychology

Rhea L. Owens

Abstract This chapter describes the Strengths-Based Inclusive Theory of 
Psychotherapy (S-BIT of Psychotherapy), a novel counseling theory/orientation 
that emphasizes evidenced- based positive psychological approaches and cultural 
considerations. The S-BIT of Psychotherapy is appropriate for individuals across 
the lifespan but was designed with children and adolescents specifically in mind. In 
this chapter, the S-BIT of Psychotherapy will be discussed, including its core 
assumptions and theoretical propositions. In addition, the therapeutic process, 
assessment approach, and prevention and intervention strategies that align with the 
S-BIT of Psychotherapy will be described. Lastly, a case example will be provided 
to highlight the S-BIT of Psychotherapy in practice.

 Guiding Framework

I was initially drawn to counseling psychology due to its core values—an emphasis 
on strengths, multiculturalism and social justice, lifespan considerations, short-term 
therapy, and vocational psychology (Gelso et  al., 2014). In particular, the field’s 
emphasis on strengths directly overlaps with core tenants of positive psychology. 
However, as a student, I struggled to identify a theoretical orientation that fits with 
how I conceptualize clients and the change process. Over time and with a great deal 
of reflection, it became apparent that the reason identifying a theoretical orientation 
was difficult for me was that many of the values that were important to me were 
completely lacking, deemphasized, or not integrated in a way that could maximize 
their potential contribution.

No existing theory involved a combination of a strengths-based/balanced 
approach that addressed well-being in addition to challenges experienced, an 
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emphasis on contextual considerations (i.e., cultural, environmental, societal, and 
developmental considerations), or was created specifically with children and ado-
lescents in mind. As a result, I have developed a counseling theory/theoretical ori-
entation, in part drawing from elements of existing theories, that address these 
considerations and gaps that guide my clinical work. The theory is called the 
Strengths-Based Inclusive Theory (S-BIT) of Psychotherapy. Of note, many of the 
S-BIT of Psychotherapy’s core ideas overlap with the Strengths-Based Inclusive 
Theory of Work, a vocational/educational theory for individuals across the lifespan, 
designed for both research and practical applications (see Owens et al., 2019a, 2019b).

In the remainder of this chapter, I describe the S-BIT of Psychotherapy’s 
approach to clinical reasoning, along with my approach to mental health assessment 
and prevention/intervention, which is an integration of counseling psychology and 
positive psychology approaches. I also provide a case example that will demonstrate 
these ideas in an applied fashion.

 Clinical Reasoning Approach: The Strengths-Based Inclusive 
Theory of Psychotherapy

The S-BIT of Psychotherapy’s guiding framework involves three core assumptions 
and four theoretical propositions. The core assumptions provide the foundation that 
guides the theoretical propositions and are informed by existing research; they are 
assumptions that are necessary to put the theory into action. The theoretical proposi-
tions are also informed by existing research and describe the main ideas of the 
counseling theory that guide how clients are conceptualized and the intervention 
strategies used. Thus, to implement the theory itself, the clinician must recognize 
and acknowledge the core assumptions. Similar to the S-BIT of Work, the con-
structs described within the theoretical propositions serve as exemplars and are not 
intended to be exhaustive. A variety of constructs could align with each theoretical 
proposition; the constructs and examples provided are relatively generalizable or 
adaptable and empirically supported. Overall, the theory was designed to be flexible 
with the ability to expand and evolve over time (Owens et al., 2019a).

 Core Assumptions

Core Assumption 1: A focus on contextual considerations is vital to developing 
an inclusive, holistic conceptualization of people. Context is key when it comes to 
working with clients. A client exists within a much broader scope than the individual 
aspects of their lives. Similar to the S-BIT of Work, contextual considerations 
include “broad factors that are largely out of the individuals’ control and influence 
their daily experiences (e.g., external influences, various characteristics of commu-
nities and individuals),” and are defined as “the cultural, environmental, societal, and 
developmental factors that influence individuals’ daily lives” (Owens et al., 2019a, 
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p. 227). More specifically, cultural considerations describe an individual’s social and 
individual identities (e.g., race, ethnicity, gender, sexual orientation, age, social 
class, ability status, nationality, religion, and immigration status) and the intersec-
tionality of their identities (APA, 2003, 2017). Environmental considerations involve 
“external factors in people’s immediate surroundings,” such as social support and 
geographic location (Owens et al., 2019a, p. 229). Societal considerations are “the 
broadest external influences in individuals’ lives beyond their immediate environ-
ment and culture” (Owens et al., 2019a, p. 230). Examples might include systemic 
oppression, discrimination, policies and laws, and societal norms. From the perspec-
tive of the S-BIT of Psychotherapy, each of these elements should be considered 
throughout the therapeutic process and are equally important to individual factors.

Core Assumption 2: A balanced perspective is beneficial to a variety of pop-
ulations. A theme that is central to the S-BIT of Psychotherapy is the importance 
and necessity of a balanced perspective. This theory asserts it is essential to focus 
both on strengths, assets, and well-being as well as deficits, disorders, and chal-
lenges. However, due to historical practices, training models, and fundamental 
biases (e.g., Magyar-Moe et  al., 2015; Owens & Motl, 2020; Wright & Lopez, 
2002), assets, strengths, and well-being are often overlooked, dismissed, or under-
emphasized. This theory strives to address these challenges and gaps by intention-
ally addressing client assets and strengths, building on results from meta-analyses 
showing positive psychological interventions both increase well-being and reduce 
psychological symptoms, including depression, anxiety, and severe mental illness 
(e.g., Bolier et  al., 2013; Chakhssi et  al., 2018; Geerling et  al., 2020; Sin & 
Lyubomirksky, 2009).

Core Assumption 3: Fulfillment (a comprehensive model of well-being) is a 
worthwhile goal for a wide range of people. The construct of fulfillment is a com-
prehensive conceptualization of well-being across all aspects of life that stems from 
the concept of “fulfilling work,” defined as “a holistic and complete sense of wellbe-
ing and flourishing in the work context” (Allan et al., 2015, p. 269). Fulfilling work 
is unique in that it does not describe a single experience, rather it involves intersect-
ing and fluid psychological and emotional states that are adaptable to diverse con-
texts and cultures. Moreover, fulfilling work is comprehensive in nature in that it 
involves aspects of both hedonic and eudaimonic well-being, as well as both cogni-
tive and affective aspects of well-being. Hedonic well-being involves positive emo-
tional states and pleasurable experiences, whereas eudiamonic well-being focuses 
on human growth, purpose, and flourishing (Ryan & Deci, 2001). Specifically, ful-
filling work is conceptualized as workplace positive emotions (hedonic and affec-
tive), work engagement (eudaimonic and affective), job satisfaction (hedonic and 
cognitive), and meaningful work (eudaimonic and cognitive; see Allan et al., 2015 
for an extensive review).

With the S-BIT of Psychotherapy, fulfillment, an ultimate goal for clients, 
directly aligns with the conceptualization of fulfilling work. The only distinction is 
rather than viewing the experience of well-being through the lens of the work con-
text, it is broadened to encompass all aspects of a person’s life. Thus, fulfillment 
can be described as the comprehensive experience of well-being, which includes 
positive emotions, engagement, satisfaction, and meaning in one’s life.
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 Theoretical Propositions

Building from the core assumptions, a number of theoretical propositions unique to 
the S-BIT of Psychotherapy were derived. Each will be described below; however, 
it is important to note the theoretical propositions were designed to be flexible. 
Research in positive psychology will continue to evolve, which may further inform 
these propositions. Furthermore, while specific ideas and constructs, which are 
argued to be generalizable and applicable to a number of diverse groups are identi-
fied, each possible construct that could fall within a proposition is not described and 
may not be applicable for a specific population. Thus, the theory was intended to 
give the flexibility to be inclusive of diverse groups and allow for an evolving litera-
ture base.

Theoretical Proposition 1: Individuals with promotive contexts are more 
likely to experience fulfillment and address challenges. Promotive contexts are 
defined as environments where: (a) people feel supported and valued, (b) where 
their values align with their environment’s values, and (c) that promote dignity (i.e., 
conditions where people are treated respectfully and fairly; adapted from Owens 
et al., 2019a). Whether a person is experiencing challenges or striving for greater 
well-being, being part of a promotive environment will be advantageous. For 
instance, if a child is diagnosed with an intellectual disability and they have parents 
and a school setting that are supportive of their personal and academic growth, val-
ues them as a person, and ensures they are treated fairly in all aspects of their life, 
the child will likely be able to address challenges more successfully and will likely 
experience greater fulfillment.

Theoretical Proposition 2: Individuals with greater contextual supports and 
fewer contextual barriers are more likely to experience promotive contexts. 
While there are a number of contextual supports and barriers that exist in children’s 
lives that could fit within the scope of this theory, at a minimum, access to resources, 
access to opportunity structures, and systemic inequities are highly relevant and 
generalizable across populations. First, access to resources is described as “avail-
ability of advantageous material things and people” (Owens et al., 2019a, p. 236). 
Access to resources is often tied to a person’s socioeconomic status and social class 
(i.e., economic, social, human, and cultural capital that often affords or provides the 
ability to seek out promotive contexts; Owens et al., 2019a). For example, children 
whose families have greater economic resources may have access to better-funded 
schools, safer neighborhoods, and material resources (e.g., books). Second, oppor-
tunity structures involve “the availability of beneficial experiences” such as good 
educational experiences, mentoring, and extracurricular activities (Owens et  al., 
2019a, p. 236). Current access to resources and opportunity structures could help 
children later access additional or more advantageous environments (e.g., Burchinal 
et al., 2003; Magnuson et al., 2004). Lastly, systemic inequities include “injustice, 
unfairness, and oppression experiences that relate to contextual considerations and 
individual characteristics” (Owens et  al., 2019a, p.  236). Examples include the 
experience of discrimination and historic and systemic marginalization. Individuals 
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from marginalized populations tend to have less access to contextual supports and 
experience contextual barriers to a greater extent (e.g., Burchinal et al., 2003; Flores 
& Tomany-Korman, 2008; Owens et  al., 2019a), thus limiting their exposure to 
promotive contexts.

Theoretical Proposition 3: Contextual supports promote the experience of 
fulfillment and foster advantageous positive individual characteristics. 
Contextual supports are valuable in two important ways. First, they can facilitate the 
experience of fulfillment (Owens et al., 2019a). Contextual supports are a broader 
way to conceptualize environmental strengths, including people, places, cultural, 
and societal factors. There is a large body of research that suggests positive environ-
mental and contextual factors help children flourish (Van Ryzin et al., 2009; Waters, 
2015). For example, a child with a number of supportive friends and a skilled spe-
cial educational assistant (contextual supports) would likely experience enhanced 
fulfillment.

The second way contextual supports are beneficial is they can help develop and 
enhance positive individual characteristics (e.g., Owens et al., 2018; Proctor et al., 
2010; Waters, 2017). There are a vast number of positive, individual characteristics 
that may be helpful to individuals, many of which are unique and specific to the 
individual’s life. For instance, a person who has experienced trauma would likely 
benefit from resilience or forgiveness. However, three positive individual character-
istics, in particular, are argued to be especially relevant to most people, across 
diverse populations, and for therapeutic purposes. These include strengths, hope, 
and empowerment.

Strengths are defined as “positive traits or skills that promote optimal human 
functioning” (Owens et al., 2018, p. 266) that can present differently based upon 
one’s cultural context (i.e., cultural assets; Pedrotti et al., 2009). Everyone possesses 
strengths, yet the unique constellation of the person’s strengths will vary. Hope can 
be defined as a conscious effort to attain a goal and includes two facets: pathways, 
or the ability to generate multiple ways to achieve a goal, and agency, or the motiva-
tion needed to achieve one’s goals (Snyder et al., 1991). Hope arguably helps people 
maximize their resources by generating ways to achieve goals and address chal-
lenges (Owens et al., 2019b). While hope can be classified as an individual strength, 
it may not be a strength for a given client. However, it is a positive individual char-
acteristic that is especially helpful for clients and can be enhanced through targeted 
interventions (Lopez & Magyar-Moe, 2015; Owens & Waters, 2020). Thus, whether 
or not it is identified as an individual strength, hope would be beneficial to foster in 
most people given its benefits (see Theoretical Proposition 4). Finally, empower-
ment involves “beliefs about one’s competence, efforts to exert control, and an 
understanding of one’s socio-political environment” (Zimmerman, 2000; p. 46) and 
can be conceptualized as one method of leading to deliberate action (Diener & 
Biswas-Diener, 2005). Within the S-BIT of Psychotherapy, it is argued feeling mas-
tery, confidence, and strength through empowerment can help people make positive 
change, especially in the face of barriers and challenges.

As noted previously, this proposition suggests contextual supports can not only 
enhance fulfillment, but also boost, elevate, or otherwise facilitate these positive 
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Fig. 16.1 The Strengths-Based Inclusive Theory (S-BIT) of Psychotherapy model

individual characteristics in beneficial ways for the client. For instance, a child who 
generally receives guidance from a helpful teacher (contextual support) in and of 
itself will likely promote the child’s fulfillment; however, that same helpful teacher 
could also provide guidance to the child on how to use their strengths (a contextual 
support that fosters positive individual characteristics). Similarly, parents who 
engage in strength-based parenting help their children flourish in meaningful ways 
(Waters, 2017).

Theoretical Proposition 4: Positive individual characteristics promote ful-
fillment and help address challenges. Finally, positive individual characteristics—
including strengths, hope, and empowerment—can help foster the experience of 
fulfillment and address challenges (e.g., Ciarrochi et al., 2007; Govindji & Linley, 
2007; Louis & Lopez, 2014; Marques et  al., 2011; Molix & Bettencourt, 2010; 
Quinlan et  al., 2012; Suldo et  al., 2015; Tsai et  al., 2014; Vacek et  al., 2011; 
Zimmerman, 2000). For example, if a child’s strength is kindness, by engaging in 
acts of kindness, they can increase their fulfillment. If they are experiencing anxiety 
related to meeting new people (a challenge), they could show kindness toward the 
strangers as a way to reduce their fears by using a strength they are both competent 
and confident in, as well as one that will help foster positive relationships. Similarly, 
if a child is able to generate multiple ways to reach their goals (the pathways com-
ponent of hope) of improving their science grade, they will likely experience both 
enhanced fulfillment related to their success and help address the challenge they are 
currently facing (see figure 16.1).

 The Therapeutic Process

 Therapeutic Goals

The primary aim of the S-BIT of Psychotherapy is to not only help clients address 
their presenting concerns and challenges but also enhance their well-being. Both 
challenges experienced and striving toward enhanced well-being are addressed 
through intentional positive behavior change, which is supported (or hindered) by 

R. L. Owens



335

contextual/environmental factors and individual characteristics. Importantly, striving 
for and maintaining gains in well-being are a lifelong pursuit that requires ongoing 
attention and effort. Individuals inevitably will experience hedonic adaptation—
where people naturally adjust to their current situation, either positive or negative, 
and their emotional experience attenuates over time (Fredrick & Loewenstein, 
1999). Life circumstances will also continue to evolve. Thus, fulfillment is not a 
one-time goal that is achieved nor is it a static experience.

 Therapist and Client Roles and Relationship

The desired interaction between the client and therapist is largely influenced by 
research in the therapeutic relationship/alliance, including a bond, agreement of 
therapy goals, and agreement of the tasks within therapy (Bordin, 1979; Wampold, 
2015). Additionally, the therapist’s role is to help facilitate and support the client’s 
goals and change process, while simultaneously promoting client autonomy and 
providing their clinical expertise, perspective, and recommendations grounded in 
the S-BIT of Psychotherapy. The therapeutic relationship within this theory is 
intended to be highly collaborative, with the goal of also being both supportive and 
empowering. While the therapist will provide input, the client is viewed as the 
expert of their lives. Therefore, clients are encouraged to identify their own goals, 
strategies they believe will work within the context of their lives to make positive 
changes, and be accountable for their progress. In tandem, the therapist can help 
identify “blind spots,” provide encouragement in the face of challenges or setbacks, 
praise success and gains, and provide suggestions for specific therapeutic tech-
niques in line with the S-BIT of Psychotherapy to promote progress. With young 
children, this process may be more directive or concrete to accommodate develop-
mental abilities; however, similar collaboration described earlier may occur with the 
caregivers involved. However, even young children will be encouraged to provide 
their perspectives and articulate their goals throughout.

The field of psychology as a whole has been critiqued for focusing most exten-
sively on individual factors (Neufeld et al., 2006), which is arguably overempha-
sized in clinical practice as well. While individual factors (e.g., symptoms, traits) 
are important, as outlined previously, context (cultural, environmental, societal, and 
developmental considerations) is equally important and essential to develop a com-
prehensive, holistic client conceptualization (Owens et al., 2015, 2019a; Owens & 
Woolgar, 2018). To help clinicians attend to individual and contextual factors in a 
comprehensive and balanced fashion across clinical services, my colleagues and I 
developed a model titled the Balanced Diagnostic Impressions (DICE-PM) Model 
(Owens et  al., 2015) (see figure  16.2).  The Balanced Diagnostic Impressions 
(DICE-PM) Model is part of a larger assessment and conceptualization approach, 
the Comprehensive Model of Positive Psychological Assessment (CMPPA), which 
is discussed in greater detail in the Approach to Mental Health Assessment section.
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Fig. 16.2 Balanced Diagnostic Impressions (DICE-PM) Model

The Balanced Diagnostic Impressions (DICE-PM) Model can simultaneously 
serve as a tool to guide data gathering and treatment practices, as well as concisely 
summarize key considerations related to the client. Furthermore, the Balanced 
Diagnostic Impressions (DICE-PM) Model was designed to address the challenges 
of the five-axis assessment model from the DSM-IV as well as the singular listing 
of diagnoses (i.e., non-axial documentation) of the DSM 5. With the previous five- 
axis model, only diagnoses and deficits were labeled and documented and had little 
emphasis on cultural or contextual factors. The current singular listing of diagnoses 
has boiled clinicians’ labeling practices to solely diagnoses. Both systems are prob-
lematic in that attention to deficits and individual/internal considerations are pri-
marily emphasized and documented, perpetuating a focus on weaknesses. Owens 
et al. (2015) argued that assessment, conceptualization, and documentation with a 
balanced perspective is optimal and provides a more comprehensive, holistic, and 
culturally sensitive approach.

The Balanced Diagnostic Impressions (DICE-PM) Model also built upon and 
addressed gaps in a number of existing positive psychological and cultural assess-
ment tools, including the Four-Front approach (Wright & Lopez, 2002), the 
Complete State Model of Mental Health (Keyes & Lopez, 2002), the ADDRESSING 
model (Hays, 2008), and RESPECTFUL counseling framework (D’Andrea & 
Daniels, 2001). The Four-Front approach organizes assessment information gath-
ered about a client into four quadrants—individual strengths and individual weak-
nesses (i.e., internal traits, states, and experiences), as well as environmental 
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strengths and environmental weaknesses (i.e., external factors; Wright & Lopez, 
2002). The Complete State Model of Mental Health assesses the level of mental ill-
ness clients experience and their level of well-being on two discrete continuums, 
resulting in four possible categories that can be used to describe clients’ overall 
functioning: (a) flourishing (low symptoms of mental illness and high symptoms of 
well-being), (b) floundering (high symptoms of mental illness and low symptoms of 
well-being), (c) languishing (low symptoms of mental illness and low symptoms of 
well-being), or (d) struggling (high symptoms of mental illness and high symptoms 
of well-being; Keyes & Lopez, 2002). The ADDRESSING model and RESPECTFUL 
counseling framework provide approaches to explore various cultural identities, 
using an acronym to recall each element (e.g., the “E” in the RESPECTFUL model 
stands for economic/class background; see D’Andrea & Daniels, 2001).

Throughout the assessment and treatment process, clinicians continuously gather 
data through various means (e.g., clinical interviews, behavioral observations, tests 
and measures, and counseling sessions; Owens et al., 2015). The information gath-
ered from these sources can then be organized into the various categories of the 
Balanced Diagnostic Impressions (DICE-PM) Model, which can be recalled by its 
acronym: Diagnosis, Individual Strengths and Weaknesses, Cultural Assets and 
Struggles, Environmental Resources and Deficits, Physical Wellness and Health 
Concerns, and Mental Health Category (a category from the Complete State Model 
of Mental Health [Keyes & Lopez, 2002] that summarizes the client’s overall func-
tioning). An example of a completed Balanced Diagnostic Impressions (DICE-PM) 
Model can be seen later in the Case Study section of this chapter.

 Approach to Mental Health Assessment

Assessment is part of all clinical services, whether or not a psychological evaluation 
is being conducted. In other words, even if a client is solely scheduled for therapy, 
assessment is still part of the therapeutic process. As clinicians, we are constantly 
engaging in assessment to varying degrees and it is an important and essential aspect 
of the clinical process.

As I went through my graduate education and clinical training, it became clear 
there were very limited resources and tools available for strengths-based clinicians 
in the realm of positive psychological assessment and even fewer resources were 
available for those who worked with children/adolescents. I was able to locate a 
handful of articles on the topic (e.g., Snyder et al., 2005) and one handbook was in 
print (currently in its second edition; Gallagher & Lopez, 2019). Furthermore, how 
to go about assessment in a balanced fashion (focusing on strengths—broadly 
defined—and challenges, deficits, and disorders) in a culturally sensitive and 
informed way for individuals across the lifespan (inclusive of children) was com-
pletely lacking. Thus, my colleagues and I developed a comprehensive, balanced 
assessment and conceptualization model with clinicians in mind—the Comprehensive 
Model of Positive Psychological Assessment (CMPPA; Owens et al., 2015), which 
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guides my approach to assessment. The main elements of the CMPPA will be sum-
marized here; however, readers are referred to a detailed description in Owens 
et al. (2015).

The CMPPA was designed to address each aspect and step of clinical assessment 
while addressing previous gaps in assessment practice (Owens et al., 2015). The 
CMPPA built upon the Practice Model of Positive Psychological Assessment (Lopez 
et al., 2003) and the Culturally Appropriate Assessment Model (Flores & Obasi, 
2003). The Practice Model of Positive Psychological Assessment was designed to 
emphasize both individual and environmental strengths and weaknesses (Lopez 
et al., 2003), which prior to its creation was lacking in the literature. The CMPPA 
updated and elaborated on the strengths aspects of this model, uniquely addressed 
children and adolescents, and incorporated an emphasis on cultural considerations.

The CMPPA is comprised of seven steps: “(a) acknowledge practitioner back-
ground, values, and biases; (b) assume that all people and environments are both 
strong and weak, and that you have the tools to conduct a comprehensive assess-
ment; (c) construct an implicit theory of client functioning; (d) gather complemen-
tary data; (e) test complementary hypotheses in the context of care provided to the 
client; (f) develop a flexible, comprehensive conceptualization; and (g) share a bal-
anced report of the client’s strengths/resources and weaknesses/deficits” (Owens 
et al., 2015, p. 637).

Step 1 involves self-examination and self-awareness of the  clinician’s back-
ground, values, and biases. The goal of this step is to identify and acknowledge how 
cultural and societal factors may influence the clinician’s perspective, which in turn 
may influence their perceptions of clients and the assessment process. In Step 2, 
clinicians are prompted to reflect on a core assumption of the CMPPA, which is that 
all individuals and environments/contexts possess strengths (also referred to as 
assets, virtues, or resources) and weaknesses (also referred to as challenges, deficits, 
problems). Clinicians are also prompted to recognize that a number of assessment 
tools exist to support this assumption (see Owens et al., 2015).

