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Preface

his report calls on the nation—its leaders, its mental health research

and service provision agencies, its schools, its primary care medical

systems, its community-based organizations, its child welfare and
criminal justice systems—to make prevention of mental, emotional, and
behavioral disorders and the promotion of mental health of young people
a very high priority. By all realistic measures, no such priority exists today.
The report therefore urges action at the highest levels to ensure that public
health decision makers and the public understand the nature and magnitude
of this problem; that research to prevent it is carefully coordinated and well
funded; and that institutions and communities have the resources and the
responsibility to promote the implementation of prevention interventions
that can address shortfalls in the public response.

Mental, emotional, and behavioral disorders incur high psychosocial
and economic costs for the young people who experience them, for their
families, and for the society in which they live, study, and will work. Yet
there is a significant imbalance in the nation’s efforts to address such dis-
orders. People await their emergence and then attempt to treat them, to
cure them if possible, or to limit the damage they cause if not. This happens
with any number of expensive interventions, ranging from psychiatric care
to incarceration. Myopically, we devote minimal attention to preventing
future disorders or the environmental exposures that increase risk.

This report builds on a highly valued predecessor, the 1994 Institute
of Medicine (IOM) report entitled Reducing Risks for Mental Disorders:
Frontiers for Preventive Intervention Research. That report provided the
basis for understanding prevention science, elucidating its then-existing

X111



xiv PREFACE

research base, and contemplating where it should go in the future. This
report documents that an increasing number of mental, emotional, and
behavioral problems in young people are in fact preventable. The proverbial
ounce of prevention will indeed be worth a pound of cure: effectively apply-
ing the evidence-based prevention interventions at hand could potentially
save billions of dollars in associated costs by avoiding or tempering these
disorders in many individuals. Furthermore, devoting significantly greater
resources to research on even more effective prevention and promotion
efforts, and then reliably implementing the findings of such research, could
substantially diminish the human and economic toll. This could be done,
but as Hadorn! has observed, the basic tendency is to focus on “the rule
of rescue . . . the powerful human proclivity to rescue endangered life.” As
a society, we suffer from a collective health care myopia: we have not yet
figured out how to balance rescue—which is after-the-fact treatment—with
the less dramatic but often far more cost-effective and socially desirable
prevention of the onset of a problem.

The very definition of prevention is itself a problem. The authors of
the 1994 IOM report emphasized the need for clear definitions to guide
the field. The authors proposed a new typology of prevention: universal
interventions, which address the population at large, selective interventions,
which target groups or individuals with an elevated risk, and indicated
interventions, which target individuals with early symptoms or behaviors
that are precursors for disorder but are not yet diagnosable. In essence,
this typology of prevention was proposed as a set of interventions to target
individuals and populations that do not currently have a disorder, with
variations in exactly who is targeted. Yet ardent proponents of prevention,
including members of the 1994 IOM committee, do not wish to exclude
the prevention of disease relapse or disability from their conception of
prevention.

While acknowledging the legitimacy of this perspective, our committee
thinks that the disproportionate emphasis on treatment of existing condi-
tions needs to be corrected. We propose a new emphasis on true prevention,
which for the purposes of this report we define as occurring prior to the
onset of disorder, as well as mental health promotion, discussed imme-
diately below. We do not disparage society’s emphasis on treatment and
indeed think that in the domain of mental health, far more resources should
be devoted to the effort. Rather, we want to highlight the critical need for
a more proactive, preventive focus on mental health.

The primary charge for this committee is prevention, but we add to
our focus the emerging field of mental health promotion, an important

Hadorn, D.C. (1991, May 1). Setting health care priorities in Oregon: Cost-effectiveness
meets the rule of rescue. Journal of the American Medical Association, 265(17), 2218-2225.
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and largely ignored approach toward building healthy development in all
young people. Prevention emphasizes the avoidance of risk factors; promo-
tion strives to promote supportive family, school, and community environ-
ments and to identify and imbue in young people protective factors, which
are traits that enhance well-being and provide the tools to avoid adverse
emotions and behaviors. While research on promotion is limited, emerging
interest and involvement in it and the potential it holds for enhancing health
warrant its inclusion in the consideration of how the nation can improve
its collective well-being.

The committee’s focus on young people and the stigma associated
with the term “mental disorder” led us to adopt the term “mental, emo-
tional, and behavioral disorders” to encompass both disorders diagnosable
using Diagnostic and Statistical Manual of Mental Disorders, 4th Edition
(DSM-1V) criteria and the problem behaviors associated with them, such as
violence, aggression, and antisocial behavior. Many mental, emotional, and
behavioral disorders of youth exist on a continuum and exert significant
costs on the young people themselves, the people affected by them, and
society at large. The term “mental, emotional, and behavioral disorders”
encompasses mental illness and substance abuse, while including a some-
what broader range of concerns associated with problem behaviors and
conditions in youth.

One factor lurks in the background of every discussion of the risks
for mental, emotional, and behavioral disorders and antisocial behavior:
poverty. Poverty in the United States often entails a range of material hard-
ships, such as overcrowding, frequent moves (which often mean changes
of school), poor schools, limited health care, unsafe and stressful environ-
ments, and sometimes lack of adequate food. All of these imperil cognitive,
emotional, and behavioral development. Although not the focus of this
report, there is evidence that changes in social policy that reduce exposure
to these risks are at least as important for preventing mental, emotional,
and behavioral disorders in young people as other preventive interventions.
We are persuaded that the future mental health of the nation depends cru-
cially on how, collectively, the costly legacy of poverty is dealt with.

As chairs of the committee that has produced this report, we have ben-
efited immensely from the commitment, energy, and effort of two groups
of people. We are grateful to the committee members, who demonstrated
devotion to the subject of this report and to the arduous task of develop-
ing it. All committee members contributed to the writing of the report, and
the “think tank” nature of our innumerable meetings, conference calls,
and e-mail exchanges played enormously important roles in shaping both
the structure and content of the report. We are deeply indebted, as well, to
the National Academies’ staff, who performed at a consistently high level
all of the myriad tasks that are essential to compiling a large and complex
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report such as this one. One staff member is particularly deserving of men-
tion: Mary Ellen O’Connell, the study director, is the consummate Jill of
all trades. From the inception of the study to the crossing of the final ¢, she
directed all aspects of the committee’s work with insight and across-the-
board competence. We admire her incredible work ethic and express our
jealousy at her apparent ability to work without sleep.

Kenneth E. Warner, Chair

Thomas F. Boat, Vice Chair

Committee on the Prevention of Mental
Disorders and Substance Abuse Among
Children, Youth, and Young Adults:

Research Advances and Promising Interventions
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Glossary

Adaptation: The modification of evidence-based interventions that have
been developed for a single ethnic, linguistic, and/or cultural group for
use with other groups.

Adoption: The selection and incorporation of a prevention program into
a service system.

Alcohol abuse: The consumption of alcohol despite negative consequences.

Alcohol dependence: The persistent consumption of alcohol despite nega-
tive consequences, often with a physiological dependence characterized
by tolerance and/or symptoms of withdrawal.

Alcohol use disorder: An inclusive term referring to either alcohol abuse or
alcohol dependence.

Comorbidity: The presence of one or more disorders in addition to a pri-
mary disorder.

Confound: A variable in an experiment or trial that may be related to
observed effects and therefore may limit the ability to make inferences
about causal effects of the experimental variables.

Cost-benefit analysis: A method of economic analysis in which costs and
outcomes of an intervention are both valued in monetary units, permit-
ting a direct comparison of the benefits produced by the intervention
with its costs.

Cost-effectiveness analysis: A method of economic analysis in which out-
comes of an intervention are measured in nonmonetary terms. The
outcomes and costs are compared with both the costs and the same out-
come measure for competing interventions or an established standard

xXx1i1



xXXiv GLOSSARY

to determine if the outcomes are achieved at a reasonable monetary
cost.

Cross-sectional study: A study to estimate the relationship between an
outcome of interest and specified variables by comparing groups that
differ on those variables at a single point in time.

Developmental competence: The ability to accomplish a broad range of
appropriate social, emotional, cognitive, and behavioral tasks at vari-
ous developmental stages, including adaptations to the demands of
different social and cultural contexts and attaining a positive sense of
identity, efficacy, and well-being.

Developmental competencies: Social, emotional, cognitive, and behavioral
tasks that are appropriate at various developmental stages and in vari-
ous social and cultural contexts.

Developmental neuroscience: The study of the anatomical and functional
development of the nervous system in humans and animal models. This
encompasses the fields of molecular and behavioral genetics, molecular
and cellular neurobiology, biochemistry, physiology, pharmacology,
pathology, and systems-level neuroscience and applies methods ranging
from molecular biology to imaging to functional studies of cognition
and behavior.

Dissemination: The distribution of program information with the aim
of encouraging program adoption in real-world service systems or
communities.

Dissemination trial: A trial designed to experimentally test approaches
and strategies to influence providers, communities, or organizations
to adopt evidence-based prevention programs in real-world service
settings.

DSM-IV: The current edition of the Diagnostic and Statistical Manual of
Mental Disorders, a handbook published by the American Psychiatric
Association describing different categories of mental disorders and the
criteria for diagnosing them.

Effect size: A statistical measure of the strength of the relationship between
two variables.

Effectiveness: The impact of a program under conditions that are likely to
occur in a real-world implementation.

Effectiveness trial: A trial designed to test whether an intervention can
achieve effects when delivered by a natural service delivery system (i.e.,
similar to the institutions or communities that are ultimately intended
to implement the intervention). The emphasis is on demonstrating posi-
tive outcomes in a real-world setting using nonresearch staff to deliver
the intervention.
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Efficacy: The impact of a program under ideal research conditions.

Efficacy trial: A trial designed to test whether a new or significantly modi-
fied intervention has effects when it is delivered in a research environ-
ment by research staff under optimal conditions. Efficacy trials can take
place in research or real-world settings but are typically delivered by
trained research staff under the direction and control of the research
team, using resources beyond what might be available in the natural
course of service delivery. A trial is also considered an efficacy trial if
an intervention is being tested by research staff with a new population
or in an amended form.

Encouragement designs: Trial designs that randomize individuals to dif-
ferent modalities of recruitment, incentives, or persuasion messages
to influence their choice to participate in one or another intervention
condition.

Epidemiology: The study of factors that influence the health and illness of
populations.

Epigenetics: Alterations in gene expression through mechanisms other than
modifications in the genetic sequence.

Etiology: The cause of a disease or condition.

Externalizing: Problems or disorders that are primarily behavioral (e.g.,
conduct disorder, oppositional defiant disorder).

Fidelity: The degree to which an intervention is delivered as designed.
Genotype: An individual’s genetic makeup.

Tatrogenic effect: An adverse effect caused by an intervention.

ICD-9: The current International Statistical Classification of Diseases and
Related Health Problems, a classification system published by the
World Health Organization and used to code disease as well as signs,
symptoms, abnormal findings, complaints, social circumstances, and
external causes of injury or disease.

Implementation: The process of introducing and using interventions in
real-world service settings, including how interventions or programs
are adopted, sustained, and taken to scale.

Implementation trial: A trial designed to experimentally test approaches
and strategies for successful utilization of evidence-based prevention
programs in real-world service settings.

Incidence: The number, proportion, or rate of occurrence of new cases of a
disorder in a population within a specified period of time.

Indicated prevention: Preventive interventions that are targeted to high-risk
individuals who are identified as having minimal but detectable signs or
symptoms that foreshadow mental, emotional, or behavioral disorder,
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as well as biological markers that indicate a predisposition in a person
for such a disorder but who does not meet diagnostic criteria at the
time of the intervention.

Internalizing: Problems or disorders that are primarily emotional (e.g.,
anxiety, depression).

Longitudinal study: A study that involves repeated observations of targeted
outcomes over a long period of time.

Main effect: The effect of an independent variable averaged over all levels
of other variables in an experiment.

Mediator: A variable factor that explains how an effect occurs (i.e., the
causal pathway between an intervention and an outcome).

Mental, emotional, and behavioral disorders: A diagnosable mental or
substance use disorder.

Mental, emotional, and behavioral problems: Difficulties that may be early
signs or symptoms of mental disorders but are not frequent or severe
enough to meet the criteria for a diagnosis.

Mental health promotion: Interventions that aim to enhance the ability to
achieve developmentally appropriate tasks (developmental competen-
cies) and a positive sense of self-esteem, mastery, well-being, and social
inclusion and to strengthen the ability to cope with adversity.

Mental illness: A condition that meets DSM-IV diagnostic criteria.

Meta-analysis: A statistical analysis that combines the results of several
studies that address the same research question.

Moderator: A variable factor that influences how an intervention or mediator
exerts its effect.

Natural experimental design: A naturally occurring opportunity to observe
the effects of defined variables that approximates the properties of a
controlled experiment.

Neural systems: Functionally integrated circuits in the nervous system that
operate in the context of genetic and environmental influences to pro-
duce complex behaviors.

Nonexperimental studies: Observational research designs that do not
include an experimental manipulation of variables by the researchers.

Odds ratio: The ratio of the odds of an outcome occurring in an experi-
mental group to the odds of it occurring in a control group, a measure
of the size of the effect of an intervention.

Pathogenesis: The mechanisms by which etiological factors cause a disease
or disorder.
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Pathophysiology: The disturbance of normal functions that are the result
of a disease or disorder.

Phenotype: An individual’s observed physical or behavioral characteristics.

Polymorphism: A variation in genetic sequence.

Premorbid: A sign or symptom that occurs before the development of
disease.

Pre-post studies: Nonrandomized studies that evaluate an intervention on
the basis of the changes that occur in the same subject from a baseline
(the “pre” measurement) to after the intervention period (the “post”
measurement).

Prevalence: The total number of cases of a disorder in a population.

Prevention: Interventions that occur prior to the onset of a disorder that are
intended to prevent or reduce risk for the disorder.

Prevention research: The study of theory and practice related to the preven-
tion of social, physical, and mental health problems, including etiology,
methodology, epidemiology, and intervention.

Prevention science: A multidisciplinary field devoted to the scientific study
of the theory, research, and practice related to the prevention of social,
physical, and mental health problems, including etiology, epidemiology,
and intervention.

Preventionist: A practitioner who delivers prevention interventions.

Problem behaviors: Behaviors with negative effects that are often signs or
symptoms of mental, emotional, or behavioral disorders that may not
be frequent or severe enough to meet the criteria for a diagnosis (e.g.,
aggressiveness, early alcohol use) but have substantial personal, family,
and societal costs.

Prodrome: An early, nonspecific set of symptoms that indicate the onset of
disease before specific, diagnosable symptoms occur.

Protective factor: A characteristic at the biological, psychological, family,
or community (including peers and culture) level that is associated with
a lower likelihood of problem outcomes or that reduces the negative
impact of a risk factor on problem outcomes.

Psychiatric disorder: A condition that meets DSM-IV diagnostic criteria.

Psychopathology: Behaviors and experiences that are indicative of mental,
emotional, or behavioral disorder or impairment.

Qualitative data: Research information that is descriptive but not measured
or quantified for statistical analysis.

Qualitative review: A review of research evidence relevant to a research
question that does not include new statistical analysis.

Quantitative data: Research information that is measured for statistical
analysis.
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Quasi-experimental studies: Experimental designs in which subjects are not
randomly assigned to experimental and control groups.

Randomized studies: Experimental designs that randomly assign subjects
(individuals, families, classrooms, schools, communities) into equiva-
lent groups that are exposed to different interventions in order to com-
pare outcomes with the goal of inferring causal effects.

Replication: The reproduction of a trial or experiment by an independent
researcher.

Research funders: For purposes of this report, federal agencies and founda-
tions that fund research on mental health promotion or prevention of
mental, emotional, or behavioral disorders.

Resilience: The ability to recover from or adapt to adverse events, life
changes, and life stressors.

Retrospective study: A study that looks back at the histories of a group that
currently has a disorder or characteristic in comparison to a similar
group without that disorder or characteristic to determine what factors
may be associated with the disorder or characteristic.

Risk factor: A characteristic at the biological, psychological, family, com-
munity, or cultural level that precedes and is associated with a higher
likelihood of problem outcomes.

Selective prevention: Preventive interventions that are targeted to individu-
als or to a subgroup of the population whose risk of developing mental,
emotional, or behavioral disorders is significantly higher than average.
The risk may be imminent or it may be a lifetime risk. Risk groups may
be identified on the basis of biological, psychological, or social risk fac-
tors that are known to be associated with the onset of a disorder. Those
risk factors may be at the individual level for nonbehavioral character-
istics (e.g., biological characteristics such as low birth weight), at the
family level (e.g., children with a family history of substance abuse but
who do not have any history of use), or at the community/population
level (e.g., schools or neighborhoods in high-poverty areas).

Substance abuse: The use of alcohol or drugs despite negative consequences.

Substance dependence: The persistent use of alcohol or drugs despite nega-
tive consequences, often with a physiological dependence characterized
by tolerance and/or symptoms of withdrawal.

Substance use disorder: An inclusive term referring to either substance
abuse or substance dependence.

Systematic review: A literature review that tries to identify, appraise, select,
and synthesize all high-quality research evidence relevant to a research
question.



GLOSSARY XXX

Taxonomy: A system of names and classifications.

Translational research (type 1): The transfer of basic science discoveries into
clinical research as well as the influence of clinical research findings on
basic science research questions.

Translational research (type 2): The study of the real-world effectiveness
and implementation of programs for which efficacy has been previously
demonstrated.

Treatment: Interventions targeted to individuals who are identified as cur-
rently suffering from a diagnosable disorder that are intended to cure
the disorder or reduce the symptoms or effects of the disorder, including
the prevention of disability, relapse, and/or comorbidity.

Universal prevention: Preventive interventions that are targeted to the gen-
eral public or a whole population group that has not been identified on
the basis of individual risk. The intervention is desirable for everyone
in that group.

Wait-list designs: Research designs that provide the new intervention first to
the experimental group and later to those who were initially assigned
to the control group.

Young people: For purposes of this report, children, youth, and young
adults (to age 25).






Summary

tial lifetime benefits of preventing mental, emotional, and behavioral

(MEB) disorders are greatest by focusing on young people and that
early interventions can be effective in delaying or preventing the onset of
such disorders. National priorities that build on this evidence base should
include (1) assurance that individuals who are at risk receive the best
available evidence-based interventions prior to the onset of a disorder and
(2) the promotion of positive MEB development for all children, youth,
and young adults.

A number of promotion and prevention programs are now avail-
able that should be considered for broad implementation. Although indi-
viduals who are already affected by a MEB disorder should receive the best
evidence-based treatment available, interventions before the disorder occurs
offer the greatest opportunity to avoid the substantial costs to individuals,
families, and society that these disorders entail.

