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Youth in urban areas have been effected by a reduced availability of mental health
services and increased contact with serious risk factors. School mental health (SMH)
programs may be an optimal avenue for providing services to these youth who other-
wise might not receive treatment. In this pilot study, we examined change in adoles-
cent reports of behavioral and emotional functioning for youth receiving SMH ser-
vices in inner-city schools. Results indicate minor improvements, but not clinically
significant changes in functioning at 12- and 18-month follow-ups. Youth identified
as having a greater number of resilience factors were more likely to remain in and
complete therapy. Adolescents reported feeling satisfied with their treatment; high
satisfaction was positively related to perceptions of clinicians as being warm, caring,
and exhibiting positive regard for them.

School mental health (SMH) programs are an important setting for providing men-
tal health services to adolescents, especially urban youth who typically face in-
creased exposure to risk factors (Pumariega & Vance, 1999). SMH programs re-
duce barriers to receiving services (e.g., access regardless of ability to pay for care;
Evans, 1999). Longitudinal studies such as this one that assess outcomes related to
participation in SMH services for urban youth are needed. Program evaluation ac-
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tivities for this project were funded by the Agency for Healthcare Research and
Quality to examine the effectiveness of SMH services and thus strengthen the re-
search base in this emerging field. The main goals for this project were twofold.
First, we examined change in behavioral and emotional functioning at 12 and 18
months for youth receiving or who had received SMH services. Second, we exam-
ined the relations among several factors, such as number of sessions and satisfac-
tion with treatment and ratings of change in behavioral and emotional functioning.

Positive relationships between clinicians and adolescents, as well as adolescent
satisfaction with treatment, influence outcomes (Nabors, Reynolds, & Weist,
2000; Stein & Lambert, 1995). Qualitative data from focus groups with adoles-
cents receiving SMH services indicated that they perceived a warm and caring re-
lationship with their therapist as having a positive impact on therapy process
(Nabors et al., 2000; Nabors, Weist, & Tashman, 1999). Adolescents also reported
high levels of satisfaction with their services (Nabors, Weist, Reynolds, Tashman,
& Jackson, 1999). Researchers have indicated that the association between satis-
faction and outcomes is equivocal, and more research is needed in this area (Lam-
bert, Salzer, & Bickman, 1998). For this project, we examined the association be-
tween student ratings of clinician relationship skills (e.g., warmth, caring),
satisfaction with treatment, and changes in behavioral and emotional functioning.

School-based mental health services cover a broad range of areas including as-
sessment, therapy, consultation, and prevention activities. For this project, we eval-
uated services provided by clinicians from the School Mental Health Program in
Baltimore, Maryland, including different types of individual and group therapies
with youth. Clinicians from this program also provide a variety of other services
including consultation, family therapy, crisis evaluation and referral, and small
group and classroom-wide mental health prevention activities.

METHOD

Participants

At the 12-month follow-up, 79 adolescents were in the treatment group (181 in the
initial sample), and 54 were in the comparison group (113 in the initial sample). In-
formation on the sample at intake and 6 months can be found in a previous study
published in this journal (Nabors & Reynolds, 2000). Students in the comparison
group attended the same schools but were not receiving SMH services. Students
were between the ages of 11 and 18 years (M = 15 years). They attended middle
schools or high schools in an urban area and were from low-income families. The
majority of youth in the treatment and comparison group were African American
(n = 91). The ratio of girls to boys in the sample was approximately 2:1. At the
18-month follow-up, 47 adolescents in the treatment group were located (29 girls;
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37 African American youth; 38 in high school). Mean age was still 15 years. As-
sent from adolescents and parental consent were required for participation in this
research.

Measures

Tracking form. Clinician’s recorded diagnosis, Global Assessment of Func-
tioning (American Psychiatric Association, 1994), length of sessions, number of
visits, and number of treatment goals and protective factors on a checklist devel-
oped for this study.

Child and Adolescent Functional Assessment Scale (CAFAS; Hodges,
1995, 1997). Clinicians recorded perceptions of changes in psychosocial func-
tioning for youth on the CAFAS. The total score was used in analyses. This mea-
sure has adequate psychometric properties (Hodges, 1995, 1997; Hodges & Wong,
1996) and has been used to assess outcomes for children receiving SMH services
(Hodges, Wong, & Latessa, 1998).

