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Canadian Context - Overview
 Federal system: Health and Education are the
responsibility of the Provinces and Territories
 Canada Health Act – universal health insurance with 5
core principles for all Canadians regardless
 Federal govt. provides funding for health care to p/t
via transfer payments – can mould health care
delivery thru payment discussions and with
agreement of provinces
 Education – little or no federal involvement outside of
parallel support for post-graduate institutions
 No national mental health or educational institutions
(MHCC commission; Joint Consortium School
Health) – recent national initiative: EVERGREEN

SBMHSU Consortium
 Mental Health Commission of Canada
 Consortium Lead - Provincial Centre of Excellence
for Child and Youth Mental Health at CHEO
 38 members, reaching over 60 networks, 4 teams
Overall Objective

Through a synthesis of the literature, a
scan of Canadian programs / services,
and a national survey, the Consortium
will develop a broad framework and
policy/practice recommendations related
to SBMHSU in Canada.
Timeline: Spring 2009 - Winter 2011

Taking Mental Health to School:
A Policy-Oriented Paper on School-Based
Mental Health in Ontario
Santor, Short, & Ferguson, 2009
http://www.onthepoint.ca/products/product_policypapers.htm

What did we find in our
review of reviews?
 There are some effective programs for mental health
promotion, early intervention, and interventions and many
not proven

 Studies suggest that mental health literacy needs to be
improved for educators, students and parents
 Even effective promotion/prevention will not remove the
need for accurate identification of mental illnesses and
efficient pathways to effective treatment
 Selecting appropriate programs and implementing them with
fidelity will be the major barriers to success
 Web-based technologies offer some interesting possibilities
for future programs

What Constitutes Evidence?
best evidence supported practice
or
evidence supported best practice

A Review of Approaches to
Evaluate Program Effectiveness
 Oxford Centre for Evidence-based Medicine Levels of
Evidence (Phillips et al., 2001)
 GRADE system: Grading of Recommendations
Assessment, Development and Evaluation (Guyatt et al.,
2008)

 “What Works Repository” Evidence-Based Effectiveness
Analysis Classification Framework (United States Office of
Justice, 2005)

 The Society for Prevention Research Standards of
Evidence (Flay et al., 2005)
 APA Division 12 Task Force Criteria for Empirically
Supported Treatments (Chambless criteria) (Chambless &
Hollon, 1998)

Oxford Levels of Evidence

GRADE:
Quality Assessment Profile
# of studies (n)
Consistency
Directness

Precision
Publication Bias
Study Limitations
Lack of allocation concealment
Lack of blinding
Large loss to follow up (≥20%)
Failure to adhere to intention to treat analysis

Study stopped early for benefit
Failure to report outcomes

“What Works Repository”
Classification Framework
RCT
No known harmful side effects
Adequately addressed threats to internal validity
Random assignment
Large sample (Sufficient power?)
Intervention described
Independent evaluation
Adequate outcome measure
Differences described
Modest attrition (≤20%)
Intent-to-treat analysis
Accurate interpretation of results
Statistically significant positive effect of program
Effect sustained for ≥1 year post-program
≥1 external replication (RCT)

The Society for Prevention Research Standards of Evidence:
Criteria for Efficacy, Effectiveness and Dissemination
Efficacy

Effectiveness

Dissemination

Specificity of the efficacy statement
Program X is efficacious for producing Y outcomes for Z
population.

Efficacy criteria
Studies should meet all conditions of efficacy trials

Effectiveness
Studies should meet all criteria for effectiveness

Intervention description and outcome
Manuals and appropriate training and technical support readily
available
Intervention delivered under conditions expected in the real
world
Stated theory of causal mechanism
Program effective for "whom" and "under what condition"
Level of exposure
Integrity and level of implementation
Engagement of the target audience and subgroups of interest

Going to scale
Evidence of ability to go to scale

Intervention description and outcome
Replication and implementation
Valid measures of outcome
At least one long-term follow-up
Implementation measurement
Measures of potential side-effect
Valid measures of the targeted behavior
Internal consistency
Independent evaluation
Clarity of causal inference
Random assignment
Treatment vs control
Generalizability of findings
Representative sample of population
Subgroup analysis

Precision of outcomes
Main effects analysis at the same level as the
randomization and includes all cases
Tests of pretest differences
Minimization of measurement attrition
Statistically significant effects
Consistency of statistically significant positive effects
No harmful effects
Practical public health impact
Significant effects for at least one long-term follow-up
Cost information
Replication studies

Clarity of causal inference
The same standards as stated for efficacy
Generalizability of findings
Real-world target population and the method for sampling it is
explained
Degree to which findings are generalizable is evaluated

Precision of outcomes
Evidence of practical importance
Consistency of statistically significant positive effects
Monitoring and evaluation tools available to providers