Most MEB disorders have their roots in childhood and youth. Among
adults reporting a MEB disorder during their lifetime, more than half report
the onset as occurring in childhood or adolescence. In any given year, the
percentage of young people with these disorders is estimated to be between
14 and 20 percent. MEB issues among young people—including both
diagnosable disorders and other problem behaviors, such as early drug or
alcohol use, antisocial or aggressive behavior, and violence—have enormous
personal, family, and societal costs. The annual quantifiable cost of such
disorders among young people was estimated in 2007 to be $247 billion.
In addition, MEB disorders among young people interfere with their abil-

f ; everal decades of research have shown that the promise and poten-

1
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ity to accomplish normal developmental tasks, such as establishing healthy
interpersonal relationships, succeeding in school, and transitioning to the
workforce. These disorders also affect the lives of their family members.

A 1994 report by the Institute of Medicine (IOM), Reducing Risks for
Mental Disorders: Frontiers for Preventive Intervention Research, high-
lighted the promise of prevention. In response to a subsequently burgeon-
ing research base and an increasing understanding of the developmental
pathways that lead to MEB problems, the Substance Abuse and Mental
Health Services Administration, the National Institute of Mental Health,
the National Institute on Drug Abuse, and the National Institute on Alcohol
Abuse and Alcoholism requested a study from the National Academies to
review the research base and program experience since that time, focusing
on young people. The Committee on the Prevention of Mental Disorders
and Substance Abuse Among Children, Youth, and Young Adults was
formed under the auspices of the Board on Children, Youth, and Families
to conduct this review (see Box S-1 for the complete charge).

The 1994 IOM report reaffirmed a clear distinction between preven-
tion and treatment. The current committee supports this distinction. The
prevention of disability, relapse, or comorbidity among those with currently
existing disorders are characteristics and expectations of good treatment.
Although treatment has preventive aspects, it is still treatment, not preven-
tion. The strength of prevention research using this concept of prevention,
coupled with the need for focused research on risks prior to the onset of
illness, warrants the field’s continued use of a typology focused on interven-
tions for those who do not have an existing disorder. Interventions clas-
sified as universal (population-based), selective (directed to at-risk groups
or individuals), or indicated (targeting individuals with biological markers,
early symptoms, or problematic behaviors predicting a high level of risk)
are important complementary elements of prevention. Going beyond the
1994 IOM report, we strongly recommend the inclusion of mental health
promotion in the spectrum of mental health interventions.

The volume and quality of research since 1994 have increased dramati-
cally. Clear evidence is available to identify many factors that place certain
young people or groups of young people at greater risk for developing MEB
disorders, as well as other factors that serve a protective role. Box S-2 sum-
marizes key advances since 1994.

A number of specific preventive interventions can modify risk and
promote protective factors that are linked to important determinants of
mental, emotional, and behavioral health, especially in such areas as family
functioning, early childhood experiences, and social skills. Interventions
are also available to reduce the incidence of common disorders or problem
behaviors, such as depression, substance use, and conduct disorder. Some
interventions reduce multiple disorders and problem behaviors as well as
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BOX S-1
Committee Charge

* Review promising areas of research that contribute to the prevention of mental
disorders, substance abuse, and problem behaviors among children, youth,
and young adults (to age 25), focusing in particular on genetics, neurobiology,
and psychosocial research as well as the field of prevention science.

e Highlight areas of key advances and persistent challenges since the publica-
tion of the 1994 I0OM report Reducing Risks for Mental Disorders: Frontiers for
Preventive Intervention Research.

e Examine the research base within a developmental framework throughout the
life span, with an emphasis on prevention and promotion opportunities that can
improve the mental health and behavior of children, youth, and young adults.

¢ Review the current scope of federal efforts in the prevention of mental disor-
ders and substance abuse and the promotion of mental health among at-risk
populations, including children of parents with substance abuse or mental
health disorders, abused and neglected children, children in foster care, chil-
dren whose parents are absent or incarcerated, and children exposed to vio-
lence and other trauma, spanning the continuum from research to policy and
services.

e Recommend areas of emphasis for future federal policies and programs of
research support that would strengthen a developmental approach to a pre-
vention research agenda as well as opportunities to foster public- and private-
sector collaboration in prevention and promotion efforts for children, youth,
and young adults, particularly in educational, child welfare, and primary care
settings.

* Prepare a final report that will provide a state-of-the-art review of prevention
research.

increase healthy functioning. While the evidence on the costs and benefits
of interventions is limited, it suggests that many are likely to have benefits
that exceed costs.

In addition, a number of interventions have demonstrated efficacy to
reduce risk for children exposed to serious adversities, such as maternal
depression and family disruption. Like family adversities, poverty is a
powerful risk factor, and its reduction would have far-reaching effects for
multiple negative mental, emotional, and behavioral outcomes. Numerous
policies and programs target poverty as a risk factor by giving priority
to low-income children and their families and by promoting resources
for healthy functioning of those living in poverty through, for example,
early childhood education programs, programs to strengthen families and
schools, and efforts to reduce neighborhood violence.

The 1994 IOM report expressed hope that identification of the genetic
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BOX S-2
Key Areas of Progress Since 1994

e Evidence that MEB disorders are common and begin early in life.

¢ Evidence that the greatest prevention opportunity is among young people.

e Evidence of multiyear effects of multiple preventive interventions on reducing
substance abuse, conduct disorder, antisocial behavior, aggression, and child
maltreatment.

e Evidence that the incidence of depression among pregnant women and ado-
lescents can be reduced.

e Evidence that school-based violence prevention can reduce the base rate of
aggressive problems in an average school by one-quarter to one-third.

e Promising evidence regarding potential indicated preventive interventions tar-
geting schizophrenia.

e Evidence that improving family functioning and positive parenting serves as a
mediator of positive outcomes and can moderate poverty-related risk.

e Emerging evidence that school-based preventive interventions aimed at improv-
ing social and emotional outcomes can also improve academic outcomes.

e Evidence that interventions that target families dealing with such adversities
as parental depression and divorce demonstrate efficacy in reducing risk for
depression among children and increasing effective parenting.

e Evidence from some preventive interventions that benefits exceed costs, with
the available evidence strongest for early childhood interventions.

e Evidence of interactions between modifiable environmental factors and the
expression of genes linked to behavior.

e Greater understanding of the biological processes that underlie both normal
brain function and the pathophysiology of MEB disorders.

e Emerging opportunities for the integration of genetics and neuroscience
research with prevention research.

e Advances in implementation science, including recognition of implementation
complexity and the importance of relevance to the community.

determinants of mental illnesses was on the horizon. It is now recognized
that most disorders are not caused by a small number of genes and that this
area of research is highly complex. An emerging area of research involves
the influence of the environment on the expression of a specific gene or
set of genes, the importance of epigenetic modification of gene expression
by experience, and direct injury to neural systems that give rise to illness.
This exciting new knowledge has the potential to inform future preventive
interventions.

The future of prevention requires combined efforts to (1) apply existing
knowledge in ways that are meaningful to families and communities and
(2) pursue a rigorous research agenda that is aimed at improving both the
quality and implementation of interventions across diverse communities.
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PUTTING KNOWLEDGE INTO PRACTICE

No concerted federal presence or clear national leadership currently
exists to advance the use of prevention and promotion approaches to ben-
efit the mental health of the nation’s young people. Infusing a prevention
focus into the public consciousness requires development of a shared public
vision and attention at a higher national level than currently exists.

Recommendation: The federal government should make the healthy
mental, emotional, and behavioral development of young people a
national priority, establish public goals for the prevention of specific
MEB disorders and for the promotion of healthy development among
young people, and provide needed research and service resources to
achieve these aims. (13-1)

Mental, emotional, and behavioral disorders among young people bur-
den not only traditional mental health and substance abuse programs, but
also multiple other service systems that support young people and their
families—most notably the education, child welfare, primary medical care,
and juvenile justice systems. According to one estimate, more than a quarter
of total service costs for children who have these disorders are incurred
in the school and juvenile justice systems. Similarly, a quarter of pediatric
primary care visits address behavioral issues. The cost savings of preven-
tion programs likewise are experienced in a range of service systems. A
national-level response therefore requires the creation of a designated entity
with the authority to establish common prevention goals, to direct relevant
federal resources, and to influence the investment of state, local, or private
resources toward these goals as well as coordination and leadership across
and within multiple federal agencies.

Recommendation: The White House should create an ongoing mecha-
nism involving federal agencies, stakeholders (including professional
associations), and key researchers to develop and implement a strategic
approach to the promotion of mental, emotional, and behavioral health
and the prevention of MEB disorders and related problem behaviors in
young people. The U.S. Departments of Health and Human Services,
Education, and Justice should be accountable for coordinating and
aligning their resources, programs, and initiatives with this strategic
approach and for encouraging their state and local counterparts to do
the same. (13-2)

Federal resources should support the continued evaluation and refine-
ment of programs to increase understanding of what works for whom and
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when. The braiding of programmatic funding from service agencies, such
as the Substance Abuse and Mental Health Services Administration, with
evaluation funding from research agencies, such as the National Institute
of Mental Health, would advance these efforts. Establishment of an ongo-
ing national monitoring system that is capable of regular reporting on
the incidence and prevalence of specific disorders, as well as the rates of
exposure to key risk and protective factors, is needed to assess performance
compared with national goals.

Determining what is “evidence-based” is an important component of
ensuring that these efforts have a positive impact on the lives of young
people. Priority should be given to programs that have been tested and
replicated in real-world environments, that have reasonable cost, and that
are supported by tools that will help to implement key elements of the
programs with fidelity. Federal and state agencies should not endorse pro-
grams that lack empirical evidence solely on the basis of general commu-
nity endorsement. In turn, states and communities need to consider the
relevance of available models to their own needs, priorities, and cultural
contexts. They should evaluate programs and systems that they adopt, so
as to continue to build the prevention knowledge base. Programs should
also engage in and document the results of quality improvement efforts to
continuously enhance program outcomes.

Recommendation: States and communities should develop networked
systems to apply resources to the promotion of mental health and pre-
vention of MEB disorders among their young people. These systems
should involve individuals, families, schools, justice systems, health care
systems, and relevant community-based programs. Such approaches
should build on available evidence-based programs and involve local
evaluators to assess the implementation process of individual programs
or policies and to measure community-wide outcomes. (13-3)

Concurrently, concerted attention should be paid to developing a work-
force that has the knowledge base and skill sets necessary to research,
implement, and disseminate relevant interventions in diverse community
contexts and cultures. Training and certification programs for the next
generation of professionals working with young people should include the
latest knowledge of the early trajectories of disorders and of prevention
approaches in a life-course framework. Box S-3 provides a list of other
specific recommendations relevant to putting knowledge into practice.
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BOX S-3
Recommendations: Putting Knowledge into Practice

Funding and Implementation

Congress should establish a set-aside for prevention services and innovation
in the Community Mental Health Services Block Grant, similar to the set-aside
in the Substance Abuse Prevention and Treatment Block Grant. (12-1)

The U.S. Departments of Health and Human Services, Education, and Justice
should braid funding of research and practice so that the impact of programs
and practices that are being funded by service agencies (e.g., the Substance
Abuse and Mental Health Services Administration, the Office of Safe and Drug
Free Schools, the Office of Juvenile Justice and Delinquency Prevention) are
experimentally evaluated through research funded by other agencies (e.g., the
National Institutes of Health, the Institute of Education Sciences, the National
Institute of Justice). This should include developing appropriate infrastructure
through which evidence-based programs and practices can be delivered and
evaluated. (12-2)

The U.S. Departments of Health and Human Services, Education, and Justice
should fund states, counties, and local communities to implement and continu-
ously improve evidence-based approaches to mental health promotion and
prevention of MEB disorders in systems of care that work with young people
and their families. (12-3)

The U.S. Departments of Health and Human Services, Education, and Justice
should develop strategies to identify communities with significant community-
level risk factors and target resources to these communities. (8-2)
Researchers and community organizations should form partnerships to develop
evaluations of (1) adaptation of existing interventions in response to community-
specific cultural characteristics; (2) preventive interventions designed based
on research principles in response to community concerns; and (3) preventive
interventions that have been developed in the community, have demonstrated
feasibility of implementation and acceptability in that community, but lack experi-
mental evidence of effectiveness. (11-4)

(Also in Box S-5, Recommendations for Researchers)

Federal and state agencies should prioritize the use of evidence-based pro-
grams and promote the rigorous evaluation of prevention and promotion pro-
grams in a variety of settings in order to increase the knowledge base of what
works, for whom, and under what conditions. The definition of evidence-based
should be determined by applying established scientific criteria. (12-4)

Data Collection and Monitoring

The U.S. Department of Health and Human Services should be required to
provide (1) annual data on the prevalence of MEB disorders in young people,
using an accepted current taxonomy (e.g., the Diagnostic and Statistical
Manual of Mental Disorders, the International Statistical Classification of Dis-
eases) and (2) data that can provide indicators and trends for key risk and
protective factors that serve as significant predictors for MEB disorders. (2-1)

continued
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BOX S-3 Continued

e The Substance Abuse and Mental Health Services Administration should
expand its current data collection to include measures of service use across
multiple agencies that work with vulnerable populations of young people. (2-2)

Workforce Development

e Training programs for relevant health (including mental health), education, and
social work professionals should include prevention of MEB disorders and pro-
motion of mental, emotional, and behavioral health. National certifying and
accrediting bodies for training should set relevant standards using available
evidence on identifying and managing risks and preclinical symptoms of MEB
disorders. (12-6)

e The U.S. Departments of Health and Human Services, Education, and Justice
should convene a national conference on training in prevention and promotion
to (1) set guidelines for model prevention research and practice training pro-
grams and (2) contribute to the development of training standards for certifying
trainees and accrediting prevention training programs in specific disciplines,
such as health (including mental health), education, and social work. (12-7)

e Once guidelines have been developed, the U.S. Departments of Health and
Human Services, Education, and Justice should set aside funds for competitive
prevention training grants to support development and dissemination of model
interdisciplinary training programs. Training should span creation, implementa-
tion, and evaluation of effective preventive interventions. (12-8)

NOTE: The first number refers to the chapter in which the recommendation appears; the
second number references its order of appearance in the chapter.

CONTINUING A COURSE OF RIGOROUS RESEARCH

The National Institutes of Health (NIH) fund research related to the
prevention of MEB disorders through multiple centers and institutes. A
significant body of research now points to common trajectories across
multiple disorders and highlights the potential for interventions to affect
multiple disorders. However, no definition of prevention is shared across
agencies, no NIH-wide planning or accounting of prevention spending
exists, and there are no common research priorities. In addition, most NIH
research centers address single disorders. The ability of prevention research
to approach issues from a comprehensive developmental perspective would
be aided by cross-institute dialogue and by coordinated funding for inter-
ventions that address co-occurring outcomes, common risk and protective
factors, and shared developmental pathways.
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Recommendation: The National Institutes of Health, with input from
other funders of prevention research, should develop a comprehensive
10-year research plan targeting the promotion of mental health and
prevention of both single and comorbid MEB disorders. This plan
should consider current needs, opportunities for cross-disciplinary and
multi-institute research, support for the necessary research infrastruc-
ture, and establishment of a mechanism for assessing and reporting
progress against 10-year goals. (13-5)

Continued investment in research can lead to interventions that will
mitigate risks and strengthen protective factors prior to the onset of dis-
orders and that will help to set young people on an appropriate devel-
opmental course. Substantial evidence has shown that the incidence of
many disorders and problem behaviors can be reduced significantly, thereby
justifying the need for dedicated efforts to refine these approaches.

Recommendation: Research funders! should establish parity between
research on preventive interventions and treatment interventions.

(13-4)

The report makes a number of specific recommendations aimed at iden-
tifying areas of focus for future research in a 10-year plan that will inform
future federal, state, and local initiatives (see Box S-4). The following focus
areas should serve as the research priorities for both federal agencies and
foundations, and they should stimulate prevention partnerships:

e Approaches to screening in conjunction with intervention. Screening
can take place at multiple levels, including the level of the popula-
tion to identify communities at risk (e.g., high-poverty neighbor-
hoods), the level of groups to identify those at risk (e.g., children
with depressed parents), and the level of individuals to identify those
who have either behavioral symptoms or biological markers indi-
cating the likelihood of developing a disorder (e.g., young children
who exhibit highly aggressive behavior). However, screening without
community acceptance and sufficient service capacity to respond to
identified needs is of limited value. Models are needed that partner
screening with implementation of evidence-based interventions.

¢ Implementation. Implementation has only recently been identified
as an area of research in its own right. The effectiveness of state

1The term “research funders” is used throughout the recommendations to refer to federal
agencies and foundations that fund research on mental health promotion or prevention of
MEB disorders.
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BOX S-4
Recommendations: Continuing a
Course of Rigorous Research

Overall

e Research funders* should fund preventive intervention research on (1) risk
and protective factors for specific disorders; (2) risk and protective factors that
lead to multiple mental, emotional, and behavioral problems and disorders;
and (3) promotion of individual, family, school, and community competencies.
(4-3)

e Research funders should invest in studies that (1) aim to replicate findings
from earlier trials, (2) evaluate long-term outcomes of preventive interventions
across multiple outcomes (e.qg., disorders, academic outcomes), and (3) test
the extent to which each prevention program is effective in different race,
ethnic, gender, and developmental groups. (10-1)

e The National Institutes of Health and other federal agencies should increase
funding for research on prevention and promotion strategies that reduce mul-
tiple MEB disorders and that strengthen accomplishment of age-appropriate
developmental tasks. High priority should be given to increasing collabora-
tion and joint funding across institutes and across federal agencies that are
responsible for separate but developmentally related outcomes (e.g., mental
health, substance use, school success, contact with justice). (12-5)

¢ Research funders should strongly support research to improve the effective-
ness of current interventions and the creation of new, more effective interven-
tions with the goal of wide-scale implementation of these interventions. (7-2)

Screening Linked to Interventions

* Research funders should support a rigorous research agenda to develop
and test community-based partnership models involving systems such as
education (including preschool), primary care, and behavioral health to screen
for risks and early mental, emotional, and behavioral problems and assess
implementation of evidence-based preventive responses to identified needs.
(8-1)

Implementation

e The National Institutes of Health should be charged with developing meth-
odologies to address major gaps in current prevention science approaches,
including the study of dissemination and implementation of successful inter-
ventions. (10-2)

e Research funders should fund research and evaluation on (1) dissemination
strategies designed to identify effective approaches to implementation of
evidence-based programs, (2) the effectiveness of programs when imple-
mented by communities, and (3) identification of core elements of evidence-
based programs, dissemination, and institutionalization strategies that might
facilitate implementation. (11-1)

e Research funders should fund research on state- or community-wide imple-
mentation of interventions to promote mental, emotional, or behavioral health
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or prevent MEB disorders that meet established scientific standards of effec-
tiveness. (11-2)

Adaptation

Research funders should prioritize the evaluation and implementation of
programs to promote mental, emotional, or behavioral health or prevent MEB
disorders in ethnic minority communities. Priorities should include the testing
and adoption of culturally appropriate adaptations of evidence-based interven-
tions developed in one culture to determine if they work in other cultures and
encouragement of adoption when they do. (11-3)

Neuroscience Linkages

Research funders, led by the National Institutes of Health, should dedicate
more resources to formulating and testing hypotheses of the effects of genetic,
environmental, and epigenetic influences on brain development across the
developmental span of childhood, with a special focus on pregnancy, infancy,
and early childhood. (5-1)

The National Institutes of Health should lead efforts to study the feasibility
and ethics of using individually identified genetic and other neurobiological
risk factors to target preventive interventions for MEB disorders. (5-4)
Research funders, led by the National Institutes of Health, should dedicate
resources to support collaborations between prevention scientists and basic
and clinical developmental neuroscientists. Such collaborations should include
both basic science approaches and evaluations of the effects of prevention
trials on neurobiological outcomes, as well as the use of animal models to
identify and test causal mechanisms and theories of pathogenesis. (5-2)
Research funders, led by the National Institutes of Health, should fund research
consortia to develop multidisciplinary teams with expertise in developmental
neuroscience, developmental psychopathology, and preventive intervention
science to foster translational research studies leading to more effective pre-
vention efforts. (5-3)

Economic Analyses

The National Institutes of Health, in consultation with government agencies,
private-sector organizations, and key researchers, should develop outcome
measures and guidelines for economic analyses of prevention and promo-
tion interventions. The guidelines should be widely disseminated to relevant
government agencies and foundations and to prevention researchers. (9-1).
Funders of intervention research should incorporate guidelines and measures
related to economic analysis in their program announcements and provide
supplemental funding for projects that include economic analyses. Once avail-
able, supplemental funding should also be provided for projects with protocols
that incorporate recommended outcome measures. (9-2)

continued
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Competencies

Research funders, led by the National Institutes of Health, should increase
funding for research on the etiology and development of competencies and
healthy functioning of young people, as well as how healthy functioning pro-
tects against the development of MEB disorders. (4-1)

The National Institutes of Health should develop measures of developmental
competencies and positive mental health across developmental stages that are
comparable to measures used for MEB disorders. These measures should be
developed in consultation with leading research and other key stakeholders
and routinely used in mental health promotion intervention studies. (4-2)

Technology
Research funders should support research on the effectiveness of mass media
and Internet interventions, including approaches to reducing stigma. (7-3)

Other Research Gaps

Research funders should address significant research gaps, such as pre-
ventive interventions with adolescents and young adults, in certain high-risk
groups (e.g., children with chronic diseases, children in foster care), and in pri-
mary care settings; interventions to address poverty; approaches that combine
interventions at multiple developmental phases; and approaches that integrate
individual, family, school, and community-level interventions. (7-4)

NOTE: The term “research funders” is used to refer to federal agencies and foundations who
fund research on mental health promotion or prevention of MEB disorders.

