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With growing diversity within the U.S. population and notable barriers to accessing behavioral
health care, marginalized youth 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. Culturally sensitive interventions (CSIs) may further improve engagement
with and effectiveness of EBIs with marginalized youth. In this article, we provide guidelines
for advancing CSIs when implementing and adapting EBIs with marginalized youth in schools.
First, we emphasize inclusive strategies for advancing CSIs with marginalized youth in schools,
focusing on antiracist adaptations to interventions and using a community-based participatory
research approach when implementing EBIs. Following, we discuss techniques for tailoring
CSIs to more effectively support marginalized youth and their families with school-based
prevention and treatment. Specifically, we recommend using the Adapting Strategies for
Promoting Implementation Reach and Equity framework as a guide to promote equitable
implementation as well as key strategies for engaging marginalized youth and their families
with school-based EBIs. Ultimately, we offer these guidelines to address disparities and inform
more equitable practice in youth mental health care—and to motivate future studies advancing
culturally responsive services with marginalized youth in schools.

Public Policy Relevance Statement
Promoting evidence-based interventions (EBIs) through school-basedmental health services
may improve accessibility and quality of care for marginalized youth facing mental health
disparities. Inclusive and culturally sensitive EBIs may be especially useful for addressing
inequities in marginalized youths’ mental health outcomes. We provide guidelines and
practical recommendations for implementing and adapting inclusive and culturally sensitive
EBIs with marginalized youth in schools.

M ental health issues are rising among adolescents aged
12–17 years, with a 52% increase in significant inter-
nalizing symptoms since 2005 (Twenge et al., 2019).

Furthermore, a substantial increase in depression and anxiety
symptoms was seen in youth during the COVID-19 lockdown

(in March 2020) compared to rates observed before the lockdown
(Panchal et al., 2021). Mental health challenges are compounded for
youths from low-income families, those within the juvenile justice
and child welfare systems, those identifying with racial/ethnic
minoritized communities, and those with substance abuse problems
(Hodgkinson et al., 2017; Masi & Cooper, 2006). Populations that
may be especially vulnerable to lower rates of mental health service
access include marginalized youth and the uninsured (Kataoka et al.,
2002; Larson & Halfon, 2010).

Marginalized youth—who experience racism, discrimination,
and exclusion because of unequal power relationships across eco-
nomic, social, racial, and cultural conditions—represent a consid-
erable proportion of the U.S. population, yet they often have less
access to mental health care compared to theirWhite peers (Maura &
Weisman de Mamani, 2017). Marginalized youth is therefore a
broad and diverse category, representing children and adolescents
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with varying backgrounds, identities, and characteristics. In this
article, we define marginalized youth as those who are 10–19 years
old, who are excluded from social, economic, and/or educational
opportunities enjoyed by other youth in their community due to
numerous factors beyond their control (Auerswald et al., 2017). The
care available to marginalized youth is frequently of poorer quality
compared to care provided to the White population (Maura &
Weisman de Mamani, 2017). Reasons for this disparity include
lack of availability of community-based interventions, unequal
access to evidence-based practices, and lack of resources to fund
mental health services within communities (Mongelli et al., 2020).
Furthermore, research shows that marginalized youth are 20%–50%
less likely to seek mental health services and 40%–80% more likely
to dropout of treatment prematurely compared to their White peers
(Aggarwal et al., 2016).

School-Based Mental Health Interventions

School-based mental health interventions have played an impor-
tant role in efforts to overcome service access barriers for children
and adolescents. Given that children and adolescents spend a major
part of their lives in schools and families spend a good amount of
time addressing school-related concerns, schools have become a
central system for addressing children’s needs beyond academics
(Kratochwill, 2007; Moon et al., 2017). With the availability of
school-based mental health services, these interventions can poten-
tially improve access to care and outcomes, especially for margin-
alized youth (Britto et al., 2001; Solomon et al., 2012). School-based
interventions are especially key to improving access to quality
mental health care for marginalized youth given that low-income
and racially/ethnically diverse students are more likely to seek and
receive school-based support compared to clinic-based treatment
(Jaycox et al., 2010). Likewise, schools are an ideal setting for
prevention and well-being promotion that can be supported by
regular school–home communication. Compared to services pro-
vided in other settings, school-based mental health interventions
may be more timely, accessible, and efficient—and they can reach
larger numbers of children in need (Fazel et al., 2014).
To improve access to quality mental health care, schools often use

amultitiered systems of support (MTSS) approach, which refers to the
application of prevention systems in the school environment (Loftus-
Rattan et al., 2023). MTSS has the potential to reduce disparities in
mental health problems and increase access to mental health care for
marginalized youth by providing early and targeted prevention that
is embedded within the school context (Castro-Olivo, 2017). Malone
et al. (2022) suggest an MTSS framework for culturally responsive
mental health promotion and intervention should focus on creating
school climates conducive to marginalized students’ well-being and
success in Tier 1 (universal prevention) and integrating culturally
responsive practices in Tier 2 (targeted prevention) and Tier 3
(intensive prevention) to improve marginalized youths’mental health
outcomes. Leveraging an MTSS approach allows schools to provide
immediate and continuingmental health resources to students without
requiring families to search for sources of care that are already limited
(O’Connell et al., 2009; Short et al., 2018).
Many interventions for prevention and treatment of common

mental health problems in school settings have been developed and
validated, yet few evidence-based interventions (EBIs) have been
successfully implemented and sustained in schools over time

