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Infusing the School Mental Health Knowledge Base
Into Educational Practice: An Empirical Basis
for Positive Change

The editors of this handbook are distinguished by their respective, seminal
contributions to the field of school mental health. They have assembled a
remarkably accomplished cadre of contributors to this volume whose chap-
ters provide broad coverage of the school mental health landscape. This book
is a rich resource for educators and mental health professionals alike, and the
field is fortunate to have it.

If we are ever able to achieve the goal of effectively addressing the needs
of the approximately 20 % of K-12 students who struggle with serious chal-
lenges to their emotional and behavioral health, the application of this hand-
book’s content and methodology will have accounted for substantial parts of
its realization. I remain optimistic that school mental health approaches and
knowledge will eventually become fully integrated into the service systems
of school districts as a matter of course. However, there are powerful forces
currently arrayed against such an outcome by educational gatekeepers who
remain concerned about costs, potential parent-initiated lawsuits about inad-
equate services, resistance to assuming ownership of the mental health prob-
lems of students, and maintaining territorial imperatives and professional
identities. To note just one of the many negative consequences of this state of
affairs, the availability of wraparound services and access to family therapy
and mental health supports should be routinely available to tertiary-level stu-
dents identified within school systems—but they are not routinely available
by any means. Policy experts in the school and mental health professions
need to come together and design collaborative partnerships and mutual sup-
port systems that make school settings more responsive to the mental health
needs of students while supporting the primary mission of schooling which is
academic performance and achievement. This is an enormous challenge that
begs for a solution as schools nationally continue to certify less than 1 %
annually of the K-12 student population as qualifying for mandated special
education services to address their emotional and behavioral problems
(Forness, Freeman, Paparella, Kauffman, & Walker, 2012).

It is encouraging to see chapters in the handbook that address key features
of this ongoing challenge such as (a) funding models in delivering school



mental health services, (b) the relationship between special education law
and mental health issues, and (c) the role of school mental health in support-
ing students within general educational classrooms. Solving these and related
problems associated with appropriate roles for mental health professionals
and the services they can deliver is a critical step in forging a workable col-
laboration among schools and mental health services. The key question in
this regard is how these services and supports can be delivered in a manner
that does not disrupt the teaching-learning process, leads to educators’ accep-
tance of them, and addresses student needs. The two chapters on mental
health consultation in schools and how to do it effectively and seamlessly are
of critical importance in this regard. For far too long, we have pressured
schools and educators to make adjustments in their ongoing operations and
normal routines in order to accommodate delivery of mental health services.
Kimberly Hoagwood (see Burns & Hoagwood, 2002) has cogently argued in
numerous venues over the past decade that the reason many of our evidence-
based interventions fail is because they do not fit well or accommodate these
important routines and operations. Students with mental health challenges
that disrupt the schooling experience for themselves and others and that lower
their quality of life are the victims, and losers, in this ongoing struggle.

There is a clear and largely unmet need for a set of inquiries among inter-
vention developers, and their end users, to study schools and school systems
systematically in order to identify those characteristic features of direct inter-
ventions that produce educator acceptance and continued use of them. I
believe this is a primary reason that the Positive Behavioral Interventions and
Supports (PBIS) model or approach has been so successful among educators.
In just over 14 years or so, PBIS has been adopted by nearly 20,000 schools
in the USA, and it has simultaneously gained the respect of numerous mental
health professionals currently working in schools. In developing the PBIS
model, Rob Horner, George Sugai, and their colleagues carefully studied
school systems, their operations and routines, and importantly their stated
needs, values, and priorities. In doing so, they ensured a high level of accep-
tance from educational consumers and gatekeepers as they systematically
took these factors into account in designing PBIS. Further, they adopted and
adapted for schools’ use the Institute of Medicine’s classification of primary,
secondary, and tertiary prevention as a delivery framework for PBIS. School
administrators particularly resonate to the PBIS’ use of universal, selective,
and indicated interventions matched to these three types of prevention. In my
career, I have seen a number of innovative, groundbreaking approaches
develop but never one that approaches PBIS in the scale of its acceptance,
adoption, and implementation. The reasons underlying this remarkable devel-
opment are not elusive or complex but highly predictable if one understands
the culture and ecology of schooling.

I want to reemphasize the importance and relevance of the handbook’s
content. In my view, it covers all the important topics and issues that impinge
on the exemplary practice of school mental health in an educational context.
Engaging parents and youth in making interventions work more effectively,
screening and early identification of at-risk students to allow prevention
through early intervention, and describing best evidence-based practices for
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targeted problems (ADHD, depression and suicide prevention, bullying, rela-
tional aggression, anxiety disorders, and so on) are of critical importance in
meeting the needs of K-12 students. Today’s students access most of their
mental health services through the venue of schooling, but the quality and
amount of those services is often abysmal. This handbook provides a com-
pendium of the best knowledge, the best thinking, and the best practices cur-
rently available to schools in addressing the challenges of so many students
who are exposed to many risk factors in family and community contexts and
who have very few offsetting protective factors. It is wonderful to have such
a rich and well-developed knowledge base in school mental health as repre-
sented by this volume. The great challenge we face is how to connect these
at-risk students and their families to effective services and supports based on
this information.

This handbook is divided among strategies that can be implemented out-
side the confines of the school setting to address student mental health prob-
lems and disorders and those that require direct intervention within the school
setting in order to address this goal. Partnering with families to strengthen
mental health efforts to address a student’s emotional or behavioral chal-
lenges is an example of the former; the school-based treatment of anxiety
disorders is an example of the latter. Delivery of both types of strategies can
be problematic, but those that require direct intervention in the school setting
are especially complex and difficult. I see the material in this handbook as
advancing our thinking and efficacy on both these fronts. I congratulate the
handbook’s editors and the chapter contributors for producing such a high-
quality, timely, and much needed resource. Now, we must find a way to
deliver and apply this knowledge so that it maximally impacts our most vul-
nerable students.

Eugene, OR, USA Hill M. Walker
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From Collaboration to Integration: The Collective
Responsibility for Improving Mental Health
Service Delivery

It has been well documented for decades that schools and communities have
been under-identifying and underserving youth with or at risk of emotional/
behavioral disabilities. Unfortunately, the impetus for change is human suf-
fering inflicted upon many due to untreated needs of youth. The consequences
are tragic and include suicides, shootings, and other disasters, some occurring
in schools and universities and others that manifest in adulthood. Detention
centers and prisons are filled with people with undiagnosed and/or untreated
mental health needs, many of which could have been prevented from intensi-
fying over time. The education system has lacked the resources, ability, and
confidence to effectively address mental health needs as part of their role, and
everyone recognizes that schools cannot meet this challenge alone. Although
there is no simple “fix” for such complex issues, the Handbook of School
Mental Health, Second Edition, is a needed resource to guide the develop-
ment of an effective system of mental health in schools.

Educators and community mental health providers and families have the
same desired outcomes—high school completion, postsecondary education,
and employment. These are indicators of healthy, happy, and productive citi-
zens. But we have historically struggled to develop an integrated and, there-
fore, efficient system that delivers these outcomes for the increasing numbers
of youth with demonstrated social/emotional needs. Efforts to collaborate are
longstanding as Jane Knitzer’s vision of a System of Care has been a national
focus for the past 20-25 years. But clearly more strategic effort is needed. We
need to move beyond agency/school personnel merely becoming familiar
with each other’s work, perhaps having some staff work with each other at the
student/family level or setting up a referral process for each other’s separate
programs. We recognize these attempts at collaboration fall short as the con-
tinuation of separate decision-making and planning structures perpetuates
limited service delivery and poor outcomes. I am hopeful that the information
in this book can help move us closer to a comprehensive integration of mental
health in schools as it represents not only the depth of knowledge needed but
outlines progressive systems applications.
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The content of this book supports an “Interconnected Systems Framework”
in which educators and community providers work through an integrated
system with a single (combined) planning and decision-making framework.
This involves changes in policy and funding structures to ensure that relevant
data guides access to a full continuum of supports at the school and district/
community levels. Blended school/community teams need to be constantly
looking at progress indicators and making necessary changes in service
delivery to make sure “all” youth experience success. This requires systems
of prevention where early warning signs trigger immediate support that the
youth and families experience as positive and doable within their daily lives
and culture. This book provides valuable information to inform the develop-
ment of such systems. It includes specifics of interventions and collabora-
tions that address the mental health issues that schools need supportive
partnerships to effectively address. Chapters specifically address how youth,
families, and community representatives need to be active participants in
these systems.

Although actualizing integrated systems of mental health care through
school and community partnerships has proven to be challenging, I believe
we are rapidly moving closer to embracing this essential responsibility. This
Handbook of School Mental Health, Second Edition, is aptly named as it suc-
cinctly addresses the pivotal issues educators and mental health professionals
need to confront if more efficient and effective systems of support are to be
established. For example, the chapters on prevention and screening in schools,
coaching classroom-based interventions, and mental health consultation with
teachers outline service delivery directly linked to classrooms and teachers.
Chapters on tiered interventions and the integration of school-wide system of
Positive Behavioral Interventions and Supports (PBIS) illustrate how existing
intervention systems in schools can be enhanced through school mental
health participation. And chapters on the specifics of intervening effectively
with childhood conditions such as ADHD, anxiety, and trauma-induced
depression provide the deeper knowledge educators need to support the full
range of mental health needs students bring with them to school every day.

Historically, mental health and social/emotional growth have been consid-
ered the job of special educators, mental health providers, and school admin-
istrators. But the concepts of expanded school mental health and multi-tiered
systems that ensure a wider range of interventions for more youth sooner are
helping broaden the context. The editors of this book recognize what needs to
change as evidenced by their content and author selections. This book sup-
ports the concept that the work of teachers should be augmented by the inte-
gration of clinical staff and intervention systems. Teachers should be fully
aware of a full continuum of interventions and should be part of decisions
about which data points should trigger a defined intervention or support for a
student; they should be fully cognizant of and confident in systems that allow
them to quickly and efficiently refer students for a range of simple to more
complex interventions.

Working in schools is both a vocation and a responsibility. A healthy
school climate requires that all adults have an equal commitment to both
academic and social/emotional learning for “all” students, including those
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who experience mental health challenges. We have reached the point where
leaders know, and hopefully expect, that everyone who works in schools has
the potential to be a provider of mental health support to students as well as
to each other—not just the clinicians and the special education staff but the
music teacher, the 5th grade teacher, the school secretary, and the security
staff. As described throughout this book, the necessary system structures to
make that happen have to be installed. These include integrated funding,
data-based decision making, policies, etc. Community/school leaders must
be committed to this system development as knowledge about effective inter-
ventions can be fruitless if not delivered and monitored in a planful manner
where mental health professionals, educators, families, and students work
together in teams to use data to solve problems. The barometer of success is
if all students, especially those most vulnerable, can experience the benefit of
academic as well as social/emotional achievement.

Schools have been recognized as the likely location to ensure the early
identification and treatment of youth with mental health needs, and this book
provides a much needed road map of how to make that happen. Interventions
that work are outlined and specific applications are described. Our challenge
is to embrace the organizational and system changes needed to make mental
health prevention and intervention part of what schools and communities
expect and prioritize.

Springfield, IL, USA Lucille Eber






Key Themes for School Mental Health: Organizational
Context, Implementation, and Collaboration

As school and school district leaders throughout North America seek timely
knowledge to support student mental health and well-being, they will find
this edited volume to be a valuable and practical resource that they return to
time and again. Each chapter provides state-of-the-art information but also a
unique relevant lens on school mental health. The editors have carefully
selected topics and contributors that punctuate the necessary integration of
science, policy, and practice for effective uptake of evidence-informed prac-
tices in schools and districts.

For those wishing to access a current synthesis of research related to
common mental health problems observed in school settings, the handbook
contains concise summaries of the evidence from leaders in the field related
to school-based prevention and intervention for difficulties such as depres-
sion, ADHD, and relational aggression. The editors recognize, however,
that this is only part of the school mental health story. Also critical to the
concept of expanded school mental health is keen attention to (1) organiza-
tional conditions, (2) effective implementation protocols, and (3) meaning-
ful collaboration.

Organizational Conditions

In this volume, considerable focus is afforded to organizational receptivity
and stage-setting for effective school mental health. Authors discuss the
importance of system infrastructure, highlighting, for example, the key issue
of funding models and the need for coordinated and consistent protocols for
screening, assessment, and early identification. Training, in the form of pre-
service preparation as well as ongoing systematic professional development
and consultation, is also featured as a foundational element for service deliv-
ery in school mental health. As it is often these organizational conditions that
facilitate or impede the uptake of high-quality programs and services, school
district leaders will benefit from careful consideration of the key principles
noted in these chapters.
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Related, the editors model a system perspective by including coverage of
comprehensive service delivery models, most drawing on a multi-tiered
approach. It is imperative that school district leaders and policy officials take
this wide lens on school mental health to avoid the all too common phenom-
enon of adopting a patchwork of disconnected and sometimes duplicative
programs and services. Further, a mental health-promoting approach that
focuses on universal, whole school/community efforts in supporting well-
ness is consistent with aligned initiatives in schools, making it easier for
leaders to embed positive mental health programming into district and
school strategies and planning cycles (Joint Consortium for School Health,
2010; Rowling 2009).

Effective Implementation Protocols

In recent years, substantial research attention has rightly been devoted to
knowledge translation and exchange, transportability, implementation with
fidelity, and scale-up of evidence-informed programs and strategies within
clinical and school settings (e.g., Barwick et al., 2005; Fixsen, Blasé, Horner
& Sugai, 2009; Schoenwald & Hoagwood, 2001; Straus, Tetroe, & Graham,
2009). This is an important evolution in our science, as we reach beyond
determining what works, to grappling with the tension between existing and
ideal conditions for optimizing the uptake of research-based practices. This
new focus for study centers on methods for effectively bridging research and
practice and has helped us to recognize that how we introduce and support
mental health promotion, prevention, and intervention programming in
schools is a key factor in effectiveness. This understanding has been reflected
within the handbook as authors highlight the importance of considering
implementation variables when introducing prevention and intervention pro-
grams and services in schools. Attention to the unique needs of special popu-
lations, like families from ethnocultural communities or the military, is also a
part of implementation integrity and is highlighted in this volume.

Meaningful Collaboration

The editors of the handbook clearly recognize that school mental health
occurs within a wider context. Key players within schools need the expertise
and engagement of family, student, community, and university partners in
order to fully achieve the potential of expanded school mental health. Key to
this collaborative enterprise is the identification of leaders within school dis-
tricts who will champion the process and will involve stakeholders in fashion-
ing the vision for school mental health in the district, the comprehensive
strategy for achieving core goals, and the coordinated implementation/action
plan that includes attention to organizational conditions and protocols for
partnership. This volume brings a strong focus on the voices of families and
youth, offering an excellent reminder to district and school staff of the
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valuable contribution that these stakeholders can bring, if we provide a safe
and welcoming space for them.