PREVENTING MENTAL, EMOTIONAL, AND BEHAVIORAL DISORDERS

BOX S-4 Continued

and community-level implementation processes and approaches is
one of the frontiers of future prevention research.

Analysis of adaptation. Little research has addressed factors that
either facilitate or impede the transfer or adaptation of evidence-
based interventions that have been developed for a single setting to
a range of other ethnic, linguistic, and cultural groups. Additional
research is needed to ensure the availability of interventions that
are culturally relevant and that have been informed by the nation’s
many ethnic, linguistic, and cultural environments.

Linkages with neuroscience. Environment and experience have
powerful effects on modifying brain structure and function, including
influences on the expression of genes and their protein products that
can dictate or alter the course of development. Cross-disciplinary
collaborations that formulate and test hypotheses concerning the
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roles and interactions among multiple genetic and epigenetic influ-
ences on brain development may lead to strategies to tailor preven-
tive interventions to specific individuals or groups of individuals at
greatest risk.

e Economic analyses. The challenges of conducting economic analy-
ses and the relative novelty of this type of analysis in the preven-
tion field suggest the need for guidelines for conducting economic
analyses (cost-effectiveness and cost-benefit analyses) as well as
provision of incentives to encourage their inclusion in study designs.
Evidence of the economic benefits of preventive interventions will
make them more valuable to communities as they decide about the
distribution of limited resources.

e Competencies. Competencies related to age-appropriate develop-
mental tasks in the family, school, peer group, and community play
an important role in mental health. The etiology and development
of competencies need to be better understood. Methods to assess
the relative value and effects of different types of competencies on
development of and protection from disorders require attention.

e Use of technology. The Internet, mass media, and other current
technologies (e.g., CD-ROMs) represent potential mechanisms
to reach large segments of the population. Research in this area
should be conducted to determine whether such media can be used
effectively to promote mental health or to prevent disorders.

e  Other research gaps. Despite dramatic increases in prevention
research, significant gaps remain regarding populations and set-
tings to be targeted.

Given the modest effect sizes of some interventions, research funders are
encouraged to support research to improve the breadth of the application
and effectiveness of current evidence-based interventions and to develop
new, more effective interventions. They should also direct researchers to
measure outcomes over time, ideally across developmental periods, analyze
multiple outcomes (including the effects on multiple disorders), and assess
iatrogenic effects. Researchers in turn are encouraged to design interven-
tions and evaluations that respond to these concerns (see Box S-5).

Finally, the gap is substantial between what is known and what is actu-
ally being done. The nation is now well positioned to equip young people
with the skills, interests, assets, and health habits needed to live healthy,
happy, and productive lives in caring relationships that strengthen the
social fabric. This can be achieved by refining the science and by develop-
ing the infrastructure and large-scale collaborative systems that allow the
equitable delivery of population-based preventive approaches. We call on
the nation to build on the extensive research now available by implement-
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BOX S-5
Recommendations for Researchers

e Research and interventions on the prevention of MEB disorders should focus
on interventions that occur before the onset of disorder but should be broad-
ened to include promotion of mental, emotional, and behavioral health. (3-1)

* Prevention researchers should broaden the range of outcomes included in
evaluations of prevention programs and policies to include relevant MEB dis-
orders and related problems, as well as common positive outcomes, such as
accomplishment of age-appropriate developmental tasks (e.g., school, social,
and work outcomes). They should also adequately explore and report on
potential iatrogenic effects. (7-1)

* Researchers should include analysis of the costs and cost-effectiveness (and
whenever possible cost-benefit) of interventions in evaluations of effectiveness
studies (in contrast to efficacy trials). (9-3)

* Researchers and community organizations should form partnerships to
develop evaluations of (1) adaptation of existing interventions in response
to community-specific cultural characteristics; (2) preventive interventions
designed based on research principles in response to community concerns;
and (3) preventive interventions that have been developed in the community,
have demonstrated feasibility of implementation and acceptability in that
community, but lack experimental evidence of effectiveness. (11-4)

ing evidence-based preventive interventions, testing their effectiveness in
specific communities, disseminating principles in support of prevention,
addressing gaps in the available research, and monitoring progress at the
national, state, and local levels.
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ental, emotional, and behavioral (MEB) disorders—such as
| \ / I depression, conduct disorder, and substance abuse—among chil-
dren, youth, and young adults create an enormous burden for
them, their families, and the nation. They threaten the future health and
well-being of young people. Between 14 and 20 percent of young people
experience an MEB disorder at a given point in time. A survey of adults
reported that half of all lifetime cases of diagnosable mental illness began
by age 14 and three-fourths by age 24 (Kessler, Berglund, et al., 2005). A
review of three longitudinal studies concluded that close to 40 percent of
young people have had at least one psychiatric disorder by the time they
are 16 (Jaffee, Harrington, et al., 2005). Furthermore, about one in five
(21.3 percent) adolescents ages 12-17 received treatment or counseling
for MEB disorders in 2006 (Substance Abuse and Mental Health Services
Administration, 2007b). Signs of potential MEB disorders are often appar-
ent at a very young age. Parents often report concerns before age 5, and
there are indications that the expulsion rate of children from preschool for
behavioral concerns is higher than similar expulsion rates of children from
grades K-12 (Gilliam and Sharar, 2006). But mental health costs are often
hidden from national accounting methods because a major portion of these
costs do not take place in mental health care settings, accruing instead to
such systems as education, justice, and physical health care. By the same
token, the savings that can accrue from prevention are likely to most benefit
these systems.
Early onset of MEB disorders is predictive of lower school achievement,
an increased burden on the child welfare system, and greater demands

15
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on the juvenile justice system (Institute of Medicine, 2006b). One study
estimated that more than one-quarter of the total costs for mental health
treatment services among adolescents were incurred in the education and
juvenile justice systems (Costello, Copeland, et al., 2007). One estimate puts
the total annual economic costs in 2007 at roughly $247 billion (Eisenberg
and Neighbors, 2007). In addition, youth with emotional and behavioral
problems are at greatly increased risk of psychiatric and substance abuse
problems (Gregory, Caspi, et al., 2007). The earlier young people start
drinking, the more likely they are to have serious alcohol dependence as
adults (Grant and Dawson, 1997; Gruber, DiClemente, et al., 1996). Early
aggressive behavior greatly increases the risk of conduct disorder, drug use,
and other externalizing behaviors, while environmental and individual-level
protective factors (Kellam, Ling, et al., 1998) and preventive interventions
can reduce these risks.

The good news, as this report documents, is that research has identified
multiple factors that contribute to the development of MEB disorders, and
interventions have been developed to successfully intervene with these fac-
tors. Through the application of policies, programs, and practices aimed at
eliminating risks and increasing strengths, there is great potential to reduce
the number of new cases of MEB disorders and significantly improve the
lives of young people.

A variety of factors—including individual competencies, family
resources, school quality, and community-level characteristics—can increase
or decrease the risk that a young person will develop an MEB disorder
or related problem behaviors, such as early substance use, risky sexual
behavior, or violence. These factors tend to have a cumulative effect: A
greater number of risk factors (and for some, a longer exposure, such as
from parental mental illness) increases the likelihood of negative outcomes,
and a greater number of protective factors (e.g., resources within an indi-
vidual, family strengths, access to mentors, and good education) decreases
the likelihood of negative outcomes. This report makes the case that pre-
venting the development of MEB disorders and related problems among
young people, reducing risks, and promoting positive mental health should
be high priorities for the nation.

Families, policy makers, practitioners, and scientists share a concep-
tual commitment to the well-being of young people—that is not a new
idea. However, a solid body of accumulated research now shows that it is
possible to positively impact young people’s lives and prevent many MEB
disorders. In addition, a consensus is emerging around the need to promote
positive aspects of emotional development. While additional research is
needed, the efficacy of a wide range of preventive interventions has been
established, particularly ones that reduce risk factors or enhance protective
factors. Less research had been conducted to empirically evaluate strate-
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gies to implement relevant policies on prevention, to widely and effectively
adopt preventive interventions, to develop culturally relevant interventions,
or to build the infrastructure for prevention, so that effective practices are
available to every family and young person who could benefit from them.

CORE CONCEPTS

Several core concepts underlie the ability to adopt prevention and
promotion as national priorities. The committee views these concepts as
essential elements that must be embraced by families, policy makers, service
systems, and scientists in order to continue to make progress in this area.
They also shed light on why not enough attention has been directed to
prevention or promotion to date.

Prevention requires a paradigm shift. Prevention of MEB disorders
inherently involves a way of thinking that goes beyond the traditional dis-
ease model, in which one waits for an illness to occur and then provides
evidence-based treatment. Prevention focuses on the question, “What will
be good for the child 5, 10, or more years from now?” and tries to mobi-
lize resources to put these things in place. A growing body of prevention
research points to the need for the national dialogue on mental health and
substance abuse issues to embrace the healthy development of young people
and at the same time to respond early and effectively to the needs of those
with MEB disorders.

Mental health and physical health are inseparable. The prevention
of MEB disorders and physical disorders and the promotion of mental
health and physical health are inseparable. Young people who grow up
in good physical health are more likely to also have good mental health.
Similarly, good mental health often contributes to maintenance of good
physical health. In their calculations of the burden of disease and injury in
the United States in 1996 (the latest data available), Michaud, McKenna,
and colleagues (2006) show that in children ages 5-14, 15 percent of
disability-adjusted life years (DALYs) lost to illness are caused by mental
illness. In youth ages 15-24, almost two-thirds of DALYs lost are due
to mental illness, to substance abuse, or to homicide, suicide, or motor
vehicle accidents, all of which have a strong association with mental ill-
ness and substance abuse. Furthermore, MEB disorders increase the risk
for communicable and noncommunicable diseases and contribute to both
intentional and unintentional injuries, so the percentage may be even
higher (Prince, Patel, et al., 2007). Almost one-quarter (24 percent) of
pediatric primary care office visits involve behavioral and mental health
problems (Cooper, Valleley, et al., 2006).

Conversely, young people with special health care needs or chronic
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physical health problems are at greater risk for MEB disorders (Kuehn,
2008; Wolraich, Drotar, et al., 2008). Associations have been demonstrated
between MEB disorders and a number of chronic diseases. For example,
one study showed that 16 percent of asthmatic youth ages 11-17 demon-
strated criteria for anxiety and depressive disorders (McCauly, Katon, et al.,
2007). Health professionals in both sectors contribute to the maintenance
of good physical and good mental health.

Successful prevention is inherently interdisciplinary. The prevention of
MEB disorders is inherently interdisciplinary and draws on a variety of dif-
ferent strategies. For example, strategies at multiple levels have led to effec-
tive tobacco control and reductions in underage drinking. These include
broad interventions that address policy or regulation (product taxation,
purchase and use age minimums, advertising restrictions), interventions
that address community behaviors (blue laws, smoke-free workplaces),
interventions within the legal system (fines for underage sales, lawsuits
against manufacturers), and individually focused interventions both within
and independent of the health care system (parents educating their children
about smoking and drinking).

Mental, emotional, and behavioral disorders are developmental. The
health status of young people has a significant influence on the trajectory
of health into adulthood (National Research Council and Institute of Medi-
cine, 2004a). While research suggests that the earliest years of life are one
of the most opportune times to affect change (National Research Council
and Institute of Medicine, 2000), other developmental periods (e.g., early
adolescence) or settings (e.g., schools) in young people’s lives also provide
opportunities for intervention (National Research Council and Institute of
Medicine, 2001, 2002). Children develop in the context of their families
(or, for some, the institutions that replace their families), their schools, and
their communities.

Coordinated community-level systems are needed to support young
people. Supporting the development of children requires that infrastructure
be in place in one or more systems—public health, health care, education,
community agencies—to support and finance culturally appropriate pre-
ventive interventions at multiple levels. Similarly, the benefits or savings of
prevention may occur in a system (e.g., education, justice) other than the
one that paid for the prevention activity (e.g., health), requiring a broad,
community-wide perspective. For example, an outcome of a family-based
preventive intervention delivered by the health care system may be chil-
dren who are more successful academically or have fewer legal difficulties.
Sharing costs and benefits of interventions across agencies and programs
would likely create new opportunities for broad advances.
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INTERVENTION RATIONALE

The past decade and a half has witnessed an explosion in knowledge
regarding how to help young people experience healthy development. The
evidence that these efforts can have a positive impact on the trajectory of
their lives makes a compelling case for them. However, there have been
strong pressures by some public interest groups against many types of pre-
ventive interventions. Objections have been particularly strong related to
mandatory screening of children to identify those at high risk and therefore
presumably in need of prevention or treatment, as well as to screening done
with passive consent. Concerns have also been raised about the reliability of
screenings conducted to identify suicide risk, as well as the effectiveness of
preventive interventions designed to reduce suicide (Institute of Medicine,
2002).

Public views about mental health treatment and prevention often differ;
this is certainly true in the United States. Insurance and government-funded
programs typically support treatment but do so less for many kinds of pre-
vention. A fundamental difference between some forms of prevention and
treatment is that treatment is typically based on a one-on-one relationship
between a person seeking care and a provider of care, whereas prevention
can be on an individual (e.g., early child health screenings), group (e.g., a
classroom behavior management program), or population (e.g., antidrug
advertising campaigns or citywide antibullying programs) basis. In the case
of prevention, the public sector, in the shape of a legislative body or a school
system, sometimes takes it on itself to intervene in the lives of individuals
in the interest of the common good. Public resistance may result when this
public intervention infringes on individual rights. For example, the predomi-
nant view in the United States is that parenting—unless it results in abuse or
neglect—is a private matter not subject to government intervention.

Both the practical public health context and various philosophical
contexts provide strong justification for taking a preventive approach to
the emotional and behavioral problems of youth. First, public health’s core
focus is preventing rather than treating disease. The primary concern is the
health of the population, rather than the treatment of individual diseases.
Public health recognizes the importance of identifying and then interven-
ing with known risk factors. In a public health context, population health
is understood to result from the interaction of a range of factors beyond
the individual. In the case of children, youth, and young adults, a public
health model would call for the involvement of families, schools, health and
other child service systems, neighborhoods, and communities to address the
interwoven factors that affect mental health. Behavioral health could learn
from public health in endorsing a population health perspective.
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From a philosophical perspective, promoting the general welfare and
protecting society’s most vulnerable individuals are part of the nation’s
foundation, codified in the founding documents of the nation. Government
has an obligation to ensure the health, safety, and welfare of its citizens.
Thus, government has a responsibility to address unmet mental health
needs, particularly for children.

Second, economics suggests that the public sector should intervene
when one person’s action or behavior adversely impacts others (i.e., nega-
tive externalities). Young people who suffer from MEB disorders impose
costs on society beyond those that they suffer themselves: the costs of
health and other care; disruptions of work, school, or family; the costs to
the criminal justice system and other service systems for actions resulting
from MEB disorders; and, in the case of young people, the costs of special
education or other remedial services. Preventing MEB disorders and pro-
moting mental health thus benefits not only the individuals who would have
directly experienced these problems and their families, but also society as a
whole. Similarly, the basic human suffering that individuals with MEB dis-
orders and their families experience calls for public preventive intervention,
as there are strategies available that can avoid some of that suffering.

Third, a political science perspective calls on government to intervene
in areas in which shared interests require shared solutions—such issues as
public education, global warming, national defense, and others for which
wider societal action is needed. Political science considers inequities when
considering how and when society should be involved in the affairs of its
citizens. The distribution of the burden imposed by preventable MEB disor-
ders is one such inequity warranting collective decision making to include
population-level issues that affect communities as a whole. Finally, the basic
ethical principles of justice, beneficence, and fidelity call for reasonable
actions to protect the nation’s young people and promote their well-being.

Collectively, these different perspectives provide a strong rationale for
government to employ its resources to prevent a large future burden of
MEB disorders that, directly or indirectly, affects all of society. The case
is particularly compelling in the instance of preventable disorders among
young people. Government, communities, and families should be called on
to make changes with documented benefit in their lives.

STUDY BACKGROUND

In 1994, in response to a congressional request, the Institute of Medi-
cine (IOM) published Reducing Risks for Mental Disorders: Frontiers for
Preventive Intervention Research, a landmark assessment of research related
to prevention of mental disorders (referred to throughout as the 1994 IOM
report). The report acknowledged incremental progress since the nation was
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first called to pay attention to mental illness and its prevention by President
John F. Kennedy in the early 1960s. The report provided a new definition of
mental illness prevention and a conceptual framework that emphasized the
reduction of risks for mental disorders. And it proposed a focused research
agenda, with recommendations on how to develop effective intervention
programs, create a cadre of prevention researchers, and improve coordina-
tion among federal agencies.