(Kutash et al., 2006; Langley et al., 2010). School-based EBIs
are defined as practices that have been shown in controlled research
studies to be efficacious in improving student outcomes on a
continuum of low to high evidence (Sanetti et al., 2014). Unfortu-
nately, research shows that EBIs are not often adopted, implemen-
ted, and maintained in schools and other community settings the
way they were designed to be (Dingfelder & Mandell, 2011; Ennett
et al., 2003). The field of implementation science—defined as
the study of methods to promote the uptake and sustainment of
evidence-based practices (Eccles & Mittman, 2006)—has grown up
explicitly to address these concerns across service settings, includ-
ing schools (Forman et al., 2013).

Much research in school-based implementation science has
focused around identifying and understanding factors contributing
to the implementation gap in education (i.e., the discrepancy
between availability and actual use of EBIs schools; Sanetti &
Collier-Meek, 2019). For example, Langley et al. (2010) found that
lack of parent engagement, competing responsibilities, logistical
barriers, and lack of support from school administrators and teachers
are the main reasons why EBIs are not implemented in schools as
designed. As another example, Forman et al. (2009) found five
factors were most likely to influence implementation success:
(a) effectiveness of school organizational structures, (b) usability
of program characteristics, (c) fit with school goals, (d) availability
of training and technical assistance, and (e) administrator support.
Considering the literature in this area, the American Psychological
Association: Division 16 Working Group on Translating Science to
Practice proposed that much work is needed to develop practice
guidelines for effectively addressing implementation factors specif-
ically with racially/ethnically diverse students within diverse school
contexts (Forman et al., 2013). Our article takes up this recommen-
dation by honing in on how culturally sensitive interventions (CSIs)
can be employed to improve implementation and adaptation of
EBIs with marginalized youth in schools. To move on this, we must
first operationalize the concept of culture as it relates to informing
intervention. Culture may be defined by factors such as familial
roles, communication patterns, beliefs relating to personal control,
individualism, collectivism, spirituality, and other characteristics
defining a given group with shared norms (Kreuter et al., 2003).

Culturally Sensitive Interventions

CSIs are defined as the systematic modification of an EBI or
intervention protocol to consider language, culture, and context in a
way that is compatible with a client’s cultural patterns, meanings,
and values (Castro et al., 2010). CSI modifications can range on
a continuum of low to high cultural adaptation, characterized
by awareness of culture, acquisition of knowledge about cultural
aspects, and capacity to distinguish between culture and pathology.
When applied to school-based interventions, CSIs could attend to
both school culture (e.g., adaption for “fitting” within the school
environment, alignment with an educational mission, ability to be
implemented within a school’s existing workflow) and student/
family culture. CSIs have been shown to reduce stigma, increase
treatment seeking among underserved populations, increase treat-
ment duration, and improve outcomes for individuals from margin-
alized groups (Bernal & Sáez-Santiago, 2006; Rathod et al., 2018).
Given marginalized youth are placed at risk of developing psycho-
social and mental health problems, including substance use,
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delinquency, low academic achievement, and poor self-esteem
(Jackson, 2009), we suggest CSIs are crucial for addressing inequi-
ties in youth mental health outcomes.
CSIs have been shown to be more effective compared to tradi-

tional EBIs. For example, in a treatment study conducted by Cabiya
et al. (2008), a culturally tailored cognitive behavioral intervention
was evaluated with Puerto Rican children (N = 608) with disruptive
behavior disorders and depressed mood. This study found signifi-
cant reductions in depressed mood and disruptive behaviors for the
culturally tailored group compared to the control group. Similarly, a
randomized control trial examining a culturally tailored social skills
training for Korean teens (N = 447) with autism spectrum disorder
(ASD) found that, compared to the control group, teens who had a
culturally tailored intervention showed significant improvements in
social skills knowledge, interpersonal skills, and play/leisure skills,
as well as significant decrease in depressive symptoms and ASD
symptoms (Yoo et al., 2014).
A few meta-analyses have shown that CSIs produce superior

outcomes for marginalized clients compared with conventional
interventions. Rathod et al. (2018) found effect sizes ranging from
small to large (d = 0.23–0.75) with 12 studies; Hall et al. (2016)
demonstrated a medium effect size (g = 0.52) with 78 studies, and
Benish et al. (2011) showed a small effect size (d = 0.32) with 21
studies. Furthermore, a recent meta-analysis with nine randomized
trials found that Latinx participants had higher EBI success rates
(15%–30%), with the effects maintained at 6–12 months, when
cultural adaptations were implemented compared to traditional treat-
ment (Escobar & Gorey, 2018). Additionally, a systematic review of
22 studies regarding substance abuse interventions for Latinx ado-
lescents found more positive outcomes on substance use when
interventions were culturally adapted compared to traditional treat-
ment (Robles et al., 2018). Relatedly, a meta-analysis examining
culturally adapted parent training programs for ethnic minority
families showed CSIs are more effective in improving parenting
behavior than programs that did not use cultural adaptations (van
Mourik et al., 2017). Taken together, the several reviews on this topic
suggest that CSIs are consistently more effective than interventions
that ignore or otherwise fail to account for cultural considerations.