These categories—organizational conditions, implementation, and col-
laboration—are somewhat synthetic and are indeed interconnected, but there
is value in highlighting that school mental health is more than embedding
“what works” in schools. It is about setting the stage to facilitate meaningful,
collaborative, and sustained systems of care for our children and youth. The
handbook offers state-of-the-art coverage of this broad range of consider-
ations and will be an asset to practice and policy leaders with responsibility
for school mental health throughout North America.

Finally, it is important to note that while the knowledge summarized in
this volume has been primarily informed by the US experience, it will have
equal relevance within Canadian jurisdictions though our health and educa-
tion systems differ in many ways. The central themes, enablers, and obstacles
identified are familiar, and the models and programming recommendations
are readily translated and contextualized. In fact, there is particular value in
co-learning across countries and journeying together as discoveries are made
and experiences shared in the interest of advancing school mental health for
all of our children and families.

Hamilton, ON, Canada Kathy H. Short
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Data-Informed Decision Making and Evidence-Based
Programs in Schools: Expanding the Vision,
Improving the Practice

Data-driven decision making and evidence-based practice are buzzwords
found in almost any commentary on improving educational outcomes,
although we prefer the term data-informed decision making because we
believe that data can help inform accountable judgment and not replace judg-
ment. While many educators embrace the concepts and endeavor to use data to
some extent, their practices are limited when it comes to using data to inform
their work. Being data-informed is often reduced to examining end-of-year or
end-of-program performance and attempting to use limited data to improve
practice for the next go-round. This is too little, too late. Not only does waiting
until the end of a program rule out using data to make midcourse corrections,
the end-of-year data tends to focus only on outcomes. Data that could have
identified antecedents to those outcomes is typically absent and, after the fact,
may be impossible to collect. Similarly, some educators consider their choice
of programs to be evidence-based because they find a few studies with positive
outcomes (often provided by a vendor) before they make the decision to
purchase or invest in a program. In these cases, practice in the field falls short
of the intent to use data wisely to increase the chances of obtaining successful
educational outcomes or improving programs and practices.

When the lack of good evidence in the decision-making process has the
likely result of spending time and resources to implement programs that do
not work as planned, there are at least two significant consequences. First,
there are consequences for students who do not get the benefits that they
need, and in the cases of intervention programs, these may be benefits that
students desperately need in a timely manner. The time that they lose to inef-
fective instruction or services is the time irretrievably lost, and sometimes
critical to a student’s well-being. Second, there are real and opportunity costs
that are lost. Investing in a program that does not work is expensive in terms
of real monetary and human resource costs and also presents an opportunity
cost since the resources being used ineffectively are unavailable for more use-
ful purposes. Moreover, if there is significant expense involved, there is a
tendency to continue programs or practices simply because they are paid for,
even if they are of dubious effectiveness.
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What would improve the status of data-informed decision making and use of
evidence-based programs? Educators need to expand their view of being data-
informed from a tradition of examining outcomes at the end of a program or
intervention to a vision that includes collecting and using data systematically—
at key points throughout a project to plan and then continually monitor and
adjust programs to increase the likelihood that the desired outcomes will be
met. Educators often lack a background in the fundamentals of interpreting data
and almost never have a background in research and evaluation that would help
them think about how and when data would be helpful to them. Fortunately, the
background in research, evaluation, and measurement that school mental health
professionals bring to the table can make a significant contribution to improv-
ing the practice of using data wisely to inform decisions.

Educators at all levels are inundated with data, but rarely are data needs
systematically framed and data collected and presented in ways that efficiently
and effectively guide success. Innovation, effective program implementation,
and school improvements in general can benefit from data that comes from an
evaluation model that provides a stepwise process for planning, implementa-
tion, and evaluation (not typical in the commonly held models currently used
in schools). Instead of waiting until the end of a program and asking if it
worked, the expanded model for data-informed decision making should
include a variety of data collected frequently throughout program implementa-
tion to increase the chances of the program working as intended. Getting To
Outcomes® (GTO®) (the trademark is registered by the University of South
Carolina and RAND) provides a framework that can be used at all levels—
district, school, and classroom—to identify the kinds of information that will
support success and to link data effectively to the change process (e.g.,
Chinman, Imm, & Wandersman, 2004). This is a model that takes the mystery
out of evaluation and accountability and is designed to help achieve results.

GTO provides an evidence-based approach to guide effective change and
eventual accountability for outcomes that can serve as an important part of a
school’s data toolbox. GTO is a comprehensive approach that includes all of
the following crucial elements for success: needs and resource assessment,
goals and desired outcomes, evidence-informed best practices, fit and cul-
tural competence, capacity, planning, implementation and process evalua-
tion, outcome evaluation, continuous quality improvement, and sustainability.
It expands the role of using data to inform practice from after-the-fact ques-
tions like “Did it work?” and “What do we need to change for the next time?”
to proactive questions like “What do we need to know as we go along so that
we improve our chances to successfully move forward?” and “How do the
answers to our questions inform what we need to do now to make what we are
doing even better?”

How might one go about fostering the use of data to increase the chances
of a program’s success and broaden the definition of informed decision mak-
ing? Professional development aimed at data use is one component of a solu-
tion, but not a sufficient one. Educators need to develop their expertise and
their dispositions to use effective data practices. To address both, one course
of action that can be taken from almost anywhere in the organization is to
model the expanded approach to using data in conjunction with the development
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and implementation of a new program or innovation, to team with others in
using data well, and to talk with colleagues about the process and its benefits.
These conversations are likely to result in both a more successful implementa-
tion and a growing awareness among fellow educators about how broader
approaches to data use can benefit the educational organization.

The old adage “seeing is believing” applies in school settings: teachers
lead by example. Teachers who see how colleagues make good use of data,
hear fellow educators attribute some of their success to the benefits of data-
informed decision making, and see that understanding and using data for
improvement is both beneficial and within their grasp are more likely to do so
themselves. Echoing this sentiment, Markle, Splett, Maras, and Weston (this
volume) call for increased data-informed decision making among teams that
operate within schools. In addition, they note that training in data-informed
decision making is needed to help educators identify the appropriate data to
collect, design valid and reliable tools for collecting data, analyze the data,
interpret the data, and feed the data back into the decision-making process.

Leading by example and modeling desired changes in behavior are good
first steps in leading change, but personnel in schools have options to take
them a step further. Teachers sometimes model thinking and problem solving
for their students using “think-alouds” where the teacher or students verbal-
ize their logic to improve understanding and develop similar thinking strate-
gies. This same approach has the potential to leverage the role of school
mental health professionals as leaders for improving data-based decision
making in their schools. If you are such a leader, that is, leading by example,
imagine yourself expanding that role by performing think-alouds with your
colleagues with the intent of helping them think through the GTO steps to
learn more about using data well. What could your fellow educators learn
from you if, as you rolled out a project, you clearly articulated the needs and
resources behind it? Would colleagues similarly seek and reach agreements
about needs and resources and then set goals before embarking on their own
projects and programs? What would happen if you reported on your search
for best practices and your thinking about why they would or would not fit
your school setting? Would your fellow educators become more critical con-
sumers of programs and practices? Would your example lead others to simi-
larly vet “evidence-based” and “best practice” information for their own
programs and changes in practice? What would happen if you carefully artic-
ulated your thinking about capacity before starting a program and spelled out
the time, financial support, and investment of human capital that your project
requires? Would modeling this behavior avoid false starts and later difficul-
ties in sustaining a program because colleagues would learn to assess capac-
ity as part of their own program planning and do it in a more realistic fashion?
What would happen if you showed how you monitored implementation and
made midcourse corrections, clarifying for your colleagues that having that
information and acting on it lead to more successful outcomes? Would your
pattern of behavior, made transparent through your conversations with others,
encourage others to do this type of continuous quality improvement? Would
systematic and regular use of data become sustained— “the way we do things
around here?”
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If data is really going to be used for improvement, educators need to expand
the commonplace vision of being data-informed and evidence-based and must
then translate that expanded vision into practice. Changing how schools use
data calls for both enhancing what educators know about how data can be
leveraged for improvement and building into school culture the will to do so.
That change in culture begins with visible changes in the practices of individu-
als. You can lead that change by embracing the change you want to see happen
and by making that change transparent enough for others to emulate. Ranging
from calls for 21st Century Skills and the Common Core State Standards to
customized learning and student-centered schools, demands for change and
transformation are everywhere. They make the jobs of educators a lot more
complex, a lot riskier, and a lot more exciting. We (an academic/program eval-
uator and a school administrator) propose that the new mandates make it
essential to rethink our approaches to using data. We join the others in this
handbook in helping to illuminate how to move forward, and we assert that
education requires leadership and vision that can come from many corners,
including that of school mental health professionals.

Columbia, SC, USA Abraham Wandersman
Debra Hamm
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Further Advancing the Field
of School Mental Health

Mark D. Weist, Nancy A. Lever,
Catherine P. Bradshaw, and Julie Sarno Owens

We are pleased to bring to you this second edition
of the Handbook of School Mental Health, with
each of us involved in careers that emphasize
bringing effective programs and services to pro-
mote students’ positive behavior, health, mental
health, and academic success in the most univer-
sal setting, “where they are,” in schools. We have
all been deeply involved in training, practice,
research, and policy in the emerging and increas-
ingly prominent school mental health (SMH)
field, as well as in efforts to interconnect work
occurring in each of these four realms of action.
School mental health is based on some simple
yet cogent observations. First, the mental health
system is broken, especially for children and ado-
lescents (President’s New Freedom Commission,
2003; United States [U.S.] Public Health Service,
2000). Families must navigate many obstacles to
obtain care for their children in the “specialty
mental health” service sector, with many of these
obstacles (e.g., poor knowledge of mental health,
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stigma, long waiting lists, insurance problems,
stress, and competing demands) seeming insur-
mountable. Indeed, some studies document that
the modal number of specialty mental health vis-
its for youth and families is only one visit
(McKay, Lynn, & Bannon, 2005).

Second, while youth spend a large percentage
of their time in school, and schools have been
referred to as the “defacto” mental health system
for children and adolescents (Burns et al., 1995),
schools generally are very under-resourced to
promote health wellness and address emotional/
behavioral challenges in students (Weist,
Paternite, Wheatley-Rowe, & Gall, 2010). For
example, ratios of school-employed mental
health professionals are not commensurate with
what would be needed to provide quality compre-
hensive services, with far too many students per
professional for the disciplines of school psy-
chology, counseling, and social work. In fact, the
ratio of students to professionals across all areas
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of school social work, psychology, and counseling
is more than two to three times greater than the
maximum ratios recommended by each single
profession. Moreover, position constraints often
get in the way of these staff being in roles of pre-
venting and addressing emotional/behavioral
challenges. While all three disciplines are usually
trained in effective prevention and intervention,
unfortunately school psychologists can be con-
strained into roles of “evaluators,” school coun-
selors as “academic advisors,” and school social
workers as “administrators and crisis responders”
(see Flaherty et al., 1998; Waxman, Weist, &
Benson, 1999).

Third, and based on recognition of these
realities, there are considerable benefits to com-
munity mental health providers (e.g., clinical and
counseling psychologists, clinical social workers,
licensed professional counselors, child and ado-
lescent psychiatrists) joining forces with schools,
school-employed mental health staff, and educa-
tors to build multi-tiered programs and services to
improve the school environment, promote stu-
dent health and wellness, prevent and intervene
early on emotional/behavioral problems, and pro-
vide intervention for students in need of more
intensive services. These “expanded” SMH ser-
vices involve community providers augmenting
the work of school staff and ensuring access to the
full continuum of programs for youth in both spe-
cial and general education (Weist, 1997) and
reflect a shared school, family, community-system
agenda (Andis et al., 2002). Expanded SMH has
been a core construct in our work, and the values
of this approach are reflected throughout the first
handbook (Weist, Evans, & Lever, 2003) and in
the current one.

Brief History

While SMH is not in any way new, with mental
health in schools discussed by John Dewey and
others in the nineteenth century (see Flaherty &
Osher, 2003), the approach reflected in the
expanded SMH approach is relatively new, dat-
ing back to the development of school-based
health centers (SBHCs) in the 1980s. SBHCs are
typically served by a multidisciplinary health

M.D. Weist et al.

provider staff (e.g., nurses, physician/medical
assistants, dentists, health educators, and mental
health providers) who offer services including
primary care for acute and chronic health condi-
tions, substance abuse services, case manage-
ment, dental health services, reproductive health
care, nutrition education, health education,
health promotion, and mental health services
(National Assembly on School-Based Health
Care [NASBHC], 2002; Strozer, Juszczak, &
Ammerman, 2010). From their inception, mental
health concerns have been a leading cause of stu-
dent referrals to SBHCs, representing one-third
to one-half of all visits (Center for Health and
Health Care in Schools, 2001). Early in the devel-
opment of SBHCs, for example, in seminal pro-
grams operating in Minneapolis and Dallas in the
1980s, this “flooding” of the centers with student
mental health issues propelled more centers to
include mental health services, as well as the
growth of “stand-alone” expanded SMH pro-
grams which were much easier and less costly to
develop (Flaherty et al., 1996).

Importantly, growth of awareness of student
mental health needs and early examples of men-
tal health services offered through SBHCs pro-
moted significant involvement of the federal
Maternal and Child Health Bureau (MCHB) of
the Health Resources and Services Administration
(HRSA) in funding and guiding an initiative
related to mental health in schools. In 1995, the
Mental Health of School-Age Children and Youth
Initiative was implemented by MCHB’s Office of
Adolescent Health. The Initiative prioritized the
development of infrastructure, technical assis-
tance, and resources to build capacity for school-
based and school-linked mental health programs
for students. Two national training and technical
assistance centers were funded: the Center for
School Mental Health (CSMH) at the University
of Maryland School of Medicine and the Center
for Mental Health in Schools at the University of
California, Los Angeles. In addition, the grant
funded five state infrastructure grants to
Kentucky, Maine, Minnesota, New Mexico, and
South Carolina in order to promote state support
and advancement of school mental health
services and programming. The MCHB investment
proved foundational in raising awareness, building
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infrastructure, conducting training, developing
and sharing resources, and promoting collabora-
tion to develop the field of SMH.

Beginning in the early 2000s, the University
of Maryland CSMH began collaborating with the
IDEA Partnership, a federal investment of the
Office of Special Education Programs (OSEP) of
the US Department of Education to increase
learning supports for students in schools and led
by the National Association of State Directors of
Special Education (NASDSE). The focus of the
collaboration was on developing a National
Community of Practice (CoP) on Collaborative
School Behavioral Health!, based on the recogni-
tion of SMH leaders at the time that systematic
agendas (e.g., building high-quality evidence-
based mental health promotion in schools) rested
upon the foundation of relationships. In CoPs,
groups of people who share concerns, problems,
and/or interest in particular topics deepen their
own knowledge base and effectiveness by inter-
acting on a regular basis with others who have
similar priorities (Wenger & Snyder, 2000) and
focus on providing the support for effective con-
vening and communication to move people from
discussion to dialogue to collaboration and active
policy change for the topic at hand (Cashman,
Linehan, & Rosser, 2007).