In Step 3, clinicians are challenged to be aware of their implicit theory of client 
functioning—or theories about clients and their level of functioning. Clinicians’ 
theories of client functioning will naturally form based upon the data and informa-
tion they have available about a client and are typically first formed prior to any 
interaction with a client. Common examples of sources of data that influence 
implicit theories of client functioning include intake and referral paperwork and 
existing records. Thus, careful attention to what is included and emphasized in the 
materials clinicians have access to is important, as an overemphasis on negative data 
could skew the clinicians’ views even before meeting the client and subsequently 
influence the next steps in the assessment process, perpetuating a negative focus. 
Clinicians are encouraged to intentionally craft the materials they have control over 
to include a balance of information initially sought and to be aware that other 
sources may be negatively skewed. Such an approach may help provide greater bal-
ance to their implicit theory to include both positive elements and deficits/pathology.

If clinicians adopt practices to provide a more balanced view of clients before 
any live interactions, it is argued they will more likely have balanced views of the 

R. L. Owens



339

client’s overall functioning. To help facilitate this process, my colleagues and I 
developed the CMPPA Intake—Adult and Child/Adolescent Forms. (See Appendix 
A for the Child/Adolescent version.) This intake form first informs clients that the 
clinician will be working from a positive psychological perspective, meaning both 
strengths and areas of weakness will be assessed and addressed. Second, inclusive 
demographics are included (Owens et al., 2015), building from the ADDRESSING 
model (Hays, 2008). As discussed previously, the ADDRESSING model was 
designed to help provide a more culturally sensitive assessment of client identities. 
Each letter of the ADDRESSING model represents a different cultural identity: Age 
and generational influences, Disability status (developmental), Disability status 
(acquired), Religion and spiritual orientation, Ethnicity, Sexual orientation, 
Socioeconomic status, Indigenous heritage, National origin, and Gender. The intake 
form also includes open-ended questions to provide clients with the opportunity to 
provide their perspectives related to their cultural identities. Third, in addition to 
typical questions one might see on intake paperwork (e.g., presenting concern[s]), 
broad questions related to generalizable positive psychological constructs (e.g., 
well-being, hope) are included to begin the conversation related to positive psycho-
logical functioning. In later stages and through other assessment means, these topics 
can be explored more fully and expanded upon.

Step 4 involves gathering additional data, typically using more formal methods, 
which confirms or modifies the clinician’s theory of client functioning from Step 3. 
The data gathered can come from various sources, such as clinical interviews, 
behavioral observations, psychosocial measures and symptom checklists, or psy-
chological tests. Importantly, a balance of strengths and areas of concern should be 
assessed in this stage; using a variety of tools can help provide balance during this 
stage. Additionally, with child assessment, in particular, obtaining data from multi-
ple informants and including the child’s perspective is essential.

The clinical interview is often the first in-person interaction between the client 
and the therapist. Thus, building rapport and focusing on the therapeutic alliance is 
crucial (Wampold, 2001) at this stage. The CMPPA emphasizes incorporating posi-
tive psychological constructs into the process of conducting the clinical interview 
and the specific questions asked. For instance, related to process considerations, 
“positive empathy,” a form of therapeutic empathy, can be used to enhance the pro-
cess of conducting a clinical interview. Positive empathy is a type of empathy that 
focuses on identifying a client’s hidden desires for improvement based upon what is 
communicated by the client (Conoley et al., 2015). The use of positive empathy has 
been shown to increase approach goals, positive emotions, and assist with identify-
ing strengths (Conoley et al., 2015). In addition, several approaches involving hope 
can be used to enhance the therapeutic alliance, referred to as hope-bonding, includ-
ing establishing therapeutic goals in a flexible and respectful fashion, identifying a 
wide variety of pathways, and optimizing the bond between the client and therapist 
to propel progress toward goals (Lopez & Magyar-Moe, 2015).

Related to the types of questions asked, the CMPPA Semi-structured Clinical 
Interview was created and specifically infuses positive psychological constructs that 
are generalizable to a wide array of clients within a clinical interview (Owens et al., 
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2015; see Appendix B). The CMPPA Semi-structured Clinical Interview was also 
designed to provide time and space to elaborate on questions from the CMPPA 
Intake Form. For instance, it would be particularly important to explore client iden-
tities in greater depth than what can be gleaned from intake paperwork. Hays (2008) 
provides specific recommendations for phrasing questions related to each dimen-
sion of the ADDRESSING model that can supplement the CMPPA Intake.

In addition to the clinical interview, other assessment approaches can be used, 
such as psychological tests and validated measures. From the perspective of the 
CMPPA, clinicians are encouraged to utilize positive psychological measures or 
existing balanced tools as part of their psychological test batteries to ensure strengths 
are represented (Owens et al., 2015). These tools can be administered as part of an 
assessment evaluation or prior to beginning therapy to inform treatment plans. 
Clinicians may also find it helpful to administer particular measures (e.g., well- being, 
hope) at various points throughout treatment to assess progress (Owens et al., 2015).

Behavioral observations are another source of data that is informative. These can 
take place during all stages of assessment or therapy. Within the CMPPA, it is rec-
ommended that clinicians strive for balance in this aspect of their work as well. 
Clinicians can attend to traditional behavioral observations, such as abnormal or 
atypical behaviors, difficulties in abilities or skills, and negative emotions. At the 
same time, positive, promotive, and advantageous behaviors, skills, abilities, and 
emotions should be attended to and commented on as well. Commonly, phrases 
such as “intact,” “unremarkable,” or “within normal limits” are used to describe a 
lack of challenges; however, comments related to assets and skills are often left out. 
The inclusion of details related to the positive observations is necessary and recom-
mended as well.

Step 5 of the CMPPA involves aiming to test unbiased hypotheses related to cli-
ents’ functioning in an ongoing and balanced fashion. Testing and examining mul-
tiple hypotheses are necessary to ensure a variety of possibilities are explored with 
careful attention to strengths and challenges. For instance, if a client presents with 
concerns of depression, the therapist will likely consider and engage in assessment 
related to factors that impact depressive symptoms, such as adjustment or depres-
sive disorders. However, other hypotheses related to contextual factors and a lack of 
support and environmental assets should also be explored, as they may temporarily 
influence the client’s mood. Similarly, hypotheses related to positive aspects of the 
client’s life should also be explored, such as how positive relationships may or may 
not be present in the client’s life and their impact on well-being and mood concerns 
(Owens et al., 2015).

In Step 6, a flexible and comprehensive client conceptualization is formed, fol-
lowing the generation of multiple hypotheses and gathering data that confirms or 
disconfirms the hypotheses from Step 5. Furthermore, as new data is gathered 
throughout working with clients, clinicians’ conceptualizations may change. 
Clinicians are encouraged to use the Balanced Diagnostic Impressions (DICE-PM) 
Model to help guide a balanced conceptualization of clients. (See the previous sec-
tion on the Clinical Reasoning Approach: The Strengths-Based Inclusive Theory of 
Psychotherapy for more details about the Balanced Diagnostic Impressions 
[DICE-PM] Model and the Case Study section for an example).
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Fig. 16.3 Summary of the Comprehensive Model of Positive Psychological Assessment (CMPPA) 
and corresponding assessment tools

Finally, in Step 7, the clinician provides a balanced report of the results gathered 
from all of the assessment sources used. This report can take many forms, including 
both oral and written formats. Examples might include client feedback sessions, assess-
ment reports, case presentations, and therapy notes. In any format chosen, “equal 
space, equal time, equal emphasis,” (Lopez et al., 2003, p. 17) or a balanced of infor-
mation presented, is key (Owens et al., 2015). For instance, the information covered in 
the background portion of assessment reports or intake sessions could be guided by 
each of the categories represented in the Balanced Diagnostic Impressions (DICE-PM) 
Model. Both strengths and weaknesses identified from psychological tests and mea-
sures can be highlighted in the test results portion of reports. The diagnostic impres-
sions/summary and conceptualization portion of assessment reports or therapy notes 
could include a balanced focus on strengths and challenges and list the Balanced 
Diagnostic Impressions (DICE-PM) Model as a concise summary of key data gath-
ered. The recommendations provided in therapy notes or assessment reports should 
also attend to both strengths and difficulties. To help facilitate balanced reporting, the 
CMPPA Report Template was created (Owens et al., 2015; see Appendix C). Figure 
16.3 provides a summary of the CMPPA and corresponding assessment tools. 
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 Mental Health Prevention and Intervention

The techniques and approaches used within the S-BIT of Psychotherapy draw from 
the key, evidence-based techniques from literature in positive psychology, 
Motivational Interviewing (MI), Solution Focused Therapy (SFT), and behavior 
therapy. Namely, interventions involving hope, strengths, and empowerment that 
are generalizable across clients will be described; however, other positive psycho-
logical interventions could be consistent with the S-BIT of Psychotherapy if they 
align with its core assumptions and theoretical propositions.

Drawing from the positive psychology literature, hope is central to the S-BIT of 
Psychotherapy. Hope not only serves as a roadmap in therapy, it highly influences 
therapy outcomes and general life outcomes (e.g., Cheavens et al., 2006; Irving et al., 
2004). Hope interventions can be used throughout various stages of counseling 
(Irving et al., 2004) and can be categorized into one of four types: hope finding, bond-
ing, enhancing, and reminding (Lopez & Magyar-Moe, 2015). Hope finding consists 
of identifying clients’ hope across life domains, including general and specific goals. 
Hope bonding relates to developing a hopeful therapeutic relationship, often facili-
tated by identifying goals collaboratively. Hope enhancing techniques include gener-
ating multiple pathways, finding means to enhance agency, and recognizing 
challenges that can be overcome related to goal attainment. Finally, hope reminding 
involves methods to engage in daily hopeful thinking (Lopez & Magyar- Moe, 2015).

Related to MI, the techniques of supporting client autonomy and collaboration 
are emphasized (Miller & Rollnick, 2013). Client autonomy involves eliciting and 
encouraging client choice when working toward change, and similar to hope bond-
ing, collaboration involves working together toward the client’s goals as a client- 
therapist team (Miller & Rollnick, 2013). Each of these provides the client with the 
ability to provide their direct input and feel ownership in the direction of therapy 
and their change process, while still providing the therapist with the ability to pro-
vide their expert input and recommendations. Microskills emphasized within MI 
(and counseling more broadly) are also used, such as open-ended questions, reflec-
tions, and affirmations, to convey empathy and gently help the client move toward 
the direction of change. The S-BIT of Psychotherapy utilizes each of these 
approaches to help build rapport and a collaborative therapeutic relationship, as well 
as work toward change.

Strengths interventions are central to implementing the S-BIT of Psychotherapy. 
The most common and effective strengths interventions tend to involve identifying 
strengths—often through strengths measures—and using strengths (Louis & Lopez, 
2014). An extensive review of strengths interventions by Louis and Lopez (2014) 
resulted in the following recommendations for approaching strengths interventions: 
describe strengths as entities that can be developed; present strengths as interrelated 
and present in varying degrees; identify the desired outcome(s) first, then integrate 
evidence-based strategies to help achieve the desired goals; and reinforce what is 
learned related to strengths over time.
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Overlapping with SFT, in addition to an emphasis on the client’s strengths (De 
Jong & Kim Berg, 2013), focusing on how to improve the situation, rather than 
dwelling on what has been or is going wrong, is central to the S-BIT of Psychotherapy. 
In addition, comparable with MI’s emphasis on client autonomy, SFT’s technique of 
encouraging clients to generate their own, individually tailored ideas for how to 
address their concerns and improve their situation is applicable, as the client knows 
their life best (De Jong & Kim Berg, 2013). When working with children, caregiv-
ers’ input on these perspectives is beneficial in addition to the child’s.

Behavioral therapy also offers a wealth of beneficial techniques relevant to posi-
tive behavior change, especially as it relates to working with younger children and 
their families. Most applicable to the S-BIT of Psychotherapy is positive reinforce-
ment. As clients work toward positive behavior change, reinforcing the desirable 
behaviors is highly effective and aligns with a focus on strengths and what children 
are doing well (versus what they are doing wrong; Kazdin, 2005). Strategies used to 
reinforce behavior can vary from client to client, such as praise and incentives, and 
should be designed to be developmentally appropriate and align with what is moti-
vating or effective for the client (Kazdin, 2005). Inevitably, negative behaviors will 
occur. In those cases, techniques such as extinction/ignoring are encouraged to be 
attempted at first, followed by removal of a positive event/consequence following a 
behavior (punishment). However, the main emphasis and goal should be to focus 
primarily on positive reinforcement to the greatest extent possible.

Finally, empowerment interventions are designed to help support clients in iden-
tifying and capitalizing on their abilities to effect positive change in their environ-
ments (Owens et al., 2019a). The inclusion of family and peers in this process can 
be especially helpful (Flores, 2009; Flores & Bike, 2014). Likewise, evoking client 
strengths can be especially powerful in eliciting empowerment (Wong, 2006).

Together, these interventions aim to address presenting concerns and challenges, 
while also enhancing fulfillment through means most relevant and motivating to the 
client. The specific techniques and combination of interventions used will be unique 
to the client and involve their input throughout the counseling process to address 
their goals. The goal of these interventions is to impart skills that clients can use not 
only with current challenges but also in the future. Additionally, given that well- 
being is not a static experience; engagement in interventions or activities designed 
to enhance well-being will require continued effort over time (Lyubormirsky, 2008).

 Developmental Considerations

It is critical to attend to developmental factors in selecting, implementing, and mod-
ifying interventions for children and adolescents. Owens and Waters (2020) identi-
fied three distinct ways in which positive psychological interventions for children 
differ from adult interventions: “developmental, dosage, and delivery” (p. 589).

First, interventions for children should attend to the unique developmental needs 
and abilities of the child (e.g., language ability, social skills, cognitive reasoning). 
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Unfortunately, there is significantly less literature, resources, and positive psycho-
logical interventions available specifically for children. Therefore, existing inter-
ventions for adults may need to be modified. The use of evidence-based interventions 
designed for children is ideal when working with child clients; however, careful and 
research-informed modifications of interventions, as well as research examining the 
modifications made could help advance the practice and science of positive psycho-
logical interventions for children.

Second, the most effective dosage of the intervention may look different for a 
child compared to an adult. For instance, given greater neuroplasticity in young 
children, perhaps the extent and length of the intervention could be less than for an 
adult engaging in an intervention with the same foci. Alternatively, given children’s 
less advanced cognitive abilities at younger ages, they may need to spend more time 
or focus on a particular intervention to a greater extent compared to adults who may 
be able to grasp and apply the material on their own more quickly.

Third, the way in which interventions are delivered will necessarily look differ-
ent for children than adults. Often, adult positive psychological interventions are 
self-guided or facilitated in small groups. Existing positive psychology interven-
tions that have been tested with children are usually led by adults and almost always 
involve a group context (Owens & Waters, 2020). Furthermore, in the school set-
ting, school-based positive psychological interventions tend to be time-limited (e.g., 
a 6-week program) and are rarely embedded into the daily functioning of the school. 
Practically, interventions led by adults for children are valuable and have been 
shown to be effective (Owens & Waters, 2020). However, expanding the available 
interventions to include a greater number of individually tailored (e.g., one clinician 
and one child) and universal school programs would be a beneficial addition to the 
literature.

 Classification of Positive Psychological Interventions

In clinical and counseling psychology literature, the term “intervention” is com-
monly used to describe “remedial” interventions, or interventions designed to treat 
disorders or concerns that currently exist. The term “prevention,” on the other hand, 
is often used to describe interventions designed to circumvent the onset of a disor-
der or concern before it occurs. In the positive psychology literature, “positive psy-
chological interventions” have traditionally been defined as “treatment methods or 
intentional activities aimed at cultivating positive feelings, positive behaviors, or 
positive cognitions” (Sin & Lyubomirksky, 2009, pg. 467). 

Interventions in general, including positive psychological interventions, can 
involve a combination of foci, such as those that prevent concerns, address chal-
lenges, and/or promote well-being (Owens & Waters, 2020). Therefore, my col-
leagues and I have encouraged clinicians to think of positive psychological 
interventions more broadly to be inclusive of aspects of remedial and preventative 
approaches (e.g., Magyar-Moe et al., 2015; Owens et al., 2019b; Owens & Waters, 
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Fig. 16.4 PPI classification matrix from Owens, R. L., & Waters, L. (2020). Taylor & Francis 
Ltd.; https://www.tandfonline.com/

2020; Owens & Woolgar, 2018). Furthermore, we contend balanced intervention 
approaches—those that include elements that address or prevent concerns and pro-
mote positive functioning—do not skew treatment too heavily in any direction. 
Rather, balanced interventions can help clients address challenges, while also 
simultaneously helping them flourish (e.g., Magyar-Moe et al., 2015).

To help researchers and clinicians more clearly differentiate the type of interven-
tion used, we developed a matrix that categorizes each intervention based upon the 
outcomes targeted and the processes and content of the interventions (Owens & 
Waters, 2020). Within both of those broad categories, three possible options were 
identified. Possible intervention outcomes could be categorized by: (a) “interven-
tions that aim to reduce negative outcomes,” (b) “interventions that aim to enhance 
positive outcomes,” and (c) interventions that “aim to both reduce negative out-
comes and simultaneously enhance positive outcomes” (Owens & Waters, 2020, 
p.  589). The interventions’ processes and content could be categorized by: (a) 
“interventions that have processes and content which aim to remediate disorders/
concerns,” (b) “interventions that have processes and content which aim to enhance 
positive functioning,” and (c) “interventions that have dual processes and content 
which both remediate disorders/concerns and promote positive functioning” (Owens 
& Waters, 2020, p. 5892). Figure 16.4 portrays this classification matrix.

 Common Positive Psychology Intervention Approaches

Using the 3 × 3 matrix previously described, Owens and Waters (2020) reviewed the 
recent literature on school- and clinically-based positive psychological interventions. 
For the purposes of this chapter, the school-based interventions will not be discussed. 
Surprisingly, before the Owens and Waters (2020) review, no previous review on 
child and adolescent clinically-focused positive psychological interventions had been 
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published. The Owens and Waters review included published clinical  studies from 
1998 (the inception of positive psychology; Seligman, 1999) to 2018. Sixty-eight 
clinically-based studies were identified that met the following criteria: “(a) the studies 
included either a positive outcome and/or positive processes or content; (b) the studies 
included participants under the age of 18 years or still a student in high school; (c) the 
studies were inclusive of samples around the world, but published in English; and (d) 
the PPI was evaluated using valid and reliable research designs and measures” (Owens 
& Waters, 2020, p. 590).

The clinically-based studies reviewed were largely from the United States (32%), 
Canada (19%), and Australia (13%; Owens & Waters, 2020). The age of partici-
pants in the studies ranged from 5 to 19 years old (the 19-year-olds were still in high 
school). The vast majority of the interventions involved groups (76%); 22% were 
individually-focused, and 1% were unspecified. Of the nine types of interventions 
included in the matrix in Fig. 16.4, four were represented: positive content-balanced 
outcomes interventions (63%), prevention interventions (25%), balanced interven-
tions (6%), and promotion interventions (6%). However, the synthesis of findings 
was only discussed for the positive content-balanced outcomes interventions and 
prevention interventions, as the other two categories had fewer than 10 papers to 
draw conclusions from (Owens & Waters, 2020).

Within the positive content-balanced outcomes interventions category, the pri-
mary type of approach used involved mindfulness (47%; Owens & Waters, 2020). 
Other areas of foci included resilience (6%), body image/eating disorder protective 
factors (3%), Make a Wish interventions (3%), multicomponent (i.e., involving 
multiple positive psychological constructs; 3%), and cognitive-behavioral compas-
sion training (1%). Within the prevention intervention category, all but one of the 
interventions involved mindfulness (94%); the remaining intervention involved a 
strengths-based assessment approach to improve treatment outcomes (Owens & 
Waters, 2020).

Collectively, following this review, it became clear that more research and devel-
opment of positive psychological interventions for the clinical context are necessary 
for children and adolescents. Beyond simply more research and interventions, a 
greater variety in the interventions’ foci, approaches, and types of interventions are 
also necessary. Mindfulness-based approaches have firmly established their effec-
tiveness, popularity, and value in the field; however, what perhaps was most notable 
from the review was that well-established and empirically supported constructs in 
the field of positive psychology are significantly lacking or missing in interventions 
and applied work. For instance, hope, strengths, and gratitude interventions designed 
for children in the clinical context are highly underrepresented. Additionally, Owens 
and Waters (2020) argued a focus on balanced interventions would likely be most 
applicable for the clinical context given most clients present with concerns or disor-
ders that necessarily need attention; attending to the well-being aspect of mental 
health is also important to address as well (Keyes & Lopez, 2002; Magyar-Moe 
et al., 2015; Owens et al., 2015). Lastly, expanding the positive psychological inter-
ventions available for younger children (children under the age of 8) and that are 
designed for individual counseling for all ages across childhood and adolescence is 
also needed (Owens & Waters, 2020).
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 Case Study

As an applied summary of the content presented, a case study will be provided. All 
identifying information has been modified to protect the client’s confidentiality.

 Abbreviated Background

Aliyah was an 8-year-old girl who identified as Black from a large urban city in the 
Midwest of the United States. She was referred by her primary care physician 
(Environmental Resource) for counseling to help address behavior concerns. Aliyah 
was diagnosed with Down syndrome and had related difficulties with cognitive 
functioning, communication (Individual Weaknesses), muscle tone, hearing loss, 
and a heart defect (Physical Health Concerns). Aliyah was reported to generally 
have a healthy appetite and sleep habits (Physical Wellness). In addition, Aliyah 
particularly excelled at developing friendships, kindness, and helping her peers and 
teachers at school (Individual Strengths).

Aliyah was primarily raised by her maternal grandmother, who has been a strong 
source of support and role model for Aliyah (Cultural Asset; Environmental 
Resource). Many adults in the community have also been supportive of Aliyah and 
her grandmother. In particular, the family is involved in a local nonprofit organiza-
tion for Black and African American families in their community (Cultural Assets; 
Environmental Resources). However, some children in Aliyah’s neighborhood bully 
her by making fun of her developmental delays. She has experienced discrimination 
related to her race and disabilities throughout her life (Cultural Struggle; 
Environmental Deficit), which has been upsetting to her family. Since birth, Aliyah 
has had very little contact with her biological parents (Environmental Deficit), 
largely due to their long-term substance use and a lack of interest in child-rearing, 
as described by her grandmother. Aliyah’s grandmother has been the sole provider 
for the family and has limited financial resources (Cultural Struggle; Environmental 
Deficit). Beginning at age four, Aliyah began receiving early intervention and spe-
cial education services through her school district (Environmental Resource).

Aliyah’s grandmother described as Aliyah got older and grew in size, her behav-
iors became more challenging. When Aliyah was younger, her grandmother stated 
she was better able to “manage” Aliyah, largely through physical guidance (e.g., 
moving her away from the source of conflict) or redirection to a new task. However, 
as Aliyah aged, she became more physically aggressive when she became frustrated 
and typically refused to follow her grandmother’s instructions or requests (Individual 
Weaknesses). Aliyah’s grandmother was at a loss in how to address Aliyah’s behav-
iors, particularly since these were not occurring at school.
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 Assessments Used

Aliyah’s grandmother completed the CMPPA Intake–Child/Adolescent Form prior 
to our first session, and the CMPPA Semi-structured Clinical Interview was used to 
guide the initial session. Medical and school records were also reviewed. A psycho-
social/behavioral standardized instrument was also used to gather additional infor-
mation in another format to supplement the intake and clinical interview. Given 
Aliyah’s low cognitive abilities, child self-report standardized questionnaires were 
not used. Aliyah was asked for her perspective on her goals (e.g., “What would you 
like to see go better at home?”), strengths (e.g., “What are you really good at?”), and 
well-being (e.g., “What makes you happy?”) through developmentally appropriate 
interview questions. Aliyah’s grandmother’s perspective on these topics was also 
explored.