Purpose of Our Article

Given the importance of both school-based interventions and
culturally adapted EBIs to enhance equity in youth mental health
care, the purpose of our article is to provide guidelines for advancing
CSIs when implementing and adapting EBIs with marginalized youth
in schools. Recently, the Bipartisan Safer Communities Act was
passed in June 2022, providing an additional $1 billion dollars to
protect America’s children, keep schools safe, and reduce the threat of
violence across the country (Everytown for Gun Safety, 2021). Part of
the funding for this legislation invests in programs to expand mental
health and supportive services in schools, including early identifica-
tion and intervention programs, school-basedmental health andwrap-
around services, improvements to school-wide learning conditions,
and school safety (Bipartisan Safer Communities Act, 2022). With
this landmark legislation and associated funding, there is an opportu-
nity to better student outcomes by considering and strengthening the
guidelines we provide for implementing and adapting EBIs with
marginalized youth in schools. We hope this article may be useful
toward this end.

Prior to embarking on these guidelines, however, we acknowledge
the foundational role of earlier work focusing on implementation
science in schools (e.g., Forman et al., 2009, 2013; Sanetti & Collier-
Meek, 2019). More specifically, we also acknolwedge studies exam-
ining culturally relevant EBIs in schools, including work focusing on
implementation considerations, barriers, and supports toward advanc-
ing CSIs in schools (e.g., Aston & Graves, 2016; Beeks & Graves,
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 interven-
tionswithin school-based behavioral support systems across culturally
diverse settings.We hope to continue and build upon this conversation
in this article by providing additional guidelines for implementers of
EBIs to provide CSIs with marginalized youth in schools. Throughout
this article, when referring 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.

Our guidelines for advancing CSIs for implementing and adapt-
ing EBIs with marginalized youth in schools center around two core
themes. First, we emphasize inclusive strategies for improving and
sustaining EBIs with marginalized youth in schools. Specifically,
we focus on the importance of antiracist adaptations and using a
community-based participatory research (CBPR) approach for
enhancing implementation and sustainment of EBIs. Second, we
discuss techniques for tailoring CSIs and more effectively support-
ing marginalized youth and their families with school-based pre-
vention and treatment. These tailoring techniques include leveraging
the Adapting Strategies for Promoting Implementation Reach and
Equity (ASPIRE) framework to promote equitable implementation
as well as employing key engagement strategies that focus around
centering communication styles, emphasizing family values, con-
sidering how sociopolitical history can impact youth and their
families, and relying on routine outcome monitoring to evaluate
the effectiveness of CSIs (see Table 1 for a summary of our
guidelines and associated recommendations). Ultimately, we offer
these guidelines and recommendations to inform more equitable
practice in youth mental health care and motivate future studies to
advance culturally responsive services with marginalized youth in
schools.

Inclusive Strategies for Advancing
CSIs in Schools

Antiracist Adaptations

Given that antiracist efforts in schools are crucial for addressing
educational disparities (Diem & Welton, 2020), our first recommen-
dation related to inclusive strategies is to employ antiracist adapta-
tions at the individual level, team level, and macrolevel within
educational settings. To incorporate antiracist adaptations at the
individual level, Welton et al. (2018) highlight the importance of
both improving the relationships of implementers of EBIs with
marginalized students and families as well as changing how imple-
menters of EBIs talk about marginalized students with one another.
Welton et al. (2018) propose implementers can examine and change
district-wide institutional scripts, stereotypes, and deficit beliefs about
marginalized students and how they learn. Furthermore, there should
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be a shift from a language of deficit and despair to a language of hope,
promise, and success when implementers of EBIs talk about margin-
alized students with one another (Welton et al., 2018). For example,
instead of saying there is an “achievement gap” between Black and
White students, we suggest adopting a more descriptive phrase that
identifies malleable sources of the problem, such as “educational
inequities that are a function of resource allocation disparities.” By
focusing narrowly on individuals’ performance (e.g., “achievement
gap”), deficit language obscures the persistent inequalities in educa-
tional outcomes that stem from unjust educational systems (e.g.,
“function of resource allocation disparities”) and broader social and
economic structures (Valencia, 2010). At the individual level, it is
also necessary to help implementers of EBIs take responsibility and
ownership for the inequities that marginalized students experience
and to be responsive to feedback regarding how they might academi-
cally support and develop positive relationships with marginalized

students. Welton et al. (2018) suggest this can be done by hosting
district and school-level meetings to discuss vision and goals—
emphasizing the goal for positive change is nonnegotiable.