The National CoP started formally in Dallas,
Texas, in October of 2004 at a meeting sponsored
jointly by the CSMH and the IDEA Partnership.
A common theme was building a shared agenda
for SMH, with local, state, and national efforts
being genuinely guided by collaborative partner-
ships involving schools, families, and other youth
serving community systems and agencies (Andis
et al., 2002). The CoP unites federal partners,
states, organizations, technical assistance, and
resource centers with student and family con-
sumers, frontline school-based staff, and policy-
makers to address intersecting education and
mental health priorities to reduce barriers to
learning and improve success for all students.

'Please note that some in the field prefer the term “school
mental health” and others prefer “school behavioral
health.” Numerous discussions sponsored by CSMH have
sought to reach consensus on the use of one term, and the
clear conclusion is that this will not happen, hence accep-
tance of multiple terms used to describe the work.

There are currently 55 organizations, 12 practice
groups (e.g., Quality and Evidence-Based
Practice, Military Families, Families in
Partnership with Schools and Communities), and
17 states within the CoP. An additional emphasis
of the CoP is on promoting “multi-scale” learn-
ing among schools, districts, counties, states,
national organizations, and federal agencies, in
sharing information and providing mutual sup-
port to escalate the pace of positive change for
the field.

A number of books and journals have greatly
influenced and informed the field of school men-
tal health. For example, the first edition of the
Handbook of School Mental Health: Advancing
Practice and Research (Weist et al., 2003;
Springer, New York) captured the diverse and
unique components of comprehensive mental
health problems in schools within our nation.
A number of the chapters in the book cite the term
“expanded school mental health,” referring to
programs that represent partnerships between
schools and community organization (Weist,
1997). All chapters reflect an integrated approach,
wherein staff is coming together within schools
in interdisciplinary efforts that prioritize health-
promoting and preventive efforts, while connect-
ing to other programs and services in the
community. This book contains five sections.
The first section, Background, Policy, and
Advocacy, includes five chapters that review his-
tory and issues related to advancing policy, advo-
cacy, research, and financing agendas. The
second section, Enhancing Collaborative
Approaches, includes chapters reflecting connec-
tions being made in SMH at the federal level,
between various professional disciplines,
between schools and communities, and with
families and other stakeholders. The third section,
School Mental Health in Context, presents the
experiences of programs operating in distinctive
settings and developing programs for students
with distinctive needs. The fourth section,
Moving Toward Best Practice, focuses on princi-
ples for best practice, developing training pro-
grams, initiating quality assessment and
improvement, focusing on student strengths,
and implementing evidence-based programs for
specific problems faced by youth. The final



section, Cross-Cutting Issues, discusses unique
opportunities and challenges in the field in pre-
venting and responding to crises, programming
for generalization, focusing on cultural compe-
tence, and negotiating unique legal and ethical
issues.

Another significant publication for the field
was the first volume of Advancing School Mental
Health Services (Robinson, 2004; Civic Research
Institute, New York), which documented the
extensive challenges that youth in our nation
were facing as we were entering the new millen-
nium, including drug use, domestic violence,
gangs, and suicide, and provided a showcase of
best practices that illustrated possible solutions to
help children face these challenges. The book
opens with a historical overview of the early
development of SMH and a description of frame-
works for funding, implementation, and manag-
ing ethical issues. The book also contains sections
on family-engaged services, critical issues
involved in program evaluation and outcome
assessment unique to SMH programs, and model
programs that demonstrate the above-described
concepts in action.

A subsequent publication, entitled Advancing
School Mental Health Services, Volume 2 (Evans,
Weist, & Serpell, 2007; Civic Research Institute,
New York), aimed to present the latest literature
by organizing chapters that reflect key themes in
advancing SMH promotion and intervention.
Chapters covered key realms in practical pro-
gramming and intervention strategies including
in-depth overview of the following: key compo-
nents in successful school-based service deliv-
ery; evidence-based clinical services; funding
sources and strategies; how to build effective,
collaborative interagency relationships; solutions
to the barriers of misunderstanding and stigma;
and effective family interventions. The first sec-
tion, Strategies for Promoting Best Practices,
includes six chapters that review strategies for
bridging the science and practice gap and empha-
size quality and SMH. The second section,
Prevention and Mental Health Promotion,
focuses on school-wide frameworks and
approaches to SMH as well as mental health con-
sultation in schools. The third section, Evidence-
Based, Problem-Focused Treatment, presents
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programs operating with students with distinctive
mental health needs. The fourth section, Key
Issues in School-Based Mental Health, discusses
unique challenges to SMH including cultural
competency, maintaining fidelity, international
organizations, and teacher engagement. The fifth
and final section, Future Directions, provides
emphasis toward future work in SMH to meet the
challenges and realize the potential for growth.

As these books were being developed and
published, leaders in SMH also noted the lack of
professional journals reflecting the interdisciplin-
ary nature of the field, with all journals at that
time focused on mental health in schools being
discipline specific (e.g., for school psychology,
counseling, or social work). This recognition cre-
ated impetus for the development of Advances in
School Mental Health Promotion (Editor, Mark
Weist), an international journal sponsored by the
Clifford Beers Foundation (focused on global
mental health promotion) and the University of
Maryland School of Medicine. Advances is pre-
sented as “essential reading for those with a clini-
cal, professional, academic, or personal interest
in promoting mental health in schools, and serves
to emphasize the interconnectedness of research,
policy, training, and practice, as well as opportu-
nities to make progress in all of these areas
through global dialogue, collaboration, and
action” (from the journal cover, Clifford Beers
Foundation, 2012). The inaugural issue of
Advances was published in 2007. Since then,
articles have been published quarterly and include
contributions from more than 30 nations, reflect-
ing research and developments in the field
emphasizing promotion, prevention, and early
intervention strategies. In 2012, Routledge of the
Taylor and Francis Publishing Group (Abingdon,
United Kingdom) began publishing the journal,
assisting in raising its visibility and impact.

In March of 2009, Springer published the first
volume of the peer-reviewed journal School
Mental Health (Editor, Steve Evans), a multidis-
ciplinary journal that publishes (Springer, New
York) empirical studies, theoretical papers, and
review articles related to prevention, education,
and treatment practices that target the emotional
and behavioral health of children in the education
system. The articles that have been published in
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the first three volumes of this journal reflect the
current cutting edge issues in the field of SMH.
For example, special issues have been organized
on the themes of (a) family, school, and commu-
nity partnerships, (b) new paradigms and tools
for assessing intervention integrity in school-
based interventions, and (c) developments in
school-based interventions that address domain-
specific impairments across the developmental
continuum for youth with ADHD. In addition,
readers of the journal will find articles that examine
issues affecting implementation of interventions
under typical school conditions (e.g., barriers,
facilitators, acceptability, feasibility, teacher
preparation) and outcomes documenting prelimi-
nary effectiveness of former clinic-based inter-
ventions that have been modified for school
conditions by incorporating feedback from
school-based stakeholders, families, and youth,
as well as articles about the costs of childhood
mental health problems and school mental health
programs and impact of a host of issues on future
policy development.

Our goal is for this second edition of the
Handbook of School Mental Health to build from
this literature to provide updates on progress in
the field and to underscore key themes in advanc-
ing training, practice, research, and policy and
to promote interconnections across these realms.
A brief review of prominent key themes is pre-
sented below.

Cross Cutting Themes

Acknowledging there are many key themes in
need of systematic attention for the field to
advance, here we focus on eight that in our experi-
ence have been a significant focus of work and are
foundational to progress: (1) multi-tiered systems
of support, (2) training and workforce develop-
ment, (3) interdisciplinary collaboration, (4) sys-
tematic quality assessment and improvement, (5)
cultural competence, (6) family and youth engage-
ment and empowerment, (7) evidence-based prac-
tices, and (8) implementation support and
coaching. We orient the reader to each of these
below and conclude with comments on further
building policy support for the field.

1. Multi-tiered Systems of Support

A dominant framework in the field of SMH is
multi-tiered systems of support, which draws
heavily on public health and prevention science
perspectives and concepts. The public health
framework (Mrazek & Haggerty, 1994; O’Connell,
Boat, & Warner, 2009) outlines three tiers of pre-
ventive supports which represent a continuum in
terms of both target population and program inten-
sity (Mrazek & Haggerty, 1994; O’Connell et al.,
2009; Walker et al., 1996). Specifically, applying
this tiered approach to schools, the Tier 1, or uni-
versal (primary) level of support, is aimed at all
students, anticipating that some students (e.g.,
20 %) may not be responsive to this level of pre-
vention programming. These nonresponders may
require more intensive supports and interven-
tions, such as Tier 2 (i.e., selective), targeted sys-
tems of support, which address the needs of
students at risk of developing behavior or mental
health concerns. These types of prevention pro-
grams often take the form of group interventions
and may be used in conjunction with screening
processes to identify the students in need of these
types of targeted preventive supports. It is likely
that a relatively small group of students (e.g.,
10-15 %) will require these types of supports,
and these supports are typically provided in the
general education context. The most intensive
preventive supports are provided through Tier 3
interventions (i.e., indicated) and are aimed at
students (i.e., 5 %) who are displaying early
signs of behavioral and/or mental health prob-
lems. These more intensive interventions are
typically individualized and may involve parent
participation in the services. The one-tiered
model often used in school settings is Response
to Intervention (RtI), which has largely been
used to address academic problems (Fuchs,
Mock, Morgan, & Young, 2003), but has also
been used to address behavior concerns (Hawken,
Vincent, & Schumann, 2008),

Another multi-tiered system of support that is
increasingly used in schools across the USA is
Positive Behavioral Interventions and Supports
(PBIS; Sugai & Horner, 2006; Walker et al.,
1996). The universal elements of the tiered PBIS
model are the most commonly implemented



aspect of the framework. Specifically, PBIS is a
non-curricular prevention model which draws
upon behavioral, social learning, and organiza-
tional principles (Sugai & Horner, 2006). The
model aims to alter the entire school environment
(i.e., classroom and nonclassroom contexts) by
creating improved systems (e.g., discipline, rein-
forcement, and data management) and proce-
dures (e.g., office referral, reinforcement,
training, and leadership) that promote positive
change in staff and student behaviors. The whole-
school PBIS strategy aims to prevent disruptive
behavior and enhance the school’s organizational
climate by implementing a three-tiered preven-
tion model, where selective interventions com-
plement the universal school-wide components
of the model (Sugai & Horner, 2006, 2009, 2010;
Walker et al., 1996).

There is a growing evidence base for the effec-
tiveness of the universal element of PBIS (Horner,
Sugai, & Anderson, 2010). Two recent random-
ized controlled trials of Tier 1 PBIS in elementary
schools provided evidence of its effectiveness
in reducing student office discipline referrals,
suspensions, and behavior problems; increasing
prosocial behavior and emotion regulation; and
improving school climate (Bradshaw, Koth,
Bevans, Ialongo, & Leaf, 2008; Bradshaw, Koth,
Thornton, & Leaf, 2009; Bradshaw, Mitchell,
O’Brennan, & Leaf, 2010; Bradshaw, Waasdorp, &
Leaf, 2012; Horner et al., 2009; Waasdorp,
Bradshaw, & Leaf, 2012). A recent randomized
trial of PBIS at the Tier 2 level also suggested pos-
itive impacts for staff and students, including
improved academic performance and reduced spe-
cial education services (Bradshaw, Pas, Goldweber,
Rosenberg, & Leaf, 2012).

2.Training and Workforce Development

According to a report by the Annapolis Coalition
on the Behavioral Health Workforce (2007), the
mental health workforce in the United States is
challenged by a lack of necessary training and
implementation support related to mental health
prevention and promotional activities, evidence-
based practice, and interdisciplinary
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collaboration— all essential components within
the delivery of school-based services. In addition,
providers in schools, particularly providers from
hospital, university, and community programs,
may lack formal training in how to collaborate
and deliver services effectively in schools. It is
critical that the mental health workforce develops
the skills needed to effectively integrate evi-
dence-based interventions into school settings
and learn how to effectively collaborate with
school stakeholders to advance a shared family-
school-community mental health agenda. While
there are workforce issues at the preservice and
in-service levels for mental health providers in
schools (see chapters led by Lever and Michael in
this handbook), there are also training and work-
force issues for educators related to their often
limited training in children’s development, men-
tal health, and behavioral strategies to address
mental health concerns in students. Without ade-
quate focus on educator and mental health pro-
vider training related to mental health needs of
students and the effective delivery of services in
schools, student outcomes, as well as clinician
and teacher wellness, will be negatively impacted.
Recognizing this need, the Mental Health
Education Consortium was founded in 2002 and
is seeking to broadly improve pre- and in-ser-
vice training for educators on mental health, for
mental health staff to work more effectively in
schools, and for all disciplines working in
schools to work more collaboratively and effec-
tively together (Anderson-Butcher & Weist, 2011).

3. Interdisciplinary Collaboration

When working in schools, it is critical to be able
to work across education and mental health sys-
tems to address barriers to learning and promote
student success. As reviewed earlier, a key theme
is having a shared agenda that is respectful of
and recognizes the talents of all professionals
within a school building (Andis et al., 2002).
For example, it is important to recognize that
educators are at the frontline of being able to
identify student strengths and challenges in the
classroom and are in a position to implement
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behavioral strategies. While it is easy to set up a
team, it is more challenging to set up a structure,
process, and training for successful partnership
across disciplines. According to the Carnegie
Foundation for the Advancement of Teaching
Conference Summary (2010, p. 5), “currently,
teamwork is not a primary focus of most health
professions education programs around the
country. Regardless of the health profession —
medicine, nursing, pharmacy, social work, den-
tistry, etc. — students are taught to function
independently and usually learn in silos.” Within
a school setting, there are diverse professions
represented including, among others, general
and special education, school counseling, school
psychology, school social work, nursing, and
speech and occupational therapy. While schools
reflect these multiple disciplines, working
together and ideally being guided by youth,
families, and school and community stakehold-
ers, rarely are staff trained or coached to be
effective in this interdisciplinary context (Mellin
& Weist, 2011), another area of the field in criti-
cal need of further development (see Carnegie
Foundation, 2010).