Based on the information gathered from these assessment approaches, the 
Balanced Diagnostic Impressions (DICE-PM) Model was summarized as follows:

Diagnosis: Down syndrome

Individual strengths: Developing friendships, kind, helpful

Individual weaknesses: Behavior challenges at home, cognitive deficits, communi-
cation difficulties

Cultural assets: Supportive grandmother and community members, involvement 
and support of a local nonprofit organization for Black and African American 
families

Cultural struggles: Discrimination, limited financial resources

Environmental resources: Supportive grandmother and community members, medi-
cal care, local nonprofit organization for Black and African American families, early 
intervention and special education services

Environmental deficits: Little contact or involvement of biological parents, limited 
financial resources, bullying, discrimination

Physical wellness: Healthy eating and sleep habits

Physical health concerns: Deficits in muscle tone, hearing loss, heart defect

Mental health category: Incomplete mental illness/struggling

 Interventions Used

At the beginning of counseling, building rapport with Aliyah and her grandmother 
was the primary focus. In particular, hope bonding was key; collaborative discus-
sions related to the family’s goals—including input from Aliyah—were 
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helpful during treatment. Aliyah’s grandmother indicated her goals were to have 
less conflict with Aliyah and learn techniques to better manage Aliyah’s behavior. 
Aliyah hoped to have more fun and get in trouble less often.

Following establishing goals, time was spent exploring what the family had 
already tried to reach their goals and what previously worked and did not work. 
Aliyah’s grandmother expressed she frequently tried to get Aliyah’s attention and 
adjust her behavior by yelling at Aliyah, but that strategy was not effective. Aliyah 
typically yelled back and became aggressive, by swinging at her grandmother and 
knocking objects over. Following these descriptions, time was spent in session 
exploring what an ideal day would look like, and if conflict were to arise or Aliyah 
would act out, what an ideal resolution would look like. Following these discus-
sions, new strategies that everyone thought might be beneficial to address the chal-
lenges were generated. For example, if Aliyah or her grandmother became upset, 
rather than raising their voices, they would take a five-minute break in another 
room to calm down. They would remind each other to take a break if either became 
too upset. Aliyah and her grandmother also agreed to come up with a list of house 
rules to help minimize conflict and align with what they both hoped for. Aliyah 
suggested 1  hour of TV time each day. Aliyah’s grandmother suggested Aliyah 
help with one identified chore each day. Additional strategies were generated and 
revisited in future sessions to assess their effectiveness and modifications were 
made as needed.

In several sessions that followed, extensive attention was given to Aliyah’s 
strengths and how they might be emphasized—both to address the challenges pres-
ent and to help Aliyah flourish. In particular, it was suggested that Aliyah’s grand-
mother first start by praising and rewarding Aliyah’s strengths (kindness, 
helpfulness, and positive interactions with others) each day, aiming for a minimum 
of five times each day. The intention behind this recommendation was to provide 
Aliyah’s grandmother with an opportunity to practice positive reinforcement with 
positive skills and characteristics Aliyah already excelled at, which would likely be 
more readily present in her daily life, and to promote Aliyah’s well-being. As 
Aliyah’s grandmother’s confidence grew in using positive reinforcement with 
Aliyah’s strengths, and Aliyah recognized the benefits of engaging in positive 
behaviors (e.g., praise, rewards, less conflict), Aliyah’s grandmother began to rein-
force positive behaviors more closely related to the ideal scenario she initially 
described and opposite behaviors of the negative behaviors the family was hoping 
to reduce. More specifically, when Aliyah listened to her grandmother’s request the 
first time and when she took a five-minute break when she was upset (rather than 
yelling or hitting), she also received praise and rewards. In addition, by reinforcing 
Aliyah’s strengths, her negative behaviors naturally began to reduce in their fre-
quency. Over time, Aliyah recognized positive outcomes and reinforcement that 
coincided with positive behaviors, and she began to engage in more challenging, 
yet positive behaviors more readily. Aliyah also began engaging in the positive 
behaviors more often without prompting and with less and less use of rewards by 
her grandmother.
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In this particular case, strengths were of central importance. Focusing on what 
Aliyah was already doing well provided the family with the confidence to address 
more challenging behaviors. They were also more effective in addressing challeng-
ing situations, while simultaneously enhancing Aliyah’s well-being and the family’s 
overall interactions. Working together in identifying goals, envisioning what a bet-
ter future might look like, and seeking the client’s input on what strategies they had 
already tried, what they thought would work, and what they would be willing to try 
was also key in maintaining client motivation, effort, and trust when unexpected 
set-backs or particularly challenging days would arise. Clearly articulating Aliyah’s 
strengths also helped reduce an overemphasis or hyper-focus on Aliyah’s weak-
nesses. This helped provide her grandmother with a new perspective, appreciation 
for what was going well, and elicited a number of positive emotions in Aliyah and 
her grandmother (e.g., joy, pride, gratitude). 

 Conclusion

In conclusion, the S-BIT of Psychotherapy provides an assessment and prevention/
intervention approach that emphasizes positive psychological evidence-based tech-
niques and cultural considerations and was developed with children and adolescents 
specifically in mind. In particular, the assessment approach discussed—the 
Comprehensive Model of Positive Psychological Assessment—built upon existing 
positive psychological and cultural assessment models, while addressing their limi-
tations and gaps, namely integration of positive psychological and cultural consid-
erations in a comprehensive fashion. Additionally, the prevention/treatment 
approach described within the S-BIT of Psychotherapy was flexibly designed with 
the goal to be inclusive of diverse populations, while also taking into account 
research on evidence-based positive psychological techniques. Future research on 
positive psychological intervention and assessment approaches for children and 
adolescents, including empirically testing the S-BIT of Psychotherapy, would be 
helpful next steps.

 Appendix A: Comprehensive Model of Positive Psychological 
Assessment Intake–Child/Adolescent Form

Thank you for choosing to participate in psychological services at (agency name). 
To provide you with the best services possible, we are requesting your completion 
of the following paperwork. The information requested includes questions about 
your current and past functioning, family and social relationships, educational and 
work history, and more. Please note that we are interested in understanding areas of 
weakness or struggle as well as areas of strength and well-being, as treatment of any 
problem areas identified will be informed by the strengths that you possess and the 
resources available in your environment.
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Name: ____________________________________________________________

Date Form Completed: _________ Date of Birth: _________

Parent/Stepparent/Guardian’s Name: _______________________________

Address (City, State, and Zip): ____________________________________

Marital Status: __________________________________

Phone: (Home) ____________ (Work) ____________ (Cell) _____________

(Duplicate parent contact information as needed. Not included here due to space.)

Emergency Contact Name: _______________________________________

Relationship: _________________________ Phone: ___________________

Who referred you? _____________________________________________

Referral’s relation? _____________________________________________

(Parent’s/Guardian's) Employment Status: ___________ Occupation: 
____________

Employer’s Name and Address: ___________________________________

Highest level of education: __________________________ Grade: ______

School: _____________________________________________________

Disability Status (developmental; for example, Down syndrome, intellectual dis-
ability): ___________________________________________

Disability Status (acquired; for example, spinal cord injury, traumatic brain injury): 
______________________________________________________

Religion and Spiritual Orientation:__________________________________

Race and Ethnicity: __________________________________________________

Sexual Orientation:______________________________________________

Socioeconomic Status/Income:____________________________________

Indigenous Heritage: Native _____ Nonnative _____ (check which applies)

National Origin: Please indicate where you were born: __________________

Gender: ______________________________________________________

Other identities: _______________________________________________

What is your primary concern? ____________________________________

What are your weaknesses? ______________________________________

What are your strengths? _________________________________________
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(Consider having a list or providing a list of strengths and corresponding definitions 
for clients who may struggle to identify or to find language that represents their 
strengths.)

What people or things in your environment are helpful/supportive? ____________
_________________________________________________

What people or things bring happiness and well-being to your life? 
 _____________________________________________________________

Have you been in counseling in the past? If so, please indicate with whom, where, 
and when._______________________________________________

Have you had an evaluation/testing in the past? If so, please indicate with whom, 
where, and when._________________________________________

Physician: ____________________________________________________

Medical diagnoses: _____________________________________________

Medications: __________________________________________________

What do you do to maintain a healthy lifestyle? ____________________________
_________________________________

What do you hope to achieve from this evaluation/therapy? ___________________
__________________________________________

Appendix A slightly modified from Owens, R.  L., Magyar-Moe, J.  L., & Lopez, 
S. J. (2015). Finding balance via positive psychological assessment and conceptual-
ization: Recommendations for practice. The Counseling Psychologist, 43(5), 
634–670. https://doi.org/10.1177/0011000015584956

 Appendix B: Comprehensive Model of Positive Psychological 
Assessment Semi-Structured Clinical Interview

 Background Information

• What brings you in? (Assess duration, frequency, intensity, triggers, etc.)
• What are particular areas of struggle for you/your child?
• What have/has you/your child tried to do to cope with the difficulties you’ve 

described? What worked? What was less successful? (The therapist can ask 
about each area specifically.)

• What barriers have/has you/your child faced or currently face in your 
environment?

• How would you describe your/your child’s identity? For example, some clients 
reference their cultural background or gender. However, there are a number of 
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variables that can describe people. How would you describe yourself/your child? 
How do others describe you/your child? (Reference the ADDRESSING and 
RESPECTFUL models for additional examples, if needed, or for follow-up. Also 
be prepared to provide specific questions to the client if they are unable to gener-
ate this information with further prompts, such as “How would you describe your 
financial situation?” “What is your sexual orientation?”)

• You mentioned (insert client’s strengths from the intake paperwork) are your/
your child’s strengths. Please describe these and how you/your child use(s) them.

 Medical History

• Did your child meet their developmental milestones? (Provide examples as 
needed.) Please describe any delays.

• Do/does you/your child have any previous or current medical conditions or ill-
nesses? If so, what? When were/was you/your child diagnosed?

• Have/has you/your child ever been hospitalized? If so, for what and how long?
• Have/has you/your child ever experienced a concussion, brain injury, or 

seizure(s)? If so, please describe.
• Are/is you/your child currently taking any medication? Have/has you/your child 

taken any medications in the past? If so, what medication(s) and what dose?
• What medical conditions or psychological disorders are present on both sides of 

your/your child’s family?
• Please describe your/your child’s sleep habits. (Onset, maintenance, the average 

length of sleep, etc.)
• Please describe your/your child’s eating habits/behaviors.
• You mentioned (insert items indicated in the paperwork) are ways you/your child 

maintain(s) a healthy lifestyle. Please describe those and the frequency you/your 
child engage(s) in those behaviors. (Assess other areas that may have been left 
out—diet, exercise, meditation, etc.)

 Emotional Functioning

• How would you typically describe your/your child’s mood? (Any concerns of 
depression or anxiety? Assess in more depth, if necessary.)

• Have/has you/your child ever experienced suicidal ideation? (If so, ask the client 
to describe when that took place and what prevented further action. Also, assess 
current ideation, plan, intent, and protective factors.)

• You mentioned (insert person or thing from the intake paperwork) brings you/
your child happiness and well-being. Please describe that person/thing. (Assess 
duration, frequency, intensity, triggers, etc.)
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 Social Functioning and Environmental Variables

• What concerns, if any, do you have about your/your child’s social relationships 
and social skills?

• Are you currently in a romantic relationship? If so, with whom? Tell me about 
your partner. (These questions will largely pertain to the adult and adolescent 
populations.)

• Are you sexually active? If so, what sexual behaviors are you engaging in, how 
often, and do you use protection? (These questions will largely pertain to the 
adolescent population unless there are concerns of sexual activity with the child 
client.)

• Who are the important people in your/your child’s life? What is your/your child’s 
relation to them?

• You also mentioned (insert name of people or things in the client’s environment 
from the intake form) are helpful or supportive. Please tell me about these peo-
ple/things.

• Whom do/does you/your child currently live with? (If parents are separated/
divorced, assess custody arrangement.)

• How many siblings does your child have? What are their ages?
• Where do/does you/your child work? What does your/your child’s job entail? 

(These questions will pertain to the adult and adolescent populations).
• Where does your child go to school? What grade are they in? Do they receive any 

special services/accommodations? If so, what do they receive and how often? 
When did they begin using these services?

• What areas in school does your child excel and struggle in?
• What do/does you/your child like to do for fun? What are your/your child’s hob-

bies? Are/is you/your child involved in any organizations, clubs, sports, or extra-
curricular activities?

 Substance Use

• Do you currently use any substances (e.g., alcohol, tobacco, caffeine)? If so, 
what substance(s)? How often do you use each substance? (These questions will 
largely pertain to the adult and adolescent populations unless there are concerns 
of substance use with the child client.)

• Have you used or experimented with any other substances in the past? If so, what 
substance have you used? (These questions will largely pertain to the adult 
and adolescent populations unless there are concerns of substance use with the 
child client.)

• (If a previous substance use problem existed) What prevents you from continu-
ing using (insert name of the substance)?
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 Trauma and Stressors

• Have/has you/your child ever experienced a traumatic event, including acci-
dents? If so, please describe to your level of comfort.

• Have/has you/your child ever experienced sexual, emotional, or physical abuse? 
If so, please describe to your level of comfort. (If so, assess the details of the 
presence of the perpetrator and the form and frequency of the abuse.)

• Are you currently experiencing any significant stressors (e.g., death in the fam-
ily, moved)? Have/has you/your child experienced any significant stressors in the 
past year or so? If so, please describe.

• What has helped you/your child cope with/overcome the trauma(s)/stressor(s) 
you/your child have/has experienced?

• Have/has you/your child ever been arrested/in trouble with the law? If so, for 
what? When did this occur?

 Psychological Services

• You noted in the intake paperwork that you/your child have/has been in therapy 
before. What did you find helpful about that experience? What did you/your 
child not find helpful or what would you/your child change?

• You noted in the intake paperwork that you/your child have/has had an evalua-
tion/testing before. What did you/your child find helpful about that experience? 
What did you/your child not find helpful or what would you/your child change?

• Have/has you/your child been diagnosed with anything? If so, do you recall what?

 Goals/Hope

• You mentioned you/your child hope(s) to gain (insert client’s answer from 
intake) from therapy/this evaluation. What are ways you/your child can foresee 
yourself/themself achieving that/those goal(s)? (Assess the pathways for 
each goal.)

• On a scale from 1 to 10, with 1 being not at all and 10 being extremely, how 
motivated are/is you/your child to achieve your/their goal(s)? (Assess agency for 
each goal.)

Note. This is designed to be a semi-structured interview. Therefore, questions 
can be asked in any order, and additional questions may be necessary. Some ques-
tions may not apply to all individuals interviewed.
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Appendix B slightly modified from Owens, R. L., Magyar-Moe, J. L., & Lopez, 
S. J. (2015). Finding balance via positive psychological assessment and conceptual-
ization: Recommendations for practice. The Counseling Psychologist, 43(5), 
634–670. doi: https://doi.org/10.1177/0011000015584956

 Appendix C: Comprehensive Model of Positive Psychological 
Assessment Report Template

Name:
Date of Birth:
Date of Evaluation:
Referral:
Relevant History:
Presenting Concerns and Individual Strengths:
Cultural Identities: (including cultural assets and struggles)
Medical History and Physical Wellness:
Emotional Functioning and Well-being: (including positive emotions)
 Social Functioning and Environmental Variables: (including environmental 
resources and deficits)
Substance Use:
Trauma, Stressors, and Coping Strategies:
Psychological Services:
Goals/Hope:
Tests Administered:

• List the names of the tests/measures administered, including positive psycho-
logical measures.

Behavioral Observations:

• Aim for equal space and focus on positive and negative behaviors observed.

Test Results:

• Report all test/measure results; include significant and personal strengths and 
weaknesses throughout.

Cognitive Abilities:
Adaptive Functioning:
Academic Achievement:
Language:
Attention:
Executive Functions:
Learning and Memory:
Visual-Motor/Motor:

R. L. Owens
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Emotional and Social Functioning:
Personality:
Strengths:
Additional Positive Psychological Measures:
Summary and Balanced Diagnostic Impressions:

• Note the reason for referral.
• Identify client cultural identities.
• Summarize significant findings from background information, behavior observa-

tions, and test results, with equal space and focus on strengths and weaknesses.
• List each variable from the Balanced Diagnostic Impressions (DICE-PM) Model.

Diagnosis:
Individual strengths:
Individual weaknesses:
Cultural assets:
Cultural struggles:
Environmental resources:
Environmental deficits:
Physical wellness:
Physical health concerns:
Mental health category:
Recommendations:

• Include recommendations focusing on strengths and weaknesses.

 Note. Not all components/headings in the Relevant History and Test Results sec-
tions will apply. Include only those relevant to the client.

Appendix C from Owens, R.  L., Magyar-Moe, J.  L., & Lopez, S.  J. (2015). 
Finding balance via positive psychological assessment and conceptualization: 
Recommendations for practice. The Counseling Psychologist, 43(5), 634–670. 
https://doi.org/10.1177/0011000015584956
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Chapter 17
A Humanistic Approach to Mental Health 
Assessment, Evaluation, 
and Measurement-Based Care

William E. Hanson, Hansen Zhou, Diana L. Armstrong, and Noëlle T. Liwski

Abstract Mental health assessment and evaluation models have waxed and waned 
over the years. However, a contemporary humanistic approach, Collaborative/
Therapeutic Assessment (C/TA), holds considerable promise and staying power. 
When combined with Measurement- Based Care (MBC), therapeutic processes and 
outcomes are enhanced. This chapter focuses on the integration of C/TA and MBC 
into clinical practice. It includes relevant theory and research, real-life applications 
and examples, and answers fundamental questions, like “Can mental health assess-
ment and testing actually be collaborative and humanistic in nature?” and “As clini-
cians, why should we care about measuring clients’ treatment progress?” At the end 
of the chapter, illustrative graphs and verbatim scripts are provided for clinical use.

Historically, mental health assessment has been conceptualized as an objective 
means of gathering client information related to psychological functioning and pos-
sible diagnoses. Data are gathered via observation, clinical interviews, psychologi-
cal tests, corroborative reports, and other data sources. Test scores are interpreted to 
minimize bias and integrated with relevant data, and detailed psychological reports 
are written (Finn & Tonsager, 1997). That has been standard practice. Standard 
practice has, however, been criticized by many clinicians. These clinicians eschew 
traditional information-gathering approaches, where the goal is to facilitate clinical 
decision-making, in favor of contemporary therapeutic ones, where the goal is to 
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facilitate client insight and change (Dana, 1985; Finn, 2007; Finn & Tonsager, 1997; 
Fischer, 2000). These are not, mind you, small or insignificant matters, especially 
considering assessments’ centrality to psychology.

Mental health assessment is indeed central to psychology and is a professionally 
distinguishing activity of clinical, counseling, and school psychologists. Insofar as 
assessment has treatment validity and clinical utility, it will survive. If it does not 
positively affect treatment and quality of care, it will not (Hanson et al., in press; 
Haynes et al., 2011; Meyer et al., 2001; Poston & Hanson, 2010). In their meta- 
analysis, Poston and Hanson (2010) concluded, “…assessment and testing practices 
should, as a professionally distinguishing clinical activity, rise from the ashes of 
past critiques and criticisms, Phoenix-like, and continue playing an important role 
in the profession generally and psychological treatment specifically” (p. 211).

This chapter focuses on a humanistic approach to mental health assessment and 
evaluation, Collaborative/Therapeutic Assessment (C/TA), and the integration of C/
TA principles and procedures into Measurement-Based Care (MBC). It includes 
relevant theory and research, as well as real-life applications and examples. 
Additionally, it answers frequently asked questions like, “Can psychological assess-
ment and testing actually be collaborative and humanistic in nature?” and “How 
can test results be therapeutically (and ethically) integrated into clinical practice?” 
The chapter also answers questions related to MBC like, “As clinicians, why should 
we care about measuring clients’ treatment progress?” “Doesn’t MBC negatively 
affect treatment?” and “What is the best, most effective way to practice MBC?”

In the first section, we describe our guiding frameworks: C/TA and MBC.  In 
subsequent sections, we discuss clinical reasoning and our conceptual rationale for 
combining C/TA and MBC. Additionally, we discuss accountability issues, includ-
ing various treatment contexts, therapist and client factors, and important cultural 
considerations. Then, we discuss basic C/TA and MBC processes and step-by-step 
guidelines. To make concepts concrete and explicit, we present a real-life case study 
with illustrative graphs and verbatim scripts. Scripts are provided because clinicians 
often feel ill-prepared about what to say and when to say it. Lastly, we offer con-
cluding remarks, take-home points for stimulating research and practice, and suc-
cinct answers to the questions raised above.

 Guiding Frameworks

 Collaborative/Therapeutic Assessment (C/TA) 
and Measurement-Based Care (MBC)

Collaborative/Therapeutic Assessment (C/TA) is a well-established approach to men-
tal health assessment and evaluation (Finn, 2007; Finn et al., 2012; Finn & Tonsager, 
1997). It has a long history and is used throughout the world, albeit to varying degrees 
(Curry & Hanson, 2010; Hanson et al., in press; Jacobson et al., 2015; Zhou et al., 
2020). It has been used successfully with a variety of psychological  problems, 
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disorders, and complaints, including personality, mood, and psychotic disorders 
(e.g., Durosini et al., 2017; Finn, 2003; Hinrichs, 2016; Morey et al., 2010; Tiegreen 
et al., 2012), as well as Attention-Deficit Disorder, eating disorders, neuropsycho-
logical problems, and other mental health issues.

C/TA is a brief, semi-structured approach to mental health assessment. It is 
highly collaborative, client-centered, and represents a paradigm shift from tradi-
tional information-gathering (IG) approaches (Finn & Tonsager, 1997). IG 
approaches are geared toward therapists and contemporary therapeutic approaches, 
like C/TA, are geared toward clients. When it comes to collaborating with clients, 
counseling psychologists are frontrunners (Haverkamp, 2012). Haverkamp (2012, 
2013) classifies clinical, counseling, school, and industrial/organizational (I/O) psy-
chologists along two axes: the extent of client–clinician involvement/collaboration 
in testing (x axis) and the extent to which contextual data are considered in inter-
preting test results (y axis). As Fig. 17.1 illustrates, counseling psychologists involve 
clients extensively in the assessment process and, at the same time, carefully con-
sider assessment and testing contexts and extraneous variables. The “counseling” 
quadrant on the lower right is not only consistent with C/TA but also our approach 
to Measurement-Based Care (MBC).

MBC is an evidence-based approach to clinical work (Lambert et  al., 2001a, 
2018). It represents a powerful combination of Evidence-Based Practice (EBP; APA 
Presidential Task Force on Evidence-Based Practice, 2006; Canadian Psychological 
Association, 2012) and its lesser-known counterpart, Practice-Based Evidence 
(PBE; Green & Latchford, 2012). The American Psychological Association (APA) 
and Canadian Psychological Association (CPA) recommend using MBC in day-to- 
day clinical practice (Lambert et al., 2018; Tasca et al., 2019). Notably, CPA recently 

Fig. 17.1 Clinical, counseling, school, and industrial/organizational (I/O) psychologists’ 
approaches to collaborative, highly contextualized mental health assessment

SchoolI/O

Clinical Counselling

Data only

Data & Context

Participant-
Observer; 
(collaborative); 
Client’s needs 
prioritized

Objective “Expert;” 
(non-collaborative);
Therapist and/or 
organization’s 
needs prioritized

Haverkamp (2012, 2013)
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formed a task force on MBC—or what they called “Outcome and Progress 
Monitoring” (OPM)—to provide policy guidance for psychologists in Canada. The 
task force reviewed research on the efficacy of OPM, as well as its implementation. 
Based on their review, the task force recommended that all Canadian psychologists 
be trained in OPM/MBC and use it regularly, that training programs and internships 
educate students about OPM/MBC, and that implementation of OPM/MBC should 
be ubiquitous. Finally, they recommended that ethical standards be revised to clearly 
emphasize use of OPM/MBC (Tasca et al., 2019). Taken one step farther, Pinner and 
Kivlighan (2018) believe psychologists need to evaluate the quality of services pro-
vided and empirically demonstrate clinical competence.