Antiracist adaptations at the team level may require accessing
implementers’ belief systems about marginalized students learning
and behavior as well as hosting ongoing implicit bias trainings and
other professional development regarding how to implement more
culturally responsive instruction and relationship building with stu-
dents (Welton et al., 2018). To access implementers’ belief systems
about marginalized students learning and behavior, Welton et al.
(2018) suggest examining current disciplinary data. Depending on the
findings, we suggest it may be beneficial to have a district and/or
school-wide discussion about the disciplinary data and what it means
for marginalized students’ experiences and learning outcomes. When
conducting ongoing implicit bias trainings and implementing more
culturally responsive instruction, it is crucial to consider an equity
audit and walk-through of the school to determine what structures and
processes impact the overall school climate and negative schooling
experiences of marginalized students (Welton et al., 2018). We
recommend using results from these formative assessments to drive
the focus and topics of future professional development opportunities
for implementers of EBIs.

Likewise, suggestions on antiracist adaptations at the macrolevel
include providing district and school-level training on how to
implement restorative practices (Welton et al., 2018). This entails
eliminating ineffective zero-tolerance discipline policies (American
Psychological Association Zero Tolerance Task Force, 2008)
district-wide, and instead implementing effective restorative justice
practices (Darling-Hammond et al., 2020) district wide (Welton
et al., 2018). Furthermore, we suggest that it is important to have
continuous critical examination and recalibration of district- and
school-wide disciplinary policies and procedures. This can be im-
plemented by gathering information from students via formative
feedback assessments to examine the strengths and weaknesses of
the restorative justice process and the overall culture and climate of
the schools and district (Welton et al., 2018). Moreover, we recom-
mend that advocating for diversifying the workplace to include
implementers of EBIs from diverse racial/ethnic backgrounds may
be beneficial to marginalized students, as evidence suggests the
presence of more inclusive and representative school staff has
desirable associations with students’ test scores, attendance, course
grades, disciplinary outcomes, and expectations in educational set-
tings (Holt & Gershenson, 2019). Taken together, antiracist adapta-
tions at the individual, team, andwhole-school levels contribute to an
inclusive school climate that sets the stage for implementers to
promote and advance CSIs with marginalized youth.

CBPR Approach

Our second recommendation for actualizing inclusive strategies is
to employ a CBPR approach. In addition to antiracist adaptations,
employing a CBPR approach is a complementary strategy for
improving the implementation and sustainability of EBIs with mar-
ginalized youth in schools. Barriers to implementing EBIs in school
districts are often a result of proliferating 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 practices and
contribute to negative attitudes toward the implementation of new
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Table 1
Summary of Guidelines and Recommendations

Guidelines Recommendations

Use inclusive strategies
for advancing CSIs

Use antiracist adaptions
• Examine and change institutional scripts,

stereotypes, and deficit beliefs about
marginalized students

• Take responsibility and ownership for
the inequities students experience

• Access belief systems about marginalized
students learning and behavior

• Host implicit bias trainings
• Provide district and school-level training

on restorative practices
Use a community-based participatory research
approach
• Engage key stakeholders in collaborative

planning throughout EBI implementation
• Establish regular meeting times to work

together
• Conduct in-depth qualitative interventions

and focus groups with key stakeholders
to identify target problems and develop
strategies

Use tailoring techniques
for improving CSIs

Use the ASPIRE framework as a guide to
promote equitable implementation
• Step 1: Identify the underlying

assumptions
• Step 2: Identify potential sources of

disparities
• Step 3: Adapt the implementation

strategy to ensure equity
Use strategies for engaging marginalized
youth and their families
• Adapt communication styles to increase

engagement and treatment outcomes
• Understand family values to support the

identification and development of
services

• Consider the sociopolitical history’s
impact on marginalized youths’
engagement with EBIs and their
treatment outcomes

• Rely on routine outcome monitoring to
evaluate the effectiveness of CSIs

Note. CSI = culturally sensitive intervention; EBI = evidence-based
intervention; ASPIRE = Adapting Strategies for Promoting Implementation
Reach and Equity.
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initiatives. Other common barriers to effectively implementing inter-
ventions in schools include problems with care coordination (Weist
et al., 2014), logistics related to confidentiality rules and regulations
(Weist et al., 2012), and lack of participation and high dropout rates
(Gross et al., 2011). Using a CBPR approach, which entails partnering
with key stakeholders in schools early on, may help address many of
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
schools and their surrounding community may include school
personnel, parents, community organizations, faith-based groups,
clinicians, and researchers (Ngo et al., 2008). Engaging key stake-
holders in collaborative planning of EBI implementation can ensure
that the appropriate resources, incentives, and supports are in place
to promote implementation 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 imple-
mentation planning to EBI delivery and sustainment.
To ensure that an EBI is sustainable and accessible, partnerships

with key stakeholders are crucial to developing intervention strate-
gies that are consistent with the community’s priorities, culture, and
values. For example, it is critical that school partners identify the
key issues they believe may be impacting students’ mental health,
well-being, and academic performance (Wong, 2006). Likewise,
we suggest soliciting student voice and perspective—especially
from diverse and representative groups of youth—is imperative
(Yamaguchi et al., 2023). With this information visible and clear,
the intervention can then be tailored in response to formal and
informal feedback from parents, educators, community members,
and youth themselves. These focus groups can then discuss existing
engagement strategies, specific cultural, school, and community
issues, as well as potential barriers to implementation (Ngo et al.,
2008). We suggest engaging with key stakeholders during preim-
plementation planning is also beneficial to improve ongoing local
community engagement. For example, Ngo et al. (2008) found that
having multistakeholder planning committees allowed for ideal
methods of local service delivery to be identified. Moreover, Ngo
et al. found that conducting this planning phase before actual
program delivery was crucial for tailoring how their intervention
is introduced to a community and for identifying necessary contex-
tual 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 develop and
implement CSIs in schools for addressing identified student needs.
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, research-
ers, and the youth themselves. Once regular meeting times have
been established, the team should work together to identify the target
problem and develop a strategy for addressing this problem at a
systems level. We suggest using in-depth qualitative interviews and
focus groups with school personnel from multiple backgrounds,
such as teachers, school counselors, and administrators, to help
clarify the nature of the problems presenting within the school