Youth Self-Report Form (YSR; Achenbach, 1991). Adolescents record-
ed perceptions of their behavioral and emotional functioning on the YSR. The
psychometric properties of the YSR are outstanding and are documented in the
manual.

My Counselor’s Attitude Questionnaire (MCAQ). Adolescents recorded
perceptions of clinician relationship skills on five 4-point Likert scales ranging
from 1 (rarely) to 4 (always) in the following areas: warmth, caring, unconditional
positive regard, and empathy. Total scores on the MCAQ ranged from 5 to 20. This
measure was developed for this study.

Youth Satisfaction With Counseling Questionnaire (YSC). Adolescents
completed a checklist, developed for this study, which assessed their reasons for
satisfaction and dissatisfaction with services. They also rated their level of satis-
faction on a 3-point Likert scale ranging from 3 (very satisfied) to 1 (not satisfied).
They also could provide a “don’t know” response for this item. A total score was
calculated for the YSC by adding the number of reasons for satisfaction and stu-
dent level of satisfaction with services (rated on a 4-point Likert scale question)
and then subtracting the number of reasons for dissatisfaction.

Procedure

At the initial assessment, adolescents in the treatment and comparison groups
completed the YSR, and clinicians completed the CAFAS and tracking form for
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students in treatment. At 3 and 6 months, clinicians completed the CAFAS and
tracking form for students in treatment. Adolescents in the treatment and compari-
son groups completed the YSR at 6 months. At 12 and 18 months, adolescents in
the treatment group completed the YSR, MCAQ, and YSC; clinicians completed
the tracking form at these times. Adolescents in the comparison group completed
the YSR at 12 months.

RESULTS

At 1 year, change in YSR scores was examined using a 2 (gender) × 2 (age: middle
school, high school) × 2 (group: therapy, comparison) mixed factorial design. Ad-
olescents receiving mental health services showed significantly more improve-
ment in YSR scores at 12 months than students in the comparison group. Spe-
cifically, youth in treatment reported higher YSR scores at intake than those in the
comparison group. This difference diminished at follow-up when the mean score
for adolescents in treatment was roughly equivalent to the mean score for adoles-
cents in the comparison group. There was a trend for a Gender × Group interaction.
Specifically, boys in the treatment group reported decreases in YSR scores,
whereas boys in the control group reported a slight increase in scores. Girls in the
treatment group and the comparison group reported decreases in YSR scores.

A stepwise regression analysis indicated that two factors, YSR scores at 6
months and ratings of clinician relationship skills (MCAQ scores), predicted 79%
of the variance in YSR scores at 1 year. Lower YSR scores at 6 months and higher
MCAQ scores were related to lower YSR scores at 12 months. There were trends
indicating number of sessions (lower) and higher satisfaction ratings were related
to lower YSR scores. Clinician ratings on the CAFAS, gender, and age level (mid-
dle school vs. high school) did not predict changes in functioning.

Another stepwise regression analysis indicated that two factors, lower scores on
the YSR at 12 months and total number of sessions (M = 25), accounted for 70% of
the variance in YSR scores at 18 months. Participating in more sessions was related
to reporting higher YSR total scores. The MCAQ, CAFAS, YSC, gender, and age
level were not significant predictors. Adolescents who had successfully completed
treatment by 18 months (i.e., treatment goals accomplished or graduated from high
school) were rated as having more protective factors than adolescents who left treat-
ment prematurely, were expelled, or had left school (were high school dropouts).

Adolescent Perceptions of Their Treatment
and Clinician Relationship Skills

Reports of clinician relationship skills on the MCAQ were positively related to to-
tal scores on the YSC at 12 and 18 months. Interestingly, YSR total scores were not

108 NABORS AND PRODENTE



related to YSC scores at either time period. Many adolescents (80%) reported high
levels of satisfaction at both follow-ups. The most common reasons for satisfaction
were that the counselor “gives good advice,” “helps with family problems,” “helps
me deal with my boyfriend or girlfriend,” and “helps me learn to control my tem-
per.” Some adolescents were dissatisfied with high staff turnover.

DISCUSSION

Results indicated that adolescents receiving SMH services reported improved
functioning after a year, although this difference did not reflect a clinically signifi-
cant change in functioning (i.e., a change of 1 SD on the YSR). The sensitivity of
the outcome measures may not have been adequate to assess change, or the thera-
peutic interventions may not have been sufficient to promote change in the adoles-
cents’ functioning as assessed. At 18 months, adolescents participating in more
sessions reported higher YSR scores. The fact that there was not an appreciable
change in functioning for youth between 12 and 18 months indicated that perhaps
there is an optimal “dose” of therapy sessions. On the other hand, many youth with
more severe problems had dropped out of school before the 18-month assessment.