4, Systematic Quality Assessment
and Improvement

In volume two of Advancing School Mental
Health Services (Evans et al., 2007), the agenda
around improving quality was presented to
involve the following:

Quality is a central or overarching construct to the
advancement of SMH, including many concepts
such as needs assessment, resource mapping and
planning; inclusive and genuine stakeholder
involvement; selecting, training, coaching and sup-
porting staff; promoting the effectiveness of coor-
dinating teams; delivering a full continuum of
empirically supported services; evaluating the
impact of these services; using evaluation findings
toward continuous program improvement; and
influencing policies and enhancing resources. An
iterative and evolving process should occur so that
this loop leads to the improvement and expansion
of SMH initiatives; which in turn proceed through
the above steps, and influence policies and
resources on a broader scale. (Weist et al., 2007,
p. 4:1)

A key theme in SMH quality is assuring that
mental health staff is working effectively in
schools. Ideally in the interdisciplinary SMH
field, mental health staff employed by the school
and those employed by other community agen-
cies will be working closely together, and this
requires relationship development, sharing of
information, and purposeful efforts to reach out
and collaborate (see Stephan, Davis, Callan
Burke, & Weist, 2006). School-employed mental
health staff often benefit from training in
resources available in the community, and more
intensive  evidence-based intervention, and
community-employed mental health staff often
benefit from training in local school culture, fed-
eral laws regarding special education and sharing
of information (e.g., Federal Education Rights
Privacy Act [FERPAY]), and particular district and
school building level policies (see Paternite,
Weist, Axelrod, Anderson-Butcher, & Weston,
2006; Rappaport, Osher, Garrison, Anderson-
Ketchmark, & Dwyer, 2003). Further, staff without
experience working in schools should be pre-
pared for differences in this environment that can
be stark as compared to traditional child and
adolescent mental health settings. For example,
the work in schools involves much less adminis-
trative support, greater pressure to be out of the
office and in other settings (e.g., classrooms, hall-
ways, school events), and involves more preven-
tion and early intervention than more traditional
community mental health settings (see Power
et al., 2003; Weist et al., 2007). There are also
many specific strategies associated with quality
services, such as providing training to education
staff, assuring referral processes are working
effectively and rapidly, promoting meaningful
family and student engagement in services, and
sharing findings from focused evaluations with
education staff.

Each of the above dimensions and strategies
for effective work in SMH should ideally be
monitored and trigger quality assessment and
improvement (QAI) planning as indicated.
Toward this end, we (MW, NL) have developed
an expanded version of an SMH report card — the
School Mental Health Quality Assessment
Questionnaire (SMHQAQ; Weist et al., 2005;



Weist, Ambrose, & Lewis, 2006). The SMHQAQ
is designed to be used by inclusive and well-
functioning school teams (a major quality indica-
tor) at regular junctures to monitor overall
progress and to make adjustments to promote
improvement for particular areas of functioning,
based on 10 principles and 40 indicators of high-
quality service. The SMHQAQ is a unique instru-
ment in that it uses clinician self-report data to
assess SMH quality and guides clinicians in
directed improvement. Research on strategies to
promote a consistent focus on QAI processes by
SMH staff remains a priority in the SMH field.

5. Cultural Competence

When defining culture, it is important to recognize
that culture must be conceptualized broadly to
include race, ethnicity, gender, age, socioeco-
nomic status, location (e.g., urban, rural), commu-
nity (e.g., military, school building), and
professional discipline (e.g., special education,
community mental health). Thus, to be culturally
competent, SMH providers and researchers must
be knowledgeable of and sensitive to these diverse
cultures and contexts. However, it is important to
remember that whenever a section of the popula-
tion is being defined (e.g., based on race, location,
or community), there are often as many within-
group differences as between-group differences.
Thus, to be culturally competent, providers and
researchers must take responsibility for obtaining
accurate information about the culture (beyond
labels and stereotypes) and for exploring (rather
than assuming) the extent to which the characteris-
tics of that culture are relevant and meaningful to
the client or group being served (Owens, Watabe,
& Michael, 2013). Chapters within this handbook
highlight the importance of cultural sensitivity in
the context of (a) engaging youth and families in
education and behavioral health programming for
their child; (b) screening, assessing, and commu-
nicating about children’s mental health problems;
(c) adapting former clinic-based services to school-
based approaches by incorporating feedback from
school staff and families; and (d) implementing
treatments with families of diverse backgrounds.
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In addition to the current handbook, readers are
encouraged to  utilize the  Handbook
of Culturally Responsive School Mental Health:
Advancing Research, Training, Practice, and
Policy (Clauss-Ehlers, Serpell, & Weist, 2013;
Springer, New York) for more specific guidance
on enhancing cultural competence in SMH.

6. Family and Youth Engagement
and Empowerment

As has been acknowledged in the delineation of
principles of best practice in SMH (Weist et al.,
2005), family and youth partnership are funda-
mental to successful programs (Principle 4:
Students, families, teachers, and other important
groups are actively involved in the program’s
development, oversight, evaluation, and continu-
ous improvement). With respect to SMH, the
extent to which families are actively engaged in
the development, implementation, and evaluation
of programs and services predicts service quality
and clinical outcome and is associated with better
adjustment and improved academic outcomes for
youth (Coalition for Psychology in the Schools
and Education, 2006). School mental health pro-
grams are uniquely positioned to build partner-
ships with schools and families (Barrett, Eber, &
Weist, 2012) while promoting a school-family-
community partnership model, as opposed to a
“walled model” that relies solely on the school to
develop and implement all mental health-related
activities. This handbook emphasizes the impor-
tance of family and youth partnerships in SMH,
considers how to effectively partner with schools
and communities around SMH, and offers insight
into the power and potential of families when
given a voice in their children’s care.

7. Evidence-Based Practices

Evidence-based practice (EBP) has been defined
as an approach to care provision in which the pro-
vider considers and synthesizes empirical
evidence, clinical expertise, and patient values
and preferences (Society for Clinical Child and
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Adolescent Psychology). The publication of this
handbook marks an extraordinary time in the his-
tory of evidence-based practice in the field of
SMH. Namely, over the last 50 years, prevention
and intervention programs and strategies for
youth have been developed and tested under
tightly controlled laboratory conditions (see
Weisz, Sandler, Durlak, & Anton, 2005 for
review). Further, the last decade has witnessed an
increase in the transportation and examination of
these programs and strategies when integrated
into the school environment. The field is witness-
ing an increased emphasis on EBP across (a) the
span of school-age development (preschool
through high school), (b) a wide variety of pro-
viders (school-employed school counselors,
social workers, and psychologists; school nurses
and health providers; community-based mental
health providers; educators), (c) a broad assort-
ment of childhood problems (anxiety, depres-
sion/suicide, developmental disorders,
aggression/behavioral disorders), and (d) the
spectrum of service provision (promotion, pre-
vention, assessment, selected and targeted indi-
vidual and group-based treatments). Chapters in
this handbook document the state of the science
as the focus of research shifts from efficacy to
effectiveness and dissemination. Although the
science of effectiveness in SMH is in its infancy,
the lessons learned that propel the next genera-
tion of research are articulated within many of
the chapters. Themes that collectively emerge
across chapters include issues related to feasibil-
ity of the services when implemented by school-
employed or community  practitioners;
acceptability of the services for caregivers, stu-
dents, and educators; the need for quality training
and ongoing practice supports to maintain integ-
rity of EBPs; and cost analyses. Other important
themes include university-community partner-
ships that work collaboratively to narrow the
science-to-practice gap, relevancy of the docu-
mented outcomes to educators, the importance of
service marketing to obtain buy-in and adoption
from school administrators, and iterative service
development processes that incorporate feedback
from key stakeholders into updated and modified
versions of the services. These are exciting

developments that breed ample opportunities for
researchers, practitioners, families, and preser-
vice graduate students to come together to
address significant needs within the school com-
munity, while simultaneously advancing science
that is grounded in the realities of the school
setting.

8. Implementation Support
and Coaching

There is increasing interest in the supports neces-
sary to help implement EBPs in schools (Fixsen,
Naoom, Blasé, Friedman, & Wallace, 2005;
Domitrovich et al., 2008). While there has been a
long history of providing implementation support
to program implementers (e.g., teachers, clini-
cians), which often takes the form of coaching
and consultation, only recently has there been a
concerted effort to try to formalize the implemen-
tation support process. The field of implementa-
tion science more generally is concerned with
identifying the supports necessary to promote
successful and high-quality implementation of
evidence-based program in “real-world” settings,
such as schools (Fixsen et al., 2005). There is also
an interest in trying to document which aspects of
the support system are critical to high-quality
implementation, such as training, technical assis-
tance, and coaching, and, in turn, the association
between implementation support and outcome for
students and/or staff (Domitrovich et al., 2008).
There has been a particular focus on coaching as a
specific form of implementation support. As out-
lined in Pas, Bradshaw, & Cash (2013), there is a
growing body of research aiming to document
such an association; however, some of the empiri-
cal research to date has been mixed, with some
studies reporting significant impacts on imple-
mentation quality and relatively few studies docu-
menting the link with improved outcomes for
students. While there is interest in coaching as a
potentially promising conduit for the promotion
of high-quality implementation of evidence-based
practices in schools, be they programs imple-
mented by teachers or clinicians, there is a need
for more empirical research documenting the
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critical features of coaching (Hershfeldt, Pell,
Sechrest, Pas, & Bradshaw, 2012), identifying
what types of coaching models are most effective
for different types of programs or conditions of
implementation (Denton & Hasbrouck, 2009) and
what contextual factors influence the success of
various coaching and other types of implementa-
tion supports (Domitrovich et al., 2008; Han &
Weiss, 2005).

Policy Support for the Field

Each of the above elements (i.e., using a multi-
tiered framework, growing an effective and
interdisciplinary workforce, that is guided by
systematic QAI processes, emphasizing cultural
competence, family and youth engagement and
empowerment, and implementing evidence-
based practices supported by the right forms and
amounts of implementation support) together
contribute to the achievement of valued school
and student outcomes. In turn, the achievement
of these outcomes will support federal, state, and
local policy support and grassroots support (e.g.,
spread across schools as principals become
“sold”) for the field to gain momentum and
capacity. An inherent paradox is that currently
capacity for effective promotion, prevention,
early intervention, or treatment in schools is often
poor, resulting in implementation of random,
superficial, and crisis-oriented services that typi-
cally do not contribute to positive outcomes.
Hence, a critical need to improve and expand
SMH (a specific goal of the President’s New
Freedom Commission on Mental Health, 2003)
is to move toward more widespread implementa-
tion of local strategies inclusive of the eight
themes reviewed above. These eight themes are
found throughout this book.

Organization and Contents
of This Handbook

The book opens with important commentaries
from leaders in the field, Lucille Eber, Hill Walker,
Kathy Short, Abe Wandersman, and Deborah
Hamm, who amplify these eight themes while
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underscoring other critical directions for the
advancement of SMH. There are then six sections
that logically proceed in step with the multi-tiered
framework, first reviewing foundational factors
and moving up from more preventive strategies to
interventions for specific problems.

Section 1: Foundations: Funding,
Training, and Interdisciplinary
Collaboration

This section includes six chapters, reviewing (a) an
array of funding strategies, (b) competencies for
interdisciplinary and cross-system collaboration,
(c) specific recommendations and examples for
preservice education, (d) strategies for effective
teams, (e) a partnership model that integrates
research and practice, and (f) strategies for assuring
least restrictive environment for youth presenting
challenging emotional/behavioral problems.

Section 2: Prevention and Mental
Health Promotion

This section includes six chapters, on (a) inte-
grating Positive Behavioral Interventions and
Supports (PBIS) and Social and Emotional
Learning (SEL), (b) developing early childhood
programs for low-income youth, (c) primary and
secondary prevention programs for at-risk youth,
(d) preventing depression, (e) connecting after-
school programs and SMH, and (f) preventing
relational aggression.

Section 3: Youth and Family
Engagement and Empowerment

This section includes five chapters reviewing
(a) strategies for youth involvement including stu-
dent recommendations, (b) strengthening compo-
nents of family involvement, (c) methods for
partnering with families, (d) increasing parental
engagement, and (e) an ecological approach to
family intervention.
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Section 4: Coaching and Consultation

This section includes three chapters on (a) coach-
ing classroom-based preventative interventions,
(b) supporting teachers through consultation and
training, and (c) models of psychiatric consulta-
tion to schools.

Section 5: Screening and Early
Identification

This section includes three chapters reviewing:
(a) early detection of problems through screen-
ing, (b) culturally competent screening for emo-
tional and behavioral problems, and (c) early
identification of students with psychosis.

Section 6: Intervention for Specific
Problems/Challenges

This final section of the book includes eight chap-
ters focused on (a) strategies to reduce bullying, (b)
transportable treatments for anxiety, (c) treating
depression in students, (d) organizational interven-
tions for youth with ADHD, (e) integrating an evi-
dence-based classroom intervention for youth with
ADHD into a three-tiered system of behavioral
supports, (f) a comprehensive, life-course model
for treating emotional and behavioral problems in
youth, (g) classroom intervention for youth perva-
sive developmental and autism spectrum disorders,
and (h) supporting the mental health needs of mili-
tary-connected students.

Conclusion

At the time of this writing, in the beginning of
2013, the aftereffects of the horrific school shoot-
ing in Newtown, Connecticut, in December 2012
are still cogently felt by the nation, and we hope
that this book honors the victims, survivors, and
heroes involved in this event. In response to the
shooting, a group of nine leading scholars and
researchers on effective schools, school violence,
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positive behavior support, and/or school mental
health developed a widely circulated position
statement endorsed by hundreds of organizations
and leaders from these and other fields. While
acknowledging the need for policy enhancement
related to assault weapons access, the position
statement emphasized the need for approaches
characterized by four pillars: balance, communica-
tion, connectedness, and support (Interdisciplinary
Group on Preventing School and Community
Violence, 2012). Summarizing, avoiding reaction-
ary and likely ineffective approaches (e.g., wide-
spread use of metal detectors), increasing
communication and relationships among students
and school staff to increase the likelihood of identi-
fication and assistance to those at risk for commit-
ting school violence, and supporting and assisting
students struggling with emotional and behavioral
challenges, early on and effectively. Since the
events and the publication of this position state-
ment, there has been much local, state, and national
discussion on the importance of SMH in assuring
student and staff safety and in promoting the health
and academic success of the nation’s children and
adolescents (see United States” White House,
2013). Indeed, it is our hope that this book spurs
efforts to improve training, practice, research, and
policy and promote interconnections across these
realms in this critically needed and important
field, helping to increase effective services in more
schools, assisting more students and families, and
enhancing the overall health of the nation.
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Funding Expanded School Mental
Health Programs

Nicole L. Cammack, Nicole Evangelista Brandt,
Eric Slade, Nancy A. Lever, and Sharon Stephan

Mental health services for students across the
developmental spectrum are often limited and
difficult to access (National Scientific Council on
the Developing Child, 2008). For example, about
70 % of school-aged children and adolescents
with a mental health disorder do not receive treat-
ment (Greenberg et al., 2003). Because education
in the USA is an entitlement for all children,
schools have been identified by the federal gov-
ernment as a natural setting and best site to pro-
vide mental health treatment and prevention
services due to the large number of children and
adolescents who can be reached in a school loca-
tion (Anglin, 2003). In recognition of the value of
providing services directly where students are,
over the past 20 years, policies and programs that
integrate mental health services into schools have
flourished, and research continues to demonstrate
their positive impacts on educational and mental
health outcomes of students. The Surgeon
General’s report on Children’s Mental Health
(US Department of Health and Human Services,
2000) and the President’s New Freedom
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Commission on Mental Health (New Freedom
Commission on Mental Health, 2003) while
identifying schools as a major setting for provid-
ing mental healthcare utilization children and
adolescents did not address funding issues related
to how to finance these recommended services.
Developing and sustaining funding streams to
support the delivery of school mental health ser-
vices and prevention programs continues to be an
obstacle at local, state, and national levels (Evans
et al., 2003).