context. Depending on the problems identified, implementers could
then ask specific questions to gain a better understanding of how the
EBI could be adapted for implementation. For example, if the school
wanted to target system-level issues, the following questions could
be asked:Do you perceive 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 solving can occur, wherein potential interventions
to address identified barriers can be identified and discussed. After
the problem is defined collectively by the team, the intervention
could be developed to help address the identified target area. During
this step, the roles and responsibilities of all involved parties
should be delineated, including a plan for how to evaluate the
effectiveness of the intervention (see Merrell et al., 2022, for
elaboration on conducting problem solving processes with and in
schools). We strongly recommend that implementers move to
implement the school-based EBI—now turned CSI—only after
accomplishing these foundational steps.

Before discussing the advantages of the CBPR approach, we
acknowledge the challenges that may be encountered by implemen-
ters when using this approach. The overarching challenge is that the
CBPR approach requires significant resources—in terms of time,
staff, expertise, and financial compensation—to carry out effec-
tively. For example, implementers of EBIs may not have the
resources to reach out to all key stakeholders, including a research
or evaluation team. In addition, the availability of researchers or
evaluators in schools and districts may also be limited, which may
place a significant burden on community partners to perform these
specialized functions. Therefore, we emphasize that open commu-
nication and careful planning with shared decision-making are
crucial before engaging in CBPR. For more on the challenges
experienced on this front, we recommend readers consider the
guidelines by Ross et al. (2010) for addressing the limitations of
CBPR to ensure a successful partnership.

The advantages of a CBPR approach are several. It allows for the
adaptation of existing resources, explores local knowledge and per-
ceptions, 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 a CBPR approach makes the intervention credible,
enhances the intervention impact by aligning with the local commu-
nity’s social and health goals, provides resources for the involved
communities through its collaborative nature, proactively bridges
cultural differences among participants, and helps to dismantle the
lack of trust communities may experience related to involvement with
research (Israel et al., 2001; Stevens & Hall, 1998; Webb, 1990).

Additional benefits to engaging the CBPR approach include: (a)
community stakeholders and implementers of EBIs can strengthen
their relationship through long-term collaboration regarding mutual
interests, shared community involvement, and/or long-standing
research engagements; (b) community stakeholders have an official
status on community advisory boards and can potentially serve as
coinvestigators; (c) research ideas are identified by or in collabora-
tion with the impacted community and are driven by their expressed
needs and values; (d) community stakeholders and implementers of
EBIs can codesign interventions with their participation on com-
munity advisory boards, on steering committees, and in consultant
roles; (e) community stakeholders and implementers of EBIs have
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the opportunity to be coauthors/co-owners of research products;
(f) opportunity for community-wide adoption of the developed
intervention, training, policy recommendations, and actions; and
(g) data/findings are available to the community for future funding
requests regardless of researcher involvement (Collins et al., 2018).
In sum, we propose using a CBPR approach cultivates an inclusive
and collaborative context that both produces CSIs and prevents
against many of the common barriers to implementing EBIs with
marginalized youth in schools.

Tailoring Techniques for Improving
CSIs in Schools

ASPIRE Framework

Our first recommendation for tailoring EBIs with marginalized
youth is to apply the three-step process of the ASPIRE framework for
evaluating and adapting implementation strategies (Gaias et al.,
2022). The first step in the ASPIRE framework is to identify the
underlying assumptions by considering how and why the implemen-
tation strategy is supposed to work and for whom (Gaias et al., 2022).
As such, it is important to consider what would need to be true about
the implementation strategy to promote equitable outcomes. Incor-
porating CBPR principles by including key stakeholders to codesign
interventions and including community input to identify underlying
assumptions are especially critical at this stage (Collins et al., 2018).
When we include key stakeholders to codesign interventions, the
underlying assumption is that the school and stakeholders have
similar goals, norms, and language for engaging in implementation
efforts. This step is especially beneficial when implementers of
school-based EBIs are not naturally embedded within the school
setting (e.g., consulting mental health professionals working primar-
ily in other community settings), as educational and mental health
(medical) service systems are grounded in different philosophical
models and therefore often have differing values, priorities, and
procedures (Gutkin, 2012; Weisz et al., 2013).
The second step in the ASPIRE framework is to identify potential