Numerous other reports and activities have emerged since the 1994
IOM report, drawing more attention to the need for research, preven-
tion, and treatment of mental disorders (see Box 1-1 for a timeline of key
events), including the New Freedom Commission on Mental Health report
(2003), reports of the National Advisory Mental Health Council’s Work-
group on Child and Adolescent Mental Health Intervention Development
and Deployment (2001) of the National Institute of Mental Health, and
reports from the surgeon general on children’s mental health (U.S. Public
Health Service, 2000), violence (U.S. Public Health Service, 2001c¢), and
suicide prevention (U.S. Public Health Service, 1999b, 2001b). The Surgeon
General’s Call to Action to Prevent and Reduce Underage Drinking (U.S.
Public Health Service, 2007) similarly called for concerted national action
to address this significant concern affecting young people. Mental health
and substance abuse professional and consumer organizations have taken
steps to embrace prevention without abandoning the need for treatment.

At the same time, the growth in research-based evidence and new
government mandates related to program accountability have prompted
focused attention on specific preventive interventions. The Government
Performance and Results Act of 1993 launched a trend toward requir-
ing federal programs to provide evidence of effectiveness (U.S. Office of
Management and Budget, 2003). The Safe and Drug Free Schools Act
of 1990 specified “principles of effectiveness,” and the No Child Left
Behind Act of 2001 called for school districts to implement evidence-
based programming (Hallfors and Godette, 2002). More recently, the
Consolidated Appropriations Act of 2008 created a new grant program
to support “evidence based home visitation programs” that meet “high
evidentiary standards” as well as a new wellness program in the mental
health programs of regional and national significance that would require
grantees to “evaluate the success of the program based on their ability to
provide evidence-based services.”

The number of preventive interventions tested using randomized con-
trolled trials (RCTs), an approach generally considered to be the “gold stan-
dard” and strongly recommended by the 1994 IOM report, has increased
substantially since that time. Figure 1-1 illustrates the number of published
RCTs (between 1980 and 2007) based on a search of articles related to
preventive interventions for MEB disorders with young people included



22 PREVENTING MENTAL, EMOTIONAL, AND BEHAVIORAL DISORDERS

BOX 1-1
Timeline of Recent Prevention-Related Events

1994 The Institute of Medicine (IOM) published Reducing Risks for Mental Dis-
orders: Frontiers for Preventive Intervention Research, which presented
a focused research agenda, with recommendations on how to develop
effective intervention programs, create a cadre of prevention researchers,
and improve coordination among federal agencies.

1996 The Center for the Study and Prevention of Violence at the University of
Colorado at Boulder, with funding from the U.S. Department of Justice,
designed and launched a national violence prevention initiative called
Blueprints for Violence Prevention to identify effective violence prevention
programs.

1997 As part of a model programs initiative, the Center for Substance Abuse
Prevention of the Substance Abuse and Mental Health Services Admin-
istration (SAMHSA) created the National Registry of Effective Prevention
Programs.

The National Institute on Drug Abuse (NIDA) released Preventing Drug
Use Among Children and Adolescents: A Research-Based Guide for
Parent, Educators, and Community Leaders, which includes examples of
research-based drug abuse prevention programs.

1998 The National Research Council (NRC) and IOM held a workshop on
adolescent decision making and its implications for prevention programs;
the workshop report summarized issues raised related to the design and
implementation of prevention programs for youth.

The National Advisory Mental Health Council's Workgroup on Mental
Disorder Prevention Research of the National Institute of Mental Health
(NIMH) released Priorities for Prevention Research at NIMH.

The Promising Practices Network (PPN) was launched by a partner-
ship between four state-level intermediary organizations with the goal of
encouraging a shift toward results-oriented policy and practice by provid-
ing easier access to evidence-based information via the Internet. The site,
which is now administered by RAND, provides information about “what
works” to improve the lives of children, youth, and families. Programs are
reviewed and assigned to one of the evidence level categories (proven,
promising, proven/promising, and screened).

1999 Mental Health: A Report of the Surgeon General was issued to address
mental health and mental illness across the life span, focusing attention
on the role of mental health, including prevention of disorders, in the lives
of individuals, communities, and the nation.

The Safe and Drug Free Schools Act created a new interagency program
(U.S. Department of Education, U.S. Department of Health and Human
Services, and Office of Juvenile Justice and Delinquency Prevention) to
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2000

2001

prevent violence and substance abuse among the nation’s youth, schools,
and communities. The act specifies “principles of effectiveness.”

The Surgeon General’s Call to Action to Prevent Suicide proposed “a
nationwide, collaborative effort to reduce suicidal behaviors, and to prevent
premature death due to suicide across the life” by using AIM (awareness,
intervention, and methodology) as an approach to address suicide.

The American Academy of Pediatrics’ Task Force on Violence published
The Role of the Pediatrician in Youth Violence Prevention in Clinical Prac-
tice and at the Community Level.

The Society for Prevention Research (SPR) released the first edition
of its flagship journal, Prevention Science, as an interdisciplinary forum
designed to disseminate new developments in the theory, research, and
practice of prevention. (SPR was created in 1991 to advance science-
based prevention programs and policies through empirical research.)

Report of the Surgeon General’s Conference on Children’s Mental Health:
A National Action Agenda was released, which introduces a “blueprint
for addressing children’s mental health in the United States” based on
a conference sponsored by the U.S. Departments of Health and Human
Services, Education, and Justice.

The World Federation for Mental Health, the Clifford Beers Foundation,
and the Carter Center Mental Health Program organized the First World
Conference on the Promotion of Mental Health and Prevention of Mental
and Behavioral Disorders.

Youth Violence: A Report of the Surgeon General reviewed the factors that
protect youth from perpetrating violence and identified effective research-
based preventive strategies.

The Coalition for Evidence-Based Policy was established to promote govern-
ment policy making based on rigorous evidence of program effectiveness.

Mental Health: Culture, Race, and Ethnicity (a supplement to Mental
Health: A Report of the Surgeon General) was released by the Office of
the Surgeon General.

The National Advisory Mental Health Council’s Workgroup on Child and
Adolescent Mental Health Intervention Development and Deployment
released Blueprint for Change: Research on Child and Adolescent Mental
Health.

The American Psychological Association released a special issue of Pre-
vention and Treatment, with 13 commentaries on the 1998 report Priorities
for Prevention Research at NIMH.

Child Trends published two reports on mental health and emotional well-
being, Background for Community-Level Work on Mental Health and
Externalizing Disorders in Adolescence: Reviewing the Literature on

continued
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2002

2003

2004
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BOX 1-1 Continued

Contributing Factors and Background for Community-Level Work on Emo-
tional Well-Being in Adolescence: Reviewing the Literature on Contributing
Factors, as part of its series of “what works” in youth development.

The IOM published Reducing Suicide: A National Imperative, which includes
consensus statements on the scientific literature on the causes of and risk
factors for suicide and illuminates contentious issues and gaps in the
knowledge base that should guide prevention efforts and intervention.

The What Works Clearinghouse was established by the U.S. Department
of Education’s Institute of Education Sciences to provide educators, policy
makers, researchers, and the public with a central and trusted source of
scientific evidence for what works in education, including programs aimed
at character education.

The President’'s New Freedom Commission on Mental Health was estab-
lished to identify policies that could be implemented by federal, state, and
local governments to maximize the utility of existing resources, improve
coordination of treatments and services, and promote successful commu-
nity integration for adults with a serious mental illness and children with a
serious emotional disturbance.

The President's New Freedom Commission on Mental Health released
Achieving the Promise: Transforming Mental Health Care in America, rec-
ommending a wholesale transformation of the nation’s mental health care
system that involves consumers and providers, policy makers at all levels
of government, and the public and private sectors.

NIDA released a second edition of Preventing Drug Use Among Children
and Adolescents: A Research-Based Guide for Parents, Educators, and
Community Leaders.

NIMH released Breaking Ground, Breaking Through: The Strategic Plan
for Mood Disorders Research, which included a section titled “Treatment,
Prevention, and Services: Improving Outcomes.”

The Congressional Mental Health Caucus was established to “discuss
awareness and find solutions in a bipartisan manner on improving mental
health care and its delivery to every American.”

The NRC and IOM published Reducing Underage Drinking: A Collective
Responsibility, which explored the ways in which different individuals and
groups contribute to the problem of underage drinking and how they can
be enlisted to prevent it.

SPR issued Standards of Evidence: Criteria for Efficacy, Effectiveness and
Dissemination.

The New England Regional Conference on Evidence-Based Programs for
the Promotion of Mental Health and Prevention of Mental and Substance
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Abuse Disorders was sponsored by the New England Coalition for Health
Promotion and Disease Prevention (NECON), with funding support from
the Center for Mental Health Services (CMHS) in SAMHSA.

NIMH and NIDA sponsored a two-day meeting to consider research on the
prevention of depression in children and adolescents and to consider new
opportunities to develop further the empirical base for additional preven-
tive approaches. Following the meeting, some of the participants prepared
articles for a special issue of the American Journal of Preventive Medicine
(Volume 31, Issue 6, Supplement 1, pp. 99-188, December 2006).

The National Council for Suicide Prevention issued the National Strategy for
Suicide Prevention to promote broad collaboration in prevention activities.

The World Federation of Mental Health established an Office for the Pro-
motion of Mental Health and Prevention of Mental Disorders.

SAMHSA launched a new, expanded website to review mental health and
substance abuse programs and practices. The system is renamed the
National Registry of Evidence-Based Programs and Practices (NREPP).

The surgeon general released The Surgeon General’s Call to Action to
Prevent and Reduce Underage Drinking.

The American Psychological Association hosted a congressional briefing
entitled “Children’s Mental Health: Key Challenges, Strategies, and Effec-
tive Solutions,” with a focus on prevention.

Psychiatric Annals published a series of articles on prevention in the
field of psychiatry. This issue provided a survey of the recent literature on
prevention topics for practicing clinical psychiatrists, such as prevention
psychiatry, suicide prevention, prodromal states and early intervention in
psychosis, alcohol and drug abuse prevention, adverse childhood events
as risk factors, becoming a preventionist, and a resident’s perspective on
prevention in psychiatry.

The Carter Center convened its annual Rosalynn Carter Mental Health
Policy Symposium, with a focus on prevention.

The National Co-Morbidity Study provided additional data confirming that
half of all lifetime diagnosable mental illness begins by age 14.

SAMHSA released a report to Congress, Promotion and Prevention in
Mental Health: Strengthening Parenting and Enhancing Child Resilience.

Congress included a requirement in the FY 2008 budget of the U.S.
Department of Health and Human Services to implement an evidence-
based wellness and prevention initiative in the mental health program of
regional and national significance and an evidence-based home visitation
program within the child abuse and neglect program.

Mental Health America launched an Inaugural Promotion and Prevention
Summit.

25
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FIGURE 1-1 Growth in randomized controlled trials.

in Medline and Psychinfo.! Although there may be some published (and
clearly unpublished) RCTs that were not identified by this search, the
overall trend is unlikely to be affected. While not all of the articles report
successful interventions or interventions that have a major impact on out-
comes, the evidence base available now is significantly advanced beyond
what was available at the time of the 1994 IOM report.? Similarly, other
types of evaluations that provide meaningful insights into mental health
promotion and the prevention of MEB disorders have also been conducted.
Although RCTs remain the gold standard, they are not always feasible, and
other designs can make important contributions.

Some federal programs have directed that resources be used only for
programs with evidence of effectiveness, and numerous efforts have emerged
to identify and share model programs or best practices. The Substance
Abuse and Mental Health Services Administration, the U.S. Department of
Justice, and the U.S. Department of Education have each launched a mecha-
nism to identify and disseminate information about interventions, including
many preventive interventions. Numerous federal and state organizations
have published guides or lists of “model” or “effective” programs (National

IThe search, modeled on the approach used by the Cochrane Collaboration, identified
articles that self-identified as an RCT or included such terms as “random,” “control,” and
“double” or “single blind” to describe their design. The abstracts of articles identified by the
database search were then reviewed to eliminate those that were not an RCT, did not address
the prevention of emotional and behavioral disorders, or were not targeted at young people.

2The committee notes that it typically takes years for the results of an RCT to appear in
a journal. As a result, the year of publication may not correspond to the year in which the
RCT took place.
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Institute on Drug Abuse, 1997; National Institute on Alcohol Abuse and
Alcoholism, 2002; Maryland Governor’s Office of Crime Control and Pre-
vention, 2003). However, there is wide variation in the evidence criteria
used to identify and classify programs as well as the terminology used to
describe them (research-based, evidence-based, model, promising, etc.).
Impressive advances have been made in the development and documenta-
tion of efficacious interventions that successfully reduce an array of risk fac-
tors or enhance protective factors for MEB disorders and substance abuse.
Increasingly, there is evidence that some of these interventions can be effec-
tively implemented in community settings. And there is a relatively young
but growing body of evidence that some interventions are cost-effective.

Despite these substantial developments, translating existing knowledge
into widespread reductions in the incidence and prevalence of MEB dis-
orders of young people remains a challenge. Prevention science and prac-
tice still lack empirically tested strategies for widespread dissemination of
evidence-based interventions and an infrastructure of schools, family service
organizations, or health care providers to reliably deliver evidence-based
interventions.

The astonishing number of young people with MEB disorders has
placed extraordinary demands on the education, child welfare, and justice
systems as children and youth with unmet needs enter those systems. As
well, it has sparked interest in preventive approaches that may help stem
the tide. Many interventions have been demonstrated to be efficacious (i.e.,
tested in a research environment), and several have been demonstrated to
be effective (i.e., tested in the real world). However, implementation of any
intervention on a large scale and demonstration that it reliably improves
mental health outcomes remain a daunting challenge. Similarly, a shared
public vision about prevention of MEB disorders or promotion of mental
health, which prioritizes the healthy development of young people and
places prevention of MEB disorders on equal footing with physical health
disorders, is seriously lacking. Collective attention to the fact that the vast
majority of MEB disorders begins in youth will require transformation in
multiple systems that work with young people.

THE COMMITTEE’S CHARGE

Recognizing significant changes in the policy and research contexts
and substantial increases in the availability of prevention research, the
Substance Abuse and Mental Health Services Administration, the National
Institute of Mental Health, the National Institute on Drug Abuse, and the
National Institute on Alcohol Abuse and Alcoholism requested that the
Board on Children, Youth, and Families of the National Research Council
and Institute of Medicine provide an update on progress since release of
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BOX 1-2
Committee Charge

e Review promising areas of research that contribute to the prevention of mental
disorders, substance abuse, and problem behaviors among children, youth,
and young adults (to age 25), focusing in particular on genetics, neurobiology,
and psychosocial research as well as the field of prevention science.

e Highlight areas of key advances and persistent challenges since the publica-
tion of the 1994 IOM report Reducing Risks for Mental Disorders: Frontiers for
Preventive Intervention Research.

e Examine the research base within a developmental framework throughout the
life span, with an emphasis on prevention and promotion opportunities that can
improve the mental health and behavior of children, youth, and young adults.

e Review the current scope of federal efforts in the prevention of mental dis-
orders and substance abuse and the promotion of mental health among
at-risk populations, including children of parents with substance abuse or
mental health disorders, abused and neglected children, children in foster care,
children whose parents are absent or incarcerated, and children exposed to
violence and other trauma, spanning the continuum from research to policy
and services.

e Recommend areas of emphasis for future federal policies and programs of
research support that would strengthen a developmental approach to a pre-
vention research agenda as well as opportunities to foster public- and private-
sector collaboration in prevention and promotion efforts for children, youth,
and young adults, particularly in educational, child welfare, and primary care
settings.

* Prepare a final report that will provide a state-of-the-art review of prevention
research.

the 1994 IOM report, Reducing Risks for Mental Disorders: Frontiers for
Preventive Intervention Research, with special attention to the research
base and program experience with younger populations since that time
(see Box 1-2 for the complete charge). The committee was asked to focus
on populations through age 25. As mentioned above, most MEB disorders
have their origins before this age, and most individuals have adopted adult
roles by age 25 (Furstenberg, Kennedy, et al., 2003). In this way, this report
differs from the 1994 IOM report, which included the entire life span.

Terminology

The committee’s charge references “mental disorders, substance abuse,
and problem behaviors.” “Mental disorders” are defined by a cluster of
symptoms, often including emotional or behavioral symptoms, codified in



INTRODUCTION 29

the Diagnostic and Statistical Manual of Mental Disorders (DSM) or the
International Classification of Diseases (ICD). They include a variety of
conditions, such as schizophrenia, depression, conduct disorder, attention
deficit hyperactivity disorder, and anxiety disorder. Although the DSM
and ICD criteria are widely used for diagnostic purposes, federal agencies
have adopted alternative terminology, such as “mental and behavioral
disorders,”? “emotional, behavioral and mental disorders,”* and “mental,
emotional, and behavioral disorders”’ to communicate information about
the range of disorders experienced by young people. The National Asso-
ciation of School Psychologists has identified children with “emotional
and behavioral disorders”® as needing focused attention in the education
system. Similarly, health care professionals are seeing significant numbers of
children as a result of parental concerns regarding their behavior.

The committee debated the term to use for purposes of this report,
weighing the potential implications for the DSM and the ICD, the stigma
often associated with the term “mental disorders,” and the perspectives of
the multiple audiences at whom the report is aimed—including researchers;
service providers in the education, health, and social service systems; and
parents themselves. Although “mental disorders” is the accepted term
among many in diagnostic roles, less stigmatizing terminology is likely to
resonate with others, including parents and school personnel. In the end,
the committee decided to use “mental, emotional, and behavioral (MEB)
disorders” based on its comprehensiveness, relevance to multiple audiences,
and reduced stigma. More specific terminology is used when the discussion
refers to a specific disorder.

Substance abuse and dependence are mental disorders included in the
DSM and diagnosed when symptoms and impairment reach a high level.
However, substance use, including underage drinking, is a problem behav-
ior of significant public health concern even when the symptoms are not
severe enough to be considered a substance use disorder. Such problem
behaviors as early substance use, violence, and aggression are often signs
or symptoms of mental disorders, although they may not be frequent or
severe enough to meet diagnostic criteria. Nonetheless, intervention when
these signs or symptoms are apparent, or actions to prevent them from
occurring in the first place, can alter the course toward disorder and, as this
report outlines, are an important component of prevention in this area. The
committee could not thoroughly consider the complete range of behaviors
(e.g., truancy, unprotected sex, reckless driving) that might be considered

3See http://mentalhealth.samhsa.gov/publications/allpubs/svp05-0151/.

4See http://www.mchlibrary.info/knowledgepaths/kp_mental_conditions.html.
5See http://mentalhealth.samhsa.gov/publications/allpubs/CA-0006/default.asp.
6See http://www.nasponline.org/about_nasp/pospaper_sebd.aspx.
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problem behaviors among young people. Prevention of substance use is
included in the report given the inclusion of substance abuse in our charge;
discussion of other problem behaviors is intended to illustrate the synergy
in risk factors and approaches to prevention.

