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Abstract 

With the growing diversity within the US population and notable barriers to accessing behavioral 

health care, marginalized youth (i.e., youth who experience discrimination and exclusion because 

of unequal power relationships across economic, social, and cultural dimensions) are placed at 

risk for developing psychosocial and mental health problems. Promoting evidence-based 

interventions (EBIs) through school-based mental health services may improve accessibility and 

quality of care for marginalized youth facing mental health disparities. Given the need to 

enhance equity in youth mental health care, we provide guidelines for implementing and 

adapting EBIs with marginalized youth in under-resourced schools. First, we offer 

recommendations for overcoming barriers to implementing EBIs in under-resourced schools 

while emphasizing the importance of using a community-based participatory research approach 

for implementing and sustaining EBIs. Following, we discuss techniques for tailoring culturally 

sensitive interventions that better engage marginalized youth and their families in school-based 

prevention and treatment. These cultural tailoring techniques include adapting communication 

styles, emphasizing family values, and considering how sociopolitical history can impact youth, 

their families, and their communities. We hope these guidelines offered might inform more 

equitable practice in youth mental health care and motivate future studies advancing evidence-

based mental health care with marginalized youth in under-resourced schools.  

Keywords: evidence-based interventions; culturally sensitive interventions; youth mental 

health; school mental health; mental health disparities  



GUIDELINES FOR ADAPTING EBIs 3 

Guidelines for Adapting Evidence-based Interventions with  

Marginalized Youth in Under-Resourced Schools 

Mental health issues are rising among adolescents aged 12-17, with an increase of 52% in 

significant internalizing symptoms since 2005 (Twenge et al., 2019). For youths from low-

income families, those within the juvenile justice and child welfare systems, ethnic minority 

youths, and those with substance abuse problems, mental health issues are even worse (Masi & 

Cooper, 2006). Populations that may be especially vulnerable to lower rates of mental health 

services include underserved youth and the uninsured (Kataoka et al., 2002). Marginalized 

youth—who experience discrimination and exclusion because of unequal power relationships 

across economic, social, and cultural dimensions—represent a considerable proportion of the 

entire population in the United States, yet they often have less access to mental health care 

compared to their white peers. Furthermore, the care available to marginalized youth is 

frequently poorer quality compared to care provided to the white population (Maura & Weisman 

de Mamani, 2017; Mental Health, 2001). Several reasons for this disparity include lack of 

community-based interventions, unequal access to evidence-based practices, and lack of 

resources to fund health services (Mongelli et al., 2020). Furthermore, research shows that, 

compared to the white population, marginalized populations are 20–50% less likely to seek out 

mental health services and 40–80% more likely to drop out of treatment prematurely (Aggarwal 

et al., 2016).  

 Historically, school-based interventions have played an important role in efforts to 

overcome healthcare access barriers for children and adolescents. Given that children and 

adolescents spend a major part of their life in schools and families spend a good amount of time 

addressing school-related concerns, schools have become a central system for addressing 
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children’s needs beyond academics (Kratochwill, 2007). With the increase in school-based 

services, these interventions can potentially improve access and health outcomes, especially for 

youth in greatest need (Britto et al., 2001). School-based interventions are considered key to 

improving access to quality mental health care, especially because low-income and ethnically 

diverse students are more likely to seek and receive school-based supports compared to clinic-

based treatments (Jaycox et al., 2010). Likewise, schools offer an ideal setting for prevention, 

intervention, and wellbeing promotion that can be supported by daily school-home 

communication. Compared to services provided in other settings, school-based interventions may 

be more timely, accessible, and efficient—and they are capable of reaching larger numbers of 

children in need (Fazel et al., 2014). As such, school-based services can provide immediate and 

continuing mental health resources to students without requiring families to search for sources of 

care that are already limited (O’Connell et al., 2009).   