sources of disparities that could appear if the implementation strategy
is used without explicit attention to equity. Strategies include the
individuals involved in the implementation strategy, the resources
necessary to engage in the implementation strategy, the process
required to validate the implementation strategy, the causal mechan-
isms that underlie the strategy, and the outcomes that may result from
using the implementation strategy (Gaias et al., 2022). Integrating
CBPR principles in this step is especially important since key
stakeholders may provide an EBI that is more flexible, which would
accommodate the iterative research process (Collins et al., 2018).
Likewise, key stakeholders’ input on the selection of strategies and
measures, as well as giving community members an option to assist in
recruitment and data collection, may further aid in addressing poten-
tial sources of disparities (Collins et al., 2018). Identifying potential
sources of disparities may be especially beneficial when there are
competing values or power dynamics between researchers and key
stakeholders, which can sometimes lead to academic priorities domi-
nating community needs or even the needs of the youth being served
(Yamaguchi et al., 2023). Being able to identify sources of disparities
during the planning phase of the intervention could prevent these
disparities from occurring and optimize the benefits received by
community partners and students themselves.

The third and final step of the ASPIRE framework is to adapt the
implementation strategy to ensure that equity is considered in the
underlying assumptions and has the potential to reduce disparities
(Gaias et al., 2022). Therefore, it is crucial to identify changes that
could improve equitable implementation and equitable student
outcomes as a result of using a newly adopted implementation
strategy. This includes the consideration of the participants
involved, the process or steps that need to be executed, and the
outcomes that need to be considered. Again, incorporating the
CBPR principle of using key stakeholders’ expertise and perspec-
tives for adapting equitable implementation may be particularly
helpful in maintaining the sustainability of the intervention (Collins
et al., 2018). For example, when working together with key
stakeholders, it is important to have clearly outlined and mutually
reinforcing goals and expectations. With these elements in place, all
partners can then share their skills and knowledge to enhance the
intervention. While considering the underlying assumptions to
reduce potential disparities within the ASPIRE framework, plans
for sustaining the intervention would be proactively built into the
research timeline and funding when following CBPR principles
(Collins et al., 2018). This may also help researchers to work with
key stakeholders beyond a single funding cycle. Consequently, we
strongly recommend using the ASPIRE framework along with
CBPR principles to intentionally promote more equitable imple-
mentation and student outcomes. We refer readers to Gaias et al.
(2022) for additional guidance around navigating challenges that
arise when using the ASPIRE framework.

Engagement Strategies

Our second recommendation for tailoring CSIs with marginalized
youth is to use culturally responsive engagement strategies. The
literature on CSIs suggests that it is 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 outcomes (Bernal & Sáez-Santiago, 2006). There-
fore, it is crucial that implementers of EBIs include culturally
relevant people, materials, and concepts throughout treatment and
address language needs to increase engagement and treatment out-
comes. A review conducted by Park et al. (2022) highlights cultural
tailoring strategies used in efficacious psychosocial interventions for
youth of color, such as conceptualization, message, procedures,
style, communication, and change agent. The most common CSIs
include the use of procedures for addressing cultural context and
involvement of providers with awareness and knowledge of the
youth’s culture. In addition to the strategies covered in the review by
Park et al. (2022), the engagement strategies we highlight for CSIs
include adapting communication styles, emphasizing family values,
considering how sociopolitical history can impact youth and their
families, and relying on routine outcome monitoring to evaluate the
effectiveness of CSIs (Bernal, 2006; Hwang, 2006; Pumariega et al.,
2005). Given these techniques aid the implementer’s understanding
of the experience of specific populations, we recommend that each
be integrated throughout the intervention planning and full imple-
mentation, not only at intervention outset.

Adapt Communication Styles. Adapting communica-
tion styles is key for increasing engagement and treatment
outcomes for marginalized youth. For instance, it is important for
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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 expectations for sessions and meetings before
starting. Sue and Sue (2008) outline several factors of communica-
tion 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 influenced sense of
personal space, whereas kinesics refers to the use of bodily move-
ments, such as facial expressions, posture, gestures, and eye contact,
to communicate. Paralanguage describes the use of voice char-
acteristics, including loudness, pauses, silences, speech rate, and
inflection, to express differences in meaning. Implementers of EBIs
should be mindful of these communication styles while also con-
sidering whether the student or family’s 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 verbal commu-
nication and more on additional shared understanding, nonverbal
cues, and paralanguage to convey the full meaning of the message.

Emphasize Family Values. Understanding family values
is also essential to increase engagement and improve 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). Previous
research shows that family involvement in schools leads to
improved educational success with marginalized youth (Benner
et al., 2016; Dearing et al., 2006; Jeynes, 2012; Miedel &
Reynolds, 1999). This knowledge may support the identification
and development of services that are in line with the beliefs and
values of families (Bradshaw, 2013). However, it is imperative to
realize that cultural beliefs should not be assumed based on mem-
bership in a single cultural category (Harry, 2002). Each family has a
different context influenced by factors that contribute to their unique
family culture (e.g., ethnicity, race, social class, nationality, geo-
graphical location, language, age, profession, and personal interests;
Harry, 2002). Gathering knowledge about family values can
enhance the ability of implementers to match EBIs based on family
needs and desires. Given there are multiple influences that contrib-
ute to the cultural 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
ask about children’s developmental milestones, implementers of
EBIs could evaluate caregiver responses to determine if a milestone
may not have been reached because it is not developmentally
appropriate according to the family culture (Spodek & Saracho,
2006). That said, we acknowledge family involvement with EBIs in
the school context may be met with resistance due to logistical and
cultural barriers (e.g., lack of time, negative beliefs about EBIs,
competing family priorities, taxing demands related to supporting
EBIs). Implementers could therefore benefit from built-in school
resources to help address these barriers, including teacher support,
administrator support, good training and technical assistance, inte-
grating the intervention with other school programs or academic

curriculum, and engaging school personnel in planning for imple-
mentation (Forman et al., 2009).