Findings suggested a trend for boys receiving SMH services to report improved
functioning compared to boys in the comparison group at 12 months. It may be that
participating in mental health services was a protective factor for urban boys who
faced exposure to significant stressors. Girls receiving and not receiving treatment
both reported improved functioning. This may reflect positive effects related to
maturation. These statements are purely speculative, and more research needs to
be conducted to understand Gender × Treatment interactions in this setting.

Results also indicated that adolescents exhibiting several protective factors
were more likely to complete treatment. Using a checklist for assessing total num-
ber of protective factors is a very rudimentary measure. Research in this field has
provided information on specific factors that improve outcomes for at-risk youth,
such as having a relationship with a supportive adult (Resnick et al., 1997).

A majority of the adolescents reported feeling satisfied with their treatment.
Those who viewed their therapist as warm and caring were more likely to report
satisfaction with treatment. This makes sense intuitively and supports evidence
from earlier research (Nabors et al., 2000, Nabors, Weist, et al., 1999). Satisfaction
with treatment and perceptions of clinician relationship skills were not related to
reports of behavioral and emotional functioning. It may be that these are two dif-
ferent constructs and therefore are unrelated.

Several factors pose limitations on the usefulness of our findings. For example,
attrition rates were unusually high. Youth who received the school-based services
typically had high rates of school absence and truancy, making data collection dif-
ficult. A secondary analysis for this study indicates that students tended to drop out
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of school for multiple reasons (e.g., failing grades, suspension, poor relationships
with teachers, moving to a new apartment), and we were unable to discover which
factors were the primary cause of their leaving school. It was evident that older
youth, especially juniors and seniors in high school, tended to drop out of school
more often than underclassmen and middle school students. Thus, finding ways to
retain students in urban high schools remains a goal for schools, communities, and
SMH programs.

Other shortcomings existed for this pilot study. In this study assessing global
outcomes, many of the variables we investigated (e.g., CAFAS scores) were not
significantly related to changes in functioning for youth. The sample size was rela-
tively small at both follow-up assessments, providing low power to detect possible
effects. A larger sample with a randomly assigned control group would strengthen
a larger scale evaluation. These results reflect an examination of services in gen-
eral; these services are comprised of many different interventions for youth with
different diagnoses. Current statistical techniques are not designed to detect differ-
ences in interventions nested within clinical diagnoses for small sample sizes.

Unfortunately, data for the no-treatment comparison group were not obtained at
18 months. However, this may not have significantly impacted our conclusions be-
cause there was not a significant difference in YSR total scores between 12 and 18
months. Data for adolescents in the comparison group were not collected at 18
months due to staff attrition.

A noteworthy finding underlying all the results is that the program may have
been most helpful for urban adolescents who were at lower risk for mental health
problems. Results showed only slight improvements in functioning for youth re-
ceiving services, and those students likely to remain in treatment were described as
more resilient than those who did not. Students with significant problems may
have dropped out of school and treatment. This speculation raises the question of
whether the school-based clinicians were serving well the students most in need of
mental health care. Utilizing a waiting-list control group may demonstrate that
functioning sharply declines for students who do not receive SMH services.
Hence, it will be important to develop multisite evaluation studies with random-
ized control and treatment groups to conduct future studies.

Evaluation of the effectiveness of SMH services remains imperative, although
difficult to conduct, because results can be used to improve knowledge and provide
accountability data. For the field to advance, multisite evaluation studies need to be
conducted to provide a better description of SMH services across communities,
understand the effects of specific factors on student functioning, and increase
knowledge of the effectiveness of services. Before this step can be taken, however,
researchers will need to overcome ethical issues related to assigning high-risk
youth with multiple needs to no-treatment control groups. One rationale in favor of
conducting clinical trials is that these types of studies can provide evidence in sup-
port of providing treatment to at-risk adolescents (i.e., if they did not receive treat-
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ment their conditions might worsen). Consequently, although our results showed
only a slight improvement for adolescents receiving services, adding a no-treat-
ment control group may have demonstrated that, without SMH services, student
functioning may have declined.
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