Cost information
Ongoing monitoring and evaluation
Independent Replication studies
Sustainability

The Society of Prevention Research Standards of Evidence:
Criteria for Efficacy, Effectiveness and Dissemination
An efficacious intervention should have
Being at least
tested in two
rigorous studies

Involved defined
samples from
defined
populations

Used
psychometrically
sound measures and
data collection
procedures

Analyzed data
with rigorous
statistical
approaches

Showed
consistent
positive effects
(no iatrogenic
effects)

Reported at least
one significant
long-term followup

An effective intervention will
Meet all standards
for efficacious
interventions

Have manuals and
appropriate training
and technical support
available for third party
implementation

Be evaluated under
real world
conditions
(measurement of
the level of
implementation and
engagement of
target audience)

Demonstrate the
practical
importance of
intervention
outcome effects

Specify the population to
whom intervention findings
can be generalized

An intervention ready for dissemination will
Meet all standards for efficacious
and effective interventions

Provide evidence of
the ability to "go to
scale"

Clear cost
information

Monitoring and evaluation tools

American Psychological Association Division 12 Task Force Criteria for
Empirically Supported Treatments (also known as Chambless criteria)
Well-established

I.

II.

III.
IV.
V.
Probably
efficacious

I.
II.

≥2 good between-group design experiments demonstrating efficacy in
≥ 1 of the following criteria:
A. Superiority to pill or psychological placebo or alternative Tx
B. Equivalence to an already established Tx in experiments with
adequate statistical power (n≥30)
1 large single-case design experiment (n≥9) demonstrating efficacy
A. With good experimental design
B. That compared the intervention with another Tx as in I(A).
Experiments must be conducted with Tx manuals
Characteristics of the client samples must be clearly specified
Effects must have been demonstrated by ≥2 different investigators or
investigatory teams
2 experiments showing the treatment is more effective than a wait list
control group, or
≥ 1 experiments meeting the well-established treatment criteria I, III, and
IV, but not V.

Level of Evidence of SOS
Program: what happens when we
apply different definitions of
“evidence”?

Study Characteristics
SOS: Signs of Suicide
Author
Year
Title
Strategy
Subjects
Control
Random
Program duration
F/U -Time
Outcome
Measures
Effect-S
Effect-SA
Effect-SI
Effect attitude,
skills, knowledge

Aseltine & De Martino
2004
An outcome evaluation of the SOS suicide
prevention program
curriculum + screening
2100
yes
yes
2 days
3 months
self-report SI, SA; knowledge & attitudes test;
help-seeking behaviour
NA
Tx group less likely to report SA
not sig
sig greater increases in knowledge, attitudes, not
help-seeking

SI: Suicidal ideation
SA: Suicide attempt
NA: Not measured

Aseltine et al.
2007
An evaluation of a school-based suicide prevention
program
curriculum + screening
4133
yes
yes
2 days
3 months
self-report SI, SA; knowledge & attitudes test;
help-seeking behaviour
NA
Tx group less likely to report SA
not sig
sig greater increases in knowledge, attitudes,
not help-seeking

Tx: Treatment
Sig: Statistically significant

Oxford Levels of Evidence
SOS: Signs of Suicide

Oxford Levels of Evidence

Author
Year
Type of study
Level

Aseltine & De Martino
2004
RCT
1b

Aseltine et al.
2007
RCT, replication of 2004
1a(-)

Oxford Levels of Evidence Scale: 1a – 1b – 1c – 2a – 2b – 2c – 3a – 3b – 4 – 5
highest

lowest

GRADE Quality Scale
SOS: Signs of Suicide
# of studies (n)
Consistency
Directness
Precision
Publication Bias
Study Limitations
Lack of allocation concealment
Lack of blinding
Large loss to follow up (≥20%)
Failure to adhere to intention to treat analysis
Study stopped early for benefit
Failure to report outcomes

Aseltine & De Martino, 2004 / Aseltine et al., 2007
2 studies, 2004(n)=2100; 2007(n)=4133
Main findings same magnitude and similar direction
Yes: Comparison of SOS vs. nothing
Large samples, Small CIs
Not likely
Computerized scheduling program
Self-report questionnaire
2007=8% completed survey at 3mo;
2004=7% completed survey at 3mo
ITT
No
Reported all outcomes; Measured SI, SA directly

GRADE Quality Scale: HIGH – MODERATE – LOW – VERY LOW

“What Works Repository”SOS: Signs of Suicide
RCT
No known harmful side effects

Aseltine & De Martino, 2004 / Aseltine et al., 2007

?