Essentially, MBC involves assessing and tracking session-by-session process- 
outcome data across clients. Although it is transtheoretical and transdiagnostic, we 
approach it humanistically, from a client-centered C/TA perspective. This approach 
is innovative and cutting edge. Although we have done it for decades and conducted 
extensive program evaluation on its effectiveness, we are not aware of any published 
studies on the topic, save for a few tangentially related studies on suicide risk assess-
ment (Ellis et al., 2012; Ellis et al., 2017; Jobes, 2012; Jobes et al., 2005).

Still, C/TA may guide one’s clinical reasoning and judgment regarding MBC, 
especially considering their overlapping processes and commonalities. For exam-
ple, they both involve psychological tests and measures, feedback and discussion of 
results, and treatment planning and intervention. However, instead of using heavy- 
duty personality, intellectual, or neuropsychological tests, MBC uses various 
screening tests and treatment monitoring systems, like the Outcome Questionnaire-45 
(OQ-45), Clinical Outcomes in Routine Evaluation-Outcome Measure (CORE-OM), 
and the Behavior Symptom Identification Scale (BASIS-24).1 They also sometimes 
use repurposed research measures, like the Session Evaluation Questionnaire (SEQ) 
and popular relational measures, like the Working Alliance Inventory (WAI; cf. 
Pascual-Leone & Andreescu, 2013; Pascual-Leone et  al., 2014). Full stop: we 
believe there is significant alchemy between C/TA and MBC and, when combined, 
they coalesce into a complementary, highly transformative clinical experience.

Next, we elaborate further on this transformative process and discuss our ratio-
nale for combining C/TA and MBC.

 Clinical Reasoning

 Why Collaborative/Therapeutic Assessment (C/TA)?

C/TA humanizes mental health assessment and testing processes. Influenced by the 
humanistic movement of the 1950s, many clinicians were deeply troubled by the 
dominant medical model and traditional forms of assessment (Fischer, 2000; Gelso 

1 Psychometrically sound measures also exist regarding clinicians’ attitudes toward MBC, includ-
ing the Evidence-Based Practice Attitude Scale-Routine Outcome Monitoring (Rye et al., 2019) 
and the Monitoring Feedback Attitude Scale (Jensen-Doss et al., 2018).
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et  al., 2014). In response, one particularly dissatisfied psychologist, Dr. Connie 
Fischer, advocated for a paradigm shift (Fischer, 1970, 1972, 1978, 1985/1994, 
2000). Ultimately, she aimed to make psychological assessment client-centered, 
urging it to become centrally helpful and growth-producing. Stated differently, she 
aimed to make assessment an intervention in and of itself. In Fischer’s writings, she 
emphasized client–clinician collaboration, contextualized understanding of test 
results, and holistic descriptions of clients as individuals (Fischer, 1985/1994, 
2000), which, coincidentally, ties back to Fig. 17.1 and counseling psychologists’ 
approach.

Counseling psychologists have long-studied collaborative assessment 
approaches, even predating Fischer’s seminal works (Duckworth, 1990; Gelso et al., 
2014; Goldman, 1961, 1971; Lichtenberg & Goodyear, 1999). Bordin and Bixler 
(1946), for example, studied therapeutic effects of involving clients in test selection. 
They found positive results, including significantly increased engagement, 
responsibility- taking, enhanced client self-understanding, and increased compli-
ance with lengthy testing batteries. Other supportive studies followed (Dressel & 
Matteson, 1950; Harrower, 1956; Luborsky, 1953; Goldman, 1961, 1971). It was 
counseling psychology’s focus on client strengths and commitment to collaborative 
practice that inspired Fischer to later publish “The Testee as Co-Evaluator” (Fischer, 
1970), which paved the way for future therapeutically oriented mental health assess-
ment approaches, such as C/TA (e.g., Finn, 1996, 2007; Fischer, 1994, 2000; Gorske 
& Smith, 2009, 2012; Purves, 2002).

C/TA is informed by many psychological theories, including self-psychology, 
which emphasizes introspection and empathy (Kohut, 1977); intersubjectivity the-
ory, which emphasizes idiographic, systemic, subjective, and phenomenological 
perspectives (Stolorow & Atwood, 1984; Stolorow et  al., 1987); and humanistic 
psychology, which emphasizes mutual respect, collaboration, authenticity, and the 
equalization of power dynamics. It is also informed by phenomenological psychol-
ogy, including a contextualized understanding of clients’ unique perspectives, and 
Harry Stack Sullivan’s interpersonal approach, which emphasizes client goals, 
respect for privacy/confidentiality, the clinician’s participant–observer stance, and 
the potential for assessment to influence clients’ self-system (APA, 2017; Finn, 
2007; Finn & Tonsager, 2002; Fischer, 1979, 2000; Sullivan, 1953, 1954). Finn and 
Tonsager (1997) suggested collaborative assessment fosters client growth and 
change by addressing three basic human motives: self-verification, self- enhancement, 
and self-efficacy/self-discovery experiences. Claiborn and Hanson (1999) added 
that social influence processes also contribute to C/TA’s positive therapeutic effects. 
Most recently, Kamphuis and Finn (2018) explored the efficacy of C/TA within the 
context of the evolutionarily informed theory of epistemic trust (ET) and epistemic 
hypervigilance (EH; cf. Fonagy et al., 2015).

One of C/TA’s most prominent figures and developers, Dr. Stephen Finn (2007), 
believes C/TA assists with the development of clearer, more accurate, and more 
organized self-narratives that contribute to clients’ abilities to understand and 
behave in new and different ways. The development of new, more adaptive self- 
narratives is the primary goal of C/TA, which is facilitated through the co- 
interpretation of test results within genuine, highly supportive therapeutic 
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Fig. 17.2 Visual depiction of brief four-session C/TA approach. Clients complete clinically rele-
vant and salient measures pre/post, a standardized testing battery (session 2), and collaboratively 
interpret results throughout. In this depiction, clients also complete process measures, like the SEQ 
and WAI, each session, which relate to MBC

relationships (Finn, 2003, 2007). The collaborative exploration of test results is an 
essential feature of the C/TA process (Finn & Tonsager, 1997). From this perspec-
tive, psychological tests—and for that matter, MBC measures—are “empathy mag-
nifiers” that help clinicians maintain a “grounded nomothetic perspective on the 
client’s problems” (Finn & Tonsager, 1997, p. 375), while also facilitating personal 
growth (Finn, 2007; Finn & Tonsager, 1997). (see Fig. 17.2) 

C/TA is guided by five core values, including collaboration, humility, openness 
and curiosity, compassion, and respect (Finn, 2009). These values mirror those of 
counseling psychologists (Bedi et al., 2011, 2012; Gelso et al., 2014). Specifically, 
Gelso et al. (2014) note that counseling psychology (a) emphasizes client strengths 
and optimal functioning; (b) focuses on the whole person, with particular emphasis 
on life-span development and vocational growth; (c) advocacates for social justice, 
maintains ongoing awareness of the importance of environmental context and cul-
ture; (d) concentrates on brief, educational, and preventative interventions; and (e) 
espouses the scientist–practitioner model.

 C/TA Processes and Outcomes

C/TA “techniques are powerful because they focus on helping clients ‘rewrite’ sto-
ries they tell themselves about themselves (which psychologists usually call iden-
tity) when those stories have become problematic or incomplete in important ways” 
(Finn, 2007, p. 126). Finn and Kamphuis (2006) suggest C/TA is ideally used with 
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clients who voluntarily engage in the assessment process, openly seek new ways of 
being and thinking about themselves, and who have had experiences with other 
treatment modalities (e.g., medication trials, psychotherapy) that were ineffective or 
unhelpful. These are important client factors. Additionally, and preferably, clients 
would not have had prior negative testing experiences, have adequate emotional 
support systems, and be “cognitively and psychologically able to take part in a pro-
cess that invites self-observation, curiosity, and introspection” (Finn & Kamphuis, 
2006, p.  190). Regarding self-observation and curiosity, Finn (2007) encourages 
clients to come up with questions they would like answered from testing. He also 
recommends exploring past assessment-related hurts.

C/TA is supported by hundreds of peer-reviewed studies. Research examining 
collaborative, therapeutically oriented assessment practices has accumulated since 
the 1940s. At this time, there are over 200 published articles, book chapters, and 
dissertations/theses related to C/TA processes and outcomes, the vast majority of 
which support its use clinically (e.g., Aschieri et al., 2016; Hanson & Poston, 2011; 
Poston & Hanson, 2010). Most studies focus on process variables (e.g., working 
alliance) and outcomes of C/TA (e.g., symptom reduction). According to Aschieri 
et  al. (2016), researchers concentrate mostly on clinical applications of C/TA, 
including its use with adults, couples, families, and of particular relevance to this 
book, children and adolescents (Tharinger et  al., 2008; Tharinger et  al., 2011; 
Tharinger et al., 2012). Interested readers are referred to Dr. Deborah Tharinger’s 
excellent program of research. Importantly, C/TA has been studied in diverse clini-
cal settings, including outpatient mental health, university-based counseling clinics, 
in-patient settings, and forensic units. Specific applications of C/TA focus on a vari-
ety of diagnoses, psychological problems, and client complaints, as well as the use 
of C/TA with clients who are ethnically and culturally diverse and clients from 
around the world (Hanson et al., in press).

Research studies have found positive effects regarding client well-being, self- 
esteem, and symptomatic factors, in addition to positive contributions to clinical 
processes, such as working alliance (Aschieri et al., 2018; Aschieri et al., 2016). 
Both quantitative and qualitative designs are used in C/TA studies, with a large 
emphasis on descriptive case studies (e.g., Brown & Morey, 2016; Finn, 2003; 
Hinrichs, 2016). Recently, there has been a move toward inclusion of quasi- 
experimental single-case designs (e.g., Aschieri & Smith, 2012; Smith et al., 2010; 
Wolf, 2010). The literature base also includes experimental designs, such as RTCs 
(e.g., De Saeger et al., 2014) and meta-analyses (e.g., Poston & Hanson, 2010). De 
Saeger et al.’s RCT reports compelling evidence regarding C/TA’s positive effects 
(d = 0.40–0.68) and mirrors previous meta-analyses. For example, in Poston and 
Hanson’s (2010) meta-analysis, therapeutically oriented assessments demonstrated 
clinical effectiveness with aggregate effect sizes hovering around 0.40 (Cohen’s d). 
They also found effect sizes of d = 1.11 for process variables. Overall, results sug-
gest that therapeutically oriented assessment models positively affect symptoms of 
distress (Aschieri & Smith, 2012; Finn & Tonsager, 1992; Little, 2009; Newman & 
Greenway, 1997; Wolf, 2010), enhance therapeutic relationships (Ackerman et al., 
2000; Hilsenroth et al., 2004) and engagement in treatment (Hilsenroth et al., 2004), 
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and increase overall satisfaction with treatment (Little, 2009; De Saeger et al., 2014; 
Wolf, 2010). Clinical benefits like these are equally important in MBC, both from 
preventative and intervention standpoints.

 Prevention and Intervention

 Measurement-Based Care (MBC) in Clinical Practice

MBC is not only of interest to professionals, but also the lay public, as indicated by 
recent articles in the Globe and Mail (Andersson, 2018) and The Atlantic 
(Rousmaniere, 2017). Andersson’s newspaper article called it a “revolution,” 
emphasizing the innovative nature of this largely preventative approach to mental 
health care. Below, we provide a historical overview of MBC and its attendant 
research. We also discuss important therapeutic elements of MBC.

 History and Empirical Basis

MBC is an umbrella term covering several related concepts, including Feedback- 
Informed Treatment (FIT; Prescott et  al., 2017), Routine Outcome Monitoring 
(ROM; Howard et al., 1996; Lambert, 2017), Progress Monitoring (PM; Tasca et al., 
2019), and Patient-Focused Research (PFR; Howard et  al., 1996). Historically 
speaking, MBC arose out of PFR. PFR is a well-known, long-standing perspective 
that makes clinical research more relevant to practice (Howard et al., 1996). PFR 
answers questions directly related to clients and collects data on their individualized 
progress over the course of treatment. In this way, data are highly relevant and infor-
mative—not only for clinicians but also clients (Lambert et al., 2001a).

From its inception, MBC had another primary purpose, namely, to accurately 
identify and prevent client deterioration. Although there is a large, significant evi-
dence base establishing the efficacy of psychotherapy in general (Smith et  al., 
1980), researchers consistently find that 5–10% of clients deteriorate (Lambert, 
2013). MBC helps clinicians identify clients who are at risk of deteriorating early 
on. Identification of deterioration is done by comparing outcome monitoring scores 
with expected recovery curves. At-risk clients tend to exhibit a lower rate of expected 
change, and such information is fed back to the clinician (Lambert et al., 2001b). 
Treatment for these so-called not-on-track (NOT) clients can be modified to prevent 
negative outcomes. MBC is especially important for this purpose because clinicians 
are notoriously bad at identifying clients that are at greatest risk of deteriorating 
(Hannan et al., 2005; Walfish et al., 2012).

Researchers have investigated the use of MBC through numerous clinical trials. 
An experimental randomized controlled trial (RCT) for MBC has commonalities in 
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its design. Clients are randomly assigned to a control/treatment-as-usual (TAU) 
group and an intervention group. For the TAU condition, clients participate in out-
come monitoring, but this information is not provided to the therapist. In the inter-
vention condition, therapists receive session-by-session feedback on client progress. 
Often, feedback is in the form of a categorized signal. For example, in the OQ-45 
system, therapists receive a green, yellow, or red signal. Green indicates the client is 
on-track (OT) and no modifications are needed. Yellow indicates the client shows 
low-level signs of a negative outcome. And red indicates the client shows signs of a 
high likelihood of negative outcome (Lambert et al., 2018). Lambert and colleagues 
wisely developed supplemental clinical support tools (CSTs) to help clinicians 
intervene when red NOT clients are identified. CSTs typically include assessments 
of therapeutic alliance, social support, motivation, and stressful life events. Some 
clinical trials included use of CSTs as part of the intervention, as well (Harmon 
et al., 2007; Whipple et al., 2003).

Across MBC studies, common dependent variables are self-reported symptoms, 
self-reported levels of distress, rates of change, likelihood of deterioration, and like-
lihood of clinically significant change (de Jong et al., 2012; Lambert et al., 2001a, 
2002; Lutz et al., 2015). Early clinical trials were highly promising for identifying 
NOT clients, finding moderate effect sizes in support of MBC ranging from Cohen’s 
d = 0.40–0.70 but only for NOT clients. There were no significant differences for 
clients deemed on track. This finding bears repeating: on-track clients did not ben-
efit. This finding is perplexing and, we believe, relates to the way in which MBC is 
traditionally practiced. As of yet, clinicians and researchers have not approached 
MBC from a C/TA perspective.

Numerous clinical trials of MBC have been conducted, including couples ther-
apy (Anker et al., 2009), group therapy (Schuman et al., 2015), in-patient and severe 
mental health (Probst et al., 2014; de Jong et al., 2018), and internationally (Amble 
et  al., 2015; She et  al., 2018). Several systematic reviews and meta-analyses of 
MBC have also been conducted (Kendrick et al., 2016; Lambert et al., 2018). These 
investigations established a strong empirically based foundation supporting MBC 
and its effectiveness.

The most recent meta-analysis of MBC included 15 studies using the OQ-45 for 
ROM and 9 studies using the PCOMS (Lambert et al., 2018). With the OQ-45 stud-
ies, 11 out of 15 (73%) found a significant positive effect of MBC with an effect size 
of SMD  =  0.14. For the subsample of NOT clients, the effect size was larger 
(SMD = 0.33). There was also evidence that MBC led to significantly decreased 
likelihood of deterioration and increased likelihood of clinically significant improve-
ment. With the PCOMS studies, six out of nine (67%) found a significant MBC 
intervention effect (SMD = 0.40). Although there was no evidence of significantly 
decreased likelihood of deterioration, MBC significantly increased the likelihood of 
clinically significant improvement. Lambert et al. (2018) also listed eight previous 
reviews and meta-analyses of MBC.  They concluded that most of these reviews 
found positive results supporting MBC except for the 2016 Cochrane Review of 
MBC for common mental disorders (Kendrick et al., 2016).
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Clearly, rigorous studies of MBC have been conducted, and researchers are to be 
commended for their efforts. That said, additional research is needed; research that 
attends to important clinical processes—not just outcomes—and research that is 
theoretically based. Contextualized Feedback Intervention Theory (CFIT; Bickman 
et al., 2006), which is geared toward therapists’ actions, is a potentially viable the-
ory. Another is Ryan and Deci’s (2000) Self-Determination Theory (SDT), which 
relates to “people’s inherent growth tendencies and innate psychological needs that 
are the basis for their self-motivation and personality integration, as well as for the 
conditions that foster those positive processes” (p. 68; see also Ryan & Deci, 2008). 
Both theories are promising, but so, too, is C/TA. Studying MBC from a C/TA per-
spective necessitates progressive investigation of client experiences and sharing 
process-outcome data with them, not just therapists. Providing feedback to cli-
ents—with therapeutic intent—has long been considered important in clinical prac-
tice (cf. Goldfried, 1980). Again, we believe the lack of more pronounced positive 
findings for clients that are on track relates to the predominant therapist-centric 
information-gathering approach to MBC, as opposed to the client-centered C/TA 
approach (Hanson, 1999).

Fortunately, a few studies regarding MBC processes have been conducted and 
published. They deserve special attention here, as they shed much-needed light on 
current MBC practices.

 Studies of the MBC Process

MBC processes vary considerably across clinicians and clinical contexts, and clini-
cians are differentially effective at it. Currently, there is no consensus on the right, 
or best, way to do it (Wampold, 2015). In RCT investigations of MBC, after feed-
back is provided, clinicians’ use of that information is conspicuously absent in the 
literature (Lambert et al., 2001b). There have been recent efforts, however, to dis-
mantle the effect of MBC, with researchers proposing that improved therapeutic 
alliance mediate positive effects of MBC. These studies have been primarily sec-
ondary analyses. In actuality, findings have been mixed and inconclusive (Brattland 
et al., 2019; Mikeal et al., 2016). More research is needed from this perspective. 
Alas, we believe innovation is sorely needed and current MBC practice needs to be 
overhauled. Researchers need to reset and, at a minimum, clearly delineate (and 
document) therapists’ use of MBC in clinical trials.

MBC researchers have, of note, investigated stakeholders’ attitudes, perceptions, 
and acceptability through qualitative methodologies. Several studies have investi-
gated clinician and client experiences using MBC through interviews and focus 
groups (Hovland et al., 2020; Sundet, 2012, 2014; Unsworth et al., 2012). Generally, 
these studies have reported widespread acceptability of MBC practices among clini-
cians and clients. There is also clear acknowledgment of barriers to MBC, such as 
time and resource burdens, and clinician anxiety about getting feedback. That said, 
clinicians often use MBC scores to initiate conversations about important therapy 
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processes (Solstad et al., 2019). Solstad and colleagues recently reviewed 16 quali-
tative studies of clients’ MBC experiences and identified themes. Clients reported, 
for example, MBC helps focus sessions, further engages them in the treatment pro-
cess, and stimulates therapeutic conversations with clinicians. They also expressed 
feeling more involved in sessions when using MBC. Interestingly, but not surpris-
ingly, clients expressed initial suspicion of clinicians’ motives for using MBC. They 
doubted measures could capture complexities of their experiences. These findings 
make good sense and resonate with our clients’ experiences and the call for a C/TA 
approach to MBC.

As noted above, the “best” MBC approach remains a mystery. We simply do not 
know the best, most effective way to do it. Still, we believe past approaches fall 
short of MBC’s full potential, especially regarding clients that are “on track.” 
Perhaps their clinical trajectories can be steepened further and they can indeed ben-
efit from MBC (e.g., decreased symptomology, increased hope, etc.). Greater clarity 
is needed regarding how clinicians turn MBC data and feedback into improved out-
comes for all clients—not just clients who are deteriorating or progressing slowly. 
Feedback from psychological tests and measures can, we know, facilitate meaning-
ful client change (Finn, 2007; Finn & Tonsager, 1997; Hanson et  al., in press; 
Hanson & Poston, 2011; Meyer et al., 2001; Poston & Hanson, 2010). In our collec-
tive experience, decades of ongoing program evaluation of MBC practices suggest 
positive effects on 95% of clients, with end-of-treatment effect sizes around 1.00. 
We noticed that by integrating MBC and C/TA into clinical work, we achieve a 0.20 
boost in overall treatment effectiveness. Little is known, however, about other clini-
cians’ use of MBC.

To help address that knowledge gap, Zhou (2021) qualitatively investigated clini-
cians’ ROM-related practice. He conducted multiple case studies of experienced 
ROM users to better understand how they integrate ROM into practice and use it to 
develop clinical expertise. Results showed that clinicians most used the PCOM’s 
Outcome Rating Scale (ORS) and Session Rating Scale (SRS). They followed stan-
dardized instructions for administration and scoring but, additionally, they asked 
clients to elaborate on the meaning of their scores, which is consistent with a C/TA 
principles and practices. Participants also emphasized the importance of establish-
ing a sense of safety to give feedback by thoroughly introducing the nature and 
purpose of the measure and encouraging clients to give honest feedback, both in 
completing measures and discussing results.

These findings illuminated how some clinicians use ROM to engage clients and 
enlist their collaboration in clinical practice. They see ROM as helping the thera-
peutic alliance and empowering clients, which, again, is consistent with C/TA. This 
is done by tracking changes in scores between sessions and being attentive to trends 
in outcomes. If there is a concerning trend in session-by-session outcomes (i.e., a 
pattern indicative of deterioration) ROM clinicians discuss both reevaluating their 
treatment plans and sharing this information with clients to facilitate conversations 
about progress. They have similar conversations when they notice worsening scores 
on the alliance. Clinicians describe, for example, generating graphs of client’s out-
come scores over time and presenting them to clients directly to discuss in therapy. 
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This also serves to jumpstart discussions about changing the therapy approach or 
terminating therapy, depending on the pattern exhibited. Clinicians also pay close 
attention to discrepancies between clients’ scores and how they present in session. 
These discrepancies potentially lead to productive discussions about therapeutic 
processes. Finally, ROM clinicians in this study discussed how administering ROM 
measures served as an intervention, which is, perhaps, the central point of this 
chapter.

Given C/TA’s theoretical and empirical bases, humanistic approach to mental 
health assessment and evaluation, and overlapping processes and procedures, we 
believe it is highly relevant to MBC—both in terms of augmenting MBC’s efforts to 
prevent client deterioration and enhance its capacity as an intervention.

 Approach to Mental Health Assessment and MBC

As noted earlier in the chapter, the C/TA approach has a semi-structured flow con-
sisting of up to six steps: (a) initial session, (b) standardized testing session, (c) 
assessment intervention session, (d) summary/discussion session, (e) provision of 
written feedback, and (f) follow-up session. The initial session is a clinical interview 
focusing on what the client is wondering about themselves, as well as any tradi-
tional referral questions. The clinician works collaboratively with the client to 
develop one or more assessment questions. The standardized testing session adheres 
closely to administration requirements of tests used, but with extra attention given 
to tests that help answer clients’ assessment questions. The assessment intervention 
session is the most distinctive aspect of the approach, where the assessor attempts to 
elicit/bring about the client’s difficulties in the session (e.g., tendency to want to 
“yay-say” and/or please others). This process embodies the feedback-as- intervention 
concept, but it is not always enacted in C/TA. In the summary/discussion session, 
the clinician carefully orders the presentation of results to make it easier for clients 
to process and integrate into their identity/self-perception. This process follows 
Swann’s (1997) self-verification theory, where findings that verify clients’ present 
thinking are presented first and findings that are most discrepant from their current 
self-perceptions are presented last. The clinician also engages the client in a col-
laborative dialogue, asking them to agree, disagree, revise, and give examples 
related to assessment findings. Sometimes, assessment findings are also discussed 
in relation to client pre-estimates of test scores (Hanson, 2013). In the provision of 
written feedback, the client is given a short letter summarizing answers to their 
assessment questions rather than a traditional psychological assessment report. 
Finally, follow-up sessions may be needed, where the client returns after a few 
months to see how the findings have been integrated into their life (Finn, 2007).