Similarly, for ease of reading, the committee has adopted the term
“young people” throughout the report when referring to “children, youth,
and young adults” as a group. When the discussion of a particular topic or
preventive approach applies to a specific developmental phase (e.g., child-
hood, adolescence), the relevant descriptor (e.g., children) is used instead.

Scope of the Study

In general, prevention research is focused on the factors empirically
demonstrated to be associated with MEB disorders, either as risk factors,
protective factors, or constructive interventions to reduce them; risk fac-
tors often represent risks for multiple disorders or problem behaviors. In
addition, relatively few studies to date measure the incidence of actual
MEB disorders as an outcome. The committee’s review focuses on the
developmental processes and factors that modify mental, emotional, and
behavioral outcomes, rather than on individual disorders. When evidence
is available related to the prevention of specific disorders (e.g., depression,
schizophrenia, substance abuse), as opposed to risks for disorders, we have
presented it as well. Over the long term, studies to address risk factors and
improve the lives of children as well as studies to demonstrate the effects of
interventions on the actual incidence of disorders are needed.

Given the extensive work already done by the IOM and others on
smoking prevention, substance abuse was interpreted to mean primarily
prevention of alcohol and drug use, with a focus on the trajectories and
mechanisms they share with other mental, emotional, or behavioral prob-
lems. We do not provide a comprehensive epidemiological review of use of
various substances by this population. Lessons from smoking are drawn
on when appropriate.

The committee considers problem behaviors, such as risky sexual
behavior and violence, to be integrally related to future mental, emotional,
and behavioral problems among young people, with common trajectories
and risk factors associated with both. HIV preventive interventions aimed
at reducing risky sexual behavior as well as interventions designed to pre-
vent violence are included in our review.

The committee was not asked to consider the status of treatment.
Although we recognize that there are significant issues related to the quality
and accessibility of treatment for young people (Burns, Costello, et al.,
1995; Masi and Cooper, 2006), this was outside our charge. Still, given
our charge to focus on promotion and prevention, we have articulated
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distinctions among what is considered promotion, prevention, and treat-
ment. However, as discussed in more detail later in the report, there is
no bright line separating promotion from prevention or prevention from
treatment. We hope that readers of the report will appreciate that mental
health promotion, prevention of mental health disorders, and treatment lie
on a continuum, with each aspect of the continuum warranting attention.
We also hope that the distinctions we draw among them will help guide
policy, research, and funding decisions to ensure that progress in the areas
of mental health promotion and prevention can accelerate. Unlike the 1994
IOM report, the committee has embraced mental health promotion as an
integral component of the continuum that warrants attention.

The committee also recognizes that the term “prevention” applies to
multiple fields of health. However, for simplicity, as used in this report, the
term refers to prevention of mental, emotional, and behavioral problems
rather than prevention of other sources of illness and disability.

The committee met five times during the course of the study and com-
missioned a series of papers on evidence related to early childhood, school-
based, family-based, community-based, and culturally specific interventions,
intervention cost-effectiveness, and aspects of screening and assessment. At
the beginning of our deliberations, the committee heard from a variety of
professional and other organizations actively involved in children’s mental
health issues. We convened a full-day workshop to hear from experts rep-
resenting a variety of methodological issues, prevention approaches, and
policy considerations. The workshop also included a panel to discuss recent
developments in epigenetics and developmental neuroscience and a series of
presentations on issues specific to youthful alcohol use (see Appendix B for
a list of public meetings and presenters’). In addition to an assessment of
the evidence by leading experts at the workshop, the committee reviewed
available meta-analyses and systematic reviews regarding prevention and
promotion and key literature since 1994 related to our charge.

ORGANIZATION OF THE REPORT

The remainder of this report is organized in three parts. Part I provides
contextual and background information, beginning with a description of
the available epidemiological literature on the prevalence and incidence
of MEB disorders (Chapter 2). It then moves to a discussion of the scope
of prevention, including the definitions of the various types of prevention
and discussion of recent developments and definitions of mental health
promotion (Chapter 3). The next two chapters outline perspectives on the

7This appendix is available only online. Go to http://www.nap.edu and search for Preventing
Mental, Emotional, and Bebavioral Disorders Among Young People.
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developmental pathways that may lead to disorder and provide an empiri-
cal and theoretical basis for preventive interventions. The first presents
available research on risk and protective factors related to prevention and
promotion in a developmental context (Chapter 4). The second focuses on
research related to genetics and developmental neuroscience, highlighting
developmental plasticity and the important findings from research on epi-
genetics and gene—environment interactions that present potential interven-
tion opportunities (Chapter 5).

Part II includes two chapters that present the evidence related to inter-
ventions aimed at individual, family, and community-level factors associated
with mental, emotional, and behavioral outcomes (Chapter 6) and those
that either target a specific disorder or are directed at overall promotion
of health (Chapter 7). Given the potential relevance of population, group,
and individual screening for the targeting of interventions, the next chapter
discusses issues and opportunities related to screening (Chapter 8). The
costs associated with MEB disorders and the available evidence on the ben-
efits and costs of interventions discussed in Chapters 6 and 7 are discussed
in the next chapter (Chapter 9). The last chapter in Part II outlines how
methodologies have improved since the 1994 IOM report, methodological
and statistical approaches to strengthen inferences, and the advantages of
randomized and other designs. It also introduces methodological challenges
for the next decade (Chapter 10).

Part IIT includes chapters that outline the frontiers for prevention sci-
ence. It begins with a discussion of implementation; although there is an
emerging implementation science, neither research nor practice related to
implementation has kept pace with the available evidence, and this repre-
sents an important area of needed focus for prevention science (Chapter 11).
Infrastructure issues, particularly systems concerns, and lack of funding and
training are discussed next (Chapter 12). This part closes with a chap-
ter that provides summative observations about the future of prevention
(Chapter 13).



Part I:

Overview and Background






The Nature and Extent of the Problem

Greenland, 1998), provides vital information about diseases that

threaten the health and well-being of the population. Epidemiology
provides basic information that can be used to identify where and what kind
of prevention is needed and to monitor the success (or failure) of preventive
interventions. In order to be of use in the prevention of mental, emotional,
and behavioral (MEB) disorders, epidemiology must provide information
about which individuals are suffering from or at risk for mental, emotional,
or behavioral problems, at what ages or developmental stages, and must
be able to assess whether interventions have reduced the prevalence of a
disorder.

National surveys of adults have shown the extent of the problem. In
the early 1990s, the National Comorbidity Survey (NCS) of mental illness
in the United States showed that more than one in four (26.2 percent)
adults had a mental disorder in the 12 months up to the time of the survey
(Kessler, Anthony, et al., 1997). The NCS-Replication (NCS-R) a decade
later reported this figure as close to one-third (Kessler, Chiu, et al., 2005).
In these and other surveys, roughly half of all affected adults recalled that
their mental disorders started by their mid-teens, and three-quarters by
their mid-20s (Kessler, Berglund, et al., 2005). However, studies of young
people themselves are needed to establish accurately when MEB disorders
first occur and what their consequences are in terms of chronicity, impaired
functioning, and impact on their ability to reach developmental milestones,
such as graduating from school, finding work, and forming adult relation-

Epidemiology, the basic science of public health (Rothman and
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ships. The NCS-R includes a sample of over 10,000 adolescents ages 13
and older, but the findings are not yet available.

MEB disorders in young people are a public health concern for sev-
eral reasons: (1) they cause suffering to individuals and their families;
(2) they limit the ability to reach normal goals for social and educational
achievement; (3) they increase the risk of further psychopathology, func-
tional impairment, and suboptimal functioning throughout life; and (4) they
impose heavy costs to society because of the resultant need for extra care,
the social disruption that they can cause, and the risk that affected young
people will underperform as adults. The significant economic costs of
treating disorders warrant an increased focus on preventing them (Smit,
Cuijpers, et al., 2006). However, support for prevention programs depends
on knowing the size of the problem and its societal burden and on being
able to monitor reductions in that burden when prevention programs are
put in place. The United States is significantly behind other countries in
supporting the necessary information-gathering programs.

In this chapter, we review the evidence available from epidemiological
studies to answer the following questions:

e  What kind of research methods and data are needed to answer
questions about areas of high priority for prevention?

How prevalent are MEB disorders of major public health concern?
Is prevalence increasing or decreasing?

How many new cases are there (incidence)?

Is incidence increasing or decreasing?

At what age do diagnosable disorders first occur (onset)?

What is known about factors affecting prevalence, incidence, and
age of onset?

Are rates of these factors increasing or decreasing?

Are some groups at particularly high risk for specific disorders?

Chapters 4 and 5 provide additional information related to the fac-
tors that affect the prevalence of disorders and define high-risk groups. A
closely related set of questions deals with the cost to society of the harm
caused by MEB disorders and the cost-effectiveness of prevention. These
are addressed in Chapter 9.

RESEARCH METHODS AND DATA

The prevention of disease is a challenge for the whole community,
not just for clinicians and their patients. Prevention is, by definition, an
intervention that occurs before it is known who will develop a disorder
and who will not. It follows that epidemiological information about whole



THE NATURE AND EXTENT OF THE PROBLEM 37

communities (or representative samples of whole communities) is usually
needed to answer questions about prevalence (the total number of cases in
a given period of time) and incidence (the number of new cases in a popula-
tion). In addition, many young people have more than one MEB disorder
(Angold, Costello, and Erkanli, 1999). This comorbidity can increase the
severity of a disorder (Kessler, Chiu, et al., 2005). Rates of comorbidity can-
not be determined using clinic-based data, because cases seen in treatment
settings are different in many ways from untreated cases (Berkson, 1946).
Population-level information is needed to determine which diseases are of
public health concern. It needs to encompass a wide range of disorders,
including their rates of occurrence and co-occurrence and the burden they
cause to individuals, their families, and the social organizations and agen-
cies in which individuals live their lives.

The standard method of finding out how many cases of a disease exist
in the community is to carry out a randomized survey of the general popu-
lation. The size of a sample needed to provide precise answers to questions
about the prevalence of an emotional or behavioral disorder depends on
how common or rare it is. The less common the disorder, the larger the
sample needed to provide a reliable prevalence estimate. For example, if a
disorder occurs in 1 child in 10,000, researchers would need a population
sample of at least 1 million children to find approximately 100 cases.

If a disorder produces such a high level of disability that every case
comes to the attention of doctors, schools, or other agencies, then agency
records can sometimes be used to estimate prevalence and even incidence.
This method has been used by the Centers for Disease Control and Pre-
vention (CDC) to estimate the prevalence of autism. In some countries,
databases of inpatient and outpatient treatment are maintained and can be
used to estimate treated prevalence. But many MEB disorders rarely come
to the attention of doctors or teachers. Studies in the United States show
that fewer than one in eight children with an MEB disorder is currently
receiving treatment in the mental health or substance abuse systems, and
only about one in four has ever received treatment (Burns, Costello, et al.,
1995; Farmer, Burns, et al., 2003; Kataoka, Zhang, and Wells, 2002). To
estimate the full burden of MEB disorders among children and adolescents,
it is usually necessary to interview large community-based samples of par-
ents and their children.

As mentioned earlier, there have been two recent surveys of mental
illness in representative samples of the U.S. adult population: the NCS
(Kessler, 1994), a follow-up of the same participants (NCS-2) (Kessler,
Gruber, et al., 2007), and a second sample (NCS-R) a decade later (Kessler,
Chiu, et al., 2005). The NCS included no one younger than 15. The NCS-R
includes a sample of 10,000 adolescents (ages 13-17), but the data on this
sample are not yet published. Although the United States supports several
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national surveys of health and drug abuse, these include very little on child
and adolescent mental illness, and so there are almost no national preva-
lence and incidence estimates.

Table 2-1 is a summary of various nationally representative studies, spon-
sored by federal agencies, that have made some effort to produce estimates
of the prevalence of MEB disorders of youth and, in some cases, the need for
or use of mental health services. There is a dramatic contrast between the
richness of the data on drug use and abuse from the National Health and
Nutrition Examination Survey (NHANES), the National Survey on Drug Use
and Health (NSDUH), and Monitoring the Future (MTF), and the paucity
and lack of continuity of measures of MEB disorders. MTF has been collect-
ing information on drug use and abuse since 1975, and NSDUH since 1988.
However, the latter added some mental health questions only in 1994, and
the results have not yet been published. NHANES used selected modules of
a diagnostic interview for about five years, but since 2004 has limited its rel-
evant data collection to a screener for depression for two years (2005, 2006)
and some questions about conduct disorder since 1999. For three years, the
National Health Interview Survey (NHIS) included the Strengths and Diffi-
culties Questionnaire (Goodman and Gotlib, 1999), a 25-item parent report
that produces symptom scales but not diagnoses. The current NHIS includes
only three to five mental health questions. The new National Children’s
Study, which will begin recruiting participants in 2009, offers a wonderful
opportunity for nationally representative, longitudinal data collection on the
development of MEB disorders, the need for services, and the role of preven-
tion and treatment in their course. No plans have been published for the data
to be collected beyond the first few months, so it is unknown whether this
opportunity will be realized.

Given the limitations of national surveys, conclusions about prevalence
and incidence of MEB disorders among young people have to be drawn
from (1) national surveys from other countries and (2) local population
surveys in the United States. Despite being the best available data, both of
these also have limitations. In the first case, rates can be very different in
different countries, so that extrapolation to the United States is difficult. For
example, using the same diagnostic interview (Development and Well-Being
Assessment) with 8- to 10-year-olds in three different countries produced
rates of conduct disorder in Norway that were much lower than those
found in the United Kingdom (Heiervang, Stormark, et al., 2007) or the
United States (see below). Within the United States, local surveys also show
variation in rates. For example, in a set of studies using identical methods,
the prevalence of disruptive behavior disorders was lowest in Puerto Rican
youth living in Puerto Rico, higher in mainland Hispanic and white youth,
and highest in mainland African Americans, even after controlling for a
range of risk factors (Bird, Canino, et al., 2001).
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Precise estimates of the size of the problem of MEB disorders of youth
in the United States, or changes in the problem over time, require nationally
representative population surveys that make valid and reliable diagnoses.
However, as discussed below, the consensus from a large number of recent
studies with smaller samples or from other countries provides a ballpark
estimate.

PREVALENCE OF MENTAL, EMOTIONAL,
AND BEHAVIORAL DISORDERS

Clinical psychiatry has mapped out a range of MEB disorders and
related problems seen in children and adolescents. These are listed in the
two main taxonomies of disease, the section on mental and behavioral
disorders in the International Statistical Classification of Diseases and
Related Health Problems (ICD) (World Health Organization, 1993) and
the Diagnostic and Statistical Manual of Mental Disorders, 4th Edition
(DSM-1V) (American Psychiatric Association, 1994). Some other major
public health problems, like crime and violence, are subsumed within the
diagnostic criteria for conduct disorder. The disorders examined in this
chapter are those in the American Psychiatric Association’s DSM-IV. The
DSM-1V includes abuse of and dependence on alcohol and illicit drugs, as
well as dependence on tobacco.

This section reviews current epidemiological information about the
more common MEB disorders up to age 25: conduct disorder and oppo-
sitional defiant disorder, often combined as disruptive behavior disorders;
attention deficit hyperactivity disorder (ADHD); anxiety disorders, including
posttraumatic stress disorder; depression; and drug abuse and dependence.
Disorders of low population frequency, with little reliable epidemiological
data but considerable societal burden—such as autism spectrum disorders
and pervasive developmental disorders, schizophrenia, bipolar disorder,
eating disorders, and obsessive compulsive disorder—are discussed when
information is available. More specific information may be available when
the adolescent version of the NCS is published.

Table 2-2 presents the results of a meta-analysis of data on the preva-
lence of MEB disorders in young people from more than 50 community sur-
veys from around the world, published in the past 15 years (updated from
Costello, Mustillo, et al., 2004). The analysis controlled for sample size,
number of prior months that subjects were asked about in reporting their
symptoms, and age of participants. Not all studies report on all diagnoses.
The table includes the 16 diagnoses or diagnostic groupings that were
reported by at least 8 studies (number of studies shown in parentheses).

Figure 2-1 illustrates with a box-and-whisker plot the range of estimates
from these surveys for each diagnosis. The ends of the “whiskers” for each
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TABLE 2-2 Prevalence Estimates of Mental, Emotional, and Behavioral
Disorders in Young People

Standard
Diagnosis or Diagnostic Group Prevalence Error Lower Upper
(N of studies contributing to estimate) (%) (%) 95% 95%
One or more disorders (44) 17.0 1.3 14.4 19.6
Unipolar depression (31) 52 0.7 4.0 7.0
Any anxiety disorder (29) 8.0 1.0 6.2 10.3
Generalized anxiety disorder (17) 1.3 0.3 0.9 2.0
Separation anxiety disorder (17) 4.1 0.9 2.6 9.4
Social phobia (15) 4.2 1.1 2.4 7.3
Specific phobia (13) 3.7 1.3 1.7 7.7
Panic (12) 0.7 0.2 0.3 1.5
Posttraumatic stress disorder (7) 0.6 0.2 0.3 1.1
Attention deficit hyperactivity disorder (34) 4.5 0.7 3.3 6.2
Any disruptive behavior disorder (23) 6.1 0.5 5.4 7.3
Conduct disorder (28) 3.5 0.5 2.7 4.7
Oppositional defiant disorder (21) 2.8 0.4 2.1 3.7
Substance use disorder (12) 10.3 2.2 6.3 16.2
Alcohol use disorder (9) 4.3 1.4 2.1 8.9

NOTE: The prevalence estimates from each study were transformed to logit scale and their
standard errors computed using the available information about the sample size and preva-
lences. Using weights inversely proportional to estimated variances, weighted linear regression
models were fit in SAS, using PROC GENMOD with study as a fixed effect (class variable).
The overall estimate (on the logit scale) and its standard error were then used to recompute
the overall prevalence and its standard error using the delta method.

SOURCE: Based on a meta-analysis for the committee by Alaattin Erkanli, Department of
Biostatistics, Duke University. A list of the data sets used in the meta-analysis is in Appendix D,
which is available online.

diagnosis show the highest and lowest estimates, and the upper and lower
bounds of the box show the interquartile range of the estimates—that is, the
75th and 25th percentiles of the range of estimates. It shows estimates only
for diagnoses reported by at least eight studies (number of studies shown
in parentheses). The mean estimate for any diagnosis was 17.0 percent
(standard error, SE, 1.3 percent) and the median 17.5 percent. The most
common diagnostic group was substance abuse or dependence, including
nicotine dependence (10.3 percent, SE 2.2 percent). Anxiety disorders were
common (8.0 percent, SE 0.1 percent), followed by depressive disorders
(5.2 percent, SE 0.07 percent) and ADHD (4.5 percent, SE 0.07 percent).
Some disorders, notably anxiety disorders, have a much wider range
of estimates than others. The range of estimates for specific phobias was
particularly broad. It is also noticeable that the top 25 percent of the range
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FIGURE 2-1 Ranges in data on the prevalence of mental, emotional, and behavioral
disorders among young people.