Adequately addressed threats to internal validity through:

Random assignment
Large sample (Sufficient power?)
Intervention described
Independent evaluation
Adequate outcome measure
Differences described
Modest attrition (≤20%)
Intent-to-treat analysis
Accurate interpretation of results

Statistically significant positive program effect
Effect sustained for ≥1 yr post-program
≥1 external replication (RCT)

 (by class)
 2004(n)=2100; 2007(n)=4133



 (no baseline data)

2007=8% completed survey at 3mo;
2004=7% completed survey at 3mo


 Suicide attempt
 Knowledge
Adaptive attitudes re: depression & suicide
 Suicidal ideation
 Help seeking behaviour
 (3 month follow-up)

Aseltine et al., 2007 = Replication of Aseltine & De
Martino, 2004

“What Works Repository” Rating:
EFFECTIVE–EFFECTIVE W/ RESERV’NS–PROMISING–INCONCLUSIVE EVIDENCE–INSUFFICIENT EVIDENCE–INEFFECTIVE
*LACKS SUSTAINED EFFECT REQUIRED FOR PROMISING CLASSIFICATION

The Society for Prevention Research Standards of Evidence
SOS Program
Aseltine & De Martino, 2004/ Aseltine et.al., 2007
An efficacious intervention should have

not demonstrated

Been tested in at least two rigorous studies

 (two RCT trails)

Involved defined samples from defined populations

x (convenience sample)

Used psychometrically sound measures and data collection
procedures

Analyzed data with rigorous statistical approaches

x Valid measures of the targeted
behavior
 Internal consistency
 Independent evaluation



 Suicide attempt, knowledge and
Showed consistent positive effects (no iatrogenic effects)

attitude
 Suicidal ideation and help-seeking
behavior

x no iatrogenic effects (?)
Reported at least one significant long-term follow-up

 (3 month follow-up)

The Society for Prevention Research Standards of Evidence
SOS Program
Aseltine & De Martino, 2004/ Aseltine et.al., 2007
An effective intervention will

Meet all standards for efficacious interventions

Have manuals and appropriate training and technical
support available for third party implementation

Be evaluated under real world conditions
(measurement of the level of implementation
and engagement of target audience)

not demonstrated





X (some details missing from available publications,
e.g., level of implementation)

Demonstrate the practical importance of intervention
outcome effects



Specify the population to whom intervention findings
can be generalized

x

The Society for Prevention Research Standards of Evidence
SOS Program
Aseltine & De Martino, 2004/ Aseltine et.al., 2007
An intervention ready for dissemination will

Meet all standards for efficacious and effective
interventions

Provide evidence of the ability to "go to scale"

Clear cost information

 (not described)

 (not described)

 (not described)

Monitoring and evaluation tools

 (not described)

SOS program is not ready for dissemination

American Psychological Association Division 12 Task Force Criteria for
Empirically Supported Treatments (also known as Chambless criteria)
SOS Program

Wellestablished

Probably
efficacious

I

Aseltine
& De Martino,
2004/
Aseltine et.al.,
2007
≥2 good
between-group
design
experiments
demonstrating
efficacy in A or B:

A

Superiority to pill or psychological placebo or alternative Tx



B

Equivalence to an already established Tx in experiments
with adequate statistical power (n≥30)

?

II

1 large single-case design experiment (n≥9) demonstrating efficacy with A and B:

A

With good experimental design



B

That compared the intervention with another Tx as in I(A).



III

Experiments must be conducted with Tx manuals



IV

Characteristics of the client samples must be clearly specified



V

Effects must have been demonstrated by ≥2 different
investigators or investigatory teams



I

2 experiments showing the treatment is more effective than a
wait list control group



OR
II

≥ 1 experiments meeting the well-established treatment
criteria I, III, and IV, but not V

SOS program is probably efficacious



Scanning the Practice Landscape
in School-Based Mental Health
Short, Ferguson, & Santor, 2009
http://www.onthepoint.ca/products/product_policypapers.htm
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Voices
We are concerned about Student Mental Health…

Mental health issues consume our daily work, from policy to
staffing to coordination to liaison – it is our number one concern
“Extremely concerned” doesn’t begin to describe it…there is no
scale that is even high enough
We are not prepared to respond to Student Mental Health problems…
Educators can point out mental health problems, but they are crying out for
some kind of support in dealing with it in their classrooms.
It scares them – they don’t know what to do. We don’t teach mental health 101 –
we don’t give educators the tools they need.