These C/TA steps extend easily to MBC. Measures like the OQ-45, SEQ, and 
WAI can, for example, be co-interpreted in sessions with clients and used in ways 
that are similarly therapeutic. Openly discussing MBC data with clients every ses-
sion can be empowering, thought provoking, and ultimately transformative 
(Hanson, 1999).
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Our approach to MBC is straightforward and based on C/TA principles and pro-
cedures. Client-based process-outcome data are collected, analyzed, graphed, col-
laboratively interpreted, and integrated into treatment from start to finish. The goal 
is to create a continuous, interactive, and collaborative feedback loop between client 
and therapist. Between four and six measures are used every session. Although that 
may sound like a lot, or too many, it is manageable once therapists get the hang of 
it. Then, as they develop increased skill and confidence, they can pick and choose 
measures on the fly, score and graph them in the moment, and share them with cli-
ents. Doing so mobilizes the change process, strengthens and accelerates the devel-
opment of the working alliance, and instills hope in clients. Clients often report 
feeling empowered and that therapy is working, which are critically important 
aspects of client self-determination (Ryan & Deci, 2008).

Below, readers will find practical verbatim scripts reflecting what we typically 
say in session. The first session sets the stage and socializes clients to MBC. There 
is a role-induction element to the process. Consequently, we recommend including 
MBC-related practices and expectations in informed consent statements, so clients 
know what to expect and what is expected of them.

 Getting Started

First session with about 10 min left: “Before we go today, I want to mention one 
more thing: every week, I use brief therapy measures with clients. I think of them as 
mini check-ins and gauging your psychological ‘vital signs.’ They let me know how 
you are doing week-to-week and, quite often, trigger deep and meaningful discus-
sions. They are an important part of treatment and help me know we’re on track and 
meeting your needs and goals. They can  enrich your experience and give me a 
heightened sense of your thoughts, feelings, and experiences. I don’t want to over-
whelm you, though. I know you’ve been through a lot already. But, if you don’t 
mind, let’s see how it goes.”

If they agree, add something like: “Very good, thank you. Have you ever taken 
psychological tests or measures before?” Briefly discuss and process past experi-
ences, especially past hurts. A common past hurt is not receiving test feedback, 
which can be queried if it is not self-disclosed. After processing all past hurts say: 
“Most of the measures I use are short and don’t take much time; maybe a few min-
utes or so. After taking them, we’ll work together to make sense of the results. I’ll 
show them to you and talk about what they might mean and how they relate to 
therapy.” Although rare, clients sometimes do not agree to take the measures. In 
our experience, about 5% of clients say, “No, I’d rather not.” That is fine and 
appropriately assertive. We always honor and respect it, as it is within the spirit of 
C/TA to, among other things, never argue with clients. In these instances, we usu-
ally say, “Okay, that’s totally fine. No problem. We won’t use them for now. But, if 
you don’t mind, I’d like to revisit the possibility again later. Let’s see how it goes.” 
Relatedly, some research suggests MBC is not unilaterally appropriate for all 
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clients (e.g., clients who are actively psychotic; de Jong et al., 2018; Errazuriz & 
Zilcha-Mano, 2018; van Oenen et al., 2016).

Assuming clients agree, however, and assuming it is clinically appropriate, say 
“I have some questions I always ask like, ‘How is our relationship going? Are we 
moving too fast or too slowly? Are your basic psychological needs being met in ses-
sion?” “Are you progressing and feeling better, as expected?” And finally, “What 
about you, I’m sure you have questions, too.” Use prompts as necessary and validate 
clients’ lack of questions, as it often catches them off guard. They are not, unfortu-
nately, used to being asked what they want to know. If they cannot come up with 
questions, give them examples from other clients’ questions and/or tie them back to 
their presenting problems.

At this point, therapists can administer whichever tests and measures they believe 
to be most relevant and helpful. In the first session, we typically use the Session 
Evaluation Questionnaire (SEQ; Stiles, 1980; Stiles & Snow, 1984a, 1984b), 
Multidimensional Scale of Perceived Social Support (MSPSS; Zimet et al., 1998), 
Goals Scale (Snyder et  al., 1996), and Warwick–Edinburgh Mental Well-Being 
Scale (WEMWBS; Stewart-Brown & Janmohamed, 2008). The SEQ is scored 
weekly, graphed visually, and shared with clients week-to-week. MSPSS, Goals 
Scale scores, and well-being scores provide an important baseline, and clients can 
see how they compare to others (normatively), and how they compare to themselves 
over time (ipsitively; pre-/post-). Additionally, other measures are used regularly, 
including the Working Alliance Inventory (WAI; Horvath & Greenberg, 1986) and 
the Counselor Rating Form–Short (CRF-S; Tracey et al., 1988).

Therapists should attend closely to the measures used. As Truscott (2019) points 
out, “We ought to take great care to measure what matters, because what is mea-
sured is what will matter” (p. 17). For us, both process and outcome measures mat-
ter; outcome measures alone are not enough. As we always say, “attend to process 
and outcomes will follow.” From a process standpoint, much can be learned from 
Wampold and Imel (2015). In their latest book, they advance process factors (e.g., 
collaboration, empathy, alliance) as key therapeutic elements (see Fig. 17.3). For 
many clinicians, this figure is enlightening and, to be honest, unsettling, as it calls 
into question widely held beliefs about therapeutic approaches being most important.

According to Wampold and Imel (2015), therapist–client collaboration (blue 
circle), therapist empathy, working alliance, and genuineness/positive regard matter 
most in treatment—much more so than specific therapeutic approaches, like 
Cognitive-Behavior Therapy (CBT). These are critically important therapeutic ele-
ments, which positively affect change and treatment outcomes. As can be readily 
seen in Fig. 17.3, specific treatments and ESTs do not account for much variance in 
outcome, as there is little-to-no difference between, for example, CBT and dynamic 
therapy (red circle). Similarly, there is virtually no difference—or meaningful 
effect—when it comes to specific ingredients, like therapy techniques. Additionally, 
much can also be learned from Tasca et al. (2018) regarding publicly funded psy-
chotherapy in Canada, where these scholars emphasize “process” and discuss the 
importance of various client and therapist factors, as well as progress monitoring.

W. E. Hanson et al.



375

Fig. 17.3 Average aggregate effect sizes of therapeutic factors (Contextual Model of 
Psychotherapy) and specific ingredients (Medical Model of Psychotherapy; Wampold & 
Imel, 2015)

MBC and C/TA can be used clinically with a wide range of problems. It can also 
be used with a wide range of clients, including children, adolescents, emerging 
adults, adults, and older adults. For demonstration purposes, we chose a teenage 
client, whom we will call “Alex.” We chose this case because it is typical and repre-
sentative of the positive therapeutic effects seen when MBC and C/TA are combined 
clinically.

 Case Study

 The Case of Alex2

Alex is a White/European–Canadian teenager. She was born and raised in Western 
Canada, which is also where she graduated high school. She intends to go to univer-
sity and become a registered occupational therapist. At the time of treatment, she 

2 “Alex” is a pseudonym. Although she is an actual former client—and all process-outcome data 
are real—potentially identifying information was  changed significantly to  preserve anonymity 
and client confidentiality. Alex gave permission to be included in this case study for illustrative 
purposes.
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was diagnosed with Ewing sarcoma, a rare bone cancer. Cancer treatment was 
extensive, involving multiple surgeries, dozens of chemotherapy sessions and radia-
tion treatments, marker tattooing, and numerous prescription medications.

Understandably, she was having difficulty adjusting to her quote–unquote “new 
normal” and self-referred for therapy. In her words, she was “lost” and began expe-
riencing severe “anxiety, panic, doubt, crushing depression and loneliness… the 
fear was unbearable.” She said she “needed tools to deal with the mess called my 
life.” She was seen seven times over seven  months at a large Western Canadian 
psychosocial oncology outpatient clinic. At intake, she was profoundly sad, anx-
ious, and angry; clearly demoralized. Additionally, she reported maintenance 
insomnia, little-to-no social support, and low self-esteem. There were no obvious 
signs or symptoms of debilitating or serious psychopathology. Of note, she attended 
closely to some important stress buffers, like exercising regularly and eating nutri-
tiously, but neglected others, like sleep hygiene and social contact. In session, Alex 
was engaged, notably introspective, and self-reflective. She attended every session 
as scheduled and participated actively. Based on the Rokeach Values Survey, her 
identified values included mental and physical health, family security, taking care of 
loved ones, inner peace and harmony, and being ambitious/hard working. She said 
she had not taken psychological tests or measures before but expressed interest in 
doing so. Her personalized assessment/MBC questions related to feelings of com-
petence, dependency, and emotional well-being. At the time of treatment, she was 
not taking psychotropic medications.

With Alex, her psychologist took an integrative therapeutic approach, which 
involved elements of client-centered/humanistic therapy, Acceptance and 
Commitment Therapy (ACT), and C/TA. From the outset, MBC was emphasized 
and enacted in treatment. Importantly, Alex saw her psychologist as credible and a 
culturally salient healer, per Counselor Rating Form-Short subscale scores of 6/7 
(Interpersonal Attractiveness), 6/7 (Expertness), and 7/7 (Trustworthiness), which 
were obtained after the second session.

As can be seen in Fig. 17.4, sessions were appropriately paced. Sessions 1, 2, 5, 
6, and 7 were not only rated as relaxing and comfortable, but also powerful and 
effective. When sessions are rated like these, they are referred to as “smooth sailing” 
(Stiles et al., 2002, p. 327). Although Session 3 was highly effective, Alex was nota-
bly uncomfortable, exhibiting uncharacteristic handwringing, rapid speech, and 
tearfulness. This session focused on her boyfriend and their strained relationship. 
Session depth is, by the way, an important positive predictor of therapy outcome 
(Stiles et al., 2002). Session 4, in contrast, was much less effective. Interestingly, 
that session focused mostly on relaxation and mindfulness techniques. Historically 
speaking, we have noticed that technique-based sessions are rarely rated as power-
ful or helpful. This observation fits with Wampold and Imel’s (2015) conclusions.

Throughout, Alex and her psychologist had a strong therapeutic relationship, as 
evidenced by WAI scores obtained after the third session (6.25/7 goals scale aver-
age; 6.25/7 task scale average; and 6/7 emotional bond scale average). They clearly 
saw eye-to-eye on the goals and tasks of therapy and were on the same page 
clinically.
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Fig. 17.4 Session Evaluation Questionnaire (SEQ). SEQ scores measure the extent to which cli-
ents perceive therapy sessions to be deep and powerful (Depth score), as well as relaxed and com-
fortable (Smoothness score). Session number is indicated above each point on the graph

Alex’s basic needs of autonomy, competence, and relatedness were met in ther-
apy, as well, evidenced by Basic Need Satisfaction Scale in Relationships/Therapy 
scores (BNSSiR adapted; La Guardia et al., 2000) scores (Fig. 17.5). These needs 
were not met, however, in her romantic relationship, particularly her need for auton-
omy. She said her boyfriend was controlling and routinely dismissive and uninter-
ested in her mental and physical well-being, despite her life-threatening cancer 
diagnosis.

Pre- and posttreatment, there was meaningful and measurable improvement in 
Alex’s perceived social support (MSPSS; Fig. 17.6) and overall hopefulness (Goals 
Scale; Fig. 17.7). Posttreatment, Alex’s general mental well-being score fell within 
high-average ranges for clinical populations  (WEMWBS; Fig. 17.8). Essentially, 
after seven MBC-based therapy sessions, Alex became less demoralized and more 
hopeful, focused on self-care, self-confident, and generally more grateful, saying:

I have learned what it feels like to be supported, what my values are and how impor-
tant it is to live those values, what my needs are and how to address those needs… 
my anxiety is under control… I have a new normal, focusing on what is good for 
me while building my social network. Fear is still present, but I feel empowered 
to manage it… I take smaller steps and have learned to be grateful. I know about 
boundaries and how to be in a safe environment.

Therapy was mutually terminated after the seventh session. She ended saying, 
“Everyone wins with psychological counselling.”

We believe this case exemplifies the benefits of MBC and C/TA. This belief was 
supported by Alex’s unprompted verbal report last session. She said the measures—
and the way in which they were discussed—were extremely helpful. She also said 
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Fig. 17.5 Basic Need Satisfaction Scale in Relationships/Therapy (BNSSiR adapted). Higher 
scores represent greater feelings of autonomy, competence, and connection

she enjoyed taking them and looked forward to discussing weekly scores and 
graphs. Each session, Alex reflected deeply on scores and graphs. Of note, just tak-
ing the measures provided powerful therapeutic discussions. For example, Alex 
became tearful while taking the social support measure. When discussing it, she 
revealed for the first time that, while she used to experience tremendous support 
from her boyfriend, she does not now. It was a poignant therapeutic moment and 
insight for Alex, and something she and her psychologist revisited many times over 
the course of treatment (Fig. 17.8).
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Fig. 17.8 Warwick–Edinburgh Mental Well-Being Scale (WEMWBS). The WEMWBS is an 
empirically based, widely used measure of well-being in the general population, though norms for 
clinical populations have been developed. It produces a single total score, with higher scores indi-
cating better well-being

 Conclusion

Mental health assessment and evaluation are at a crossroads, particularly in counsel-
ing psychology and allied fields. Traditional information-gathering approaches have 
waxed and waned over the years and, in some cases, experienced backlash. However, 
a contemporary approach, Collaborative/Therapeutic Assessment (C/TA), has con-
siderable promise and staying power. Likewise, Measurement-Based Care (MBC) 
also has considerable promise and staying power, especially if it is approached from 
a C/TA perspective.

In this chapter, we pushed the envelope and proposed an innovative, though 
largely untested, approach to MBC. In psychology, data and rigorous research are 
prioritized over clinical experience and anecdotal evidence—and rightly so. 
Evidence quality is weighted and hierarchical, ranging from RCTs at the top to case 
reports, program evaluation and, at the bottom, anecdotal evidence. Although we 
have researched and practiced MBC and C/TA for years, we are not aware of any 
published studies on this combined approach, and certainly not any RCTs. 
Empirically speaking, our approach is based on case reports, anecdotal evidence, 
personal experience (with client feedback, mind you), as well as over 20 years train-
ing doctoral students in C/TA and MBC. Across hundreds and hundreds of clients, 
we consistently see significant pre−/post-effect sizes around 1.00, which surpass 
general clinical outcome data regarding treatment effectiveness (cf. Wampold & 
Imel, 2015) and studies of MBC. We also see similar effect sizes in clinical practice 
and trainee development, when combining C/TA and MBC.
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From our perspective, MBC is currently practiced suboptimally and a seismic 
shift is needed in process and implementation. Little-to-no research has been con-
ducted on how to optimally practice MBC (Bargmann & Robinson, 2012; Zhou, 
2021). As pioneers on this front, we are emboldened by Epictetus’ apt quote, “If you 
want to improve, be content to be thought foolish and stupid.” Are we foolish or 
stupid? Some psychologists may think so, but we are not. We are content. Our MBC 
practices are fully informed, intentional, and theoretically and empirically based. To 
improve, MBC researchers and clinicians must rethink the role of process-outcome 
feedback in mental health assessment and treatment. After all, feedback is an inter-
vention in and of itself—it does not just inform treatment. It is part-and-parcel of 
treatments’ “common factors” and an active therapeutic element (Goldfried, 1980; 
Wampold & Imel, 2015). And as Poston and Hanson (2010) noted, “Those who 
engage in assessment and testing as usual may miss out, it seems, on a golden 
opportunity to effect client change and enhance clinically important treatment pro-
cesses” (p. 210). Those who engage in MBC as usual may miss out, too.

Being a good scientist means, among other things, being simultaneously open- 
minded and skeptical (Sagan, 1995). Clinicians are encouraged to be open-minded 
and test our ideas in clinical practice, and researchers are encouraged to be skeptical 
and test our ideas in the lab. A 2 × 2 factorial RCT of C/TA and MBC efficacy and 
effectiveness is needed. Researchers could compare four cells: C/TA only, C/
TA + MBC, MBC only, and a treatment as usual (TAU) control condition. Interactions 
and main effects could then be tested statistically. In such studies, it is critically 
important to assess treatment fidelity and the extent to which C/TA and MBC were 
conducted as experimentally intended. It is also critically important to rule-out ther-
apist effects, as therapists are differentially effective at MBC. Studies such as these 
need multiple, highly training therapists and, minimally, 25–30 clients per cell. In 
addition to RCT studies, researchers should also study clinicians who excel at MBC 
and carefully examine their approaches and insights. Alas, we will see where data 
take us moving forward.

In closing, we come full circle and succinctly answer the chapter’s opening 
questions:

 Can Psychological Assessment and Testing Actually 
Be Collaborative and Humanistic in Nature?

Yes. C/TA is highly collaborative and humanizes mental health assessment and test-
ing. It also humanizes MBC. It is a transformative approach that represents a para-
digm shift in applied psychology: away from traditional, more-or-less sterile 
therapist-centered approaches and towards contemporary relational approaches that 
benefit clients directly. Without question, C/TA and MBC align well with the roles, 
functions, and professional values of counseling psychologists (Beatch et al., 2009; 
Bedi et al., 2012; Duckworth, 1990; Lichtenberg & Goodyear, 1999).
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 How Can Test Results Be Therapeutically (and Ethically) 
Integrated into Clinical Practice?

The semi-structured approach to C/TA is ideally suited for guiding clinicians’ inte-
gration of test results into clinical practice. Of the multistep process, the first step is 
arguably the most important but, essentially, clinicians collaborate with clients and 
answer their assessment questions, follow standardized testing procedures, co- 
interpret test results, write individualized summary letters, and, if needed, follow-up 
with clients about questions they have about the results. To be sure, it is not an easy 
thing to do, but it is well-worth doing.

 As Clinicians, Why Should We Care About Measuring Clients’ 
Treatment Progress?

For one thing, it certainly does not hurt, and the benefits outweigh the costs. For 
another, it is an ethical imperative. National organizations, like APA and CPA, 
strongly recommend using it in practice. Additionally, it helps psychologists develop 
and refine clinical skills and competencies and document their effectiveness. Most 
importantly, it benefits clients and the treatment process, especially if clinicians 
measure treatment processes. The operative word here is “care”; care for clients’ 
health, well-being, and welfare. Measurement-Based Care does exactly that. 
Psychologists should not only care about measuring clients’ treatment progress but 
make it an essential part of day-to-day clinical practice.

 Doesn’t MBC Negatively Affect Treatment?

No. Measuring client progress positively affects treatment, especially from a pre-
ventative standpoint. At a minimum, it helps identify and prevent treatment failure. 
Maximally, it enhances the entire treatment process, including clinic-based system 
integration. MBC creates a clinic-wide 360° feedback loop for clients, clinicians, 
supervisors, and administrators. Clinics and therapeutic systems operate more 
effectively and efficiently and there is increased accountability.

 What Is the Best, Most Effective Way to Practice MBC?

Despite dozens and dozens of empirical studies, we do not have a clear-cut answer. 
Approaching it from a C/TA perspective holds considerable promise. When com-
bined, C/TA and MBC are a potentially powerful combination and therapeutic 
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one–two punch; essentially turbocharging therapy by 0.20 ES. The extent to which 
these practices are researched further and shown to have positive effects, they will 
flourish. Future research is needed to empirically determine their treatment validity 
and clinical utility. Preliminary evidence is promising and may in time bolster C/TA 
and MBC’s widespread use in clinical practice.

As one of the greatest measurement and psychological testing experts of all- 
time, Anne Anastasi, wrote, “Whether any test is an instrument of good or harm 
depends on how the test is used” (Anastasi, 1992, p. 610). When mental health tests 
and measures are used according to Collaborative/Therapeutic Assessment and 
MBC principles and procedures, they are more often good than not.

_____________.
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Chapter 18
Career Development and Mental Health 
Assessment, Prevention, and Intervention 
for Children and Adolescents

Bryan J. Dik, Dylan R. Marsh, and Alexandra J. Alayan

Abstract This chapter explores connections between youth career development 
and mental health assessment, prevention, and intervention for children and adoles-
cents. After a brief historical review, we present a guiding framework—Lapan’s 
(Career development across the K-16 years: Bridging the present to satisfying and 
successful futures. American Counseling Association, 2004) Integrative Contextual 
Model (ICM) of Career Development—for fostering youth educational and career 
development in ways that promote well-being and psychological health and simul-
taneously establish preventative buffers against problematic mental health symp-
toms. We describe a clinical reasoning model based on ICM to guide assessment 
and intervention, touching briefly on its implications for general mental health. We 
illustrate our guiding framework and clinical reasoning model using a case example 
of a 17-year-old secondary school student striving to establish a sense of direction 
and, ultimately, a sense of purpose in school, work, and life.

 Guiding Framework

The purpose of this chapter is to explore the connections between career develop-
ment and mental health assessment, prevention, and intervention for young people. 
First, we describe connections between work and mental health and set the histori-
cal context for understanding how researchers and counseling psychologists have 
examined the links between career development and psychological health. We pro-
ceed with describing Lapan’s (2004) Integrative Contextual Model (ICM) of Career 
Development for fostering youth career development in ways that both promote 
well-being and psychological health and, by doing so, establish preventative buffers 
against problematic mental health symptoms. Next, we offer a clinical reasoning 
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model drawn from ICM to guide assessment, prevention, and intervention, then, 
briefly explore the implications of the model for general mental health assessment, 
prevention, and intervention. We then illustrate our guiding framework and clinical 
reasoning model using a case example of a 17-year-old secondary school student 
striving to establish a sense of direction and, relatedly, a sense of purpose in his 
burgeoning vocational life.

 Work and Mental Health

There are close connections between work experiences and the development, 
expression, and maintenance of mental health. In most cultures today, “work”—the 
life domain in which people create goods or provide services, usually (although not 
exclusively) in exchange for payment—occupies the period of life after formal 
schooling and before retirement (although work often overlaps with both schooling 
and retirement). A “job” is a specific position held over a discrete period of time, 
and a “career” usually refers to a collection of jobs a person holds over the course 
of one’s working life, or to one’s involvement in a particular industry or job family 
(e.g., a teaching career). For most people, work plays a central role in one’s experi-
ence of life and offers a means to address one’s basic needs and foster well-being, 
satisfaction, mastery, and meaning. Work’s impact on mental health—for ill or for 
good—can be profound. On one end of the spectrum, the loss of work is linked to 
numerous mental health concerns, ranging from reduced self-esteem to increased 
relational conflict to substance abuse and other more serious mental health prob-
lems (Blustein, 2008). On the other end, positive work experiences can boost one’s 
subjective well-being and spur on a sense of hope, gratitude, and purpose in life and 
forge deeper connections to others and to one’s community (Dik et al., 2015).

Work is usually understood as an activity undertaken within adulthood, yet the 
roots of healthy career development begin in childhood and continue throughout 
adolescence. Early in life, children identify with primary caregivers and begin to 
establish an image of what makes them unique in terms of their interests, values, 
abilities, personality, and strengths and limitations. This image represents the 
beginning of a “vocational self-concept” (Super, 1980). As children encounter 
opportunities and experiences at home and at school, curiosities are aroused, inter-
ests are explored, and future possible selves are imagined in work and other roles 
in life. During this period of growth, developmental tasks include cultivating a 
sense of concern about the future, control in one’s decision-making, conviction to 
achieve, and competence in attitudes and habits pertaining to work (Hartung, 2020; 
Savickas & Super, 1993). When this process goes well, children begin to anticipate 
the future in a planful way, envisioning themselves functioning in work and other 
roles in a self-directed manner that effectively accounts for cultural, community, 
and familial values and expectations. During adolescence and into emerging adult-
hood, growth gives way to exploration. For this phase, the developmental tasks 
include crystallizing (establishing a clear vocational self-concept reflecting one’s 

B. J. Dik et al.



393

interests and strengths), specifying (broadly exploring career paths and forming a 
vocational identity), and implementing (enacting a career choice by preparing for 
and pursuing a position; Hartung, 2020). Successfully navigating these develop-
mental tasks requires substantial social support and self-confidence. In a rapidly 
changing world of work, the process also requires building “career adaptability,” 
or one’s readiness and resources for coping with anticipated developmental tasks 
but also unexpected transitions and traumas that may occur throughout the life 
span (Savickas, 2013).