In order to meet the needs of all youth, it is
critical to identify funding of mental healthcare
in natural settings (i.e., schools) (Kazak et al.,
2010). Expanded school mental health (ESMH)
programs have been successful in overcoming
logistical barriers to care and decreasing the
stigma of mental help seeking, which has resulted
in dramatic improvements in access to care to
youth who may not otherwise receive those ser-
vices (Bringewatt, & Gershoff, 2010; Weist,
Evans, & Lever, 2003). Specifically, through
partnerships between schools and community
agencies, hospitals, and universities, ESMH pro-
grams have increased the types of mental health
services available in schools, by providing a full
array of mental health promotion and interven-
tion services to youth in both general and special
education classes. Comprehensive mental health
services such as assessment, therapy (e.g., indi-
vidual, family, and group), staff consultation, and
prevention activities add to the services provided
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by other school-hired mental health professionals
(e.g., school psychologists) and increase schools’
capacities to provide treatment of mental health
problems and prevention programs (Flaherty,
Weist, & Warner, 1996; Flaherty & Weist, 1999;
Weist, 1997). However, despite this widely docu-
mented need for mental healthcare provided
within schools and the benefits of ESMH pro-
grams, funding to provide these services contin-
ues to be a struggle for many programs. For
example, financial support for ESMH services
has not increased at a rate that is consistent with
the need for these services. Specifically, a 2002—
2003 Substance Abuse and Mental Health
Services Administration report on school mental
health revealed that 69 % of school districts
across the USA reported an increase in student
need for mental health services during the prior 2
years, but only 15 % of schools reported an
increase in their funding budgets for school men-
tal health services (Foster et al., 2005).
Expanded school mental health programs face
a challenging funding environment due to persis-
tent budgetary deficits at the local, state, and
national levels. Additionally, funding opportuni-
ties change and evolve over time, and the differ-
ences between local, state, and national budgets
and specifications of how awarded funds can be
utilized further complicate funding of ESMH
programs. This chapter will identify barriers to
funding ESMH programs in schools, summarize
funding strategies to support ESMH programs,
and review the differences in funding opportuni-
ties of ESMH programs at the local, state, and
national levels. We build on prior overviews of
school mental health funding (see Kutash,
Duchnowski, & Lynn, 2006; Poirier & Osher,
2006; Price & Lear, 2008; Weist, Goldstein
et al., 2003), discuss cost analyses of ESMH, and
consider ESMH funding within the context of
healthcare reform and economic analyses.

Common ESMH Funding
Mechanisms

In order to sustain the delivery of mental health
services, it has become incumbent upon ESMH
programs to secure funding from multiple
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sources. Mental health support services for
students are primarily funded through public
sources (i.e., federal government), insurance
companies, managed care companies, charitable
groups, and foundations (Poirier & Osher, 2006).
Although some potential funding sources may be
underutilized (e.g., from EPSDT, Safe and Drug-
Free Schools, Title 1), the most frequently uti-
lized sources of funding (e.g., Medicaid
fee-for-service) are difficult to obtain and may
not provide sufficient revenue to cover the costs
associated with ESMH programs (Center for
Health and Health Care in Schools, 2003; Evans
et al., 2003). In addition, funding provided by
education systems is usually limited, and when
community mental health mechanisms are used,
challenges are presented on how to provide
services to students without Medicaid (Lever,
Stephen, Axelrod, & Weist, 2004; Mills
et al., 2006). To help ESMH programs secure
funding to sustain mental health services in
schools, this chapter will detail and provide
examples of common categories of funding
including federal funding, state and local fund-
ing, solicited funding, blended funding, and
braided funding that are common mechanisms
for funding ESMH programs.

Federal Funding

Federal funding sources have defined regulations
to mandate how funds may or may not be used by
ESMH programs (Freeman, 2011). Federal and
state funding are traditionally designed to pay for
treatment services of diagnosable mental health
disorders and are not intended to fund mental
health prevention or promotion activities.
Prevention and promotion activities are more
commonly supported through grant dollars and
require ongoing advocacy to maintain. Federal
grants can be allocated in four ways: (1) block
grants, (2) project grants, (3) legislative ear-
marks, and (4) direct payments to provide states
with a portion of funding needed to support
ESMH programs in the schools (Kutash et al.,
2006; Poirier & Osher, 2006). Specifically, block
grants use a formula to provide a fixed amount of
funding (based on population, unemployment
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levels, and other demographic characteristics),
which is provided to states. A state then deter-
mines the appropriate use of those funds and allo-
cates them within the state. The Community
Mental Health Services Block Grants is example
of a block grant that supports activities that
improve the quality of mental health services
through the use of evidence-based practices,
quality improvement, and good consumer out-
comes (Poirier & Osher, 20006). Project grants
(also known as discretionary grants) are awarded
through a competitive process and are intended to
fund specific projects or services over a fixed
period of time. Next, legislative earmarks are
awarded noncompetitively and specify how fund-
ing should be allocated within a larger program.
It is important to note that legislative earmarks
only provide funding over one fiscal year and do
not continue over multiple fiscal years. Public or
private agencies are eligible for either “hard” ear-
marks which are written into legislation and
specify recipients and the amount of funding or
“soft” earmarks which are awarded based on con-
ference reports. Lastly, direct payments are a
form of federal assistance provided directly to
individuals who meet eligibility requirements
(e.g., Medicaid) (Poirier & Osher, 2006).

Under federal regulations (Centers for
Medicare and Medicaid Services, 1997), schools
that bill Medicaid for services cannot provide
students in regular education programs and non-
Medicaid-eligible students the same services,
unless a sliding scale fee and the capacity to bill
private insurance plans are also implemented.
Three specific financing strategies that can be uti-
lized to maximize Medicaid to support mental
health services for students include fee-for-
service claiming (i.e., Medicaid-eligible services
are reimbursed by the state Medicaid agency),
administrative claiming (i.e., claiming federal
reimbursement for the costs of Medicaid admin-
istrative activities, such as assisting with
Medicaid enrollment, performed in the school
setting), and leverage (i.e., two or more agencies
partner to commit funding contingent upon com-
mitted funding from the other parties). ESMH
programs can be viewed as providers of primary
care and preventative services and therefore can uti-
lize patient care reimbursements (Evans et al., 2003).
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However, critical components of successful
ESMH programs (e.g., teacher consults, class-
room observations, parent management) are not
reimbursable through fee-for-service claims.

Other common sources of federal funding that
ESMH programs may utilize include the
Department of Education, Department of Health
and Human Services, Office of Juvenile Justice
and Delinquency, IDEA (Individuals with
Disabilities Education Act) which was reported
as the national top federal source of funding for
school mental health intervention (Anglin, 2003;
Foster et al., 2005), Title I (Elementary and
Secondary Education Act of 1965), Title IV (Safe
and Drug-Free Schools and Communities pro-
gram), Title V Maternal and Child Health Block
Grant, Title XI funds for disadvantaged youth,
Title XX Social Services Block Grant, and the
Preventive Health and Health Services Block
Grant.

State and Local Funding

On average, almost half of all public and
secondary school revenues come from state
sources. In fact, some states include school-
based health and mental health services in their
budgets (Weist, Goldstein et al., 2003). The
Children’s Health Insurance Program (CHIP) is
an example of a state-driven, federally funded
initiative designed to provide insurance cover-
age for children from low-income families who
do not meet eligibility for Medicaid coverage
(Weist et al., 2003). In some states, this pro-
gram operates as an extension of Medicaid,
with higher income limits for -eligibility,
increasing the population to whom services can
be administered. Examples of mental health
services funded by CHIP include support
assessment and treatment services in schools
for youth with established problems (Maag &
Katsiyannis, 2010). Additionally, states can
apply for waivers to customize their ESMH
programs, such as the waiver for children with
chronic and severe mental illness in New Jersey
(State of New Jersey, 2011) and the waiver for
children with serious emotional disturbances in
Kansas (State of Kansas, 2012).
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Recently many states have initiated grant
programs as a mechanism to expand the funding
stream of ESMH programs. For example, in 2007,
the Minnesota Department of Human Services
released a Request for Proposals totaling over $10
million to fund projects that develop the infra-
structure of school-based mental health over a
3-year period (Minnesota Department of Human
Services Children’s Mental Health Division
Request for Proposals, 2007). Under this initia-
tive, funding was provided by the state to support
programs that provide mental health interventions
and treatment including parent training and con-
sultation. In addition, applicants could request
additional funds from the state grant to cover
costs associated with establishing billing proce-
dures, developing partnerships with school per-
sonnel, providing staff development in mental
health and social-emotional learning, and build-
ing outreach activities and referral networks.

At the local level, school districts have the
power to determine what mental health services
are funded and can allocate funds toward pro-
grams that treat mental health disorders within
the school setting. Local revenue funds are typi-
cally limited because they are intended to support
basic school components. Bershad and Blaber
(2011) note, however, that local funding may be
more easily accessed if funders are provided with
evidence of the association between student men-
tal health and academic outcomes. School district
revenues can either be general revenue (i.e., for
any educational purpose) or categorical revenue
(i.e., targeted for specific purposes). Categorical
revenues are intended to increase educational
resources for specific student populations in need
of supplemental services. Because local revenues
for education are typically lower in school dis-
tricts with higher levels of poverty, categorical
funding can be utilized as an important mecha-
nism to fund ESMH programs to at-risk youth
(Poirier & Osher, 2006).

Solicited Funds

A significant private funding source of school
mental health programs is foundation support
(Weist, Evans, & Lever, 2003) because they can
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provide supplemental and often less restrictive
support (e.g., more flexibility for the provision of
mental health promotion and prevention-related
services) and resources to ESMH programs
(Evans et al., 2003). For example, the Health
Foundation of Greater Cincinnati (https://www.
healthfoundation.org/) funds the implementation
of mental health prevention programs in schools,
and the Blue Cross/Blue Shield Foundation in
South Carolina provides seed grants to help sup-
plement school mental health clinician salaries in
an effort to retain clinicians in areas with budget
shortages (Freeman, 2011). However, many tradi-
tional organizations such as The Duke Endowment,
(http://www.dukeendowment.org/), which in the
past provided funding to support planning and
start-up costs associated with school-based mental
health centers, have experienced a decline in
assets resulting in a limited ability to fund new
grants (North Carolina School Psychology
Association, 2011).

Coordinating Funding Streams

To combat the difficulties associated with secur-
ing funding and the challenge of any one source
having the means to cover all financial expenses
to support ESMH services, many programs seek
funding from multiple funding streams. This
helps ensure that programs receive adequate
funding to supplement the costs associated with
providing mental health services in schools and
helps protect against a program being over-
whelmed and needing to shut down if the funding
source is cut. For example, findings from a com-
prehensive assessment of the New Hampshire’s
school mental health system suggest that the state
utilizes funding from multiple sources, success-
fully integrates Medicaid services with IDEA-
funded services, and has partnerships between
the school districts and community health centers
(Norton & Tappin, 2009).

Two common strategies to combine multiple
funding streams are braided funding and blended
funding. Braided funding involves coordinating
multiple funding streams that were initially sepa-
rate to pay for services provided by a given pro-
gram. Under braided funding, ESMH programs
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must maintain the separate budgets of each
funding stream and carefully detail how funds
from each stream were utilized (Bershad &
Blaber, 2011; Mauery, Vaquerano, Sethi, Jee, &
Chimento, 2006). This can be administratively
challenging to ensure that each funding stream is
only paying for activities eligible under that
funding stream. ESMH programs that utilize
braided funding may risk becoming “locked”
into providing specific types of services on the
continuum, as dictated by contract requirements
(Poirier & Osher, 2006). For example, programs
that rely on third-party reimbursements may have
limited time to provide universal or targeted pre-
vention services if specified by braided funding
sources (Center for School Mental Health, 2003).

Blended funding involves combining funds
from multiple funding streams into a single bud-
get. ESMH programs are able to allocate funds to
provide services without the need to track and
report back to funders which funding stream paid
for exactly which services and expenses (Mauery
et al., 2006; Poirier & Osher, 2006). The benefit to
blended funding is that administrative reporting
may be less burdensome than in braided models,
and all funders are supporting the same overarch-
ing deliverables and program goals. However, it
should be noted that some funding mechanisms
may not allow for the blending of funds.

Examples of Sustained Funding
of ESMH Programs

Washington, DC Commission

In 1999, 17 public charter schools in Washington,
DC were awarded the Safe Schools/Healthy
Students Initiative grant to implement a compre-
hensive violence prevention initiative. Through
the SS/HS Initiative grant, the Washington, DC
Department of Mental Health was subcontracted
to develop a school-based mental health program
to implement in 16 public charter schools who
were recipients of the grant (Price & Leah, 2008).
An additional 18 schools were added to the grant
during the 2005-2006 academic year. The DC
Department of Mental Health utilized the ESMH
framework (Weist, 1997) as a model to develop
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their school mental health program (SMHP). The
SMHP provides prevention, early intervention,
and treatment services through three targeted lev-
els of care: primary prevention (universal preven-
tion services), secondary prevention (selective
prevention services), and tertiary prevention
(indicated prevention services).

Since 2003, the Washington, DC Commission
has successfully sustained funding for its school
mental health services. The DC school mental
health programs are predominantly funded by
local dollars from the city government that is
given to the DC Department of Mental Health
and utilizes a very small percentage of their bud-
get from fee-for-service (for treatment services)
revenue. In the 2011-2012 academic year, school
mental health services are being provided by the
DC Commission with 43 clinicians across 13
charter schools and 41 public schools in
Washington, DC. This project demonstrates the
value of using federal grant dollars as a founda-
tion to build, implement, and document the
impact of a program. The documented successes
with the project and the relationships formed as
part of the work helped to build buy-in and
needed programmatic and financial support from
the local government and community when the
federal grant had ended.

Boys Town South Florida

One example of how funding has been secured for
social, emotional, and behavioral health services
for young children and their families in schools is
found in Florida. Boys Town South Florida (www.
boystown.org/south-florida) implements two pro-
grams in Palm Beach County: School & Family
Support Services (SFSS) and Primary Project.
The SFSS program provides in-school and in-
home services to children in 70 elementary
schools. Primary Project is an evidence-based
program developed by the Children’s Institute and
provides child-led play sessions in 12 elementary
schools in the county. Both programs are primarily
funded through local tax dollars that are collected
by an independent, special taxing district, which
is set up as a quasi-governmental entity. The fund-
ing organization has a local board that sets
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funding priorities and oversees the distribution of
funds, as well as monitors for child and system
level outcomes. In addition, services provided
within the SFSS program can be eligible for reim-
bursement under a state-authorized Medicaid
carve-out plan for the at-risk population. Under
this plan, the child needs to be at-risk for child
abuse or neglect, as evidenced by a variety of risk
factors.