NOTE: Lines represent the range of estimates from different studies. Boxes repre-
sent the interquartile range.

SOURCE: Based on a meta-analysis for the committee by Alaattin Erkanli, Depart-
ment of Biostatistics, Duke University. A list of the data sets used in the meta-
analysis is in Appendix B, which is available online.

of estimates is generally much wider than the lowest 25 percent range,
indicating that a few studies tend to generate much higher estimates than
do the majority. Several factors contribute to the variability in prevalence
estimates: (1) changes in the taxonomy or definitions and criteria used for
disorders in different versions of the DSM and the ICD, (2) the evolution
of assessment tools over the past few decades, and (3) differences in the
populations sampled and the inclusion and exclusion criteria used. For
example, since different disorders have different onset ages (see the section
on incidence below), samples with different age ranges will show different
prevalence rates for many disorders. A fourth factor is that, in surveys of
young people (but rarely in surveys of adults), it is normal to collect infor-
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mation from several informants: mothers, fathers, teachers, and children
themselves. Each informant brings a unique view of the child, so the num-
ber and nature of informants affect the prevalence estimate.

Missing from both Table 2-2 and Figure 2-1 are some rare but often
severe disorders; for example, schizophrenia, bipolar disorder, and perva-
sive developmental disorders. The reason is that studies to date have not
been large or numerous enough to capture these rare disorders with any
hope of accuracy. For example, the two studies that included schizophrenia
had rates of 6 per 1,000 and 7 per 1,000, respectively (Wittchen, Essau,
et al., 1992; Costello, Angold, et al., 1996). The three available estimates
for adolescent bipolar disorder (two from the same study) fell between
1 and 3 per 1,000 (Lewinsohn, Rohde, et al., 1998; Costello, Angold, et
al., 1996), although prevalence increases in young adulthood (Wittchen,
Nelson, and Lachner, 1998). No population-based estimates are available
for prepubertal bipolar disorder.

Despite the variability across studies, it is possible to draw some gen-
eral observations about prevalence. The mean (17 percent) and median
(17.5 percent) estimates for one or more MEB disorders were very close,
with 50 percent of studies producing estimates between 12 and 22 percent,
suggesting that this estimate is fairly reliable. The rank ordering of preva-
lence estimates for the different disorders was remarkably consistent across
the individual studies. Of the diagnoses included in Figure 2-1, the lowest
prevalence rates came from studies of younger children, especially those
from Scandinavia, while the highest rates were reported from studies of
young adults (ages 19-24). However, from the point of view of prevention,
it should be noted that a review of studies of preschool children concluded
that almost 20 percent of 2- to 5-year-olds had at least one DSM-IV dis-
order in the past three months (Egger and Angold, 2006), the same rate as
seen in older children, adolescents, and young adults.

Within studies, after controlling for risk exposures that are often con-
founded with race/ethnicity, such as poverty (Costello, Compton, et al.,
2003), parental incarceration (Phillips, Erkanli, et al., 2006), or migrant
status (Bengi-Arslan, Verhulst, et al., 1997), similarities across differ-
ent racial/ethnic groups are much more noticeable than are differences
(Costello, Keeler, and Angold, 2001; Loeber, Farrington, et al., 2003). Dis-
ruptive behavior disorders (conduct disorder, oppositional defiant disorder),
ADHD (Rutter, Caspi, and Moffitt, 2003), and substance use disorders
(Wittchen, Nelson, and Lachner, 1998) tend to be more common in boys
than girls, while the opposite is true of emotional disorders (depression,
anxiety disorders). About half of the children with a diagnosis have a
disorder that causes significant functional impairment—that is, a disorder
that impedes their ability to function and develop appropriately in human
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relationships or in cognitive, social, or emotional development (Angold,
Erkanli, et al., 2002; Costello, Angold, et al., 1996).

As noted earlier, no representative population surveys of rates of the
full range of MEB disorders in children in the United States have been pub-
lished, although results from a survey of 13- to 17-year-olds in the NCS will
be published in 2009. The NSDUH, a household survey from the Substance
Abuse and Mental Health Services Administration, includes adolescents
ages 12 and over. In 2005 and 2006 it included a module on major depres-
sive episodes and found that 8.8 percent (2005) and 7.9 percent (2006)
of youth reported such an episode in the past 12 months." NHANES has
also begun to include selected modules addressing MEB disorders in young
people, but no data have yet been published. In addition, more work is
needed to expand epidemiological studies to include representative samples
of all racial/ethnic groups in the United States, to control for socioeconomic
confounds in such studies, and to develop international collaborations
that provide comparisons among nations using comparable measures (see
Heiervang, Goodman, and Goodman, 2008).

Cumulative Prevalence

Several longitudinal studies have calculated the proportion of the popu-
lation that has received at least one diagnosis of a MEB disorder across
repeated assessments, from childhood through adolescence and into early
adulthood (Costello, Mustillo, et al., 2004). Jaffee and colleagues compared
three such studies and found that between 37 and 39 percent of youth in
the three studies had received one or more diagnoses between ages 9 and
16 (Jaffee, Harrington, et al., 2005). In later follow-ups of these studies,
the cumulative prevalence rose to between 40 and 50 percent by age 21
(Arseneault, Moffitt, et al., 2000; Costello, Angold, et al., 1996). This is
similar to a 46.4 percent lifetime prevalence rate based on retrospective data
from the NCS of adults (Kessler, Berglund, et al., 2005). In the one study
for which cumulative data are available by diagnosis (Costello, Angold,
et al., 1996), rates of reporting one or more episodes of a disorder by age
21 were 16.4 percent for disruptive behavior disorders, 14.5 percent for
anxiety disorders, and 10.4 percent for depressive disorders.

Comorbidity

Many children have more than one MEB disorder. Figure 2-2 summa-
rizes the data from a meta-analysis of comorbidity among the major classes
of disorder, after controlling for comorbidity between the comorbid condi-

1See http://oas.samhsa.gov/NSDUH/2kénsduh/tabs/Sect6peTabs1to41.htm#Tab6.27B.
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tion and other disorders. For example, it adjusts the comorbidity between
anxiety and depression for comorbidity between anxiety and ADHD and
depression and ADHD. As the figure demonstrates, comorbidity is wide-
spread, and there are clear patterns; there is greater comorbidity among
disruptive behavior disorders, ADHD, and substance abuse disorders, on
one hand, and among the emotional disorders (anxiety and depression),
than between emotional and disruptive behavioral disorders, on the other.
Comorbidity remains high from early childhood (Egger, Erkanli, et al.,
2006) through adolescence (Roberts, Roberts, and Xing, 2007) and into
adulthood (Kessler, Chiu, et al., 2005).

In summary, there is consistent evidence from multiple recent studies
that early MEB disorders should be considered as commonplace as a frac-
tured limb: not inevitable but not at all unusual. The prevalence of these
disorders is the same in young people as it is in adults. An implication for
prevention is that universal programs will not be wasted on large numbers
of risk-free children.

IS PREVALENCE INCREASING OR DECREASING?

Repeated surveys are needed to tell whether rates of any disorder
are going up or down. For adults, a second NCS has recently been com-
pleted, and should provide some information for the population ages 18
and older. The one area of problem behavior in which data on trends in
young people are available is alcohol and other drug use and abuse. Three
national surveys—NSDUH, the Youth Risk Behavior Surveillance System,
and MTF—regularly measure alcohol and drug use and abuse in young
people. All restrict their data collection to adolescents (12 and over for
NSDUH, 8th, 10th, and 12th grade students for MTF). MTF tends to pro-
duce slightly higher estimates than NSDUH; however, they are remarkably
consistent in their reports of trends, which show a clear reduction in use
across nearly all categories between 2002 and 2007 (see http://oas.samhsa.
gov/NSDUH/2k6NSDUH/2kéresults.cfm#Tab9-1).

Reviews or meta-analyses have used cross-sectional studies conducted at
different periods, together with the small longitudinal data sets available, to
put together a picture over time (Collishaw, Maughan, et al., 2004; Costello,
Foley, and Angold, 2006). Evidence of this sort has produced two fairly clear
conclusions: there has been an increase in disruptive behavior symptoms over
the past few decades (Collishaw, Maughan, et al., 2004), whereas there is no
evidence for a similar increase in child or adolescent depression (Costello,
Erkanli, and Angold, 2006). The question of whether the prevalence of
autism has increased (Fombonne, 20035) is fraught with problems of broad-
ening of the diagnostic category, heightened public awareness, and more
attention from clinicians (Schechter and Grether, 2008). The same is true of



THE NATURE AND EXTENT OF THE PROBLEM 49

ADHD and juvenile onset bipolar disorder (Moreno, Laje, et al., 2007). It is
certainly the case that more young people are being given these diagnoses.

INCIDENCE OF MENTAL, EMOTIONAL,
AND BEHAVIORAL DISORDERS

To estimate the incidence, or number of new cases, in a given period of
time, it is necessary to make repeated estimates in the same representative
population sample, excluding those who had the disorder at the previ-
ous assessment. The same lack of basic data from repeated, representa-
tive sampling hampers the ability to answer questions about incidence.
However, in this case, some of the small community-based longitudinal
studies can provide data about incidence of the more common disorders.
For example, data on 1,420 youth ages 9-21, over a 14-year period, from
the Great Smoky Mountains Study (GSMS), a community study from the
southeastern United States, shows a mean annual incidence rate of any dis-
order of around 3.5 percent in this age group. Of the 55 percent of youth
in this community sample who had MEB disorders in one or more years of
assessment, more than half (57.2 percent) had a diagnosis at two or more
assessments, indicating that, in the majority of cases, the disorder was not
confined to a single episode (Costello, Angold, et al., 1996).

A related issue relevant to prevention is the age at onset of child and
adolescent emotional or behavioral disorders. In the NCS and NCS-R
studies of adults, which ask people with a lifetime history of mental illness
to remember their age at the first episode, half of all adults report onset in
childhood or adolescence; the NCS-R found that in a population sample
ages 18 and older, “half of all lifetime cases start by age 14 years and three
fourths by age 24 years” (p. 593). Similarly, as noted earlier, in the GSMS,
55 percent of participants had been diagnosed with at least one MEB dis-
order by age 21 (see also Kim-Cohen, Caspi, et al., 2003).

Age at Onset

Figure 2-3 shows the age at onset of the first symptom in youth from
the GSMS sample who would eventually receive a diagnosis by age 21, as
well as the age at onset of the full-blown disorder. Disruptive behavioral
disorders and ADHD had the earliest onset, followed by emotional disor-
ders (anxiety and depressive disorders). Although many adolescents began
using alcohol and other illicit drugs in their early teens, they tended not to
meet criteria for abuse or dependence until their late teens.

Epidemiological findings like these raise questions of the utmost impor-
tance for prevention. If at least half of those who will have an MEB disorder
during their lives have onset in childhood, then prevention resources need
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FIGURE 2-3 Age at onset of first symptom and of full psychiatric disorder, by
age 21: Data from Great Smoky Mountains Study.

NOTE: First symptom = age at first symptom in youth who at some point received
this diagnosis. First diagnosis = age when subject reported the minimum number of
symptoms for this diagnosis.

SOURCE: Costello, Angold, et al. (1996).

to be focused on this period of life. In addition to universal prevention
programs, Figure 2-3 suggests that there may be a window of opportunity
lasting two to four years between the first symptom and the full-blown
disorder, when preventive programs might be able to reduce the rate of
onset of specific disorders. Recently developed measures (Egger and Angold,
2006) now make it possible to identify children with symptoms of several
disorders at an early stage. In addition, developmentally informed interven-
tions that aim at known antecedent risk factors during childhood and early
adolescence can provide important opportunities for prevention.

Is Incidence Increasing or Decreasing?

To determine whether the number of new cases is rising or falling over
time, it is important to distinguish between incident (new) cases and newly
referred or treated cases. For example, according to one survey of clini-
cal referrals, the number of children and adolescents in the United States
treated for bipolar disorder increased 40-fold from 1994 to 2003, to about
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1 percent of the population under age 20 (Moreno, Laje, et al., 2007). In
contrast, the three studies that have assessed rates of mental illness across
time in the general population found a prevalence of bipolar disorder of
between 1 and 3 per 1,000 children, with no increase over the past two
decades (Lewinsohn, Rohde, et al., 1998; Costello, Angold, et al., 1996).
The reason for this discrepancy between epidemiological and clinical data
may arise from the increased use of psychopharmacological treatments
for children. The availability of a treatment may encourage clinicians to
make a diagnosis and parents to seek professional help. Thus, the advent
of a new drug or greater willingness of parents to bring their children for
treatment can greatly increase the number of children seen by professionals,
while the baseline prevalence of the disease in the population may remain
unchanged.

In order to find out whether population incidence and prevalence are
changing we need several longitudinal studies covering different time peri-
ods, so that new case rates can be calculated for different historical periods.
National surveys like MTF make it possible to chart, for example, the rise
and fall of alcohol and cocaine use by adolescents (Banken, 2004). Data
like these are not available for other MEB disorders. Although a variety of
federal agencies are making efforts to monitor mental, emotional, or behav-
ioral problems, with the exception of substance use disorders, these efforts
have not yet produced the repeated estimates over time necessary to plot the
rise and fall of disease prevalence and the effects of interventions.

FACTORS AFFECTING PREVALENCE AND INCIDENCE

In the language of infectious disease epidemiology, it is possible to talk
about various pathogens as “causes” of disease. Epidemiology invented the
term “risk factors” in the 1950s when the Framingham Heart Study showed
that cardiovascular disease did not have a single cause but many different
factors contributing to increased risk, no single factor being either necessary
or sufficient. MEB disorders seem to have more in common with chronic
diseases like cardiovascular disease than with infectious diseases, in having
multiple risk factors.

A mountain of research on environmental risk and protective factors
for MEB disorders in young people has identified a large number of predic-
tors, from internal (e.g., intellectual ability, brain development) to familial,
educational, communal, and national (see also Chapter 4). Several theorists
have developed multilevel risk models that predict complex interactions
among the various levels of risk and protection. As with the prevalence
and incidence of disorders, the prevalence and incidence of risk factors vary
across the nation and at different developmental stages. To take a single
example, data from the 2000 decennial census show that the proportion of
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families living in poverty in 2004 varied from 5.3 percent in Minnesota to
17.6 percent in Mississippi.

In order to focus prevention efforts most effectively, it is essential to
know when vulnerability to an emotional or behavioral disorder increases
simply with an increasing number of risk factors, irrespective of their
nature, and when increased risk follows specific risk exposures. (Of course,
both may occur at the same time.) We illustrate how both aspects of risk
come into play with data from over 6,000 assessments of 1,420 youth from
the GSMS. On one hand, there was a clear relationship between total risk
exposure, using a list of over 80 risk factors, and MEB disorders. Rates of
nearly all of these disorders were three or more times higher in the highest
risk group than in the lowest risk group, irrespective of the type of risk.

On the other hand, when the question of specific risk factors for specific
disorders was examined in the same data set, both general and disease-
specific risk factors emerged (Shanahan and Hofer, 2005). Parental unem-
ployment and maternal depression were associated with increased risk for
most MEB disorders, but the analyses revealed “signature sets” of factors
associated only with certain diagnoses. For example, while sexual abuse,
poor parental supervision, and deviant peers were risk factors for both
conduct disorder and oppositional defiant disorder, parental depression
and loss of close relations and friends were specific to conduct disorder in
these analyses. In the emotional disorders, parental depression was a spe-
cific risk for depression but was not associated with any anxiety disorders,
whereas parental drug use and unemployment were associated with anxiety
disorders but not with depression (see also Chapter 4).

The role of individual differences in genetic makeup has been the focus
of intensive study in recent decades (see Chapter 5). Twin and adoption
studies have identified a genetic component of risk for most child and ado-
lescent psychiatric? disorders (Rutter, Silberg, et al., 1999a, 1999b), and
genetic research in psychiatry began with the hypothesis that genes “cause”
mental illness (Kendler, 2005). However, with the exception of a number
of rare disorders, such as Williams syndrome, Turner syndrome, fragile X
syndrome, and velocardiofacial syndrome (Davies, Isles, and Wilkinson,
2001; Inoue and Lupski, 2003; Thapar and Stergiakouli, 2008) so far no
unequivocal candidate genes for specific mental, emotional, or behavioral
disorders in children or adults have survived the test of replication in mul-
tiple studies (Joober, Sengupta, and Boksa, 2005; Thapar and Stergiakouli,
2008). There are some indications that variations in specific genes may
contribute to such disorders as depression (Levinson, 2006; Lopez-Leon,
Janssens, et al., 2008).

2The term “psychiatric” rather than “mental, emotional, or behavioral” is used here as that
is the term used by the authors.
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Current efforts focus on the search for genes that influence underlying
processes, such as threat appraisal or risk aversion, that may be common
to more than one mental, emotional, or behavioral disorder. More recently,
genetic approaches are also being used to map out the role of environmental
factors in the etiology of MEB disorders in people with different genetic
profiles; that is, the extent to which (1) a disorder occurs in the presence of
a given risk factor only in those with a specific genetic trait or (2) genetic
effects on environmental exposure increase risk of a disorder.

As discussed in Chapter 5, continued research may make it possible to
identify and target the most genetically vulnerable children for prevention
interventions. Also, identifying gene variants that are associated with MEB
disorders may eventually lead to prevention approaches based on modify-
ing components of the pathways from genes to behaviors. However, the
focus of prevention for the foreseeable future will still be on psychosocial
interventions that change environmental risk factors. Research on signature
sets of risk factors suggests that it may also be possible to target prevention
efforts for some disorders to youth with high levels of signature risk for
that disorder, potentially including both environmental and genetic factors.
There is also an argument to be made for paying attention to risk factors,
like maternal depression or family disruption, that affect multiple types of
MEB disorders (see Chapter 4).

Are Rates of Causal Factors Increasing or Decreasing?

There is, of course, no simple answer to this question. National surveys
and databases can be helpful in monitoring some of the epidemiological
factors thought to be associated with emotional or behavioral disorders.
For example:

e Low birth weight and other perinatal hazards may be increasing in
the United States because of the increasing number of births from
in vitro fertilization, the increasing age of women at first birth, and
other factors. The proportion of newborns under 2,500 grams rose
by more than 20 percent between 1980 and 2005.3

e Family poverty fell in the 1990s but has been level since then
(according to the 2000 U.S. census).

¢ Divorce rates have fallen since their peak in the 1980s (U.S. census).

e Single-parent households have risen steadily, especially since the
1970s (U.S. census).

3See http://www.cdc.gov/media/pressrel/r061121.htm?s_cid=mediarel_r061121_x.
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However, unless these changes can be linked with outcomes in spe-
cific data sets, the causal links remain very weak. Countries that maintain
national databases on illness, crime, and household structure are beginning
to use record linkage to monitor changes in risk exposure, but this is not
possible in the United States.