 Many interventions for prevention and treatment of common mental health problems in 

school settings have been developed and validated yet few of these evidence-based interventions 

(EBIs) have been successfully implemented and sustained in real-world schools over time 

(Kutash et al., 2006). Research shows that EBIs are not often adopted, implemented, and 

maintained in community settings the way they were designed to be (Dingfelder & Mandell, 

2011). To increase successful implementation and sustainment of EBIs in school settings, one 

solution may be to emphasize the development of culturally sensitive interventions with 

marginalized youth. Culturally sensitive interventions (CSIs) are characterized by awareness of 

culture, acquisition of knowledge about cultural aspects, and capacity to distinguish between 

culture and pathology. CSIs have shown to reduce stigma, increase treatment seeking among 

underserved populations, increase treatment duration, and improve outcomes for individuals 
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from marginalized groups (Bernal & Sáez-Santiago, 2006). CSIs are crucial for decreasing 

disparities in youth mental health outcomes, especially since marginalized youth are placed at 

risk of developing psychosocial and mental health problems including substance and alcohol use, 

delinquency, low academic achievement, and poor self-esteem (Jackson, 2009).  

CSIs have been shown to be more effective than traditional EBIs. For example, a study 

conducted by Jackson-Gilfort and colleagues (2001) has shown that incorporating culturally 

sensitive and relevant content in therapy improved client engagement, resulting in enhanced 

rapport between the client and clinician. Furthermore, a review of outcome studies in which 

Latinx participants were significantly represented in the sample found that the majority of 

culturally tailored studies reported positive outcomes associated with measures of health, 

substance abuse, and mental health (Jani et al., 2009). Other reviews of family-based prevention 

interventions for African Americans, Hispanic, Asian/Pacific Islander, and American Indian 

families have found that CSIs can improve engagement and retention of underserved youth and 

their families (Kumpfer et al., 2002). Interestingly, one study found that cultural adaptations of 

an intervention could potentially weaken the treatment effectiveness while improving retention 

of therapy participation with families (Kumpfer et al., 2002). It is therefore essential to find a 

balance between EBI fidelity and culturally-informed care so that youth and their families have a 

better chance of staying engaged with services and improving their mental health outcomes.  

 Given the importance of adapting EBIs with underserved youth to enhance equity in 

youth mental health care, the purpose of this paper is to provide guidelines for implementing and 

adapting EBIs with marginalized youth in under-resourced schools. Prior to embarking on these 

guidelines, however, we would like to acknowledge existing studies that have examined 

culturally relevant EBIs in schools in addition to discussing implementation considerations, 
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barriers, and supports (Aston & Jr., 2016; Beeks & Graves Jr., 2016; McGoey et al., 2016; Ryan 

et al., 2016; Schaffner et al., 2016). These works have tested EBIs under less-than-optimal 

conditions while providing examples of culturally-informed adaptations to intervention planning 

or procedures. Themes from these studies involve unique considerations and barriers to 

implementing interventions across positive behavior intervention system of supports in a 

culturally diverse setting. We hope to continue and build upon this conversation by providing 

additional guidelines for implementers of EBIs to provide and adapt these interventions with 

marginalized youth in under-resourced schools. For the remaining sections of this paper, when 

we refer to implementers of EBIs, we mean anyone who is using EBIs in a school setting, 

including (but not limited to) teachers, counselors, researchers, and school-based clinicians. First, 

we offer recommendations for overcoming barriers to implementation of EBIs in under-

resourced schools while emphasizing the importance of using a community-based participatory 

research approach for implementation and sustainment of EBIs. Following, we discuss 

techniques for tailoring culturally-sensitive interventions that better engage marginalized youth 

and their families in school-based prevention and treatment. These tailoring techniques include 

adapting communication styles, emphasizing family values, and considering how sociopolitical 

history can impact youth, their families, and their communities. We hope the guidelines offered 

in this paper might help inform more equitable practice in youth mental health care and motivate 

future studies to advance evidence-based mental health care in under-resourced schools with 

marginalized youth.  

Overcoming Barriers to Implementing EBIs in Under-Resourced Schools 

 Implementing EBIs in under-resourced school districts may be challenging for several 

reasons. Mental health teams consisting of both school district and community mental health 
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agency employees are often used in under-resourced schools (Markle et al., 2014). Having 

multiple providers from different organizations may lead to a system of care where goals are not 

aligned, and roles and responsibilities are unclear (Eiraldi et al., 2015). Furthermore, in under-

resourced school districts, staff are often limited and competing priorities could potentially 

exacerbate staff shortage for implementation in these settings (Caskey & Kuperberg, 2014). 