Baltimore, Maryland: Expanded
School Mental Health Network

Baltimore City is well recognized for its 23-year
history of providing comprehensive mental health
services in City Schools and its 10-year history of
providing mental health services in City Head
Start Centers. In 2011, the Expanded School
Mental Health (ESMH) clinicians served 89 City
Schools, and Early Childhood Mental Health
(ECMH) clinicians served 14 Head Start Centers.
The expanded school mental health network has
relied on a blended funding model that has pooled
and leveraged funding from multiple agencies
and programs including the City Schools,
Baltimore Mental Health Systems, Inc. (the local
core service agency for the state mental health
authority), Baltimore Substance Abuse Systems,
Inc. (the substance abuse authority for Baltimore
City), Baltimore City Health Department, the
Family League of Baltimore (a quasi-govern-
mental nonprofit organization that works with a
range of partners to develop and implement ini-
tiatives that improve the well-being of Baltimore’s
children, youth, and families), and the Department
of Labor. The funders for the project have worked
together as part of the leadership team of ESMH
to establish funding guidelines, deliverable
requirements for ESMH clinicians, an online sta-
tistical reporting system, and clear expectations
for principals receiving services within their
schools. The ESMH network in Baltimore City
demonstrates the value of leveraging dollars and
the importance of defining and documenting ser-
vice provision and student-level outcomes (see
Weist, Paternite, Wheatley-Rowe, & Gall, 2009).
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Implications of Health Reform

State and federal legislation is critical in deter-
mining the funding and coordination of inte-
grated mental health services for children and
adolescents in schools. For instance, at the state
level, the Mental Health Services Act in
California (also known at Proposition 63) gave
the Department of Mental Health the authoriza-
tion to establish guidelines and fund the imple-
mentation of prevention and early intervention
activities and workforce education and training
throughout the state (California Department of
Mental Health, 2004). Under Title V of the
District of Columbia’s Public Education Reform
Amendment Act of 2007, an Interagency
Collaboration and  Services  Integration
Commission was created to foster collaboration
between agencies to promote social and emo-
tional skills among children and youth.
Specifically this integrated system focused on
using data to identify and assess youth that
receive services through various agencies in
Washington, DC, provide evidence-based pro-
grams, and evaluate the results (Public Education
Reform Amendment Act of 2007, 2007). As such
the commission is eligible to combine local, fed-
eral, and other resources to provide multidisci-
plinary assessments, integrated services, and
evidence-based programs to youth and receive
and disburse federal, state, and local funds to pro-
vide funding to at-risk children, youth, and fami-
lies (Public Education Reform Amendment Act
of 2007, 2007).

At the federal level, the Patient Protection and
Affordable Care Act (Affordable Care Act
[ACA], 2010), also known as national healthcare
reform, was signed into law by President Barack
Obama in 2010. Over the course of a decade, the
ACA intends to expand health and mental health
services to a larger population and make health
insurance coverage more affordable. Specifically,
ACA increases Medicaid coverage eligibility to
younger children (i.e., under age 6 living in fami-
lies with incomes at or below 133 % of poverty),
youth in foster care, and children with preexisting
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medical conditions and provides grant funding to
integrate mental health services and expand men-
tal health prevention. ACA affords more children
and adolescents access to behavioral health out-
reach, screening, assessment, and intervention
(ACA, 2010; Children’s Health Fund, 2011;
Cunningham, Grimm, Evangelista, Lever, &
Stephan, 2012). The ACA also preserved CHIP,
which provides medical insurance coverage to
children from low-income families who are not
eligible for Medicaid and cannot afford health
insurance. The CHIP Act of 2009 authorized
funding of school-based health centers within
schools to increase student access to health and
mental health services. Since the ACA law
passed, $95 million has been awarded to fund
school-based health centers (U.S. Department of
Health and Human Services, 2011). Legislation
that supports the funding of grants and programs
that provide ESMH services and other mental
health interventions expand mental health ser-
vices to vulnerable and underserved populations,
further highlighting the importance of school
mental health professionals working with legisla-
tors and advocating for the funding of integrated
comprehensive mental health services for chil-
dren and adolescents in schools.

Steps Needed to Fund School
Mental Health Programs

Expanded school mental health programs con-
tinue to face numerous challenges with sustain-
ing funding to provide mental health services,
prevention and intervention efforts, and targeted
services that reduce the impact of mental ill-
nesses on child and adolescent functioning in
schools. To meet this challenge and to help sus-
tain ESMH services, programs must identify
ways to enlarge their funding pool. Specifically,
conducting a full comprehensive examination of
existing funding opportunities at the national,
state, and local levels for grants, contracts, fee-
for-service payments, interagency agreements,
etc., can result in identification of funding streams
that were not previously utilized by ESMH pro-
grams. It is possible to pool multiple block grant
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funds together to support ESMH programs. For
instance, the Community Mental Health Services
Block Grant, Social Services Block Grant,
Juvenile Accountability Block Grant, Education
Block Grant, Early Childhood Block Grant, and
Community Development Block Grant are exam-
ples of block grants that support early interven-
tion mental health services provided by ESMH
programs.

It is also important to analyze education funds
at the national, state, and local levels to determine
the availability of funding for nonacademic learn-
ing supports such as ESMH programs. For exam-
ple, prior research has shown that students who
receive mental health services and prevention and
intervention programs through school-based ser-
vices are more likely to achieve in school
(Greenberg et al., 2003; Welsh et al., 2001; Zins
et al., 2004), reduce special education referrals
and improve school climate (Bruns et al., 2004;
Substance Abuse and Mental Health Services
Administration, 2005), decrease grade retention
(Substance Abuse and Mental Health Services
Administration), and reduce levels of emotional
and behavioral difficulties (Hussey & Guo,
2003). Thus, the positive academic and emo-
tional outcomes associated with school-based
mental health services may qualify many ESMH
programs for educational grants that support non-
academic learning supports. In addition, it is ben-
eficial for ESMH programs to align goals with
education priorities and explore the possibilities
for direct education funding for mental health
promotion and early intervention. For example,
in the states of Ohio and North Carolina, federal
education funds have been used to support the
implementation of evidence-based programs and
interventions (Price & Lear, 2008). Examples of
federal educational supports include Title I (Part
D: Children and Youth who are Neglected
Delinquent or At-Risk), Title IV (Part A: Safe
and Drug-Free Schools and Communities; Part
B: Twenty-First Century Community Learning
Centers), and Title V (Promoting Informed
Parental Choice and Innovative Programs). In
addition, the Individuals with Disabilities
Education Act designates a portion of the special
education budget to provide intervention services



24

to youth who have not qualified for special
education services yet, making it possible to fund
early intervention work through ESMH
programs.

Expanded school mental health programs are
also encouraged to develop relationships with
other agencies (e.g., community mental health
centers) or professionals (e.g., child psychia-
trists) who can access categorical funding that
many ESMH programs are not eligible to receive.
Through this partnership, ESMH programs and
other outpatient agencies can work together to
develop and create a full continuum of integrated
mental health services for students. For example,
Price and Lear (2008) suggested that an ESMH
program that is not eligible for Medicaid funding
can develop a relationship with a Medicaid-
certified provider who can bill for Medicaid ser-
vices provided to Medicaid-eligible students.

Assessing Cost of ESMH Program
Delivery and Establishing
Cost-Effectiveness

Expanded school mental health programs have a
critical role in ensuring that schools effectively
reinforce positive social behaviors and provide
needed mental health services to students with
emotional and behavioral problems. Although,
these programs also have important mental health
and educational economic benefits, they gener-
ally receive little or no funding via general educa-
tion revenue sources in the USA. Most economic
research on education’s benefits emphasizes the
value of academic skills, but recent studies also
recognize the economic value of positive social
and emotional behaviors among students
(Heckman, 1999). Behaviors that are often devel-
oped and reinforced in ESMH programs, includ-
ing adaptive classroom behaviors, completing
homework, and positive peer interactions, are
increasingly recognized to be equally as impor-
tant to later economic outcomes as are academic
skills. Such behaviors tend to be associated with
greater employment stability, higher earnings,
and lower chances of needing public welfare
supports and becoming involved in the criminal
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justice system. Rigorous economic evaluations,
conducted in collaboration with schools, are
needed to demonstrate the numerous economic
benefits and positive outcomes associated with
students who receive ESMH services.
Consequently, it is increasingly clear that these
programs’ opportunities to garner sustained
financial support will depend to some extent on
whether their costs and benefits are well docu-
mented in evaluations.

Evaluations of the costs and benefits of ESMH
programs are increasingly of interest to policy-
makers and organizations that provide these ser-
vices. Economic assessments may be used to
document the costs and the potential future eco-
nomic value of ESMH programs and to inform
decisions about future spending on programs and
services. Given the need for such assessments, it
is perhaps surprising that they are rare. In fact,
few schools and ESMH programs have the infra-
structure and expertise needed to carry out such
evaluations (Levin, 2001). This section summa-
rizes the basic elements of economic evaluations
of ESMH programs and current obstacles to their
wider use, with the aim of providing information
to clinicians and administrators who may be
interested in developing a capacity for economic
evaluation in schools.

Cost Analyses

Several types of cost analyses are used by econo-
mists to evaluate programs. Cost (or cost-
consequences) analyses provide estimates of a
program’s impact on resource utilization. A cost
analysis provides estimates of both the direct costs
of paying for a program’s implementation and
operation and the costs of any resources used or
saved as a result of the program’s implementation.
For example, implementation of a school-wide
prevention program results in direct costs, such as
expenses for an instructor who delivers the inter-
vention and any materials that are used. This pre-
vention program may also result in indirect costs
to teachers and school administrators, who may
have to complete additional behavioral assess-
ments of students and enter their assessment data
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into a database. Some resources may be saved, for
example, if the prevention program results in
fewer visits by students to the principal’s office.
A cost study would provide an estimate of the total
resource costs of a program (i.e., direct costs, indi-
rect costs, and saved resources) regardless of
whether services result in direct payments. For
example, a school administrator’s time may be
valued using the administrator’s salary plus bene-
fits divided by total annual work hours. A cost
study can consequently provide an assessment of
the total resource impacts or opportunity costs of
various initiatives and programs.

To carry out a comprehensive cost study,
schools usually need databases that track resource
use at the individual student level. Individual-
level measures of service delivery costs and other
related education costs are needed to assess the
opportunity or resource costs of programs.
However, few schools have the capacity to extract
reliable information on the average costs of
resources used within the school, let alone costs
at the individual level. Most schools’ accounting
systems record aggregated costs for all students
or for particular expense categories within the
school (e.g., salaries, facilities, vendor services,
supplies), but do not define categories in a way
that allows tracking of costs for particular types
of services or specific programs. One reason for
this lack of capacity is that schools have not his-
torically been required to maintain this level of
information and have not had to provide regular
reports on their expenditures for individuals or
specific services and programs within the school.
Electronic information systems that are designed
to track resource costs and services at more dis-
aggregated levels may become more prevalent in
the coming years, as many schools are now
required to comply with more stringent cost-
reporting standards for purposes of public
accountability.

Cost-Benefit Analyses

In a cost-benefit analysis, all costs and benefits
of a program are monetized (i.e., measured in
dollars), and the costs are subtracted from the
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benefits to calculate the program’s net benefit.
Costs are defined as the value of resources used,
whereas benefits are defined as the value of
resources gained (or saved). If a program is said
to have a positive net benefits, it means that
the value of the resources gained as a result of
the program are thought to exceed the value
of the resources used to provide the program.
Consequently, programs whose net benefits are
positive are considered to be worthwhile public
investments.

Cost-benefit evaluations of any type of educa-
tion program are rare [for reviews, see (Barnett,
1995; Karoly, 1998)]. However, a few education
programs have been evaluated extensively over
multi-year periods of time, even up to several
decades. Of these, the High/Scope Perry
Preschool program study, a study of disadvan-
taged African-American children enrolled in a
high-quality preschool education program in the
1960s, is perhaps the longest and most extensive
study (Heckman, Moon, Pinto, Savelyev, &
Yavitz, 2010). The results of follow-ups through
age 40 of children randomized either to High/
Scope or the no intervention condition have dem-
onstrated that the benefits of the program far
exceeded its costs (Barnett, 1985, 1996; Belfield,
Nores, Barnett, & Schweinhart, 2006). In the
most recent of these cost-benefit analyses
(Belfield et al., 2006), the estimated intervention
costs were $15,166 per child and the estimated
(lifetime) benefits (estimated as of age 40) were
$195,261 per child, implying a net benefit of
$180,455. Approximately two-thirds of these
benefits (65 %) were attributable to lower costs of
criminal activity, suggesting that the program’s
largest single benefit was improvements in adap-
tation to behavioral norms in adulthood.

Two other programs, the Child-Parent Center
Early Education program (Reynolds, Temple,
Robertson, & Mann, 2002; Reynolds, Temple,
White, Ou, & Robertson, 2011) and the Carolina
Abcedarian Project (Barnett & Masse, 2007) also
provide evidence of substantial net economic
benefits associated with high-quality early educa-
tion programs. The payoffs to such cost-benefit
evaluations have been substantial. The positive
net benefits demonstrated by the High/Scope Perry



26

Preschool project and other similar demonstration
projects during the period were instrumental in
securing and sustaining federal Head Start and
Early Head Start funding (Levin, 2001).

One of the greatest obstacles to cost-benefit
evaluation of ESMH programs is the long period
of time that must often elapse until the economic
benefits of a program occur. Many important eco-
nomic outcomes, such as employment and earn-
ings, receipt of publicly provided income
supplements and subsidies, and expenditures by
other public programs on services and supports,
are not observed until well into adulthood;
whereas most school-related prevention and
mental health intervention programs are used
during childhood and adolescence. Thus, cost-
benefit analyses of ESMH programs have limited
potential for application, except in cases where
the program being examined is expected to result
in substantial near-term benefits, such as sharp
reductions in expensive special education place-
ments. This obstacle has led to other forms of
economic evaluation, such as cost-effectiveness
analysis, that do not require such lengthy periods
of follow-up.

Cost-Effectiveness Analyses

A cost-effectiveness analysis refers to a method
for comparing program and policy alternatives
according to their impacts on the use of resources
(i.e., their costs) relative to their effectiveness in
improving outcomes (Gold, Siegel, Russell, &
Weinstein, 1996). The summary measure in a
cost-effectiveness analysis is a ratio of the
increase in costs associated with a program
divided by the resulting improvement on a stan-
dardized measure of outcome, such as improve-
ment on a measure of academic achievement.
This ratio is interpreted as the cost (in terms of
resource utilization) of obtaining a unit of
improvement on a chosen outcome measure.
Alternatives that can be obtained at lower cost for
a given improvement in outcome and alternatives
that result in a greater improvement in outcome
for a given cost have lower cost-effectiveness
ratios and consequently are considered more
“cost-effective” (i.e., a better overall value).
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Cost-effectiveness analysis could be used to
evaluate ESMH programs and compare the pro-
vided services’ value to the value of other types
of education programs. School prevention and
mental health interventions in principle can
reduce the frequency of problem behaviors (e.g.,
disruptiveness and violence, substance use, seri-
ous rules violations, school absences) in children
and adolescents that tend to be associated with
adverse health, social problems, and economic
difficulties in later adolescence and adulthood.
Consequently, programs that result in fewer
behavior problems in school are likely to have
future economic benefits that partially or fully
offset their costs.