 History of Career Development Psychology and Importance 
to Mental Health

In many ways, the history of vocational psychology (i.e., research, theory, and prac-
tice related to career choice and development) is intertwined with the history of 
careers themselves. The rise of careers dates to the convergence of industrialization, 
urbanization, and immigration that propelled many major cities into modernity dur-
ing the nineteenth century. At the center of the rise of careers was the factory system 
of production, itself a product of rapid innovation in energy production and technol-
ogy. The advent of steam power meant that machines could be developed and 
deployed in plants located anywhere, not only along rivers that offered water power. 
A heavy demand saw the invention of many new machines, resulting in rapid spe-
cialization and division of labor. Because machines only performed specific (rather 
than general) functions, operators with specific skills as well as specialists capable 
of installing, maintaining, and repairing particular machines were needed. In 
response, employers recruited workers to perform a specific cluster of tasks, which 
ultimately resulted in the division of jobs into occupations (e.g., management, 
research, sales, accounting). For the first time, large numbers of workers were free 
to seek out particular jobs and even to change from one occupation to another, based 
on available opportunities and the worker’s strengths and interests. This represented 
quite a departure from the agrarian roots of most local economies at that time 
(Savickas & Baker, 2005).

These forces of industrialization, urbanization, and immigration quickly began 
to shift the population’s distribution, and cities grew rapidly. Along with this growth 
came parallel increases in unemployment and in many related social problems, such 
as problematic alcohol use, delinquency, and crime. Social services were estab-
lished to respond to the need. For example, in 1844 in London, the Young Men’s 
Christian Association (YMCA) was established to improve the “spiritual condition 
and mental culture of young men engaged in drapery and other trades” (p.  18, 
Savickas & Baker, 2005). The YMCA opened a library and offered classes to help 
accomplish this. The first YMCAs in North America opened shortly thereafter, and 
established committees on occupations to provide job search support for underem-
ployed immigrants. By the 1890s, the YMCAs led the way in their focus on 
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prevention, offering industrial education courses and character education for youth. 
Their services grew and expanded, eventually incorporating formal vocational guid-
ance. When the scientific study of individual differences emerged in the late 1800s 
and early 1900s, these principles—along with early methods of assessing differ-
ences—became incorporated into the vocational guidance process.

Adopting an individual differences-based  approach with the goal of helping 
immigrants make sound choices about education, training, and work, Frank 
Parsons—often described as the “father of vocational guidance”—authored the 
landmark book, Choosing a Vocation (Parsons, 1909). The book established what 
was essentially a person–environment fit model, in which wise choices were those 
that accounted for the individual’s unique psychological attributes, the distinct 
work-related requirements of different lines of work, and “true reasoning on the 
relation of these two groups of facts” (p. 5). This basic model, and the vision of 
offering strategies to improve the lives of marginalized people, remains at the core 
of vocational psychology and career counseling practice today. The disciplines of 
vocational psychology (which after the 1950s became a subfield of counseling psy-
chology) and the related discipline of industrial–organizational psychology grew in 
response to salient societal needs, such as the need to select and train soldiers effi-
ciently, and to assist returning military personnel in their quest to find meaningful 
civilian jobs, during and after the major world wars of the twentieth century. These 
demands led to advancements in interest and personality assessment, as well as 
intellectual and ability testing, all of which found application in both career coun-
seling and employee selection.

As psychology grew as a discipline in the middle-to-late twentieth century, the 
pressure toward increasing specialization led to an unfortunate growing bifurcation 
of the study and treatment of work-related concerns from other areas of psychologi-
cal scholarship and practice. Within health services, the demands of mental health 
practice and changing role of third-party reimbursements in countries like the 
United States further divided mental health practice from efforts to assist with work- 
related issues, which were typically not covered by health insurance. As several 
authors have argued (e.g., Blustein, 2006; Hall, 1996), in an era in which treating 
“the whole person” is an oft-repeated goal, an integrative approach that incorporates 
all aspects of human experience—work and nonwork—is essential. Some examples 
of integrative approaches have emerged and offer promise, such as those within 
rehabilitation psychology, vocational rehabilitation counseling, occupational health 
psychology, and positive psychology. Each of these interdisciplinary areas of 
research and practice more explicitly recognizes the role that work experiences play 
in healthy psychological functioning, and vice versa. Ultimately, while disciplinary 
boundaries are convenient ways for scholars to divide up the study of human behav-
ior, the separation of work from other life domains is not consistent with the lived 
experiences of people. Clearly, an integrative approach is needed.
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 Lapan’s Integrative Contextual Model of Career Development

Within vocational psychology, several distinct theoretical paradigms have emerged. 
The most direct descendants of Parson’s model are the person–environment fit (P-E 
fit) theories (e.g., Dawis & Lofquist, 1984; Holland, 1997), which emphasize the 
congruence or correspondence between psychological attributes of the individual 
(e.g., interests, values) and unique characteristics of jobs. From this perspective, the 
greater the alignment between P and E, the better the outcomes. Developmental 
approaches (e.g., Gottfredson, 1981; Super, 1980) shift focus toward the broader 
developmental context in which career paths unfold, noting the unique tasks that are 
essential at different stages in the life course as individuals strive to implement their 
vocational self-concepts within their work and lives. Social Cognitive Career Theory 
(Lent et al., 1994) attends to individuals’ beliefs about aspects of their career poten-
tial (i.e., self-efficacy) and expected outcomes for relevant task behavior, which 
combine to influence career goals and leverage personal agency. Constructivist and 
narrative approaches (e.g., Cochran, 1997; Savickas, 2013) propose a co- constructive 
process for personal development in which individuals interact with their social 
environments to form a narrative reputation and identity they can enact within the 
career domain. Finally, the Psychology of Working Theory  proposes that marginal-
ized people facing economic constraints strive to develop the volition and adapt-
ability to build a career marked by “decent work” that affords safety and a reasonable 
standard of living; only then can people experience need fulfillment necessary for 
well-being and meaning in their careers (Duffy et al., 2016). Together, these theo-
ries offer a rich tapestry of frameworks through which career behavior can be 
explained. Rather than drawing from one paradigm, we take an integrative approach, 
noting that youth are more likely to develop an adaptive, resilient, and proactive 
approach to career development by accomplishing several interrelated tasks that 
draw from multiple theories.

Specifically, the model informing our approach to assessment, prevention, and 
intervention is Lapan’s Integrative Contextual Model (ICM; Lapan, 2004; Turner & 
Lapan, 2013). The ICM Model posits that there are several career development 
tasks that children and adolescents must engage in preparation for the world of 
work. Success with these tasks is associated with positive school, career, and life 
outcomes, including school success and academic achievement, career awareness, 
adaptability, resiliency, and emotional support (see Fig. 18.1). These specific career 
development tasks include (1) developing career-related self-efficacy and attribu-
tional styles; (2) forming a vocational identity; (3) learning effective social, proso-
cial, and work readiness skills; (4) constructing a better understanding of self, world 
of work, and fit; (5) crystallizing personally valued vocational interests; and (6) 
developing the empowerment of students to achieve academically and become self- 
regulated learners (Turner & Lapan, 2013). Each of these tasks is described in detail 
subsequently.

First, self-efficacy (i.e., a task-specific belief in one’s ability to successfully per-
form or complete that task) for relevant educational tasks has been associated with 
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Fig. 18.1 Career development tasks and outcomes in Lapan’s (2004) Integrative Contextual 
Model of Career Development

academic and career-related outcomes for youth, such as persistence in academic 
subjects (e.g., Larose et al., 2006). Self-efficacy beliefs begin developing early in 
one’s academic career, through the influences of one’s personal performance accom-
plishments (e.g., grades received), vicarious learning (e.g., observations of peer per-
formance), social persuasion (e.g., feedback from others), and physiological arousal. 
Teachers and caregivers play a large role in the development of self-efficacy beliefs 
in children and adolescents through these sources of information. Specifically, 
Turner et al. (2003) posited that parents’ providing positive self-efficacy informa-
tion was associated with positive career development outcomes, including motiva-
tion to engage in career planning, knowledge of self in the world of work, and career 
decision-making. The development of positive self-attributional styles (i.e., one’s 
ability to attribute personal accomplishments to one’s abilities, skills, and efforts) is 
also linked to the development of self-efficacy. In a broader sense, adolescent posi-
tive attributional styles are positively related to a bevy of important career develop-
ment outcomes, including improved vocational maturity and knowledge (Powell & 
Luzzo, 1998).

Second, vocational identity refers to one’s view of oneself (including one’s abili-
ties, interests, and goals) related to the vocational domain (Holland, 1997). 
Vocational identity may be developed through several cognitive processes, includ-
ing exploration, reflection, and observation. Higher levels of vocational identity 
clarity in adolescents are associated with positive career and psychological health- 
related outcomes, including career adaptability, meaning in life, and life satisfaction 
(Hirschi, 2012; Negru-Subtirica et al., 2015, 2016).

Third, work readiness skills comprise a wide range of abilities, including social 
skills, prosocial skills, and general employability skills (Lapan, 2004). More spe-
cifically, these skills include positive work habits (e.g., punctuality, responsibility, 
attention to detail), social and prosocial competence (e.g., building relationships, 
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interpersonal skills), and entrepreneurship (e.g., leadership skills, initiative, motiva-
tion, flexibility). Work readiness skills are positively associated with career explora-
tion, goal setting, and proactivity in the work domain (Conkel-Ziebell et al., 2018). 
Work readiness skills are also linked to better workplace adjustment, which in turn 
is associated with higher self-esteem and self-efficacy (Rigby & Slee, 1993). School 
environments, family, and peer relationships can all contribute to the development 
of work readiness skills. In academic settings, such skills can be developed through 
classroom instruction and other structured experiences. In the family environment, 
children often learn decision-making, scheduling, and communication skills. Within 
peer relationships, children learn social (e.g., communication) and prosocial (e.g., 
empathy, kindness) skills. Children’s academic, family, and social environments 
can be shaped in ways that promote positive work readiness skills, which lead to 
positive career and psychological health outcomes (Turner & Lapan, 2013).

Fourth, constructing a clear understanding of one’s self, the world of work, and 
one’s fit within the world of work is a foundational concept in vocational psychol-
ogy that can be incorporated and developed during childhood and adolescence. Of 
note, there are several challenges that children and adolescents may experience 
when constructing this understanding. These challenges include gender-based cir-
cumscription of vocational goals and expectations, career decision-making readi-
ness, and school-to-work transitioning (Turner & Lapan, 2013). Gender-based 
circumscription of vocational aspirations, a component of Gottfredson’s (2002) 
developmental approach within vocational psychology, refers to limiting or narrow-
ing one’s vocational options based on societal views and messages surrounding 
“appropriate” occupations related to one’s gender identity. This process of circum-
scription begins in early childhood and continues through adolescence. Narrowing 
and eliminating one’s vocational options through this process of circumscription is 
associated with individuals choosing to not pursue careers that may otherwise be a 
good fit based on interest, identity, and efficacy. For example, societal messaging 
can lead female-identifying individuals to avoid STEM (science, technology, engi-
neering, and mathematics) careers, despite potentially strong fit (e.g., Lapan & 
Jingeleski, 1992). To help counter these effects, career development interventions 
with youth can incorporate personal reflection on how socialization has impacted 
one’s views of potential careers and help young people develop a sense of self and 
their fit within the world of work (Turner & Lapan, 2013).

Within the construction of one’s occupational fit, another challenge involves 
career decision-making readiness. According to Piaget’s (1977) theory of cognitive 
development, during adolescence individuals shift to more abstract thinking, which 
can involve thinking about future outcomes and one’s future self, including one’s 
self in the world of work. Assisting adolescents in developing cognitive maturity 
surrounding career decision-making can contribute to positive outcomes, including 
career commitment and problem-solving skills (Patton & Creed, 2001). Cognitive- 
based career interventions during adolescence can incorporate training in various 
skills related to career decision-making, including problem-solving, identifying 
possible courses of action, evaluating options, and implementing a plan of action 
(Lapan, 2004; Turner & Lapan, 2013). Yet another challenge involves 
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school-to- school and school-to-work transitions, processes that can be complex and 
are associated with negative emotions for some young people. For instance, transi-
tioning from elementary to junior high school may involve anxieties surrounding 
increased workload and new peer relationships, and this transition has been associ-
ated with decreases in self-esteem (Seidman et  al., 2003; Zeedyk et  al., 2003). 
Interventions focused on assisting children and adolescents through school-to-
school and school- to- work transitions have recommended the use of appropriate 
social support resources (e.g., parents, peers, teachers) and the implementation of 
learning activities in school curricula focused on forging connections between 
school and work and developing flexible decision-making skills.

Fifth, the crystallization of personally valued vocational interests usually occurs 
during adolescence and early adulthood. This process involves reflecting on per-
sonal values, clarifying occupational goals, and making an initial commitment to 
pursuing these goals (Turner & Lapan, 2013). Adolescents’ aspirations are influ-
enced by economic and social factors and constraints as well, including perceived 
and actual limits and barriers that may impede their opportunity to fully express 
their interests (Chaves et al., 2004). Educational and social environments can pro-
vide opportunities for adolescents to explore their interests and expand their aware-
ness of vocational possibilities (Turner & Lapan, 2013).

Finally, self-regulated learning refers to the process of setting and planning 
learning-focused goals, monitoring one’s own motivation and performance on 
learning activities, and reflecting on the outcomes of those activities, which in turn 
can impact planning for future learning goals and activities. Self-regulated learning 
is associated with academic performance and achievement, positive self- 
expectations, and goal motivation (Lapan, 2004). Schools, communities, and fami-
lies can provide opportunities and resources for children and adolescents to develop 
skills associated with self-regulated learning (Turner & Lapan, 2013).

Studies investigating the utility of the ICM model have posited that the afore-
mentioned components of the model account for 65–75% of the variance in several 
vocational outcomes, including positive self-attributions, vocational identity, and 
career-related self-efficacy expectations (Turner et al., 2006). The ICM model has 
also served as the foundation for a career intervention for use with adolescents. 
When compared to a traditional career counseling intervention (i.e., completion of 
an interest inventory, discussion of results, and engagement with occupational 
exploration), the ICM intervention was associated with greater work readiness 
skills, self-efficacy related to career goals, and emotional support (Turner & 
Conkel, 2010).

 Clinical Reasoning Model and Approach to Assessment

In this section, we present a clinical reasoning model through which a counselor can 
aid a child or adolescent through the practical application of ICM. As emphasized 
in P-E Fit theory, career development interventions often involve endeavoring to 
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increase self-understanding in a manner that can help clients align their personal 
characteristics with opportunities afforded by their environment. For this reason, in 
contrast to a traditional psychological assessment strategy focused on diagnosing 
the problem, in career development the assessment functions as a primary element 
of the intervention itself. This type of assessment process can serve to set children 
and adolescents down a path that stimulates their ongoing career development, 
which has been associated with improved well-being (e.g., Uthayakumar et  al., 
2010). Subsequently, the processes through which a psychologist may help facili-
tate these career development benefits for youth are described using the ICM 
approach (see Fig. 18.1).

The first task associated with ICM is to assess, and help foster, career-related 
self-efficacy. As asserted in Social Cognitive Career Theory (Brown & Lent, 2019; 
Lent et al., 2002), individuals often draw from previous experiences or outcomes to 
inform present levels of self-efficacy. For many adults, this can often involve draw-
ing from previous work experiences; however, work experience is not required for 
this process. Many youth have limited work experience from which to draw, but 
nevertheless have relevant experiences in other domains, such as school and leisure. 
Asking a child questions about academic performance can be helpful for assessing 
self-efficacy in germane areas. For example, asking “how good are you at math?” is 
more likely to give a direct understanding of a child’s self-efficacy in mathematics 
than it is to be an assessment of “objective” abilities. Of course, it is important to 
recognize that answers to such questions are influenced by mental health concerns 
experienced by the individual, most notably depression and anxiety (Zunker, 2008). 
Other contributors to self-efficacy include contextual affordances, including the 
extent to which one holds marginalized identities that can induce barriers to the 
development of self-efficacy (Brown & Lent, 2019). Through a lens of preventing 
and intervening upon factors that can lead to mental health distress, it is important 
to acknowledge the roles economic constraints and marginalization can play in 
making positive career development more difficult (Duffy et al., 2016, 2018). Still, 
research suggests that increased awareness of these factors can mitigate their poten-
tially pernicious effects. For example, empirical evidence indicates that Black 
youths’ sense of connection to their racial or ethnic identity and understanding of 
the extent to which other groups are oppressed may lessen the harmful effects of 
discrimination on self-efficacy and academic achievement (Sellers et  al., 1998; 
Wong et al., 2003), and in turn on their well-being. Thus, a multiculturally compe-
tent psychologist working to facilitate youth career development will likely seek to 
facilitate appropriate conversation and exploration of ways in which discrimination, 
marginalization, and other contextual factors have and/or have not influenced their 
client in a way relevant to their self-efficacy.

Forming a vocational identity is a key aspect of ICM (Lapan, 2004), as well as 
traditional P-E Fit approaches. Holland et al. (1980) defined vocational identity as 
“possession of a clear and stable picture of one’s goals, interests, and talents” 
(p. 1191). Face-valid questions from a career counselor probing about what a young 
person is “good at” or “likes” have the potential to help clients take stock of their own 
vocational identity. Here as well, it is important to consider that in the absence of 
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substantial work experience, these questions may be directed toward both the 
academic and leisure realms. Indeed, a psychologist can benefit from helping chil-
dren or adolescents identify how they may translate an area of leisure interest (e.g., 
drawing) into possible relevant career paths (e.g., art teacher, artist, art director). In 
working to increase adolescents’ understanding of their vocational identity, it is best 
to use these techniques in conjunction with formal assessments of individual differ-
ences constructs such as interests, values, personality, abilities. Given its validity for 
predicting academic and job satisfaction, interests are perhaps the best starting place. 
One useful instrument for these purposes is the Strong Interest Inventory (Donnay 
et al., 2004), although several alternative measures of interests with strong psycho-
metric properties are available (cf. Dik & Rottinghaus, 2013). Online assessment 
systems such as PathwayU (http://pathwayu.com) that assess multiple constructs 
also offer key advantages in comprehensiveness and efficiency (Copeland et  al., 
2011). Here again, psychologists are urged to be mindful of the potential influence of 
mental health concerns such as mood disorders, which can have a distorting effect 
on individuals’ ability to form an accurate view of their interests and strengths 
(Zunker, 2008).

Work readiness skills represent the third component of ICM (Lapan, 2004; 
Turner & Lapan, 2013). There are several strategies for assessing work readiness. 
Perhaps the most straightforward approach is through the Social/Prosocial/Work 
Readiness Skills subscale of the Structured Career Development Inventory (Lapan, 
2004). This scale uses items like “I get along well with people who have authority 
over me” to assess the extent to which youth may be prepared to express themselves 
in the world of work. It is also important that psychologists supplement measures of 
work readiness with information derived through counselor behavioral observation, 
especially regarding the social skills facet of work readiness. Assessing relevant 
personality traits can also be helpful, given robust connections between components 
of work readiness like positive work habits (e.g., punctuality, attention to detail) and 
personality traits such as conscientiousness (Ozer & Benet-Martínez, 2006). One 
starting point is the use of personality inventories, such as the Big Five Inventory 
(John et al., 2012), which can provide useful information regarding these attributes. 
Likewise, scores derived through other sources such as the California Psychological 
Inventory can provide useful information of this nature (Gough & Bradley, 2002). 
Formal instruments like these can be deployed in addition to asking simple, practi-
cal questions about personality, such as “How would your friends describe you?” 
Such strategies also serve to identify potential mental health vulnerabilities that 
may disrupt the development of work readiness skills. Regardless, it is important 
that counselors view work readiness as a malleable component of youth career 
development. While personality aspects may predispose youth to express particular 
behaviors relevant to work readiness, evidence suggests that work readiness skills 
can be significantly altered through intervention (e.g., Turner & Conkel, 2010).

Crucial to ICM’s (Lapan, 2004; Turner & Lapan, 2013) tasks for career develop-
ment is enhancing understanding of one’s self, the world of work, and alignment 
between the two. While formal assessment tools and practical career counseling 
tactics can aid in increasing clients’ understanding of themselves, these strategies 

B. J. Dik et al.

http://pathwayu.com


401

do not address how to aid clients in comprehending the other two components of 
this task. Regarding one’s understanding of the world of work, career counselors 
can direct children and adolescents (as well as adults) through the use of online 
occupational databases, which are designed to inform individuals of this informa-
tion. For example, those in the United States, Canada, and many other nations can 
help youth navigate the Occupational Information Network (O*NET), which is an 
expansive database maintained by the U.S. Department of Labor. The O*NET, and 
databases like it, is optimally used in supplement with a counselor seeking to help 
provide guidance regarding how a youth’s particular burgeoning work personality 
may align with various options presented within the database. Here as well, some 
online assessment systems (e.g., PathwayU, which is described in the forthcoming 
case example) offer the advantage of packaging individual differences assessments 
with accurate and up-to-date occupational information. Independent of the particu-
lar tools used, career exploration is enhanced when one’s motivation to explore is 
high; such motivation can be undermined by underlying mental health concerns 
(e.g., lethargy rooted in depression, fear rooted in anxiety).

ICM proposes that youth are aided by going beyond discerning interests toward 
crystallization of personally valued vocational aspirations (Lapan, 2004; Turner & 
Lapan, 2013). Turner and Lapan (2013) note that “crystallization requires adoles-
cents to weigh their values...clarify their vocational goals, and begin to commit to 
occupational preparation” (p. 551). Indeed, the discernment of youths’ values is an 
important step in this process. While interest measures may point psychologists in a 
helpful direction (see Rottinghaus & Zytowski, 2006), values may also be assessed 
through ipsative/rank-order values sorting measures. Engaging in such activities, 
coupled with questions, such as “what things are important to you when you think 
about your career?” can help elucidate values. When values are clarified, vocational 
goals and steps for how to engage in occupational preparation also become clearer. 
As psychologists approach these topics, they are encouraged to offer guidance 
drawing from established “critical ingredients” in career interventions that have 
demonstrated efficacy (cf. Brown, 2017), while maintaining awareness of possible 
mental health vulnerabilities that may disrupt the process.

Finally, ICM notes the importance of empowering students toward academic 
achievement and self-regulated learning (Lapan, 2004; Turner & Lapan, 2013). Key 
to this process is helping students set self-determined goals and then engage in regu-
lation of their goal-directed behavior. Psychologists can use open-ended inquiries to 
assist youth in discerning particular vocational pursuits in which they would like to 
engage as early as in the first session by asking questions such as “Where would you 
like to be by the end of our work together?” They can also assist youth in maximiz-
ing goal specificity and attainability while ensuring goals remain self-generated. 
Psychologists may also draw from empirical evidence of effective interventions 
designed to teach self-regulation tactics. One example is found in Duckworth et al.’s 
(2016) study in which high school students were educated on techniques for elimi-
nating distractions (e.g., putting one’s phone away), which was found to signifi-
cantly increase the extent to which students reached their study goals. Attention to 
managing potentially disruptive attention and hyperactivity deficits is also impor-
tant, where necessary (Dipeolu, 2011).
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 Perspectives and Approaches to Mental Health Prevention 
and Intervention

The overall goals of the ICM model include promotion of career awareness, acquisi-
tion of career development skills, and support of school success outcomes (Turner 
& Lapan, 2013). Given the known linkages of educational and career success with 
mental health and well-being (Zunker, 2008), the model is fundamentally preventa-
tive in nature, building on the assumption that fostering school and career success 
offers one path to warding off potential mental health concerns that might otherwise 
be triggered. The model is not intended to serve as an intervention strategy specifi-
cally for addressing mental health concerns when they emerge, but using this same 
logic, the promotion of educational and career success can impart a sense of hope 
and optimism that may serve to ameliorate symptoms of mental health concerns 
such as those stemming from depression and anxiety. Engagement with ICM tasks 
during childhood and adolescence can support the career development process and 
educational and occupational success (Conkel-Ziebell et al., 2018), and empirical 
evidence suggests that improved career development promotes enhanced psycho-
logical well-being (e.g., Uthayakumar et al., 2010).