Although school-based support staff and other employees are often not trained mental health 

providers, they might nevertheless be responsible for implementation yet may not agree with that 

role or see it as a priority within the school (Benjamin et al., 2014).  

 Using Domitrovich et al.’s (2008) contextual framework as a guide, we will briefly 

discuss the barriers to implementing EBIs in under-resourced schools at the individual-level, 

team-level, school-level, and macro-level. Several individual-level factors that can impede 

implementation include professional characteristics, psychological characteristics, and 

perceptions of and attitudes toward the intervention (Domitrovich et al., 2008). Professional 

characteristics include the implementer’s training, experience, and attitudes toward intervention 

while psychological characteristics may include the individual’s anxiety, anger, or other 

emotions about implementation. One logistical issue related to individual-level factors is the 

challenge for school staff in choosing the proper EBI due to a lack of a central clearinghouse 

where all approaches can be examined and compared at once. For example, evaluative listings of 

EBIs for potential use in schools may be found via the What Works Clearinghouse maintained 

by the Institute of Education Science (https://ies.ed.gov/ncee/wwc/), the Effective Child Therapy 

resource organized by the Society of Clinical Child and Adolescent Psychology 

(https://effectivechildtherapy.org), the Blueprints for Health Youth Development at the 

University of Colorado at Boulder (https://www.blueprintsprograms.org), or the National Center 

https://ies.ed.gov/ncee/wwc/
https://effectivechildtherapy.org/
https://www.blueprintsprograms.org/
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for Intensive Intervention sponsored by the American Institutes for Research 

(https://intensiveintervention.org). Instead of having a unified resource for reviewing EBIs, 

school staff tend to be responsible for navigating multiple resources and for figuring out the 

proper treatment protocols by deciding among different systems for evaluating and rating 

evidence supporting EBIs.  

Beyond individual-level factors, team-level factors in under-resourced schools may face 

challenges related to staff allocation, expertise level, and turnover that affect implementation and 

sustainment of EBIs (Markle et al., 2014; Mellin & Weist, 2011; Rubinson, 2002). In addition, 

school-level barriers may include funding and pragmatic issues related to intervention setting fit 

(Forman et al., 2009; Glisson, 2007). Expenses related to using EBIs can be costly due to the 

expensive nature of protocols. Furthermore, interventions that require additional training or 

ongoing developer support may lead to additional costs. On a macro-level, community factors 

influence the quality of implementation within schools, such as policies and financing, 

partnerships within the community, service fragmentation, and coordination of care (Cammack 

et al., 2014; Guevara et al., 2005). These factors include characteristics of the intervention, 

characteristics of families using the service, and financial cost (Eiraldi et al., 2015). Related to 

this framework, Eiraldi and colleagues (2015) provide comprehensive recommendations for each 

factor in overcoming EBI implementation barriers in under-resourced schools, which we briefly 

summarize next. 

To address individual-level factors, Eiraldi et al. (2015) suggest having a support system 

for clinicians, consulting and coaching, changing beliefs and attitudes toward implementation of 

EBIs, as well as sustaining individual efforts by providing staff with administrative support from 

the school and providing periodic booster training sessions. Recommendations for team-level 

https://intensiveintervention.org/
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factors involve holding regular meetings to establish role clarity and responsibilities, training 

someone at the administrative level who is less likely to leave in addressing staff turnover, 

finding ways to accommodate and support staff through their various needs and priorities, as 

well as improving teamwork. To address school-level factors related to lacking resources, they 

recommend universal programming, utilization of local sources, and strategies for supporting 

teaching technologies developed by Capella et al. (2008), such as contracting with mental health 

agencies or university-based programs with expertise in building that capacity. When funding is 

limited, interventions can be adapted by shortening sessions to save on implementation time and 

implementer costs (Eiraldi et al., 2015). Intervention protocols that are skill-based can also be 

adapted to a group-based format to serve more clients with fewer resources. To sustain 

improvement in school and classroom climate, school-wide positive behavioral interventions and 

supports (SWPBIS) is also recommended because of its preventive orientation, which reduces 

implementation costs while contributing to data-driven decision making, engaging the whole 

school staff, and promoting implementation fidelity and sustainability (Sugai & Horner, 2009). 