The cost-effectiveness evaluation of the Fast
Track intervention (Foster & Jones, 2006) pro-
vides a good example of the cost-effectiveness
analysis of an experimental school program aimed
at reducing behavior problems. Fast Track is an
intensive, multicomponent school-based interven-
tion for elementary school-aged children, which
targets the prevention of aggression in youth
(McMahon et al., 1999). Intervention components
are delivered in 1st through 10th grades and target
multiple determinants of development including
parenting, peer relations, and social-cognitive and
cognitive skills. During the elementary school
phase of the intervention, families are offered
group-based parent training with home visitation,
academic tutoring, and social skills training. In
addition to group meetings, individual support is
provided through peer pairing and home visitation
to children and parents. Starting in 2nd grade,
children are assessed for academic skills, and
those whose assessments suggest unmet needs are
offered individual tutoring supports. In 4th grade,
participants are paired with same-gender same-
race mentors. In 5th and 6th grade, monthly group
sessions for parents and youth focus on the chal-
lenges of transition to middle school. Additional
sessions and individualized planning were pro-
vided in subsequent years. In addition to indicated
individual and group interventions, a universal
classroom intervention focusing on promoting a
more competent and less aggressive social ecol-
ogy was implemented.

The Fast Track intervention was estimated to
cost $58,283 per child (Foster & Jones, 2006).
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Given the intensity, duration, and multicomponent
nature of the Fast Track intervention, such a high
cost is not surprising. In terms of outcomes, Foster
and colleagues (2006) assigned the following dol-
lar amounts to the value of preventing three study
outcomes: $1 million for the prevention of a case
of conduct disorder, $160,000 for the prevention
of an index crime (e.g., armed robbery), and
$50,000 for the prevention of interpersonal vio-
lence (e.g., serious assault). In contrast, Fast Track
had an actual cost of $3.5 million per case of con-
duct disorder prevented, $423,480 per index crime
prevented, and $736,010 per act of interpersonal
violence prevented. Based on these numbers, Fast
Track was not considered cost-effective.

Although the Fast Track intervention is not
cost-effective when offered as a universal inter-
vention, it may be cost-effective if the interven-
tion is targeted to a group of students who are at
high risk for developing later conduct problems.
Program targeting, using predetermined criteria
to select participants for an intervention or pro-
gram, can have dramatic effects on improving
cost-effectiveness. For example, as was demon-
strated in the evaluation of the Fast Track inter-
vention (Foster & Jones, 2006), the intervention
was more likely to be cost-effective for boys that
were highly aggressive at entry into the Fast
Track intervention compared to their peers, thus
resulting in a more cost-effective implementation
of the program than would an untargeted
implementation.

Cost, cost-benefit, and cost-effectiveness anal-
yses can have an important influence on budget-
ary priorities in education and may be helpful in
demonstrating the value added by ESMH pro-
grams, prevention programs, and mental health
intervention programs. Even a small number of
well-selected and well-designed cost-benefit or
cost-effectiveness studies could have a large
effect on public decision makers’ view of the
value of ESMH programs in schools. Programs
that have preliminary evidence of positive effects
on school-related behaviors and functioning, are
designed to be upward scalable, and are imple-
mented on a larger scale would make good candi-
dates for economic evaluation.

Making economic evaluations a more routine
component of program evaluation in schools
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will require commitments of resources by state
and/or federal agencies to set up evaluation
infrastructure and obtain needed evaluation
expertise. In order to carry out these types of
assessments, schools need databases that pro-
vide detailed information on resource and pro-
gram costs tools that are designed to extract
information from existing school accounting
databases and other systems. Regular collec-
tions of data on standardized student-level out-
come metrics that are appropriate to the
education setting are also needed. Standardized
measures of academic achievement, such as
adaptive quantitative test scores, are probably
too narrow for this purpose, because they may
not be sensitive to changes in behavior or emo-
tional health. Other scales for measuring aca-
demic progress or adaptive behaviors in school
could form the basis for a standardized cost-
effectiveness outcome in education.

Even though expertise in economic evaluation
methods is also needed for economic evaluation,
schools can obtain this expertise in various ways.
Forming academic partnerships and partnerships
with consulting organizations represents the most
expedient approach. School or program staff
could also acquire evaluation skills through train-
ing programs, such as master’s level or mini-
course economic evaluation training programs
that now are offered by several universities.

Even if economic evaluations are not used
regularly to assess prevention and mental health
intervention programs in schools, an appreciation
of the economic approach to evaluation offers a
potentially valuable perspective for clinicians
and administrators who are involved in these pro-
grams. The economic value of these programs
depends largely on whether they significantly
improve child and adolescent behavioral func-
tioning in school and students’ academic prog-
ress. If programs are able to improve these
outcomes, it is likely that they will generate posi-
tive future economic benefits. This perspective
suggests that programs should make every effort
to track these outcomes in their programs and
should adopt “evidence-based” prevention and
intervention models that have been demonstrated
to result in improvements in behavioral function-
ing and academic progress.
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Conclusions

To combat the challenges associated with obtain-
ing funding and sustaining ESMH programes, it is
imperative that ESMH programs explore various
levels (e.g., national, state, and local) of funding
to build a collection of funding streams to ade-
quately sustain programs. Multiple sources of
funding are needed in part because funding
agencies often stipulate the types of services that
can be reimbursed and the population of students
(i.e., general education vs. special education)
who can receive services. According to Price and
Lear (2008), ESMH programs need to expand
their capacity to successfully compete and
obtain grant funding, through several key char-
acteristics including building collaborative
partnerships, strengthening interagency commu-
nications, refining system of care models of
mental health services, and identifying advo-
cates for policy and program changes. In addi-
tion, it is important that policies at the national,
state, and local levels commit funds to support
mental health services in schools. For instance,
if school districts such as in Los Angeles County,
California, budget general school district funds
(i.e., district tax dollars that are not tied to any
particular program) to support the delivery of
mental health services in schools, it will increase
the capacity of ESMH programs in treating
youth with emotional and behavioral problems.
Lastly, as schools enter an era of more rigorous
review of their budgets, they require knowledge
of the costs and cost-effectiveness of their pro-
grams. Schools may find advantages in imple-
menting processes and systems to track resource
use and to estimate the costs of the services they
provide, including SMH services. Tracking costs
more accurately can reveal how a school’s
resources are being allocated and can create an
opportunity to meaningfully compare the cost
implications of alternative uses of a school’s
resources further supporting the need to fund
ESMH programs.
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Preparing School Mental Health
Professionals: Competencies

in Interdisciplinary and Cross-
System Collaboration

Kurt D. Michael, Seth Bernstein, Julie Sarno Owens,
Abby Albright, and Dawn Anderson-Butcher

Over the last 10-15 years, there has been
significant momentum in the development and
implementation of school mental health (SMH)
programs, both nationally and internationally
(e.g., Kumar et al., 2009; Weist, Lindsey, Moore,
& Slade, 2006; Wells et al., 2011). The impetus
has been based largely on the prevalence of men-
tal health ailments among children and adoles-
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cents coupled with the opportunity to treat them
in a context where they spend the majority of the
day. When done well, SMH programs are embed-
ded within existing educational systems to pro-
vide a continuum of care for students with a
range of mental health conditions, educational
needs, and disabilities; and SMH professionals
must be proficient in working within these sys-
tems (Kutash & Duchnowski, 2011; Mellin &
Weist, 2011). For instance, the federal Individuals
with Disabilities Education Act (IDEA, 2006)
governs how school systems provide special
education and related services to youth with
various disabilities, many of which have a mental
health component. Another educational para-
digm relevant to SMH is Positive Behavioral
Interventions and Supports (PBIS; Simonsen,
Sugai, & Fairbanks, 2007). PBIS is a framework
to promote and select effective instructional and
behavioral practices for all students, from broad-
based prevention to individualized services.
These systems provide examples of the interdis-
ciplinary context within which SMH providers
must integrate their practices.

Ideally, facilitating school success for students
requires effective collaboration among profes-
sionals from traditionally disparate systems
(e.g., education, health, and mental health). That
is, across the spectrum of student needs, the pro-
fessionals who deliver the identified services
should integrate their work to avoid unnecessary
duplication and potential fragmentation to
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promote the wellness of the whole -child.
However, achieving this integration and col-
laboration is fraught with specific challenges
(Mellin, Anderson-Butcher, & Bronstein, 2011).
One challenge faced by even the most seasoned
SMH professional is the need to operate within
an educational context with demands and expec-
tations that are largely different than traditional
mental health settings; that typically includes a
private office with strict boundaries around
access and confidentiality, including the length of
the client’s visit. In contrast, schools are typically
bustling with activities and teeming with profes-
sionals from a broad range of disciplines. Even
getting a space to see a student can be a chal-
lenge, and the length of a visit can vary from
20 min to a typical “therapy hour” (e.g., Michael,
Renkert, Wandler, & Stamey, 2009).

Similarly, SMH practitioners have to be pre-
pared to address the competing demands on the
students for their time. That is, if a student with
elevated depressive symptoms has been persis-
tently tardy or absent, SMH providers need to
address not only the depression but the lost
instruction time as well. In other words, depres-
sion and school attendance are typically inter-
twined, and practitioners need to balance the need
to address the psychological and the educational
implications simultaneously. Stemming the tide
of excessive absences serves the dual purpose of
preventing the student from getting even farther
behind academically and becoming even more
estranged from the educational milieu and the
socialization that occurs through attending school.
Indeed, Shochet, Dadds, Ham, and Montague
(2006) reported that “school connectedness” as
measured by the Psychological Sense of School
Membership (PSSM; Goodenow, 1993) was sig-
nificantly and inversely related to depressive
symptoms, both concurrently and 1 year later. It is
argued that a behavioral indicator of school con-
nectedness is actual attendance, certainly an
important value regardless of whether you are a
mental health provider or school administrator.
Thus, effectively intervening in this case would
hinge on the extent to which the educators and the
SMH providers can flexibly negotiate an inte-
grated treatment plan meeting the unique mental
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health and educational needs of that student,
beginning with improved school attendance.

Further, teachers offer a conduit for the imple-
mentation of evidence-based mental health pro-
motion, prevention, and intervention efforts in
the classroom (Ball, 2011). However, SMH prac-
titioners must also be prepared to address the
competing demands on teacher’s time. As much
as classroom teachers and school administrators
are often very concerned about student mental
health, SMH practitioners must be sensitive to
the primary currency in public education (e.g.,
instruction time) if they expect to garner the
ongoing support of school officials to continue to
effectively execute their mental health responsi-
bilities with students.

As the aforementioned example illustrates,
training graduate students and other profession-
als how to negotiate the needs of multiple sys-
tems and individuals while delivering effective
services is challenging. It is common for gradu-
ate training programs that are focused on training
child service providers to offer supervised train-
ing experience in clinical settings, including
community and school placements. However, it
is less common that trainees participate in learn-
ing experiences that systematically focus on the
development of competencies needed for inter-
disciplinary and intersystems clinical work
(Splett, Coleman, Maras, Gibson, & Ball, 2011).
In the absence of this systematic focus, students
graduate, obtain employment in an environment
that demands interdisciplinary collaboration,
and, like many professionals in the field, are left
to develop the skills while on the job. Commonly,
professional development training for interdisci-
plinary collaboration in SMH is either not avail-
able or not comprehensive enough to meet the
demands of the role (Morris & Hanley, 2001).
Thus, most training models create a dynamic
where a group of typically disparate profession-
als, although competent in their own specialties,
do not possess competencies in interdisciplinary
SMH delivery at the outset. This situation is anal-
ogous to a ship that is being built after it has been
launched. It might float, but other aspects of the
ship’s performance are not being maximized.
The purpose of this chapter is twofold: (1) to
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outline the competencies that facilitate interdisci-
plinary and cross-system service coordination
among SMH professionals in the educational
context and (2) to offer examples of training
models and learning experiences (at both preser-
vice and in-service levels) that systematically
focus on the development of competencies
needed for interdisciplinary and cross-system
clinical work.

Defining School Mental Health
Service Delivery

National initiatives have advocated for the expan-
sion of school mental health services as a mecha-
nism for enhancing access and utilization of
services for children in need (e.g., New Freedom
Commission on Mental Health, 2003). In align-
ment with these proposals, expanded school
mental health frameworks have been articulated
(e.g., Adelman & Taylor, 2003; Weist & Albus,
2004). These frameworks promote collaborative
efforts among school professionals, community
professionals, and families to promote, provide,
and reinforce the use of evidence-based services
that span the continuum of care. The frameworks
call for a distribution of efforts across mental
health promotion, risk prevention, screening,
assessment, early intervention, and intensive
intervention activities. Further, collaborative
school mental models, when successful, are not
about simply moving services under a new roof,
which is more akin to a kiosk approach to mental
health in which services are simply placed in the
school system rather than integrated within the
preexisting systems of education and care
(Michael et al., 2009). Rather, the goal of collab-
orative models is to integrate quality services
from multiple disciplines as well as the expertise
of multiple parties (e.g., school and community
professionals, parents, youth) to create an inter-
disciplinary synergy that produces positive stu-
dent outcomes that are greater than those that
could be achieved by any contributor working in
isolation (Mellin & Weist, 2011). In order to
achieve this goal, however, each partner must

33

“come to the table” with the skills necessary to
value the contribution of other partners, to lever-
age their expertise, and to collaboratively prob-
lem solve to find the synergy and to maximize the
potential of the group to achieve the best out-
comes for the student. In order for interdisciplin-
ary collaboration to be successful, each party
needs to be open to learning about one another’s
perspective and the unique knowledge they can
offer (Mellin et al., 2011).

The last decade has witnessed a proliferation
of school mental health services across the con-
tinuum of care, such as the mental health promo-
tion initiatives (e.g., Sanders, 2008), social and
emotional learning initiatives (e.g., Domitrovich
et al., 2010), positive behavioral interventions
and supports programming (PBIS: Simonsen
et al., 2007), screening initiatives (e.g., Jones,
Dodge, Foster, Nix, & Conduct Problems
Prevention Research Group, 2002), and multi-
component, intervention programs that address
risk factors and mental health problems among
children and adolescents (Evans, Schultz,
DeMars, & Davis, 2011; Masia Warner, Fisher,
Shrout, Rathor, & Klein, 2007; Owens, Murphy,
Richerson, Girio, & Himawan, 2008). Outcome
data from these programs have produced several
important findings. First, culturally sensitive,
media-based marketing strategies can success-
fully expand the reach of mental health promo-
tion and psycho-education information to
parents (see Sanders, 2008 for review). Second,
screening initiatives that use psychometrically
sound measurement tools can identify at-risk
children early in their academic trajectory (Jones
et al., 2002). Third, school- or class-wide sys-
tems that promote social, emotional, and behav-
ioral competencies can reduce inattentive and
disruptive behavior, improve school climate,
and enhance academic performance (e.g., Kam,
Greenberg, & Kusch’e, 2004; Tingstrom,
Sterling-Turner, & Wilczynski, 2006). Finally,
there is evidence that targeted intervention pro-
grams reduce symptoms and impairment in
youth with identified mental health problems
(e.g., Evans et al., 2011; Masia Warner et al.,
2007; Owens et al., 2008).
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Despite this promising evidence, it is important
to note that simply placing these initiatives within
the school building (e.g., the kiosk approach) will
likely be insufficient to produce desired outcomes
(e.g., Bickman et al., 1995; Mellin & Weist, 2011).
Instead, these initiatives need to be systemati-
cally integrated and coordinated across multiple
partners, including students, families, educators,
health and mental health providers in order to
maximize generalizability of successful out-
comes across individuals and systems. Such
integration and coordination requires multiple
competencies in interdisciplinary collaboration
(Michael, Renkert, Winek, & Massey, 2010).