 Case Example

Derrick is a 17-year-old 11th-grade student who expressed concern rooted in feel-
ings of uncertainty about his future. He was raised in a stable family by parents who 
often expressed the value of a strong education; they also work in education them-
selves, his father as a consultant with an educational technology company, and his 
mother as a religious education director at their local church. Derrick was adopted 
from eastern Europe as an infant, yet appears to have developed secure attachments 
with his parents, who speak in glowing terms about their son. The family lives a 
modest but comfortable lifestyle and enjoys the privileges experienced by many 
White middle-class families. Derrick noted that he struggles with procrastination 
but considers himself a bright student, especially in subject areas that he enjoys 
most, such as history. He listed science and English as subject areas to which he is 
generally averse, due in part to some disappointing experiences with teachers, and 
in part because he finds them “boring.” Nevertheless, Derrick earns mostly As and 
Bs and is currently enrolled in two Advanced Placement (AP) courses.

Counselor interaction with Derrick begins with a broad, open-ended conversa-
tion about his current situation and goals. Derrick expressed that he plans to gradu-
ate from high school after grade 12 and pursue a bachelor’s degree at a 4-year 
university, but is unsure what to study. When pressed, he noted that he would study 
business if he had to choose now, but is mostly unclear what aspects of business 
would be most appealing. When pressed further, he offered: “I think it would be fun 
to build a team of employees, earn enough money to pay them well, and support 
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their personal development.” When asked to imagine a dream scenario in his future, 
he pointed to two possibilities. First, consistent with his leisure interests in playing, 
following, and watching sports, he noted that evaluating talent as a scout or a 
General Manager for a basketball franchise would be exciting to him. Second, he 
expressed that working as a land developer seemed interesting, especially the idea 
of taking an empty space and building a commercial structure with businesses that 
satisfied the demands and interests of the community. Both roles, Derrick suggested, 
would offer him a feeling of accomplishment, and one strength he would bring to 
them is the ability to make rational decisions that account for analytics, rather than 
emotional decisions that downplay or disregard the available data.

In this interaction, Derrick’s career-related self-efficacy was assessed informally, 
without the use of formal assessments. He expressed confidence in his ability to 
succeed as a student, pointing to his track record. (Past performance, as noted ear-
lier, is a key predictor of self-efficacy—as is encouragement from others; both 
appear to be working in Derrick’s favor.) In terms of his extracurricular involve-
ment, Derrick reported that he is extensively involved in sports (mostly running 
cross-country and track) and performing arts (playing low brass instruments in mul-
tiple bands and in an orchestra pit for the school’s annual stage musical). These 
experiences appeared to have equipped Derrick with goal directedness, the ability to 
manage his time, and achieve high-performance standards, but they also prevented 
Derrick from accruing formal employment experience, outside of occasional odd 
jobs. As a result, his level of work readiness required further exploration and pos-
sibly further development. However, Derrick’s performance as a student and ability 
to manage multiple additional roles while maintaining supportive relationships with 
a small but loyal and vibrant group of peers are positive indicators that bode well for 
his work habits and future social and prosocial competence.

In terms of vocational identity, Derrick offered somewhat vague descriptions of 
his interests, values, and goals. Despite his concern about his uncertain future, he 
did not express immediate urgency in narrowing his career choices; this is develop-
mentally appropriate for someone planning on attending a university in 2 years, but 
it pointed to the need to engage in efforts to increase both his self-awareness and his 
knowledge of opportunities potentially available to him. To facilitate this, Derrick 
was invited to complete PathwayU, an online career assessment system that mea-
sures interests, values, and personality traits, among other attributes, available at 
http://pathwayu.com. The interests and values assessments within PathwayU are 
derived from the U.S. Department of Labor’s Work Importance Profiler (McCloy 
et al., 1999a) and Work Importance Locator (McCloy et al., 1999b), and their scores 
have strong evidence of reliability and validity. Because interests and values serve 
as important starting points for career choice interventions, and form the basis of 
PathwayU’s proprietary career match process, Derrick was instructed to focus on 
those two assessments in particular.

Derrick’s results (see Fig. 18.2) from the interest inventory revealed an overall 
low-to-moderate elevation of scores, with none exceeding the midrange, a profile 
that can reflect either symptoms of depression or relatively narrow interests. When 
the former possibility was explored using a risk assessment and a symptom 
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Fig. 18.2 Derrick’s interests and values results presented in the PathwayU online assessment sys-
tem (http://pathwayu.com). Modified and reproduced by special permission of the Publisher, 
jobZology®. Further reproduction is prohibited without the Publisher’s written consent

checklist, Derrick denied experiencing anything more than fleeting periods of nega-
tive mood. The evidence of consistently high-functioning and positive engagement 
across multiple domains (academic, social, athletic) suggested more weight be 
attributed to the latter explanation than the former. Indeed, Derrick expressed that 
he indicated “like” responses only to those activities about which he was felt he was 
passionate, and selected “dislike” to everything else. His scores revealed that 
Enterprising and Conventional were his highest interest domains, and Artistic was a 
secondary interest. When reminded of what these types captured (e.g., Enterprising 
reflects enjoyment of persuading others via business, sales, managing, or politics; 
Conventional reflects enjoyment of detail, structure, and data; Artistic reflects 
enjoyment of opportunities to engage in self-expression), Derrick explored ways 
they fit with his experience. For example, he could see how his curiosity about busi-
ness and using data analytics in scouting athletes were reflected in his Enterprising 
and Conventional scores, respectively. Similarly, his enjoyment of music and the 
thought of developing an empty plot of land (e.g., a “blank canvas”) into structures 
for people to enjoy reflected Artistic interests. He noted that satisfying these themes 
seemed important in his future educational and career choices.

In terms of work values, Derrick’s scores revealed that Achievement was his 
highest value, and Relationships were second. This, too, seemed to Derrick to align 
with his experience; his goal-directed academic behavior was driven by a need for 
achievement, and the camaraderie he experienced in athletics and band were exam-
ples of the importance of enjoying coworkers and desiring to be of service to others. 
Other values also seemed important to Derrick yet had comparatively low scores, 
such as Support and Recognition, but it was noted that the values instrument used a 
forced-choice format requiring him to essentially rank order his values. Therefore, 
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Fig. 18.3 Derrick’s Career Match results are presented in the PathwayU online assessment system 
(http://pathwayu.com). Modified and reproduced by special permission of the Publisher, jobZol-
ogy®. Further reproduction is prohibited without the Publisher’s written consent

low scores may still reflect important values, but the highest scores are likely to 
function as “non-negotiables”—if these aren’t satisfied in his career path, it may be 
very difficult for him to experience satisfaction.

Derrick recognized the importance and utility of articulating his uniqueness 
using the language of interests and values; it enhanced his self-understanding. The 
next step was to examine results from PathwayU’s Career Match tool, which com-
bines an individual’s interests and values data to recommend career paths (drawn 
from the O*NET) predicted to fit well. For Derrick, the largest proportion of Very 
Strong matches was found in Marketing & Sales, Business Management & 
Administration, and Finance subject areas (see Fig.  18.3). Among the strongest- 
matching occupational titles were Marketing Manager and Public Relations 
Specialist. Both of these are traditional business-related job titles, but Derrick noted 
that sports franchises also required these roles, which led to some reflection on the 
full range of business-related activities that might keep him connected with athlet-
ics. With respect to finance, Derrick noted that his interest in advanced metrics 
when analyzing sports performance transferred well to the notion of using advanced 
metrics for analyzing financial markets—this piqued his curiosity regarding finance- 
related career paths. Reading information about different occupational titles (many 
augmented with “day-in-the-life” videos) on a screen is a helpful starting point, but 
for an especially helpful understanding of preferred career paths, conducting 
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informational interviews with experienced workers within those jobs is essential. 
Derrick recognized this as an important next step in his process of establishing a 
sense of direction.

Recognizing that he still has some time before beginning his postsecondary edu-
cation, Derrick identified three process goals to pursue in the next steps of his jour-
ney. First, as noted previously, he expressed intent to talk with people (via 
informational interviews) who are active in careers in business, sports, and finance—
especially where those three things intersect. Second, he declared an interest in 
finding at least seasonal work, both to earn money but also to experience the work-
ings of a business from the vantage point of an entry-level intern. Third, noting that 
he had found a brief online course on sports management through his local library, 
he indicated that he intended to complete it—and others, if he enjoys it sufficiently. 
All three of these goals serve as excellent pathways toward developing a more 
detailed awareness of self and opportunities, greater work readiness skills, and hab-
its that stimulate self-regulated learning. When talking through them, Derrick’s 
mood brightened and his sense of optimism and excitement was palpable.

 Summary and Conclusion

Psychologists and educators interested in holistic approaches to promoting mental 
health among youth recognize the importance and value of encouraging school suc-
cess and adaptive career development. In this chapter, we described the Integrative 
Contextual Model of Career Development (Lapan, 2004), a useful approach to fos-
tering youth career development in ways that promote both well-being and psycho-
logical health.

The ICM offers clear strengths as a model for informing career intervention with 
children and adolescents. First, as an integrative model, it draws from multiple 
established career development theories. Besides broadening the evidence base 
available to support the model, this approach permits psychologists to focus their 
intervention efforts on the most developmentally relevant needs for a particular stu-
dent or group of students. For example, the model draws from SCCT by prioritizing 
the importance of developing career-related self-efficacy (Lent et  al., 1994), an 
ongoing effort that reflects an iterative process of learning from one’s accomplish-
ments, from peers, and from the encouragement they receive from adults. The model 
also draws from person–environment fit theory (e.g., Holland, 1997) by building 
toward an alignment of one’s self-understanding with opportunities and needs in the 
world of work. Yet in doing so, it also incorporates awareness of key barriers in this 
process proposed by Gottfredson’s (2002) developmental theory, highlighting the 
constricting roles of sex-role stereotypes and occupational prestige. This flexible 
approach recognizes the limits inherent in adopting any singular theoretical strat-
egy, opting instead to incorporate constructs and processes from whichever theory 
is best suited to address an individual’s particular needs at a particular time.
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Second, by drawing attention to the developmental processes that predict school- 
and work-related outcomes, the ICM also provides insight on the concrete steps that 
psychologists and educators can take to help youth increase their career awareness 
and build the strategies and skills they need to succeed. The model recognizes that 
“young people should be (a) given developmentally appropriate career information, 
(b) assisted in confronting gender biases at an early age, (c) provided opportunities 
to participate in technology-enhanced mentoring, and (d) introduced to specialized 
careers that require earlier planning and educational attainment that begins in high 
school” (Turner & Lapan, 2013, p. 557). Psychologists and educators can increase 
the odds of good outcomes by addressing these objectives via helping youth develop 
positive self-efficacy beliefs and attributional styles, articulate a vocational identity, 
learn work-readiness skills, construct an understanding of the self and one’s fit to 
opportunities and needs in the work world, crystallize their vocational interests, and 
establish a habit of self-regulated learning.

Third, it is worth emphasizing that pursuit of positive school- and work-related 
outcomes via assessment and intervention also prevents the onset of negative mental 
health outcomes (Blustein, 2008) and promotes general well-being (Dik et  al., 
2019). Psychologists who stress the importance of treating “the whole person,” 
incorporating all aspects of human experience, view the educational and work 
domains as key pathways through which broader competencies can be developed 
and human growth, potential, and health can be optimized. Attending to career 
development using an integrative approach like ICM is thus a critical element of a 
comprehensive approach to promoting positive youth development.
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Chapter 19
Thematic Integration of Child and Youth 
Mental Health Practice in Counseling 
Psychology

José F. Domene

Abstract Areas of knowledge and core values within the field of counseling psy-
chology have been infused into each of the chapters within the counseling psychol-
ogy section of this book. Therefore, even though Dik and colleagues, Owens, 
Hanson and colleagues, and Socholotiuk have all described their own way of pro-
viding psychological services to child and youth clients, every one of these 
approaches clearly aligns with the specialization of counseling psychology.

 Introduction

In the United States and Canada, counseling psychology is recognized as a distinct 
specialization within professional psychology by national professional associations 
and many, though not all, psychology regulatory bodies (Wada et  al., 2020). 
Although counseling psychologists’ scope of practice and expertise may overlap 
substantially with our colleagues who are trained as clinical and school psycholo-
gists, the specialization has several distinguishing characteristics that arise from the 
specific historical development of our profession and our approaches to professional 
practice (Bedi et  al., 2011; Gelso et  al., 2014). For example, the American 
Psychological Association (2008) identifies several areas of knowledge that coun-
seling psychologists specialize in across the life span: (1) Healthy aspects and 
strengths of clients (whether being seen as individuals, couples, families, groups or 
organizations); (2) environmental/situational influences (how cultural, gender, and 
lifestyle issues shape people’s experiences and concerns); (3) issues of diversity and 
social justice (e.g., advocacy); (4) the role of career and work in peoples’ lives. 
Similarly, the Canadian Psychological Association has endorsed a definition of 
counseling psychology that includes the following core values: (1) counseling psy-
chologists view individuals as agents of their own change and regard an individual’s 
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preexisting strengths and resourcefulness and the therapeutic relationship as central 
mechanisms of change; (2) the counseling psychology approach to assessment, 
diagnosis, and case conceptualization is holistic and client-centered; and it directs 
attention to social context and culture when considering internal factors, individual 
differences, and familial/systemic influences; and (3) the counseling process is pur-
sued with sensitivity to diverse sociocultural factors unique to each individual 
(Beatch et al., 2009, p. 22).

As revealed in the first chapter of this section, Ada Sinacore’s career path also 
affirms the knowledge, values, and perspectives of our specialization. Her efforts to 
infuse multicultural and feminist perspectives throughout her teaching, her focus on 
promoting change at the systems/organizational level in her own practice, and her 
national and international leadership in advocating for social justice and promoting 
human rights at the level of policy all provide examples of ways that an individual 
can live out their professional identity as a counseling psychologist. Sinacore’s 
ongoing legacy goes beyond the example she provides; her ongoing contributions to 
the profession in Canada, Chile, and Taiwan (including her current work as President 
of the Canadian Psychological Association) have brought to the profession as a 
whole some of the things that make counseling psychology particularly relevant to 
the current American and Canadian sociopolitical context. Before elaborating on 
these connections, it is worthwhile to consider how all the ways of working with 
children and youth described in this section align with counseling psychology’s 
approach to practice.

 Guiding Frameworks and Clinical Reasoning Approaches

In all of the preceding chapters in this section, the authors’ clinical reasoning 
approaches align with and proceed directly from their guiding frameworks. That is, 
each author describes a clinical reasoning process that reflects the core tenets of the 
theory that they use for underlying their clients’ life contexts, as well as their theory 
of what is important in conducting mental health assessment, prevention, and inter-
vention. Therefore it is useful to discuss these guiding frameworks and clinical rea-
soning approaches together in considering how well the approaches that Dik and 
colleagues, Owens, Hanson and colleagues, and Socholotiuk present reflect a dis-
tinctly counseling psychology way of understanding mental health in children 
and youth.

Dik and colleagues describe their work as being guided by Lapan’s Integrative 
Contextual Model (ICM) of career development to promote optimal educational and 
career development outcomes for young people. Their framework and clinical rea-
soning approach assume that focusing on youths’ educational and career develop-
ment will also have positive consequences for their well-being and psychological 
health. Their clinical reasoning focuses on understanding where the client is relative 
to the six developmental tasks of the ICM model to identify where the client is in 
relation to those tasks. Problem areas within those tasks then become the target for 
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subsequent assessment, prevention, and intervention activities. Owens’ guiding 
framework also attends to young people’s career development, although this area of 
functioning is only one area of clients’ lives that is a focus of her framework. 
Specifically, Owens describes her framework as the Strengths-Based Inclusive 
Theory (S-BIT) of Psychotherapy, explaining that the three core assumptions and 
four theoretical propositions of S-BIT overlap with her Strengths-Based Inclusive 
Theory of Work (Owens et al., 2019). Her approach to clinical reasoning uses the 
assumptions and propositions of S-BIT to understand what is occurring for the cli-
ent, and what aspects of their life need to be assessed and addressed in counseling. 
Owens particularly emphasizes the importance of considering clients’ strengths in 
addition to their areas of struggle. Her approach to clinical reasoning also empha-
sizes the need to understand how a client’s cultural, developmental, environmental, 
and societal contexts have influenced their current situation, as well as how these 
context can be leveraged to improve their mental health and well-being.

Hanson and colleagues’ and Socholotiuk’s guiding frameworks and clinical rea-
soning approaches place less emphasis on career development and more emphasis 
on assessment. Nonetheless, both chapters also emphasize the holistic, humanistic, 
and context-sensitive ways of working with child and youth clients. Hanson and 
colleagues’ guiding framework combines Collaborative/Therapeutic Assessment 
(C/TA) with Measurement-Based Care (MBC), although they emphasize that they 
implement C/TA and MBC in a client-centered way. An implication of their client- 
centered approach to C/TA and MBC is that, in their clinical reasoning, they empha-
size the importance of actively collaborating with and privileging the perspective of 
the client. Furthermore, they propose that the process of developing an understand-
ing of the client can be conducted in a way that is therapeutic for the client, thus 
blurring the distinctions between assessment and interventions. Socholotiuk’s guid-
ing theoretical framework also emphasizes a client-centered approach to developing 
an understanding of the client. Her Humanistic Empirical Assessment framework 
emphasizes the appropriate selection and use of appropriate psychological mea-
sures and clinical interviewing, where “appropriate” is defined in terms of the spe-
cific client and their life context. As such, her clinical reasoning model focuses on 
interpreting assessment results in a way that attends to the complexities of the spe-
cific client’s developmental context and considers the perspectives of multiple 
informants in the client’s life.

Prominent across all these theoretical frameworks and approaches to clinical rea-
soning is an emphasis on the ways that the external contexts of a child or youth’s 
life, including diversity and social–cultural influences and other forms of diversity, 
may be contributing to their situation. Consistent with the core knowledge and val-
ues of counseling psychology, the approaches described in the preceding chapters 
also assume that clients come to counseling with strengths that need to be attended 
to, either explicitly as articulated in Dik and colleagues’ and Owens’ approaches, or 
implicitly by adopting a client-centered perspective, as indicated by Hanson and 
colleagues and Socholotiuk. Furthermore, it is perhaps not a coincidence that the 
two chapters written by authors from the United States describe explicit 
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connections between their approaches and young people’s career development, 
which is consistent with the American Psychological Association’s (2008) descrip-
tion of counseling psychologists’ specialized knowledge base.

 Approaches to Mental Health Assessment

The preceding chapters indicate that counseling psychologists in the United States 
and Canada use a wide range of assessments when working with children and youth, 
and approach the assessment process itself in somewhat individualized ways. 
Building on their ICM model, Dik and colleagues discuss the importance of assess-
ing all six aspects of a young person’s life that are identified as central to 
ICM. Although the question of what to assess is consistent, they explain that the 
assessment process can be conducted using a variety of measures, interview ques-
tions, and career-specific exploration tools such as O*NET and PathwayU. In addi-
tion, they recognize the ways that external contexts, such as economic constraints 
and marginalization can interfere with optimal career development, and highlight 
the need to explore “ways in which discrimination, marginalization, and other con-
textual factors have and/or have not influenced their client.” Within her S-BIT of 
Psychotherapy, Owens proposes an approach to assessment that she calls the 
Balanced Diagnostic Impressions (DICE-PM) Model. Her DICE-PM acronym 
identifies the core components of this approach: (1) Diagnosis, (2) Individual 
strengths and weaknesses, (3) Cultural assets and struggles, (4) Environmental 
resources and deficits, (5) Physical wellness and health concerns, and (6) Mental 
health. She also argues that a balanced approach to assessment that focuses on 
strengths in addition to deficits/problems should be an important part of any assess-
ment process that a counseling psychologist may engage in. Moving away from the 
question of what areas of a child or youth’s life should be the focus of assessment, 
Hanson and colleagues focus on the assessment process; they present a six-stage, 
semi-structured approach to conducting mental health assessment. Their approach 
is agnostic in terms of the specific measures that are recommended or proposed to 
be useful but adheres to the principles of C/TA and MBC.  To elaborate, their 
approach emphasizes the integration of assessment and prevention/intervention, 
rather than conceptualizing assessment as a distinct component of providing psy-
chological services to young people. Finally, Socholotiuk’s approach to assessment 
is grounded in Messick’s theory of validity, where the focus is on validating the 
meaning of score interpretations rather than the selection of “valid measures” per 
se. Thus, she emphasizes the evaluation and integration of all available evidence and 
theoretical rationales for making diagnostic conclusions about the client. 
Furthermore, she assets that the client’s specific context should be considered in the 
choice of measures used in assessment, and so should the underlying values, includ-
ing potential negative consequences, of using a particular measure with a client.

Despite their differences in emphasis, the chapters from Dik and colleagues, 
Owens, Hanson and colleagues, and Socholotiuk all clearly demonstrate that 
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assessment is a core aspect of counseling psychologists’ scope of practice and, fur-
thermore, that there are approaches to assessment that are highly congruent with our 
specialization. All the authors emphasize the importance of proceeding in a holistic 
and client-centered way that attends closely to external, situational, and contextual 
influences when assessing children and youth. Furthermore, a majority of the chap-
ters also address the need to attend to the young person’s strengths and to consider 
social justice issues (e.g., marginalization; discriminatory use of assessment results) 
in the assessment process. It must be clarified that school and clinical psychologists 
may also emphasize these considerations in their approaches to assessment. 
Nonetheless, together, the client-centered, context-focused, strengths-based, and 
justice-sensitive approaches to assessment described in the preceding chapters are 
aligned with the specialized knowledge and central values of counseling psychology.

 Approaches to Prevention and Intervention

The situation is similar for the approaches to prevention and intervention that are 
described by Dik and colleagues, Owens, Hanson and colleagues, and Socholotiuk: 
Although psychologists from other specializations are likely to recognize and reso-
nate with some aspects the approaches described in these chapters, these approaches 
also shed light on how counseling psychologists conduct their counseling work with 
children and youth. Across the four chapters, there is less focus on implementing a 
particular set of intervention or prevention activities. Instead, the authors highlight 
the ways that their guiding frameworks, clinical reasoning approaches, and 
approaches to mental health assessment lead to the selection of a wide range of 
specific intervention or prevention activities, with the overarching questions being, 
“does the specific intervention or prevention activity fit with the underlying 
approach,” and “is the activity appropriate for the specific client’s situation?” In 
light of the previous descriptions of how the authors all have guiding frameworks, 
clinical reasoning approaches, and assessment approaches that are consistent with a 
counseling psychology perspective, it follows that their approaches to prevention 
and intervention also align with our specialization.