Finally, to address macro-level factors, Eiraldi et al. (2015) suggest encouraging multisystem 

collaboration (i.e., partnering with administration in schools and other community mental health 

agencies), identifying and reducing fragmentation via policy changes that promote integration of 

services, and engaging parents by acknowledging their values and expertise about their children, 

appreciating that they want to be good parents, reinforcing parents’ efforts to change, and giving 

them options for achieving intervention goals (Gross et al., 2014). 

An additional recommendation for overcoming barriers in implementation of EBIs in 

under-resourced school settings is to foster favorable working conditions for staff. In a study 

conducted by Schaeffer et al. (2005), several implementation strategies were adopted to create 
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opportunities to include the school system, parents, and other stakeholders in broader systemic 

change. First, presentations are recommended to train staff regarding movement towards the use 

of EBIs in real-world settings, with the intent of providing education that would foster favorable 

attitudes toward change (Drake et al., 2001). These presentations offer standardized intervention 

protocols to use evidence in improving the services that are provided to youth. Additionally, it 

may be helpful to train school staff in components of the targeted EBI (e.g., behavioral 

modifications, progressive muscle relaxation, etc.) during these presentations. Purchasing the 

protocols and making them available at one central location may also be beneficial in removing 

environmental constraints to accessing intervention materials (Cabana et al., 1999). Schaeffer et 

al. (2005) also encouraged staff to examine and copy manuals that would be helpful in their 

work, while providing resources necessary to copy materials. In a study conducted by Drake et 

al. (2001), staff were advised to set a goal for the year to examine the interventions available for 

their school level and to choose an intervention that will be implemented. Staff were also able to 

implement at least one EBI protocol in their schools, by using local peer influence for ongoing 

training, troubleshooting, and support (Drake et al., 2001). This approach has been shown to be 

effective in addressing barriers that may hinder school staff from using EBIs and thereby 

increase buy-in from implementers to implement and sustain such interventions.  

While fostering favorable conditions for staff may help increase the uptake of EBIs, 

another strategy for improving the implementation and sustainability of EBIs in under-resourced 

schools is to employ a community-based participatory research (CBPR) approach. Barriers to 

implementing EBIs in under-resourced school districts may be a result of having new initiatives 

that become fragmented because people are working with different goals or purposes (Ahram et 

al., 2011). This fragmentation can impact implementation and sustainment of evidence-based 



GUIDELINES FOR ADAPTING EBIs 11 

practices and contribute to negative attitudes toward the implementation of new initiatives. Other 

barriers in under-resourced schools include problems with care coordination (Weist et al., 2014), 

confidentiality rules and regulations (Weist et al., 2012), and lack of participation and high 

dropout rates (Gross et al., 2011). Using a CBPR approach and partnering with key stakeholders 

in schools early on may help address these common barriers (Chambers & Azrin, 2013).  

CBPR is a widely accepted collaborative approach to research that works to understand 

and protect public health by involving all partners in the research process (Israel et al., 1998). In 

the case of school-based mental health services, key stakeholders from local school and its 

surrounding community includes school personnel, parents, community organizations, faith-

based groups, clinicians, and researchers (Ngo et al., 2008). Engaging key stakeholders in the 

collaborative planning of EBI implementation can ensure that the appropriate resources, 

incentives, and supports are in place to promote success from the very beginning. In addition, 

buy-in from the larger system may be important in justifying the multisystem collaboration and 

cultivating a culture that supports EBIs and facilitates their use (Bryson et al., 2006). The CBPR 

approach can also be beneficial throughout all phases of intervention dissemination, from 

program development to implementation planning to EBI delivery and sustainment.  