Consider Sociopolitical History. It is imperative to con-
sider 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;
Gitterman et al., 2016). Relatedly, research shows that discrimina-
tory encounters are still more prevalent among socially marginalized
groups, which places 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 youths’ engagement with EBIs. One
way tomitigate 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 experi-
ence. 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 strate-
gies to increase engagement when considering the impact of
sociopolitical history on marginalized youth. 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, 2001). When intervening with students in individual
sessions, it may be beneficial to integrate positive youth develop-
ment approaches with more traditional EBIs (e.g., Eichas et al.,
2017). 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
(Anderson et al., 2015; Ward, 2002). Furthermore, intentional
antioppression programming strategies, such as Raising Resisters,
could provide support to youth in the classroom, small group,
or individual sessions to: (a) recognize racism in all forms, from
subversive to blatant manifestations; (b) differentiate racism from
other forms of unfair treatment and/or routine developmental
stressors; (c) safely oppose the negative messages and/or behavior
of others; and (d) counter or replace those messages and experiences
with positives (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 a representation of authors,
images, stories, and life experiences that reflect the cultural diver-
sity of the marginalized youth in the school setting (e.g., Positive
Action, 2021; Trent et al., 2019).

Rely on Routine Outcome Monitoring. Finally, to
evaluate the effectiveness of culturally tailored interventions and
iterate appropriately, we recommend using routine outcome monitor-
ing to guide data-based decision-making. Prior to culturally tailoring
interventions, we suggest the use of routine outcome monitoring to
help inform the needs of the students, school, and district. These
assessments should be done before, during, and after the EBI is
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implemented to help provide feedback regarding the fit of culturally
tailored interventions (Boswell et al., 2015). Throughout routine
outcome monitoring, it is important to assure the CSI remains
evidence-based so that the core components are not changed or
lost. Culturally adapting an EBI preserves the essential components
of an intervention while tailoring or including cultural references to
increase relevance and engagement for marginalized youth. Core
components of EBIs include content (i.e., what is being taught),
pedagogy (i.e., how the content is taught), and implementation
(i.e., logistics responsible for a conducive learning environment;
Office of the Assistant Secretary for Planning and Evaluation, 2013).
To help guide data-based decision-making, the first step is using

routine outcome monitoring data to determine if CSIs are needed
(Marsiglia & Booth, 2015). CSIs are recommended when: (a) a
client’s engagement in services fall below what is expected, (b)
expected outcomes are not achieved, and (c) identified culturally
specific risks and/or protective factors need to be incorporated into
the intervention (Barrera & Castro, 2006). Using routine outcome
monitoring to inform whether CSIs will meet the needs of the
student is crucial during this step. Once there is determination to use
CSIs, the second step in preserving EBIs is to use models that
consider content and process (Ferrer-Wreder et al., 2012). In line
with routine outcome monitoring, CSIs should be pilot tested and
based on the outcomes in which the adaptations were made. Across
all theories of adaptation, the process is repetitious, with changes
made to the intervention at every stage based on the evidence
of routine outcome monitoring generated in the previous stage
(Domenech-Rodríguez & Wieling, 2005). Thus, we propose that
maintaining the core components of EBIs while relying on routine
outcomemonitoring will guide implementers in effective data-based
decision-making around CSIs.

Potential Challenges to CSI
Implementation and Future Directions

Prior to closing, we want to acknowledge potential issues that
may pose challenges to effectively implementing our recommenda-
tions. For example, practical concerns related to teacher unions and
shortages, as well as contemporary barriers in social issues that
influence what can be taught, read, shared, or addressed with
students (e.g., Critical Race Theory debates at the school board
and legislative levels or “Don’t Say Gay” laws in some states) may
undermine the ability to implement antiracist adaptions and CSIs in
schools. We also acknowledge that our recommendations may not
be applicable to some youths with significant mental health needs.
Specifically, our recommendations may be largely irrelevant for
youth who are placed at risk for mental health problems yet would
not be reached—or are hard to reach—with school-based services,
including those with poor attendance, those involved with juvenile
justice systems, and unhoused populations (National Center for
Homeless Education, 2020; The Council of State Governments
Justice Center, 2020). Furthermore, we acknowledge our guidelines
may be challenging to apply for those working in schools within
MTSS frameworks (Loftus-Rattan et al., 2023), as our recommen-
dations do not include instructions for applications at each potential
level of service delivery (i.e., Tier 1, Tier 2, and Tier 3). We hope,
however, that the substantive descriptions provided for each guide-
line are good enough for inspiring generalizations toward this end.
We also suggest future work could build from the base we have

established by operationalizing how school-based implementers
could incorporate strategies to promote safe and affirming school
climates for marginalized youth using the MTSS framework out-
lined by Malone et al. (2022).