To elaborate, the focus of Dik and colleagues’ approach is to promote successful 
human development with the occupational and educational domains of a young 
person’s life. As such, it is not designed to inform psychologists’ provision of men-
tal health interventions per se. Instead, they propose that their approach serves a 
prevention function in supporting child and youth mental health. Given the litera-
ture revealing substantial connections between career/education and mental health 
(e.g., Hudson Breen & Lawrence, 2021), Dik and colleagues are justified in their 
proposition that promoting improved functioning and outcomes in the former will 
enhance a young person’s well-being such that they are less likely to require mental 
health interventions. Socholotiuk’s chapter is similar in that she does not delineate 
a specific approach to mental health prevention and intervention. Instead, she pro-
vides an in-depth description, illustrated by her case description, of how her 
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humanistic empirical assessment approach can be integrated into the counseling 
process. As such, she demonstrates how counseling psychologists can utilize her 
approach within their overall mental health prevention and intervention work. 
Specifically, she describes how to maintain a therapeutic focus in (1) the referral 
questions are framed, (2) the process of obtaining consent to treatment, (3) the way 
that the assessment process is conducted, (4) the interpretation of information 
obtained, and (5) the way that findings are communicated to clients. Hanson and 
colleagues also describe an approach to mental health prevention and intervention 
that is intertwined with their approach to assessment. Their MBC approach to prac-
tice uses information from ongoing assessment of clients to guide the selection of 
interventions and to determine whether there is a need to change the intervention 
strategy to prevent client deterioration. Finally, Owens’ approach expands the psy-
chologist’s focus beyond intervention and prevention to address the promotion of 
positive well- being as a core component of working with child and youth clients. 
Within her S-BIT of Psychotherapy, a counseling psychologist may draw on a vari-
ety of techniques to facilitate goals related to prevention, intervention, and well-
being promotion, as long as those techniques align with the core assumptions and 
theoretical propositions of her approach and are developmentally appropriate for 
the client. Owens also provides several examples of the kinds of techniques that are 
compatible with her S-BIT of Psychotherapy and that can be adapted to the client’s 
developmental state: hope-promoting strategies, motivational interviewing, solu-
tion-focused therapy, behavior therapy, and techniques to promote empowerment.

 Future Directions and Conclusion

The preceding chapters provide innovative and practical suggestions for counseling 
psychologists to work with children and youth to approach their practice in ways 
that are congruent with our specialized knowledge and core values. However, it 
must be recognized that these approaches are not static; in the future, they are likely 
to change in response to the authors’ ongoing practice experiences, the emergence 
of research findings that challenge the status quo, and the evolving sociopolitical 
landscape of the United States and Canada. Similarly, counseling psychology as a 
specialization has and will continue to adapt in response to similar forces in the 
academy and in society.

The way that counseling psychology has integrated emerging technologies into 
practice provides a salient example of our need to adapt to external circumstances. 
Counseling psychology has over 50 years of history with using computers to facili-
tate practice, particularly in terms of providing career guidance (Harris-Bowlsbey, 
2013). This history is reflected in some of the tools used in the case illustrations 
provided in the Dik and colleagues and Hanson and colleagues chapters. However, 
the COVID-19 pandemic of the early 2020s greatly accelerated the adoption of 
technologies to allow psychologists to work remotely, to the point where many psy-
chologists believe that remote service delivery has become a permanent part of their 
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practice (Pierce et al., 2021). Therefore, in the not so distant future, discussions of 
how to approach clinical reasoning, assessment, prevention, and intervention are 
likely to need to address how we can and should adapt our work, when providing 
services to children and youth through the computer screen.

Another new direction in which counseling psychology will need to grow and 
adapt as a profession is to respond in a meaningful way to social movements seek-
ing to challenge inequities and injustices in society, such as the MeToo movement, 
Black Lives Matter, and, in Canada, calls to implement Truth and Reconciliation to 
redress the destruction and trauma to indigenous communities caused by the resi-
dential school system (Fellner et al., 2020; Gómez & Gobin, 2020). Specifically, as 
Sinacore and others have explained, there is a need to more fully integrate advocacy 
into our scope of practice. Consequently, it is likely that counseling psychologists in 
the future will be expected to articulate our approaches to advocacy alongside our 
descriptions of how we approach assessment, prevention, and intervention. The 
Integrated Social Justice Consultation Model that Sinacore describes in her legacy 
chapter, as well as the numerous ways in which she has promoted justice and human 
rights through her involvement in national and international associations for psy-
chology, provide clear examples of how it is possible to integrate advocacy into 
counseling psychology practice.

To conclude, Sinacore’s legacy chapter and the other four chapters in the coun-
seling psychology section of this book each describe distinct ways of working to 
address and improve mental health in children and youth. Nonetheless, at this point, 
it should be evident they all share some underlying themes reflecting the way that 
counseling psychology as a specialization approaches practice. As counseling psy-
chology, and the profession of psychology as a whole, respond to future changes in 
American and Canadian society, I look forward to discovering how the approaches 
presented in this section, and in our book as a whole, will grow and adapt to con-
tinue meeting the needs of children and youth.
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Chapter 20
Conclusion: Thematic Integration of Child 
and Youth Mental Health Practice Across 
School, Clinical, and Counseling 
Psychology

Jac J. W. Andrews

Abstract This chapter summarizes and integrates the information presented by the 
authors within this book relative to guiding frameworks, clinical reasoning 
approaches, and mental health assessment, prevention, and intervention that pro-
mote the well-being of children and youth within and across the disciplines of 
school, clinical, and counseling psychology.

The authors of this book have provided chapters that provide information on clinical 
decision-making and how those decisions develop in professionals across the disci-
plines of school, clinical, and counseling psychology and with respect to the mental 
health assessment, prevention, and intervention of children and youth and their 
well-being. All the authors have provided their guiding frameworks for psychologi-
cal practice, their clinical reasoning approach, mental health assessment approach, 
and ways to provide prevention and intervention for children and youth relative to 
their mental health. In every one of the chapters, we are reminded of the importance 
of situation and context, the influence of many dynamic and intersecting events 
(e.g., parenting influences, social–environmental influences), and the impact of 
developmental processes that shape the development and maintenance of mental 
health within and across children and adolescents.

The chapters in this book present the individual experiences of the authors con-
cerning their involvement and address of mental issues of children and adolescents. 
Hence, because of the nature and scope of this book, their experiences are selective 
and representative of their own professional state and journey. Therefore, they may 
not reflect the experiences of all psychologists within and across the disciplines of 
school, clinical, and counseling psychology. Nevertheless, all the authors under-
score a consensus of general understanding of mental health assessment, preven-
tion, and intervention. In this regard, while there are some differences across the 
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disciplines of school, clinical, and counseling psychology, there is also a similarity 
of frameworks and approaches. For example, there is more focus within school 
psychology on academic skill and function of children and adolescents, linguisti-
cally diverse children and youth, early identification, intervention, and enhanced 
service system integration, and school misfits. There is more emphasis in clinical 
psychology on clinical practice guidelines, the influence of family and parenting on 
externalizing behavior, and considerations of children and youth with behavior and 
mood disorders. There is more emphasis in counseling psychology on feminist per-
spectives, career development, collaborative and therapeutic assessment and care, 
and positive psychology. However, psychologists across the disciplines are more the 
same than different relative to their address of mental health issues of children and 
youth with respect to their intellectual, emotional, social, and behavioral adjust-
ment. More specifically, the authors in the book who represent the disciplines of 
school, clinical, and counseling psychology present a common focus with respect to 
the influences of contextual factors and supports relative to mental health across 
children and youth (e.g., social, cultural, developmental, environmental), as well as 
their common support for the implementation of evidence-based approaches to 
assessment, prevention, and intervention. Moreover, all authors indicated the impor-
tance of recognizing, understanding, and focusing on child and youth strengths and 
assets along with their weaknesses and indicated their support for social advocacy 
and social justice relative to the well-being of children and youth.

Importantly, the authors in this book bring consensus to the view that the mental 
health of children and youth includes consideration of the antecedents and conse-
quences of mental health issues, the personal and interpersonal challenges they 
face, as well as the variable cultural contexts, variant gender qualities, multiple 
cross intersections of strengths and weaknesses, and the many barriers impeding 
equity and inclusion. They also highlight the complexity of mental health of chil-
dren and youth and the importance of psychologists within and across the disci-
plines of school, clinical, and counseling psychology to be well trained, 
knowledgeable, skillful, wise, and understanding in their work with children and 
youth and their life journeys, which requires psychologists to be empathic, person-
able, and adaptable.

One of the unique features of this book was to present the legacy of distinguished 
researchers, scholars, and practitioners in school, clinical, and counseling psychol-
ogy. The legacy chapter authors were asked to provide information about their 
beginnings as a researcher and scholar in their discipline; their journeys related to 
their research and scholarship; their highlights from their research and scholarship; 
their significant learnings and developments; their theoretical and empirical insights 
from their work; their practical applications from their research and scholarship; 
their insights about clinical reasoning, assessment, prevention, intervention with 
respect to child and youth mental health, their current perspectives and implications 
about their research and scholarship; and their plans for future research and scholar-
ship. In this regard, Don Saklofske provided specific examples from his research, 
teaching, and practice that were drawn from his descriptions of intelligence, emo-
tional intelligence, and resilience. Catherine Costigan shared examples from her 
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research that focused on family and ecological influences on mental health, concen-
trating in particular on her research with families who have immigrant and refugee 
backgrounds and on the interventions she and her colleagues have developed. Ada 
Sinacore highlighted her theoretical work in the areas of feminism, multicultural-
ism, social justice, and human rights. Although the three legacy authors differed in 
their personal and professional life journeys in school, clinical, and counseling psy-
chology, there were also many similarities across the authors based on past and 
current journeys as researchers, scholars, and practitioners. They all presented 
themselves in ways that suggested strength of character, courage of conviction, and 
the importance of principles and values in their work. They all paid tribute to the 
collaborations they had and have with mentors and colleagues. They all noted the 
importance of research and theory in their work. They all characterized themselves 
as being passionate, curious, and interested in their psychological work. They all 
indicated how cultural, familial, and social systems, structures, and values influence 
the identities of children and youth. They all shared interest in building capacity and 
empowerment. They all represented themselves as science practitioners although 
they also indicated a confluence of subjectivity and objectivity in their work. They 
all presented a mindful-strategic approach to clinical reasoning and implicated the 
importance of critical thinking. They also noted the importance of attending to the 
intersections of diversity, equity, inclusion, human rights, and social justice as well 
as to the importance of advocacy for the well-being of children and adolescents.

The primary focus of the book has been on the mental health assessment, preven-
tion, and intervention of children and youth toward promoting their well-being 
within and across the disciplines of school, clinical, and counseling psychology. 
Authors were instructed to provide chapters with respect to the focus of the book 
and with particular attention to their guiding framework, clinical reasoning approach, 
mental health assessment approach, and approach to prevention and intervention 
that was to be further exemplified by a case study. The decision to format and struc-
ture the book around these primary areas was because of the perspective that these 
are not only critical areas that psychologists within and across the disciplines of 
school, clinical, and counseling psychology attend to and are accountable for to 
their address of mental health issues and challenges of children and youth but also 
because it provided a way for this book to present a confluence of guiding frame-
works, clinical reasoning and mental health assessment approaches, and approaches 
to prevention and intervention. Guiding frameworks are considered to be the con-
ceptual bases for how psychologists approach their understanding and address of 
mental health issues of children and youth that are typically associated with their 
clinical reasoning approaches (case conceptualization, clinical assessment, clinical 
judgment, critical thinking, and professional knowledge, experience, and account-
ability) that underscores and forms their decisions about how to deliver prevention 
and intervention services for promoting the well-being of children and adolescents 
(see Fig. 20.1).

As noted in the introduction chapter of this book, the authors in the sections of 
school, clinical, and counseling psychology were asked to present their guiding 
frameworks, clinical reasoning approaches, approaches to mental health 
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Fig. 20.1 Guiding framework for promoting child and youth well-being

assessment, and experiences with and examples of prevention and intervention. As 
would be expected, the authors focused their chapters on their particular interests 
and experiences relative to the mental health of children and youth.

In the school psychology section, Judith Wiener provided a chapter that focused 
on the assessment of culturally and linguistically diverse children and adolescents. 
Matthew K. Burns and his colleagues provided a chapter that focused on a way to 
facilitate the success of students in reading and math. Doris Paez provided a chapter 
that focused on creating solutions for children who do not fit into a majority society, 
and Shannon Stewart provided a chapter that focused on an integrated assessment- 
to- intervention approach to enhance integrated care.

In the clinical psychology section of the book, Martin Drapeau provided a chap-
ter that focused on the importance of considering research and clinical practice 
guidelines when delivering clinical services. Amori Yee Mikami provided a chapter 
that provided information relative to the peer relationship problems of children and 
youth with ADHD and focused on psychosocial interventions. David Kopala Sibley 
presented a chapter that focused on a dynamic-interactionist framework with refer-
ence to mood disorders in children and adolescents. In this chapter, the role of par-
enting and child development is highlighted along with the influences of temperament 
and personality states and traits leading to the use of such approaches as mindfulness- 
based cognitive therapy and emotion-focused therapy. Jen Theule provided a chap-
ter that focused on children’s behavior relative to parents’ degree of intersection of 
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nurturance and warmth and structure particularly regarding the development of 
externalizing behaviors.

In the counseling psychology section, Krista Socholotiuk’s chapter emphasized 
a humanistic-client-centered approach for developing an understanding of children 
and youth with consideration of the complex interplay of temperament and proxi-
mal and distal influences. Rhea Owens’ chapter attended to young people’s career 
development by taking a strengths-based approach with emphasis on cultural, 
developmental, environmental, and societal contexts. Bryan Dik and colleagues 
described their work in their chapter as being guided by Lapan’s Integrative 
Contextual Model (ICM) of career development to promote optimal educational and 
career development outcomes for young people. William Hansen and his colleagues 
focused on collaborative therapeutic assessment and measurement-based care in 
their chapter that addresses growth and change by way of self-verification, self- 
enhancement, self-efficacy, and self-discovery and guided by collaboration, open-
ness, and respect.

As noted previously and discussed below, although there are some differences 
within and across the disciplines of school, clinical, and counseling psychology 
relative to psychologists guiding frameworks, clinical reasoning approaches, mental 
health assessment approaches, and ways for prevention and intervention of mental 
health concerns of children and youth based on the information presented in the 
chapters, there is also much in common across the authors in this book relative to 
the focus areas of the book and their chapters.

 Guiding Framework

Across the chapters within the school psychology section of the book, the authors 
highlighted guiding frameworks they refer to related to their theoretical and concep-
tual foundation for better understanding and addressing the mental health issues 
facing the children and youth they have worked with. For example, the developmen-
tal and ecological systems frameworks were noted by authors as the basis for foun-
dational conceptualization. In addition, the authors noted the importance of 
implementing early intervention and school-based mental health services to reduce 
barriers, provide equitable services, and improve long-term individual, family, and 
social outcomes. They also noted the targeting of interventions within a skill-by- 
treatment approach involving the identification of the most fundamental skills with 
which children and youth struggle.

Across the chapters in the clinical psychology section of the book, the authors 
highlighted various guiding frameworks they refer to concerning their theoretical 
and conceptual foundation for better understanding and addressing the mental 
health issues facing the children and youth they have worked with. For example, 
family systems theory, attachment theory, resilience theory, and dynamic- 
interactionist models were noted by authors as their basis for foundational concep-
tualization. In addition, authors noted the importance of considering research and 
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using evidence-based practices when delivering clinical services, the importance of 
identifying risk factors and protective factors within families, the importance of 
considering ecological contexts and social inequities that shape the trajectories of 
health and well-being, and the importance of peer relationships of children 
and youth.

Across the chapters in the counseling psychology section of the book, the authors 
highlighted various guiding frameworks they refer to concerning their theoretical 
and conceptual foundation for better understanding and addressing the mental 
health issues facing the children and youth they have worked with. For example, 
humanistic theory, developmental theory, and the integrative contextual model were 
noted by authors as their basis for foundational conceptualization. In addition, 
authors noted the importance of a strengths-based approach for addressing well- 
being, the importance of considering cultural, environmental, societal, and develop-
mental influences on mental health, the importance of establishing preventative 
buffers against problematic health symptoms, the importance of interconnecting 
assessment with prevention and intervention efforts and approaches and the impor-
tance of considering the individualistic self-efficacy, self-regulation abilities, and 
self-identity across children and youth.

Although all the authors presented guiding frameworks as a basis of their theo-
retical and conceptual foundations for addressing the mental health of children and 
youth, there is consensus for considering health problems and possible discordance 
between the developmental issues of the children and youth relative to environmen-
tal demands. Hence, the importance of addressing mental health problems in con-
textually sensitive ways. There was a shared recognition for the importance of 
gaining and understanding the thoughts, feelings, and behaviors of children and 
youth in association with their strengths and deficits within their situational contexts 
and empowering children and youth to achieve healthy balance and growth.

 Clinical Reasoning Approach

A psychologist’s clinical reasoning approach interacts with their guiding frame-
work. Across the chapters within the school psychology section of the book, the 
authors highlighted the clinical reasoning approaches they use for better under-
standing and addressing the mental health issues facing the children and youth they 
have worked with. For example, some authors noted using an integrative approach 
for assessment, prevention, and intervention with particular attention to biological, 
psychological, social–cultural aspects relative to the experience of children and 
youth and implementing principles for guiding the clinical reasoning process (e.g., 
respect for people and persons).

Across the chapters in the clinical psychology section of the book, authors high-
lighted the clinical reasoning approaches they use for better understanding and 
addressing the mental health issues facing the children and youth they have worked 
with. For example, the consideration of person-by-environment models, state-trait 
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models of personality, temperament–psychopathology interactions, the intersection 
of nurturance and structure of parents, the personal identity formation of children 
and youth, and the consideration of structural levels of influence such as power 
structures that benefit some and disadvantage others.

Across the chapters in the counseling psychology section of the book, the authors 
highlighted clinical reasoning approaches they use for better understanding and 
addressing the mental health issues facing the children and youth they have worked 
with. For example, authors noted the importance of considering issues of social 
justice and diversity within clinical reasoning approach, the importance of being 
holistic and child and youth-centered (e.g., by increasing child and youth engage-
ment, responsibility-taking, self-understanding, and increased compliance), and 
being guided by collaboration, humility, openness, curiosity, compassion, and 
respect.

Although all the authors presented particular clinical reasoning approaches for 
addressing the mental health of children and youth, there is consensus for focusing 
on the strengths of children and youth and their interaction with the challenges they 
face, being collaborative in approach, and considering ecological contexts in clini-
cal reasoning approach.

 Mental Health Assessment Approach

Central to providing prevention and intervention for children and youth toward pro-
moting their well-being is a psychologist’s approach to mental health assessment. 
Across the chapters within the school psychology section of the book, the authors 
highlighted various mental health assessment approaches they use for better under-
standing and addressing the mental health issues facing the children and youth they 
have worked with. For example, authors noted the importance of establishing trust 
and being sensitive and empathic in the assessment process, using social justice–
oriented assessment, facilitating insight and imparting knowledge in the assessment 
process, ensuring that assessment is driven more toward intervention than classifica-
tion, understanding, and focusing on strengths and adaptive skills in a context that 
facilitates rather than impedes learning, development, and adjustment, using ana-
lytical and critical thinking skills within the assessment process, and implementing 
valid and reliable assessment techniques.

Across the chapters in the clinical psychology section of the book, authors high-
lighted mental health assessment approaches they use for better understanding and 
addressing the mental health issues facing the children and youth they have worked 
with. For example, authors noted the importance of conducting interviews with chil-
dren and adolescents along with their parents as well as using parent and child and 
youth self-report measures and issue-focused questionnaires; other authors noted 
the importance of getting full descriptions of the mental health concerns and con-
ducting functional behavior analysis to determine what is driving the behaviors of 
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the child or youth and the importance of assessing their peer relationships by way of 
interviews, sociometric approaches, and behavioral observations.

Across the chapters in the counseling psychology section of the book, the authors 
highlighted various mental health assessment approaches they use for better under-
standing and addressing the mental health issues facing the children and youth they 
have worked with. For example, authors noted the importance of integrating assess-
ment within prevention and intervention, the importance of considering and assess-
ing ways in which discrimination, marginalization, and context influence the lives 
of the children and youth, balancing the assessment of strengths with the assessment 
of deficits, and the importance of determining the interaction of the social context 
relative to the mental health concerns of the child or youth. In addition, the authors 
highlighted the important steps to undertake in the assessment process such as 
determining the nature and scope of the referral by listening, valuing, exploring the 
input of the child or youth and significant others (e.g., parents), considering the 
benefits and risks relative to the assessment process (e.g., diagnosis of mental disor-
der), the importance of careful selection and appropriate administration of assess-
ment measures, the importance of accountable evaluation and synthesis of gathered 
information, and respectful and constructive communication of the results. The 
authors also noted the importance of considering contextual supports and resources 
for concerns identified in the assessment process, and the considerations of identi-
fied concerns through the assessment process with respect to normative develop-
ment and associated developmental processes.

Although all the authors presented particular mental health assessment 
approaches for better understanding and addressing the mental health of children 
and youth, there is consensus about ensuring the appropriate procedures in the 
assessment process (e.g., determining the nature and scope of the referral problem; 
conducting background information collection and review; diligent focus on the 
selection and use of assessment measures; careful and accountable evaluation of 
assessment data, sensitive, respectful, and constructive reporting and feedback; 
attention to the contextual and cultural influences (e.g., nationality, ethnicity, social 
class, religion)) as well as to possible barriers, and linking assessment information 
to prevention or intervention strategies and programs.

 Prevention and Intervention

Central to providing prevention and intervention for children and youth to promote 
well-being are the guiding frameworks, clinical judgment, clinical reasoning, and 
assessment approaches that lead to the recommendation and follow-up. Across the 
chapters in the school psychology section of the book, authors highlighted various 
prevention and intervention considerations and examples they have undertaken for 
better addressing the mental health issues facing the children and youth they have 
worked with. For example, authors noted the importance of a multi-tiered approach 
in providing prevention and comprehensive evidence-based intervention in schools. 
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Authors also highlighted the importance of considering the protective and risk fac-
tors, cognitive-behavioral strengths and weaknesses, social–cultural factors, family 
factors, school and classroom factors, resilience factors in designing and delivering 
interventions. In addition, the authors discussed the importance of cross-sector col-
laborations, meaningful engagements with family, training and supporting school 
personnel relative to the provision of interventions, the targeting of specific skill 
acquisition and performance, and ensuring that preventions/interventions are strate-
gic and practical.

Within and across the chapters in the clinical psychology section of the book, the 
authors highlighted various intervention considerations and examples they have 
undertaken for better addressing the mental health issues facing the children and 
youth they have worked with. For example, the authors noted the importance of 
using clinical practice guidelines in support of evidence-based interventions, and 
the use of multiple systems and coordination between them that are culturally tai-
lored and multifaceted. In addition, the authors presented the importance of infusing 
behavioral management approaches and social-skills training with interventions, 
and the consideration of psychotherapy, pharmacotherapy, parental training, 
mindfulness- based cognitive approaches, and emotion-focused therapy.

Across the chapters in the counseling psychology section of the book, the authors 
highlighted various intervention considerations and examples they have undertaken 
for better addressing the mental health issues facing the children and youth they 
have worked with. For example, some authors noted the importance of career and 
education within mental health interventions, and ensuring the developmental 
appropriateness and child and youth empowerment. In addition, authors highlighted 
the importance of imparting a sense of hope and optimism that may buffer some of 
the mental health symptoms, and providing interventions that reduce negative out-
comes and enhance positive outcomes.

Although all the authors presented particular intervention considerations and 
approaches for addressing the mental health of children and youth, there is consen-
sus that promotion of well-being is a core component of prevention and interven-
tion, that there is appropriate attention to the individual situations of the children 
and youth, and that there be attention to social justice and advocacy for children and 
youth beyond the individually delivered preventions and interventions for address-
ing child and youth well-being.

In the end, the chapters in this book exemplify the essence of the quote at the 
beginning of the introduction chapter and presented again at the end of this conclud-
ing chapter:

From our shared thinking relative to applied psychological research, theory, and practice 
and our shared psychological clinical experience, we can be both validated and enriched 
relative to our developing wisdom and excellence with respect to our services to children 

and youth. Andrews, 2017.
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Acceptance and Commitment Therapy 
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