  To ensure that an EBI is sustainable and accessible, partnerships with key stakeholders 

are significant to develop treatment strategies that are consistent with the community’s priorities, 

culture, and values. For example, it is critical that school partners identify the key issue presented 

for many students that may impact their mental health, wellbeing, and academic performance 

(Wong, 2006). With this information visible and clear, the intervention can then be tailored in 

response to formal and informal feedback from parents and community members. These focus 

groups can then discuss existing engagement strategies, specific cultural, school, and community 



GUIDELINES FOR ADAPTING EBIs 12 

issues, as well as potential barriers to implementation (Ngo et al., 2008). Engaging with key 

stakeholders during the pre-implementation planning is also beneficial to improve ongoing local 

community engagement. Ngo and colleagues (2008) found that having multistakeholder planning 

committees allowed for ideal methods of local service delivery to be identified. Moreover, they 

found that conducting this planning phase before actual program delivery has been crucial for 

tailoring how their intervention is introduced to a community and in identifying necessary 

contextual issues specific to the population receiving the intervention.  

 Based on the available literature on this topic, we recommend the following steps when 

using a CBPR approach to support implementing EBIs in schools. First, it is essential for 

implementers of EBIs to reach out and collaborate with key stakeholders such as school 

personnel, parents, community organizations, faith-based groups, clinicians, and researchers. 

Once regular meeting times have been established, the team would work together to identify the 

target problem and to develop a strategy for addressing this problem at a systems level. In-depth 

qualitative interviews and focus groups with school personnel from multiple backgrounds, such 

as teachers, school counselors, and administrators, would clarify the nature of the problems 

within the school context. Depending on the problem identified, implementer of EBIs could then 

ask specific questions to gain a better understanding of how things could be implemented. For 

example, if the school wanted to target system level issues, the following questions could be 

asked: Do you perceive there to be any structural barriers to our attempts at meeting students’ 

needs? Can you please describe these barriers? Do you have any ideas about how we could 

address or eliminate some of these barriers? Based upon these findings, a process of shared 

problem identification can occur, where potential interventions to address the school system’s 

improvement can be identified and discussed. Once the problem is defined collectively by the 
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team, the intervention could be developed to help with the identified target area. During this step, 

roles and responsibilities of all involved parties should be delineated. Only after accomplishing 

all of these steps would implementers of EBIs and the school team move to actually 

implementing the EBI.  

 The overall advantages of a CBPR approach are that it allows for the adaptation of 

existing resources, explores local knowledge and perceptions, and empowers community 

members by considering them agents who can investigate and improve their own situations 

(Israel et al., 2001; Stevens & Hall, 1998). Furthermore, the community input derived from the 

CBPR approach makes the intervention credible, enhances its usefulness by aligning it with what 

the community perceives as their local social and health goals, provides resources for the 

involved communities through its collaborative nature, proactively bridges cultural differences 

among participants, as well as helps to dismantle the lack of trust communities may have with 

involvement with research (Israel et al., 2001; Stevens & Hall, 1998; Webb, 1990).  

Culturally Sensitive Tailoring of Interventions 

 In the previous section, we provided recommendations for overcoming many common 

barriers that impede implementing and sustaining EBIs in schools. Yet when it comes to 

improving the accessibility and quality of mental health care for marginalized youth in under-

resourced schools, implementation concerns are, as the saying goes, “only half the story.” In this 

section, we emphasize the other pivotal part of this story, which centers around engaging 

marginalized clients with school-based EBIs. Specifically, we discuss techniques for tailoring 

CSIs to better engage marginalized youth, their families, and their communities in school-based 

prevention and treatment. Such engagement strategies can be beneficial throughout the 
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implementation process, including during the planning and preparation stages, at intervention 

onset, and for the whole course and maintenance of an intervention.   

To move toward CSIs, we must first operationalize the concept of culture as it relates to 

informing intervention. Factors such as familial roles, communication patterns, beliefs relating to 

personal control, individualism, collectivism, spirituality, and other characteristics may help 

define culture for a given group (Kreuter et al., 2003). Therefore, it is crucial that implementers 

of EBIs include culturally relevant people, materials, and concepts throughout the treatment and 

to address language needs to increase engagement and treatment outcomes. The tailoring 

techniques we highlight for CSIs include adapting communication styles, emphasizing family 

values, and considering how sociopolitical history can impact youth, their families, and their 

communities (Bernal, 2006; Hwang, 2006; Pumariega et al., 2005). Given that these techniques 

aid the implementer’s understanding of the experience of specific populations, we recommend, 

again, that they be addressed throughout planning and full implementation, not only at 

intervention outset. 