This is part of our job as educators…

Student mental health and academic achievement go hand in hand
When kids aren’t “in the room” because they are troubled, they are not ready
for the curriculum – we are talking about 1 in 5 kids – so many are impacted

The Current Practice
Landscape
 Mental Health Literacy
 Mostly at the stage of awareness-building in schools and districts

 Universal Mental Health Promotion
 70% of districts described some sort of universal MH promotion

 Intervening with Students at Risk
 63% provided an example of how they support students at risk

 Serving students with identified MH problems
 Insufficient resources in this area - need to work closely with
community partners to serve these students

 Innovations in MH Service Delivery
 Some leaders to watch - attention to infrastructure, interconnected
systems, alignment/ leveraging, bridging research and practice

Effective Implementation
of SBMH
Enablers
1. Collaboration with
community partners
2. Leadership & planning
3. Funding
4. Alignment
5. PD
6. Program evaluation
7. District infrastructure and
services

Barriers
1. Lack of mental health
services (or inequities)
2. Collaboration is difficult!
3. Human resources issues
4. Lack of coordination
5. Lack of MH literacy
6. Lack of funding
7. Stigma

Policy Needs from the Field
1. Enhanced governmental coordination &
leadership
2. Dedicated funding for training, infrastructure
development, community collaboration, program
implementation, and evaluation
3. Consideration of, and support towards, critical
implementation issues
4. Enhanced Professional Development for
educators regarding mental health
5. Development, testing, promotion, and
support of evidence-based practices for
mental health promotion in schools

The Research-to-Practice Gap

The Research-Practice Relationship
in SBMH

World of
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World of
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Adapted from Riley, 2005

The Research-Practice Relationship
in SBMH

World of
Research

Minding The Gap
•Policy directives & incentives
• Infrastructure & Capacity
•Education & Exchange
•Communities of Practice
•Local evaluation

World of
Practice

Adapted from Riley, 2005

Minding the Gap
 Policy Directives and Incentives
Student need may be an important incentive

 Infrastructure and Capacity
Collaborative structures and intermediaries

 Education and Exchange
Training (Staff Development, Coaching, Resources,
Support, Fidelity)
Knowledge Mobilization/Social Marketing techniques

 Communities of Practice
 Local Evaluation

Evidence-Based Education and Services Team

E-BEST
An evidence-promoting research service housed within an Ontario school district
Mission:
• Coordinates and facilitates research in schools
• Enhances capacity for evidence-informed practice
• Tests innovations in education and mental health
• Fosters collaboration with community researchers
• Contributes to the evidence-base

USE

SHARE

DO

Core Services:
• Bottom-Line Actionable Messages
• Evidence Bank
• Knowledge Mobilization Lab
• Program Evaluation
• Consultation via Office Hours
• System Data Reporting
• Research Showcase
Key Strategies for promoting EIP:
• Encouraging early adopters
• Building capacity for evaluation
• Using technology as a bridge
• Job-embedded evidence promotion
• Positioning research strategically

Visit Us: www.hwdsb.on.ca/e-best/

KM Lab @ HWDSB
Knowledge Mobilization and Implementation Science Lab
The KM Lab aims to determine, via systematic study, optimal
ways to mobilize SBMH research knowledge to facilitate the
effective and sustained integration of evidence-informed
practices within schools, and to share learnings with others.

Systematic
Study

KM Lab
@
HWDSB

KM
Communication

KM PD
Library

External KM
Research
KM
Consultation

Current Studies
 School-Based Mental Health Learning Forum
 Teacher Preferences for Mental Health
Information Discrete Conjoint Study
 “Making a Difference” Educator Mental Health
Resource Implementation Pilot
 Mental Health Speaker Series evaluation
 CCL Push Experiment
 OISE Research Use Study
 OISE Web Tracker Project

OUR VISION
To help improve the mental health
of youth by the effective translation
and transfer of the best available
scientific knowledge.

Model Pathway to Care
Mental health promotion
Early identification
Triage
Intervention
Continuing care

School Mental Health Model
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GATEKEEPER TRAINING

PRIMARY CARE
PROVIDERS

Model Goals







To promote mental health and reduce stigma through
enhancing the mental health literacy of students,
educators and parents.
To address prevention and promote appropriate and
timely care through early identification, triage and
evidence-supported site-based mental health
interventions.
To enhance formal linkages between schools and
appropriate health care providers (primary/specialty)
To provide a framework in which students receiving
mental health care can be seamlessly supported in their
educational needs within usual school settings.

Model Components
 Mental health
curriculum for youth
 “Go-to” educator
training
 Student services
provider training
 Primary care provider
training
 Upgrading for mental
health services
providers

 Parent/family/community
outreach
 Creation of pathways to
care
 Integration of mental
health &
education services
 Evaluation

School Mental Health Work
 Mental Health & High School
Curriculum Guide and teacher trainings
 Transitions
 Integrated Pathway to Care Project
(Curriculum, training for educators,
student service providers, and health
care providers)
 Provincial stakeholder summit for
school mental health

 www.teenmentalhealth.org

Contemplating Collaboration
 What are the hot topics in each country
that might stimulate joint research efforts?
 What vehicles/forums can help to support
collaboration?
 What are the unique challenges to US /
Canadian collaboration?
 Where might we start? A quick win?