High Risk of Some Sociodemographic Groups for Specific Disorders

It appears that boys are more vulnerable to disorders with early onset,
such as developmental disabilities, autism, disruptive behavior disorders,
and ADHD (Rutter, Caspi, and Moffit, 2003). After puberty, several diver-
gences appear. Depression and anxiety increase markedly in girls but not
in boys (Rutter, Caspi, and Moffitt, 2003). Substance abuse develops faster
in boys than girls, and behavioral disorders remain higher in boys (Rutter,
Caspi, and Moffitt, 2003). However, sex differences can vary depending on
how a disorder or its consequences are defined. For example, the DSM-IV
diagnosis “conduct disorder” is not much more common in boys than girls,
but boys are increasingly more likely than girls to be arrested, charged with
an offense, convicted, and incarcerated (Copeland, Miller-Johnson, et al.,
2007). Similarly, conduct disorder is equally common in African American
and Hispanic youth, controlling for socioeconomic status and rural/urban
residence (Angold, Erkanli, et al., 2002), but arrests, criminal charges, and
convictions are more common in African American youth (U.S. Public
Health Service, 2001c¢). Even in urban settings, after controlling for socio-
economic status, delinquency rates were similar in three urban and African
American samples (Loeber, Wei, et al., 1999), perhaps due to the tendency
for poor African American youth to be concentrated in urban ghettos
(Sampson, Raudenbush, and Earls, 1997).

CONCLUSIONS AND RECOMMENDATIONS

Epidemiology provides the basic information needed to establish the
size and community burden of MEB disorders and to track the effective-
ness (and cost-effectiveness) of large-scale preventive interventions. To carry
out this task, a nation needs to be able to monitor the changing rates of
risk exposure and illness in the population as a whole, at different develop-
mental stages, and also in minority groups that may have different patterns
of risk. Based on an amalgam of small surveys, about one in five or six
young people has one or more recent MEB disorders. Retrospective studies
of adults show that half or more had their first episode as a child, adoles-
cent, or young adult. The first symptoms of most disorders precede onset
of the full-blown condition by several years, so the opportunity exists for
preventive intervention.
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Conclusion: Mental, emotional, and behavioral disorders are as com-
mon among young people as among adults. The majority of adults with
a mental, emotional, or behavioral disorder first experienced a disorder
while young, and first symptoms precede the full-blown disorder, pro-
viding an opportunity for prevention and early intervention.

As discussed in more detail in Chapter 9, MEB disorders impose a
heavy national burden of disability. Early emotional and behavioral prob-
lems predict school failure, unplanned pregnancy, and crime. MEB disor-
ders are not well tracked by the mortality statistics that are among the few
monitoring tools available in the United States. Other tools are needed,
including regular household surveys and surveys of institutions, such as
hospitals and prisons, where rates of mental illness are high. The United
States supports several household and school-based surveys suitable for this
purpose. Although these provide very detailed coverage of drug use and
abuse, they have many limitations in the area of mental illness, particularly
for younger populations, and they are sketchy in their measurement of risk.
Data specific to the United States come from a patchwork of small, local
studies.

Conclusion: Although the United States collects rich data related to
drug use and abuse, systematic data related to the prevalence and inci-
dence of mental, emotional, and behavioral disorders in young people
are sparse.

It is notable that the Foundation for Child Development’s annual Child
Well-Being Index,* which has been charting trends in child well-being since
1975, because data are not available, includes only one measure related
to MEB disorders: the teenage suicide rate. Similarly, given the limitations
of available data, the only national indicators related to MEB disorders
reported by the federal Forum on Child and Family Statistics® are alcohol
and drug use and the percentage of children ages 4-17 reported by their
parent as having serious emotional or behavioral difficulties.® The forum
is planning to add an indicator related to adolescent depression using data
collected in NSDUH.

Recommendation 2-1: The U.S. Department of Health and Human Ser-
vices should be required to provide (1) annual data on the prevalence of

4See http://www.soc.duke.edu/~cwi/.

5See http://www.childstats.gov/americaschildren/index.asp.

¢The indicator is based on a parental response to one question from the Strengths and Dif-
ficulties Questionnaire and does not provide information about any diagnosis.
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MEB disorders in young people, using an accepted current taxonomy
(e.g., the Diagnostic and Statistical Manual of Mental Disorders, the
International Statistical Classification of Diseases) and (2) data that can
provide indicators and trends for key risk and protective factors that
serve as significant predictors for such disorders.

Methods for collecting such data should:

® be capable of providing reliable prevalence estimates for minority
populations and high-risk groups (e.g., incarcerated youth, foster
children, immigrant children, youth with chronic diseases, children
with developmental delays);

® be capable of providing accurate estimates at the level of individual
states, ideally with unique identifiers that would facilitate the use
of data by local communities and potential linkage with other
state databases, such as those created as part of the No Child Left
Behind Act of 2001; and

¢ include measurement of identified risk and protective factors, either
directly or by building links to appropriate databases (e.g., parental
death, foster care placement, divorce, incarceration).

As illustrated in Table 2-1, multiple agencies of the U.S. Department
of Health and Human Services (HHS) administer surveys that collect data
related to MEB disorders. The Centers for Disease Control and Prevention,
which has public health surveillance and prevention within its mandate and
administers several major surveys potentially relevant to this task, is one
possible lead agency for the collection of prevalence and incidence data.
Similarly, the Substance Abuse and Mental Health Services Administration
is the lead federal agency charged with “building resilience and facilitat-
ing recovery” in relation to substance abuse and mental disorders. It has
recently expanded its population survey, NSDUH, beyond substance abuse,
making it another potential option. However, while a specific agency may
need to be identified to provide data on the prevalence and incidence of
disorders, inclusion of data related to risk and protective factors is likely to
require the involvement and input of multiple HHS agencies, making this
a departmental responsibility. The Office of Disease Prevention and Health
Promotion and the Office of the Assistant Secretary for Planning and Evalu-
ation, both in the Office of the Secretary, would potentially be able to serve
a coordinating function.

Young people with MEB disorders tend to receive care from a wide
range of service providers and agencies, including the child welfare, educa-
tion, and juvenile justice systems, as well as primary medical and specialty
mental health care providers. Very little is known about the adequacy of
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this patchwork of care. Under its statutory mandate, the Substance Abuse
and Mental Health Services Administration (SAMHSA) must provide
national data on mental health and substance abuse treatment services and
on persons with mental and substance use disorders. This mandate includes
the determination of the national incidence and prevalence of the various
forms of mental disorder and substance abuse, as well as characteristics of
treatment programs.

SAMHSA has focused much of its efforts on specialty providers and
services supported through state substance abuse and mental health agen-
cies. However, nontraditional settings, such as jails, prisons, schools, and
general hospitals, are becoming increasingly important as sites of care for
youth with MEB disorders. Exclusion of other settings in which young
people often receive care provides a misleading and incomplete picture of
service use.

Recommendation 2-2: The Substance Abuse and Mental Health Services
Administration should expand its current data collection to include
measures of service use across multiple agencies that work with vulner-
able populations of young people.

The Centers for Medicare and Medicaid Services (CMS) and programs
funded by CMS collect information on use of Medicaid-funded services for
prevention and treatment. These data could provide a rich set of informa-
tion on trends in utilization of services across various health care providers.
Analysis of these data in conjunction with the above prevalence and service
use data, with appropriate privacy protections, could provide additional
insights.






Defining the Scope of Prevention

conceptual and definitional issues that are fundamental to under-

standing the scientific study of prevention. Discussed first are issues in
defining the domain of prevention research. While the boundaries between
prevention and other concerns, especially treatment, are sometimes difficult
to draw, making these distinctions is critical for establishing the scope of
the committee’s work.

In this report, prevention is seen as distinct from treatment, but comple-
mentary in a common goal of reducing the burden of mental, emotional,
and behavioral (MEB) disorders on the healthy development of children
and young people. By contrast, health promotion, which some consider as
separate from prevention, is viewed by the committee as so closely related
that it should be considered a component of prevention. Prevention and
health promotion both focus on changing common influences on the devel-
opment of children and adolescents in order to aid them in functioning
well in meeting life’s tasks and challenges and remaining free of cognitive,
emotional, and behavioral problems that would impair their functioning.

This chapter provides a framework for the report by addressing the

ISSUES IN DEFINING PREVENTION

Definitional issues have been much discussed since the earliest efforts
to bring preventive approaches to the field of mental health and substance
abuse. Reducing Risks for Mental Disorders: Frontiers for Preventive Inter-
vention Research, the 1994 Institute of Medicine (IOM) report, included
an extensive discussion of alternative approaches, including consideration

59
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of the implications of alternative definitions for prevention research and
practice. The report argued that “without a system for classifying specific
interventions, there is no way to obtain accurate information on the type
or extent of current activities, . . . and no way to ensure that prevention
researchers, practitioners, and policy makers are speaking the same lan-
guage” (Institute of Medicine, 1994, p. 24).

Early Frameworks

Preventive approaches to MEB disorders have been proposed as a com-
plementary approach to the treatment services that have long been society’s
dominant approach to reducing their burden on the population. Treatment
services, regardless of their variation in content, share the common features
that people are identified (either by themselves or by others) as currently
suffering from a recognizable disorder, and they enter treatment with the
expectation of receiving some form of relief from the disorder. Prevention
is a complementary approach in which services are offered to the general
population or to people who are identified as being at risk for a disorder,
and they receive services with the expectation that the likelihood of a future
disorder will be reduced.

Developing definitions that clearly discriminate different types of pre-
vention from each other and prevention from treatment is fraught with
difficulty. Caplan’s (1964) application of the concepts of primary, second-
ary, and tertiary prevention, which are common in a public health context,
had an important influence in developing early prevention models. Cowen
(1977, 1980) later found that much of what was labeled as primary preven-
tion did not meet any rigorous standards for such a definition. He suggested
two criteria for primary prevention efforts: (1) that they be intentionally
designed to reduce dysfunction or promote health before the onset of dis-
order and (2) that they be population focused, targeted either to the whole
population or to subgroups with known vulnerabilities.

From a developmental perspective, however, many MEB disorders are
risk factors for later disorders or disability, so all treatment could poten-
tially be labeled as prevention. Gordon (1983) noted that distinctions
between prevention and treatment are often based more on historical than
on rational or scientific reasons. He reserved the term “prevention” for
services for those individuals who were identified as not “suffering from
any discomfort or disability from the disease or disorder to be prevented.”
Thus the category of tertiary prevention proposed by Caplan (1964), which
referred to the prevention of disability for those suffering from disorders,
was excluded.

Gordon (1983) proposed an alternative threefold classification of pre-
vention based on the costs and benefits of delivering the intervention to the
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targeted population. Universal prevention includes strategies that can be
offered to the full population, based on the evidence that it is likely to pro-
vide some benefit to all (reduce the probability of disorder), which clearly
outweighs the costs and risks of negative consequences. Selective prevention
refers to strategies that are targeted to subpopulations identified as being
at elevated risk for a disorder. Indicated prevention includes strategies that
are targeted to individuals who are identified (or individually screened) as
having an increased vulnerability for a disorder based on some individual
assessment but who are currently asymptomatic. Selective and indicated
prevention strategies might involve more intensive interventions and thus
involve greater cost to the participants, since their risk and thus potential
benefit from participation would be greater.

The 1994 IOM Framework

The 1994 IOM report Reducing Risks for Mental Disorders: Frontiers
for Preventive Intervention Research emphasized the importance of putting
prevention into a broader context, which includes not only treatment but
also maintenance interventions when continued care is indicated (Institute
of Medicine, 1994). Treatment was distinguished by two features: “(1) case
identification and (2) standard treatment for the known disorder, which
includes interventions to reduce the likelihood of future co-occurring dis-
orders” (Institute of Medicine, 1994, p. 23). The features of maintenance
were “(1) the patient’s compliance with long-term treatment to reduce
relapse and recurrence and (2) the provision of after-care services to the
patient, including rehabilitation” (Institute of Medicine, 1994, p. 24).

The term “prevention” was reserved for interventions designed to
reduce the occurrence of new cases. While noting that neither the Gordon
framework (universal, selective, and indicated prevention) nor the public
health framework (primary, secondary, and tertiary prevention) was spe-
cifically developed for mental health, a modified version of the Gordon
approach was adopted. The defining feature for classifying preventive inter-
ventions was the population that was targeted. Similar to that of Gordon,
the 1994 IOM report’s rationale for targeting a type of intervention either
universally or to a high-risk subgroup was that the potential benefit was
substantially higher than the cost and the risk of negative effects. The
concepts of universal and selective prevention were essentially the same
as in Gordon’s system. The concept of indicated prevention was modified
to include interventions targeted to high-risk individuals who do not meet
diagnostic criteria for a disorder but who have detectable markers that
warn of its onset.

The 1994 IOM report acknowledged that some people in the groups
targeted for universal, selective, or indicated preventive interventions may
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have mental disorders when the intervention begins. However, if they are
selected into the intervention on the basis of being in a high-risk group
(selective) or for having early symptoms (indicated), then the intervention
is considered preventive. The report also acknowledged that good treat-
ment should often include preventive elements to reduce the likelihood of
relapse or of disability, but it emphasized that interventions selected on the
basis of an existing disorder should be considered treatment rather than
prevention.

Recent Definitional Debates

A significant modification of the classification system developed in
the 1994 1IOM report was proposed by the National Advisory Mental
Health Council (NAMHC) Workgroup on Mental Disorders Prevention
Research (1998). This report argued that the IOM system was too narrow
because it excluded “all individuals with full-blown disorder” (National
Advisory Mental Health Council Workgroup on Mental Disorders Preven-
tion Research, 1998, p. 16). The workgroup recommended expanding the
definition of preventive intervention research to include (National Advi-
sory Mental Health Council Workgroup on Mental Disorders Prevention
Research, 1998, p. 18):

trials involving participants who (1) have no current symptoms of mental
disorder and were never symptomatic; (2) have current sub-clinical symp-
toms; (3) have a currently diagnosed disorder and/or were previously
symptomatic—for them the emphasis is on prevention of relapse or recur-
rence; or (4) have a currently diagnosed disorder, with the emphasis on
prevention of comorbidity or disability.

Despite the broadening of the definition of prevention, the report spe-
cifically stated that the expanded research agenda “does not represent a
decreased commitment to preventing mental disorders in people currently
without symptoms or those who have never been mentally ill” (National
Advisory Mental Health Council Workgroup on Mental Disorders Preven-
tion Research, 1998, p. 20).

Comments on the report proposed that the broadened definition had sev-
eral problems. One concern was that it failed to make distinctions between
prevention and treatment, and therefore all treatment could essentially be
considered prevention (Greenberg and Weissberg, 2001). Another concern
was that the potential relabeling of treatment studies as prevention could
dilute resources for prevention research for populations without a diagnosed
disorder (Shinn and Toohey, 2001; Heller, 2001; Reiss, 2001). Despite criti-
cisms of the broadened definition, others noted that regardless of where the
line between prevention and treatment is drawn, benefits could be gained
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from closer integration of prevention and treatment research, so that meth-
odological advances in one area could be applied to the other (Pearson and
Koretz, 2001). Similarly, it was suggested that a more unified approach to
improving the public health could be developed with interventions that
incorporate elements of targeted screening and treatment in a broader pre-
ventive approach (Weisz, Sandler, et al., 2005; Brown and Liao, 1999).

Recently, a related health care concept—personalized medicine—has
emerged. The adjectives “predictive,” “preventive,” and “preemptive” are
frequently attached to this concept (Zerhouni, 2006), suggesting that pre-
diction based on early information about an individual can lead to the
avoidance of disorder, a form of prevention. Personalized medicine was
spawned in large part by new and enabling technologies of genomic analysis
and involves the use of information about individual-level risks, including
genetic or other biomarkers, to identify and intervene in incipient medical
disorders. This concept can and has been applied to prevention and pre-
emption of MEB disorders. While equating it with indicated and selective
prevention, Insel (2008) termed this approach “preemptive psychiatry,”
positing that it offers the greatest potential for the prevention of both
physical and mental disorders. The committee views this concept to be a
promising dimension of indicated prevention, but as only one component
of a broader spectrum of needed approaches.

As discussed in Chapter 5, there have been substantial developments in
identifying genetic and epigenetic information that may contribute to MEB
disorders, as well as increased recognition that environmental exposures,
particularly during early development, can interact with genetic characteris-
tics to affect gene expression. Similarly, as discussed in Chapter 4, a variety
of adverse childhood events, such as early trauma (Anda, Brown, et al.,
2007) and other family and community adversities, have been associated
with later adverse mental, emotional, and behavioral outcomes. This infor-
mation is beginning to be used in predictive models for physical as well as
MEB disorders; for example, as discussed later in this report, its application
to potential indicated prevention of schizophrenia is very promising.

However, this approach is in its early stages and likely to evolve over
the next decade or two. Before preemptive psychiatry based primarily on
genetic information can be considered ready for widespread implementa-
tion, a number of substantial hurdles and risks to implementation must be
recognized and addressed, such as the issues of creating a “genetic under-
class” and differential access to health care and psychopharmacologies
(Evans, 2007). More fundamentally, understanding of the causal role of
genetic contributors to MEB disorders must be substantially improved.
The committee’s call for collaborations between prevention scientists and
clinical developmental neuroscientists is aimed at better understanding
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causality and the moderating genetic or environmental factors associated
with mental, emotional, and behavioral outcomes.

The public health perspective endorsed by the committee also man-
dates that prevention not be limited only to those at imminent risk. Indeed,
the mandate of agencies such as the National Institute of Mental Health
(NIMH) and the Substance Abuse and Mental Health Services Administra-
tion (SAMHSA) calls for a broader approach. For example, the ADAMHA
Reorganization Act, which created both, states that the research program at
NIMH “shall be designed to further the treatment and prevention of mental
illness, the promotion of mental health, and the study of the psychological,
social, and legal factors that influence behavior.” Similarly, the Center for
Mental Health Services at SAMHSA is directed to establish national priorities
for the prevention of mental illness and the promotion of mental health.

These mandates suggest a broad-based prevention approach that
includes a balance between approaches aimed at those at imminent risk,
those at elevated risk, and those who currently appear risk free but for
whom specific interventions have been demonstrated to reduce future risk.
As Chapter 2 emphasized, the prevalence of MEB disorders among young
people suggests that few are entirely risk free. Furthermore, as outlined in
this report, a substantial body of research established over the past several
decades supports the efficacy or effectiveness of universal and selective
interventions, particularly for behavioral disorders. A balance of universal,
selective, and indicated prevention research and implementation is needed
to address the mental, emotional, and behavioral needs of young people.
Consistent with the agencies’ legislative mandates, targeted attention is
also needed to approaches that can promote mental health, regardless of
whether a specific disorder is being prevented.

THE CURRENT APPROACH

The classification system used to define the boundaries of prevention
and prevention research is critical for assessing the degree to which preven-
tion research and services are being used along with treatment strategies as
part of a public health approach to reduce the burden of MEB disorders in
the population. And indeed, a variety of approaches have been proposed.
The committee recognizes that it may be difficult in some cases to distin-
guish different prevention approaches from each other or even to identify
clear boundaries between prevention and treatment. We also appreciate the
importance of treatment, including its preventive aspects in terms of reduc-
ing the likelihood and severity of future problems. Interventions to prevent
disability, comorbidity, or relapse are clearly important.