 Adapting communication styles is crucial for increasing engagement and treatment 

outcomes for marginalized youth. For instance, it is important for implementers of EBIs to use 

simple gestures that are culturally appropriate (e.g., handshakes, facial expressions, greetings, 

and small talk) to help establish a positive first impression and begin building rapport with 

students. Keep in mind that students are typically new to intervention language or jargon, so it is 

necessary to educate them about the intervention expectations before starting. Sue and Sue 

(2008) outline several factors of communication style that may affect intervention usability. 

Differences in counselor and client proxemics, kinesics, and paralanguage may contribute to 

miscommunication during the intervention process. Proxemics describe individuals' culturally 
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influenced sense of personal space, while kinesics refers to the use of bodily movement, such as 

facial expressions, posture, gestures, and eye contact, to communicate. Paralanguage describes 

use of voice characteristics, including loudness, pauses, silences, speech rate, and inflection, to 

express differences in meaning. Implementers of EBIs should consider these communication 

styles while also considering whether the students’ cultural communication style is low 

context or high context. Low-context communication relies primarily on the message relayed by 

verbal communication, whereas high-context communication relies less on the verbal 

communication and more on additional shared understanding, nonverbal cues, and paralanguage 

to convey the full meaning of the message. When working with marginalized youth using EBIs, 

it is imperative to consider these factors to enhance engagement, especially with youth and 

families who may have culturally different backgrounds and, thus, different communication 

styles from implementers.  

 Understanding family values is also essential to increase engagement and treatment 

outcomes for marginalized youth. To do so, implementers of EBIs should acquire knowledge of 

the cultural beliefs and practices valued by the families they serve (Lynch & Hanson, 2011). This 

knowledge may support the identification and development of services that are in line with the 

beliefs and values of families (Bradshaw, 2013). However, Harry (2002) mentioned that it is 

imperative to realize that cultural beliefs should not be assumed based on membership in a single 

cultural category. Particularly, each family has a different context influenced by factors that 

contribute to their unique family cultural (e.g., ethnicity, race, social class, nationality, 

geographical location, language, age, profession, personal interest; Harry, 2002). Gathering 

knowledge about family values can increase the ability of implementers to match EBIs based on 

family needs and desires. Given that there are multiple influences that contribute to the cultural 
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beliefs and values of individual families, it is helpful to have open communication with families 

about what they expect from their children at different ages or stages of development (Durand, 

2010). For example, when conducting assessments that asks about children’s developmental 

milestones, implementers of EBIs could look at caregiver responses to determine if a milestone 

has not been reached because it is not developmentally appropriate according to the family 

culture (Spodek & Saracho, 2006).  

 Finally, it is imperative to consider how sociopolitical history can impact marginalized 

youths’ engagement with EBIs and their treatment outcomes. Although progress has been made 

toward racial equality and equity, there is evidence to support the continued negative impact of 

racism on youths’ health and well-being through implicit and explicit biases and discriminatory 

institutional structures (Bonnie et al., 2015; Council on Community Pediatrics, 2016). Relatedly, 

research has shown that discriminatory encounters are more prevalent among socially 

marginalized groups, which puts them at greater risk for negative stereotypes and subjects them 

to historical, collective trauma resulting in intergenerational physical and mental health 

disparities (Bombay et al., 2009). As such, it is beneficial to consider how these salient factors 

impact marginalized youth engagement with EBIs. One way to mitigate the effects of 

institutional racism in school settings is for marginalized youth to have exposure to a role model 

with a similar racial/ethnic background early in their educational experience. For example, 

research shows that African American students who have one African American teacher in 

elementary school are more likely to graduate from high school and enroll in college than their 

peers who did not have an African American teacher (Gershenson et al., 2018).  