Moreover, status quo methods for developing EBIs in schools
may pose potential challenges to building an evidence base around
our guidelines. Although, as we have argued above, schools are in a
unique position to address mental health disparities among margin-
alized youth, modifications to our current research systems and
treatment development practices are needed to engage youth in need
of care (DeFosset et al., 2017). We recommend future work on EBIs
evaluate which interventions are well-established for marginalized
youth in real-world schools beyond efficacy trials. Efficacy trials
usually adhere to strict inclusion/exclusion criteria (Pina et al.,
2019). In addition, many efficacy trials have barriers to the inclusion
and retention of marginalized youth, as studies take place at
university laboratories or other highly controlled settings, which
may be 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 culturally responsive training
or supervision (Pina et al., 2019). These factors may also affect the
development of rapport building with marginalized youth, which
results in nonengagement and eventual dropout (Valenzuela &
Smith, 2016). For this reason, we recommend instead different
types of hybrid effectiveness–implementation trials that are well
suited to implementation and adaption: (a) testing effects of a
clinical intervention on relevant outcomes while observing and
gathering information on implementation; (b) dual testing of clinical
and implementation interventions; and (c) testing of an implemen-
tation strategy while observing and gathering information on the
clinical intervention’s impact on relevant outcomes (Curran et al.,
2012). Using hybrid effectiveness–implementation trials could
reduce the time lag between research discovery and routine uptake
in community settings such as schools (Glasgow et al., 2003). Faster
intervention uptake and more effective implementation strategies
may help improve outcomes more efficiently and effectively.

Beyond the general need for research in this area, we acknowl-
edge that intentional empirical work is needed to further validate
both the structure and content of our guidelines for supporting
implementation and adaptation of EBIs with marginalized youth in
schools. Our guidelines and associated recommendations are
grounded in previous research and strong theory around culturally
responsive services, yet our choice to prioritize these—and our
conceptual scheme for organizing them (see Table 1)—were based
largely around our values and intuitions on the topic. Thus, future
research may seek to validate or reorganize our guidelines through
empirical means, such as qualitative or quantitative evaluations of
themes, factors, components, and so on. We imagine that studies
investigating the usefulness of our recommendations for guiding
implementation of CSIs (e.g., investigating the value-added of
emphasizing family values for improving outcomes, above and
beyond adapting communication styles) as well as the social validity
of our guidelines for implementers of CSIs (e.g., the relative perceived
importance of inclusive strategies compared with tailoring techni-
ques) may both be fruitful toward this end. Specific aspects of
our recommendations may also be tested independently to better
understand their impact on improving student outcomes. For exam-
ple, future studies exploring outcomes from use of the ASPIRE
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framework could add credibility to its adoption and our recommen-
dations. We therefore wish our guidelines remain open to revision as
research and theory advances, as they surely will. We also hope our
guidelines may be applied flexibly and responsively as the state of the
world, as well as regional and local conditions (e.g., pandemic
challenges, educational andmental health care legislation, availability
of community resources), evolve over time.

Conclusion

Given the need to inform more equitable practice in youth mental
health care, the purpose of this article was to provide guidelines for
advancing CSIs when implementing and adapting EBIs with margin-
alized youth in schools. We first emphasized inclusive strategies—
including antiracist adaptions and using a CBPR approach—to
improve implementation and sustainment of EBIs toward CSIs in
schools. Following, we reviewed techniques for tailoring CSIs by
employing the ASPIRE framework and culturally responsive engage-
ment strategies to more effectively support marginalized youth and
their families with school-based prevention and treatment. Toward
this end, we highlighted adapting communication styles, emphasizing
family values, considering sociopolitical history, and relying on
routine outcome monitoring to guide and iterate culturally tailored
EBIs. We are optimistic that heeding our guidelines related to
inclusive and culturally tailored interventions will go a long way
toward helping implementers improve the accessibility and quality of
EBIs available to marginalized youth in schools. Moreover, we hope
putting these guidelines and recommendations into practice might
make a positive contribution toward ameliorating mental health care
disparities—and outcome inequities—experienced by marginalized
youth and their families.
In closing, we acknowledge the inequities and disparities that

marginalized youth experience in education and mental health
care are complicated by systemic political, social, economic, and
cultural barriers. By advocating for using EBIs—and specifically
for advancing and improving CSIs—with marginalized youth in
schools, educators and mental health professionals alike can collab-
orate 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 inequities experienced by marginal-
ized youth over the long run, however, we encourage school-based
researchers interested in adapting EBIs with this population to move
away from efficacy studies and toward hybrid studies that inten-
tionally adopt, implement, and evaluate EBIs in real-world schools.
We suggest this methodological shift will produce a more accessi-
ble, 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. Finally, we hope the
guidelines and recommendations we provided herein might imme-
diately benefit implementers while also, over time, helping fuel
future applied research toward addressing disparities and promoting
mental health equity with marginalized youth in schools. It is both
an understatement and a truism to end by sayingmuch work remains
to be done toward this end.

Keywords: evidence-based interventions, culturally sensitive
interventions, youth mental health, school mental health, mental
health disparities
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