However, the committee thinks that these are aspects of quality treat-
ment and are distinct from, though complementary to, prevention, concur-
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ring with the perspective in the 1994 TOM report. We also conclude that
the progress made since 1994, as outlined in this report, supports continued
focus of prevention resources prior to the onset of disorders. We share
the concerns, raised by the 1994 IOM committee and commentators on
the NAMHC approach, that an overly inclusive definition of prevention
research could dilute resources for interventions designed to prevent the
onset of disorder and “often underlies a neglect of interventions to reduce
risks” (Institute of Medicine, 1994, p. 28).

Therefore, in this report, the committee has adopted the definitions
of prevention developed in the 1994 IOM report, along with the distinc-
tions between prevention and treatment. This report focuses on preventive
interventions that target multiple populations whose levels of risk vary, but
that are not identified on the basis of having a disorder. As discussed below,
however, the committee broadened the conceptualization of mental health
to include both the prevention of disorders and the promotion of mental
health (see Box 3-1).

RECONSIDERING MENTAL HEALTH PROMOTION

Mental health promotion is characterized by a focus on well-being
rather than prevention of illness and disorder, although it may also decrease
the likelihood of disorder. The 1994 IOM report included a general call
for assessment of outcomes of mental health promotion activities. It also
acknowledged that health is more than just the absence of disease and that
the goals and methods of prevention and promotion overlap, but it con-
cluded that the evidence of effectiveness of mental health promotion was
sparse, particularly in comparison to that for prevention.

At this point in time, this committee views the situation differently.
There is agreement that mental health promotion can be distinguished from
prevention of mental disorders by its focus on healthy outcomes, such as
competence and well-being, and that many of these outcomes are intrinsi-
cally valued in their own right (e.g., prosocial involvement, spirituality:
Catalano, Berglund, et al., 2004; social justice: Sandler, 2007). As stated in
the Report of the Surgeon General’s Conference on Children’s Mental Health
(U.S. Public Health Service, 2000), “Mental health is a critical component
of children’s learning and general health. Fostering social and emotional
health in children as part of healthy child development must therefore be a
national priority” (p. 3). There is also increasing evidence that promotion
of positive aspects of mental health is an important approach to reducing
MEB disorders and related problems as well (National Research Council
and Institute of Medicine, 2002; Catalano, Berglund, et al., 2002, 2004;
Commission on Positive Youth Development, 2005). These developments
have led the committee to conclude that mental health promotion should
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BOX 3-1
Definitions of Promotion and Prevention Interventions

Mental health promotion interventions: Usually targeted to the general public
or a whole population. Interventions aim to enhance individuals’ ability to achieve
developmentally appropriate tasks (competence) and a positive sense of self-
esteem, mastery, well-being, and social inclusion, and strengthen their ability to
cope with adversity.

Example: Programs based in schools, community centers, or other community-
based settings that promote emotional and social competence through activi-
ties emphasizing self-control and problem solving.

Universal preventive interventions: Targeted to the general public or a whole
population that has not been identified on the basis of individual risk. The interven-
tion is desirable for everyone in that group. Universal interventions have advan-
tages when their costs per individual are low, the intervention is effective and
acceptable to the population, and there is a low risk from the intervention.

Example: School-based programs offered to all children to teach social and
emotional skills or to avoid substance abuse. Programs offered to all parents
of sixth graders to provide them with skills to communicate to their children
about resisting substance use.

Selective preventive interventions: Targeted to individuals or a population sub-
group whose risk of developing mental disorders is significantly higher than
average. The risk may be imminent or it may be a lifetime risk. Risk groups may
be identified on the basis of biological, psychological, or social risk factors that
are known to be associated with the onset of a mental, emotional, or behavioral
disorder. Selective interventions are most appropriate if their cost is moderate and
if the risk of negative effects is minimal or nonexistent.

Example: Programs offered to children exposed to risk factors, such as paren-
tal divorce, parental mental illness, death of a close relative, or abuse, to
reduce risk for adverse mental, emotional, and behavioral outcomes.

Indicated preventive interventions: Targeted to high-risk individuals who are
identified as having minimal but detectable signs or symptoms foreshadowing
mental, emotional, or behavioral disorder, or biological markers indicating pre-
disposition for such a disorder, but who do not meet diagnostic levels at the current
time. Indicated interventions might be reasonable even if intervention costs are
high and even if the intervention entails some risk.

Example: Interventions for children with early problems of aggression or
elevated symptoms of depression or anxiety.
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FIGURE 3-1 Mental health intervention spectrum.
SOURCE: Adapted from Institute of Medicine (1994, p. 23).

be recognized as an important component of the mental health intervention
spectrum, which can serve as a foundation for both prevention and treat-
ment of disorders (see Figure 3-1).

For purposes of this report, the committee has adopted a definition of
mental health promotion that is consistent with concepts described in prior
reports in the United States (e.g., Substance Abuse and Mental Health Ser-
vices Administration, 2007a) and used in international contexts (e.g., World
Health Organization, 2004; Jané-Llopis and Anderson, 2005):

Mental health promotion includes efforts to enhance individuals’ ability

to achieve developmentally appropriate tasks (developmental competence)
and a positive sense of self-esteem, mastery, well-being, and social inclu-
sion and to strengthen their ability to cope with adversity.

Inclusion of promotion activities is an important conceptual shift for
the field. For the past decade, various prevention researchers have argued
for a synthesis of prevention and promotion approaches (Greenberg,
Weissberg, et al., 2003; Catalano, Hawkins, et al., 2002; Cowen, 2000;
Weissberg and Greenberg, 1998; Durlak and Wells, 1997). Greenberg and
colleagues (2003) have maintained that “problem prevention programs are
most beneficial when they are coordinated with explicit attempts to enhance
[young people’s] competence, connections to others and contributions to
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their community” (p. 427). In the context of youth development, Pittman
argued for an increased focus on promotion nearly two decades ago, saying
the field needs to move “from thinking that youth problems are merely the
principal barriers to youth development to thinking that youth development
serves as the most effective strategy for the prevention of youth problems”
(Pittman and Fleming, 1991).

In practice there is already considerable overlap between prevention and
promotion. Meta-analytic and qualitative reviews of preventive intervention
studies demonstrate that many psychosocial prevention programs involve
the promotion of child competencies or the healthy functioning of fami-
lies, schools, or communities (Durlak and Wells, 1997, 1998; Greenberg,
Domitrovich, and Bumbarger, 2001). For example, a review of programs
that aim to prevent chronic delinquency through early interventions for
education and family support found that effective programs have com-
mon features of promoting children’s cognitive competence and achieve-
ment and promoting secure parent-child attachment, positive parenting,
and improved educational status for parents (Yoshikawa, 1994). Similarly,
reviews of mental health promotion programs for children and young
people cite many programs that have been demonstrated both to reduce
problems and to increase positive aspects of development (e.g., National
Research Council and Institute of Medicine, 2002; Catalano, Berglund,
et al., 2002, 2004). Catalano, Berglund, and colleagues (2002, 2004), for
example, concluded that several youth development programs that were
effective in building positive development in such areas as social, emotional,
and cognitive competence as well as self-determination and efficacy were
also effective in reducing a range of problem behaviors, such as alcohol
and drug use, violence, and aggression. Such findings are compatible with
theoretical models in which competence and problem outcomes influence
each other over time (see Chapter 4).

Furthermore, the committee’s inclusion of mental health promotion in
the purview of the mental health field is also consistent with the recogni-
tion that health promotion is an important component of public health
that goes beyond prevention of disease (Breslow, 1999). Indeed, health has
been defined not simply as the absence of disease, but in a positive way as
“a resource for everyday life . . . a positive concept emphasizing social and
personal resources as well as physical capabilities” (World Health Organi-
zation, 1986). Building on this perspective, a 2004 report of the National
Research Council (NRC) and the IOM proposed a new definition specifically
for children’s health: “the extent to which individual children or groups of
children are able or enabled to (a) develop and realize their potential, (b)
satisfy their needs, and (c) develop the capacities that allow them to inter-
act successfully with their biological, physical, and social environments”
(National Research Council and Institute of Medicine, 2004a, p. 33). This
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approach clearly emphasizes the importance for children of both promotion
of mental, emotional, and behavioral health and the prevention of disor-
ders. Adopting a more inclusive approach may also be less stigmatizing for
young people and their families and increase participation in relevant pro-
grams, as the focus shifts from avoiding the possibility of disorder toward
helping young people realize their potential.

CONCLUSION AND RECOMMENDATION

Definitions of prevention are important for identifying the potential
contribution of prevention approaches to the overall public health goal
of reducing the burden of MEB disorders on children and youth, as well
as for distinguishing the complementary contributions of mental health
promotion, prevention of disorders, and treatment of disorders. At this
time, theory, research, and practice have evolved to support an approach
to prevention that aims not only to prevent disorder, but also to promote
positive mental, emotional, and behavioral health in young people.

Conclusion: The theoretical grounding and empirical testing of
approaches to promote mental health have advanced considerably,
making it a valuable component of the intervention spectrum warrant-
ing additional rigorous research.

Prevention and treatment are necessary and complementary compo-
nents of a comprehensive approach to the mental, emotional, and behav-
ioral health of young people. However, to enable distinctions between the
two and to monitor the effectiveness of each, delineations must be made.
The committee has decided that the definitions of universal, selective, and
indicated prevention, as laid out in the 1994 IOM report, with the addi-
tion of mental health promotion, offer the most useful framework for the

field.

Recommendation 3-1: Research and interventions on the prevention
of MEB disorders should focus on interventions that occur before the
onset of disorder but should be broadened to include promotion of
mental health.






Using a Developmental Framework
to Guide Prevention and Promotion

considered in the framework of the individual and contextual
characteristics that shape their lives, as well as the risk and protective fac-
tors that are expressed in those contexts. This chapter begins by outlining a
developmental framework for discussion of risk and protective factors that
are central to interventions to promote healthy development and prevent
MEB disorders.

The conceptualization and assessment of positive aspects of develop-
ment, referred to as developmental competencies, are examined as the
scientific underpinnings for research on promotion of mental health. The
chapter goes on to discuss research on risk factors and protective factors
for MEB disorders, with attention given both to factors associated with
multiple disorders and to the multiple factors associated with specific dis-
orders. The emphasis is on identifying the implications of findings from
this research for the design and evaluation of developmentally appropriate
preventive interventions. Specific interventions targeting particular develop-
mental stages are discussed in more detail in Chapter 6, and interventions
targeting specific disorders as well as those designed to promote mental
health are discussed in Chapter 7.

ental, emotional, and behavioral (MEB) disorders among young
people, as well as the development of positive health, should be

A DEVELOPMENTAL FRAMEWORK

Prevention and promotion for young people involve interventions to
alter developmental processes. That makes it important for the field to be

71
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grounded in a conceptual framework that reflects a developmental perspec-
tive. Four key features of a developmental framework are important as a
basis for prevention and promotion: (1) age-related patterns of competence
and disorder, (2) multiple contexts, (3) developmental tasks, and (4) interac-
tions among biological, psychological, and social factors (Masten, Faden,
et al., 2008; Cicchetti and Toth, 1992; Kellam and Rebok, 1992; Sameroff
and Feise, 1990).

Age-Related Patterns of Competence and Disorder

Understanding the age-related patterns of disorder and competence
is essential for developing interventions for prevention and promotion.
Healthy human development is characterized by age-related changes in cog-
nitive, emotional, and behavioral abilities, which are sometimes described
in terms of developmental milestones or accomplishment of developmental
tasks (discussed in further detail below). The period from conception to
about age 5 represents a particularly significant stage of development dur-
ing which changes occur at a pace greater than other stages of a young
person’s life and the opportunity to establish a foundation for future devel-
opment is greatest (National Research Council and Institute of Medicine,
2000; see also Chapter 5). Developmental competencies established in one
stage of a young person’s life course establish the foundation for future
competencies as young people face new challenges and opportunities. Ado-
lescence introduces significant new biological and social factors that affect
developmental competencies, particularly related to behavioral decision
making. A solid foundation of developmental competencies is essential as
a young person assumes adult roles and the potential to influence the next
generation of young people.

The age at which disorders appear also varies. For example, a national
survey on the lifetime prevalence of mental disorders in the United States
indicates that the median age of onset is earlier for anxiety disorders
(age 11) and impulse control disorders! (age 11) than for substance use
disorders (age 20) and mood disorders (age 30) (Kessler, Berglund, et al.,
2005). The majority of adults report the onset of their disorder by age 24
(Kessler, Berglund, et al., 2005), and evidence suggests that initial symptoms
appear 2-4 years prior to onset of a full-blown disorder (see Chapter 2).
Other studies also indicate that early onset of symptoms is associated with
greater risk of adult disorders, including substance abuse and conduct dis-
order (Kellam, Ling, et al., 1998; Gregory, Caspi, et al., 2007).

ncludes intermittent explosive disorder, oppositional defiant disorder, conduct disorder,
and attention deficit hyperactivity disorder.
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FIGURE 4-1 An ecodevelopmental model of prevention.
SOURCE: Adapted from Weisz, Sandler, et al. (2005).

Multiple Contexts

Development occurs in nested contexts of family, school, neighbor-
hood, and the larger culture (Bronfenbrenner, 1979). Therefore, interven-
tions can occur in a range of settings and in multiple contexts. As illustrated
in Figure 4-1, the range of intervention approaches includes promotion
of healthy development, prevention of MEB disorders, and treatment of
individuals who are experiencing disorders (the outer semicircle). These
interventions occur in an ecological framework of human development in
which the individual is nested within micro-systems that are in turn nested
within a larger community and cultural (including linguistic) context (the
central concentric circles). The ecological perspective is widely accepted
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in the study of mental health, developmental psychopathology (Masten,
Faden, et al., 2008), and prevention science (Kellam and Rebok, 1992;
Weisz, Sandler, et al., 2005).

Developmental Tasks

Individuals encounter specific expectations for behavior in a given
social context. These expectations have been referred to as social task
demands or developmental tasks (Kellam and Rebok, 1992; Masten, Burt,
and Coatsworth, 2006). Developmental tasks change across phases of
development and may also differ by culture, gender, and historical period.
Success or failure in meeting these developmental tasks is judged by natural
raters (e.g., parents, teachers) as well as by young people themselves. Suc-
cess with one developmental task can have serious consequences for success
or difficulty in others and for the development of later problems and dis-
orders. Developmental competence, discussed below, is strongly influenced
by the concept of developmental tasks.

Interactions Among Biological, Psychological, and Social Factors

How young people develop—whether they develop mental, emotional,
or behavioral problems or experience healthy development—is a function of
complex interactions among genetic and other biological processes (discussed
in more detail in Chapter §), individual psychological processes, and mul-
tiple levels of social contexts. Although the precise biopsychosocial processes
leading to most disorders are not fully understood, considerable progress has
been made in identifying the risk factors and protective factors that predict
increased or decreased likelihood of developing disorders. Understanding the
pathways of development enables prevention researchers to identify oppor-
tunities to change pathological developmental trajectories.

A DEVELOPMENTAL PERSPECTIVE ON THE
STUDY OF MENTAL HEALTH PROMOTION

Mental health promotion includes efforts to enhance individuals’ ability
to achieve developmentally appropriate tasks (developmental competence)
and a positive sense of self-esteem, mastery, well-being, and social inclusion
and to strengthen their ability to cope with adversity. Understanding the
reciprocal pathways by which failures of competence contribute to psycho-
pathology and by which psychopathology undermines healthy development
(Masten, Burt, and Coatsworth, 2005) is needed to design promotion
activities aimed at strengthening developmental competencies.

Research on mental health promotion is not as fully developed as that
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on prevention, but progress has been made in defining key concepts and
describing biopsychosocial pathways that influence positive development.
Important opportunities exist for research to make rapid advances, particu-
larly to improve understanding of how genetic and environmental factors
influence developmental pathways (National Research Council and Institute
of Medicine, 2000, p. 13).

The discussion that follows focuses on competence or the achieve-
ment of developmentally appropriate tasks, which the committee contends
should form the basis for mental health promotion research and interven-
tion, and characteristics of healthy development as young people progress
from infancy through young adulthood that can be used to operationalize
competence.

Defining Competence

Masten and colleagues define competence as “a family of constructs
related to the capacity or motivation for, process of, or outcomes of effective
adaptation in the environment, often inferred from a track record of effec-
tiveness in age-salient developmental tasks and always embedded in devel-
opmental, cultural and historical context” (Masten, Burt, and Coatsworth,
2006, p. 704). Similarly, Kellam, Branch, and colleagues (1975) conceptual-
ize competence from a life-course social field perspective, in which the indi-
vidual must adapt to new tasks in different social fields (e.g., family, school,
peers) at each phase of development. Positive youth development can be
viewed as the facilitation of competence during adolescence. Based on a
comprehensive review of youth development programs and meetings of
experts, Catalano, Berglund, and colleagues (2004) identified multiple goals
of programs designed to promote positive youth development: promote
bonding; foster resilience; promote social, emotional, cognitive, behavioral,
and moral competence; foster self-determination, spirituality, self-efficacy,
clear and positive identity, belief in the future and prosocial norms; and
provide recognition for positive behavior and prosocial involvement.

The committee uses the term “developmental competencies” to refer
to young people’s ability to accomplish a broad range of social, emotional,
cognitive, moral, and behavioral tasks at various developmental stages.
Acquisition of competence in these areas requires young people to adapt to
the demands of salient social contexts and to attain a positive sense of iden-
tity, efficacy, and well-being. We note, however, that while there is increasing
interest in understanding and promoting these positive aspects of develop-
ment (e.g., Commission on Positive Youth Development, 2005), research in
this area is at a relatively early stage. At the same time, research is beginning
to identify factors that affect success or failure in accomplishing specific
developmental tasks and the relationship to later development of problems
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or health. For example, various causal models of the links between conduct
and academic competence have been developed (e.g., see Hinshaw, 1992).

One longitudinal study of a community cohort of 205 children assessed
three dimensions of competence in childhood (academic, social, and con-
duct) and five dimensions of competence in late adolescence (academic,
social, conduct, job, and romantic) (Project Competence; Masten, Burt,
and Coatsworth, 2006). Conduct competence (following rules in salient
social contexts) in childhood proved to be more likely to lead to academic
competence in adolescence than the reverse pathway (see Hinshaw, 1992,
for a discussion of alternative causal models of the links between conduct
and academic competence). Masten and colleagues proposed the concept
of developmental cascades to refer to the process by which competence
and problems become linked across time. Illustratively, their study found
externalizing, or primarily behavioral, problems (e.g., conduct disorder,
oppositional defiant disorder) in childhood leads to lower academic com-
petence in adolescence, which in turn leads to increased internalizing, or
primarily emotional, problems (e.g., anxiety, depression) in young