For implementers of EBIs, we recommend the following strategies to increase 

engagement when considering the impact of the sociopolitical history on marginalized youth. 
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First, it is crucial to get training in culturally competent care according to national standards for 

culturally and linguistically appropriate services (Barksdale et al., 2017; U.S. Department of 

Health & Human Services, 2021). When seeing students in individual sessions, it may be 

beneficial to integrate positive youth development approaches in addition to using EBIs. This 

includes racial socialization to identify strengths and assess youth for protective factors (e.g., 

supportive extended family network), which could help mitigate exposure to racist behaviors 

(American Psychological Association, 2015; Anderson et al., 2015; Ward, 2002). Furthermore, 

intentional anti-oppression programming strategies such as Raising Resisters could provide 

support to youth in classroom, small group, or individual sessions to (1) recognize racism in all 

forms, from subversive to blatant manifestations; (2) differentiate racism from other forms of 

unfair treatment and/or routine developmental stressors; (3) safely oppose the negative messages 

and/or behavior of others; and (4) counter or replace those messages and experiences with 

something positive (Ward, 2000, 2002). Finally, when implementing EBIs in a classroom setting, 

it may be valuable to use culturally diverse materials to ensure that there is representation of 

authors, images, stories, and life experiences that reflect the cultural diversity of the marginalized 

youth in the school setting (e.g., Positive Action, 2021; Trent et al., 2019).  

Conclusion 

 Given the need to inform more equitable practice in youth mental health care, the purpose 

of this paper was to provide guidelines for implementing and adapting EBIs with marginalized 

youth in under-resourced schools. To overcome barriers related to implementing and sustaining 

EBIs, we first discussed recommendations for addressing challenges involved in using EBIs in 

under-resourced school districts on an individual-level, team-level, school-level, and macro-

level. We also provided additional recommendations to include fostering favorable conditions for 
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staff as well as to train school staff in components of the targeted EBI. Moreover, we emphasized 

the importance of using a CBPR approach in influencing implementation and sustainment of 

EBIs in under-resourced schools. Following this discussion, we reviewed techniques for tailoring 

CSIs to better engage marginalized youth and their families in school-based prevention and 

treatment. Toward this end, we highlighted the value of adapting communication styles, 

emphasizing family values, and considering how sociopolitical history can impact youth, their 

families, and their communities when engaged with EBIs.   

 We are optimistic that heeding these recommendations for overcoming implementation 

barriers and tailoring CSIs will go a long way toward helping school-based interventionists 

improve the accessibility and quality of EBIs available to marginalized youth in under-resourced 

schools. Ultimately, we hope that putting such research to practice might make a positive 

contribution toward ameliorating the drastic mental health disparities experienced by 

marginalized youth in under-resourced schools. Although schools are in a unique position to 

address these disparities, modifications to our current systems and practices are still needed to 

engage youth in need of care (DeFosset et al., 2017). We recommend that future work on EBIs 

evaluate which interventions are well-established for marginalized youth in real-world settings 

beyond efficacy trials. Efficacy trials usually adhere to strict inclusion/exclusion criteria (Pina et 

al., 2019). In addition, efficacy trials have barriers to the inclusion and retention of marginalized 

youth since those studies take place at university laboratories, which are often seen as difficult to 

access (Abe-Kim et al., 2007; Freedenthal & Stiffman, 2007; Suite et al., 2007). Efficacy trials 

also tend to rely on interventionists such as graduate students, having high levels of fidelity to 

manuals with low levels of in-depth cultural training or supervision (Pina et al., 2019). These 
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factors may also affect the development of rapport building with marginalized youth, which 

results in nonengagement and eventual dropout (Valenzuela & Smith, 2016).   

 In closing, we acknowledge that the inequities and disparities that marginalized youth 

experience in educational and mental health care settings are complicated by systemic political, 

social, economic, and cultural barriers. By advocating for using EBIs with marginalized youth in 

under-resourced schools, educators and mental health professionals alike can collaborate to 

provide more accessible and higher-quality mental health care for the youth, families, and 

communities who need it most. To best address the mental health care disparities experienced by 

marginalized youth over the long-run, however, we encourage researchers interested in adapting 

EBIs with this population to move away from efficacy studies and to adopt and implement EBIs 

in real-world settings, including schools. We suggest this methodological shift will produce a 

more accessible, pragmatic, and usable evidence base, which can be integrated more quickly into 

practice and used more straightforwardly to guide effective interventions with youth in schools. 
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