Broad Vision for Interdisciplinary
and Cross-System Training
in Health Care

The Institute of Medicine (IOM, 2003a, 2006) as
well as many other national initiatives (e.g.,
President’s New Freedom Commission on Mental
Health, Surgeon General’s Conference on
Children’s Mental Health) US Dept of HHS (2001)
have strongly recommended a transformation in
our health care system to enhance accessibility of
affordable, culturally sensitive, and evidence-
based care. Achieving transformation in the SMH
delivery system requires a revolution in the educa-
tion and training of health, mental health, and edu-
cation professionals so that the product of our
training programs is a professional who is capable
of leading or participating in an efficient, inte-
grated, interdisciplinary team that collaboratively
delivers evidence-based interventions in the
school setting. That is, these typically disparate
systems and individuals convene regularly (often
weekly) to discuss, plan, and implement interven-
tions. Thus, in order to prepare professionals for
an interdisciplinary climate, where each is lever-
aging the expertise of the other to create a treat-
ment plan that maximizes resources and reduces
redundancies, training should no longer occur in
isolation. As stated by the IOM, “All health pro-
fessionals should be educated to deliver patient-
centered care as members of an interdisciplinary
team, emphasizing evidence-based practice, qual-
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ity improvement approaches and informatics”
(IOM, 2003b, p. 45).

In addition, training should no longer occur in
a primarily didactic format. Key themes that have
emerged from the existing literature on adult
learning include the following: (1) learning
should be interactive, (2) knowledge acquisition
and application of this knowledge should occur
in similar contexts, (3) application of the knowl-
edge should be practiced multiple times, (4)
learning should occur by applying knowledge
and skills to an existing professional problem, (5)
learners should be periodically reviewed and pro-
vided with performance feedback, and (6) the
teaching process should take advantage of influ-
ential peer leaders (Stuart, Tondora, & Hoge,
2004). In the medical field, one study showed
that 64 % of educational sessions that used two
more of these teaching strategies produced posi-
tive changes in physicians’ behavior; however,
when three or four of these teaching strategies
were applied, the positive change rate increased
to 79 % (Davis, Thomson, Oxman, & Haynes,
1995). To teach effectively, the evidence argues
for using multiple teaching strategies, in a longi-
tudinal, sequenced approach (e.g., learn, work,
learn) where didactic instruction is paired with
experiential exercises (Stuart et al., 2004).

Models of adult competence assessment high-
light the hierarchy of skill development that
includes “know,” “know how,” “show how,” and
“do” skills (Miller, 1990). In alignment with
social learning theory (Bandura, 1977), these
models underscore that competencies are best
learned in a social environment via observation
and modeling, and when feedback or reinforce-
ment is provided for successive approximation of
the desired skill. Multiple studies show that the
best outcomes for skill development occur when
training includes interactive activities (e.g., mod-
eling, role plays) with performance feedback
focused on increasing knowledge about the
application of the intervention (e.g., skills) and
follow-up resources that enhance integrity (Blank
et al., 2008; Han & Weiss, 2005; Stuart et al.,
2004; USDOE, 1999). Enhancing factual
knowledge may be necessary for enhanced
implementation integrity, but not sufficient
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(Miller et al., 2006). For example, didactic train-
ings for mental health professionals produce
significant increases in both perceived and
declarative knowledge; however, this increase in
knowledge does not translate into behavioral pro-
ficiency (see Beidas & Kendall 2010 for review).

Given these needs, national policy priorities
such as the Annapolis Coalition’s report on
Workforce Issues in Behavioral Mental Health
(Hoge et al, 2006) and the New Freedom
Commission on Mental Health (2003) have
called for new, innovative, cross-system work-
force preparation programs that include evidence-
based adult learning strategies to facilitate
competency development in the areas of SMH,
interdisciplinary practice, and cross-system
collaboration.

Along with visions for change, however, come
challenges and barriers that must be addressed.
One of the primary challenges to developing
training experiences and/or comprehensive curri-
cula focused on interdisciplinary preparation is
that each discipline has its own specific curricula
that are mandated by the discipline’s accredita-
tion body (Morris & Hanley, 2001; Splett et al.,
2011). These curricula are often time-intensive
and leave little room for flexibility. Despite the
unique focus of each discipline, however, there
are some common themes and goals in the accred-
itation and practice standards across disciplines
that offer opportunities for training in interdisci-
plinary and cross-system competencies.

Defining Interdisciplinary
and Cross-System Competencies
in SMH Service Delivery

As described above, the impetus for the prolif-
eration of SMH programs is based primarily on
two factors: (1) the prevalence of mental health
ailments among children and adolescents and (2)
the opportunity to access and serve them in a set-
ting where they spend much of their day.
However, the vast majority of SMH programs
are developed and implemented by “outsiders”
(e.g., university researchers, community mental
health staff) in a system of “insiders” ( school
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counselors, school social workers, school
psychologists, teachers, etc.). Thus, the success
of these programs is dependent on how well the
school employees and mental health partners in
the community function together to achieve
common goals. As Brown, Dahlbeck, and
Sparkman-Barnes (2006) pointed out, the criti-
cal unit of analysis in determining success is an
appraisal of whether the relationships among
professionals are truly collaborative. Brown
et al. surveyed both administrators and profes-
sional school counselors about working with
mental health professionals who were not
employed by the school district. Some of the
unprompted responses were telling. For instance,
one administrator said “outside mental health
professionals need to thoroughly understand
how schools operate and the restrictions schools
have on them” (p. 333).

Thus, for the purposes of this chapter, interdis-
ciplinary and cross-system collaborations apply
both to professionals from different disciplines
within the school system (e.g., school counselors,
school social workers, school psychologists) and
to the collaboration between those employed and
not employed by the school system (e.g., univer-
sity and community partners). Both types of col-
laboration require SMH professionals to
competently develop and manage their relation-
ships and job roles in the service of student
success.

To date, the most comprehensive review of
SMH competency development was conducted
by Ball, Anderson-Butcher, Mellin and Green
(2010). Ball et al. examined common profes-
sional competencies for practice within five dis-
ciplines working in SMH, including school social
work, psychology, special education, general
education, and school health. They also exam-
ined competencies from interdisciplinary groups
and organizations such as the National Assembly
on School-Based Health Care (NASBHC, 2007).
The initial list of competencies was reviewed by
a national panel of leaders in SMH, followed by
an analysis of the extent to which the SMH com-
petencies were reflected in existing accreditation
and practice standards in disciplines such as
school psychology, special education, and social
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Table 1 Competencies in interdisciplinary and cross-systems collaboration

2. Interdisciplinary collaboration: communication & building relationships

2.1.
stakeholders

Demonstrates effective communication skills with school personnel, families, and community and other

2.2. Collaborates with others in ways that demonstrate a valuing and respect for the input and perspectives of

multiple professionals and disciplines

2.3. Builds positive relationships with other school personnel, families, and the community

2.4. Participates effectively in teams and structures

2.5. Provides effective consultation services to teachers, administrators, and other school staff

2.6. Facilitates effective group processes (conflict resolution, problem solving, etc.)

2.7. Demonstrates knowledge of variances in communication styles

2.8. Identifies, describes, and explains the differing roles and responsibilities of other helping professionals

working in and with schools

3. Engagement in multiple systems & cross-systems collaboration

3.1.

Collaborates with families in support of healthy student development

3.2. Collaborates effectively within and across systems
3.3.  Values the input and perspectives of multiple stakeholders

3.4. Identifies and knows the protocols for accessing various school- and community-based resources
available to support overall school success and promote healthy student development

3.5. Effectively navigates school-based services through appropriate pre-referral and referral processes

3.6. Participates effectively in planning, needs assessment, and resource mapping with families, school and

community stakeholders

3.7. Coordinates and tracks the comprehensive services available within the community to support healthy

student and family development

Note: Reprinted from Ball et al. (2010) with permission from Springer (license # 2885601356555)

work. A common set of competencies to support
interprofessional (or interdisciplinary) practice in
SMH was subsequently created. A total of 51
competencies were identified across seven
domain areas: (/) Key Policies and Laws; (2)
Interprofessional  Collaboration; (3) Cross-
System Collaboration; (4) Provision of Academic,
Social-Emotional, and Behavioral Learning
Supports; (5) Data-Driven Decision Making; (6)
Personal and Professional Growth and Well-
being; and (7) Cultural Competence. Each com-
petency is defined by three components:
knowledge, skills, and dispositions/values. As
described above, the two domains that are the
focus of this chapter are interdisciplinary collab-
oration (IC) and cross-system collaboration
(CSC). Across these two domains, there are 15
competencies (see Table 1).

The first domain, IC, includes competencies
such as knowledge and skills related to effective
communication, having the ability to collaborate
with others individually and in teams, building

relationships with others, and understanding the
roles of the various professionals and disciplines
working in and with schools. The opening
vignette about the student struggling with depres-
sion and absences highlights the need for this set
of competencies. Namely, to effectively address
both the academic and psychological needs of the
student, the SMH professional (whether employed
by the school district or not) must be able to com-
municate and establish relationships with the stu-
dent, his teachers, the principal, other possible
SMH professionals in the building, and the stu-
dent’s parents to assess the situation and to solicit
ideas and garner support for a collaborative treat-
ment plan. Further, in developing such a plan, the
SMH professional must understand the divergent
perspectives and roles of each team member and
must navigate the competing demands and priori-
ties that they each face.

The second domain, CSC, involves the
knowledge and skills needed to practice across
multiple systems and among diverse stakeholders
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(including families), particularly in relation to
school-family-community ~ coordination. It
includes the knowledge and navigation skills
necessary for understanding the SMH referral
process and protocols, leveraging resources to
support learning and development, participating
in planning processes, and coordinating and map-
ping the various interventions and services avail-
able in the school community.

Returning to the vignette once again, the com-
petency here pertains to how well individuals
across systems ( education, mental health, health
care, etc.) can foster a course of problem assess-
ment and treatment that satisfies the demands of
their job and the roles of their respective systems.
SMH professionals must respect the principal’s
and teacher’s need to address attendance and help
to achieve this outcome. Similarly, the educators
must respect that treatment of depression (via
either psychosocial or pharmacological interven-
tions) can lead to improved attendance and sup-
port the consideration of these interventions.
Further, the school, health, and mental health pro-
fessionals must all be respectful of parent and
student preferences while also offering them edu-
cational materials so that they may make informed
decisions in the treatment planning process.

The outcomes associated with these two
important SMH competency domains include
enhanced resources and services for SMH
(Bemak, 2000), reduced service duplication and
fragmentation (Anderson-Butcher & Ashton,
2004; Brown et al., 2006), and improved value of
SMH among stakeholders (Keys, 1999).
Theoretically, these competencies are also
associated with improved student outcomes
(e.g., improved academic, social, and behavioral
functioning) as well. However, additional
research is needed to confirm this hypothesis.

Although there are many barriers to trans-
forming graduate and in-service training pro-
grams to address these competencies, some
universities and organizations are experimenting
with innovative program adaptations and expan-
sions to provide learning experiences that sys-
tematically focus on the development of
competencies needed for interdisciplinary and
cross-system SMH work.
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Innovative Examples of Training for
Interdisciplinary Collaboration and
Cross-System Collaboration in SMH

Given the importance of the Interdisciplinary
Competency domain outlined by Ball et al.
(2010), below we describe four exemplary SMH
initiatives that provide training experiences that
systematically focus on the development of com-
petencies needed for interdisciplinary and cross-
system clinical work. In particular, these
initiatives highlight the individual competency
items within the IC and CSC domains as
described by Ball et al. (2010; see Table 1). We
first describe two university training programs,
Appalachian State University’s Assessment,
Support, and Counseling (ASC) Center and Ohio
University’s Youth Experiencing Success in
School (Y.E.S.S.) Program, both of which
emphasize IC and CSC in SMH at the preprofes-
sional level. We then illustrate competency
development in these areas in a professional
SMH program, Boys Town South Florida’s
School and Family Support Services (SFSS)
Program, followed by a description of the Mental
Health-Education  Integration = Consortium
(MHEDIC), a national SMH group that spans
across pre- and post-professional levels.

Appalachian State University's
Assessment, Support, and Counseling
(ASC) Center

The Assessment, Support, and Counseling
(ASC) Center, an interdisciplinary SMH partner-
ship between Appalachian State University
(ASU) and Watauga County Schools (WCS),
was developed and first implemented during the
2006-2007 academic year. It has been expanded
into three additional rural school districts in
western North Carolina, and it is now funded by
a variety of sponsors, including the North
Carolina Department of Public Instruction and
the US Department of Health and Human
Services, Administration for Children and
Families (Code of Federal Domestic Assistance
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# 93.235). The partnership was developed to
address mental health related impediments to
learning. The primary goals of the partnership
are (1) to provide access to effective and closely
supervised mental health services to children
and families regardless of the ability to pay and
in light of barriers to receiving treatment and
(2) to provide graduate trainees and profession-
als with systematic exposure to interdisciplinary
training, teaching, research, and service (Michael
& Albright, 2012).

The primary modes of intervention are brief,
problem-focused individual therapy, case man-
agement, consultation, and referral. The principle
source of clinical labor is the graduate trainees
under the close supervision of a licensed doctoral
faculty in Psychology, Social Work, and Marriage
and Family Therapy; a full-time school-based
licensed clinical social worker; and a master’s
level psychologist. Other regular members of the
ASC team include administrators, community
mental health clinicians, counselors, and student
resource officers (SROs). The essential feature of
the ASC Center is that a large group of profes-
sionals and trainees meet weekly to discuss the
students and families served by the ASC Center
(approximately 10 % of the student body). Each
member of the ASC team, whether serving as a
graduate student therapist, a professional school
counselor, or a faculty supervisor, has an equal
opportunity to comment on cases, provide feed-
back, and receive guidance and supervision. The
discussions are lively and all viewpoints are val-
ued. Thus, from both practical and structural per-
spectives, the culture of ASC places a premium
on interdisciplinary collaboration and provides
ample opportunities to do so, regardless of status
or discipline. Once a case has been referred to
ASC and assigned, the primary therapist collabo-
rates regularly with teachers, administrators, and
other school staff to develop a data driven treat-
ment plan that is closely monitored to provide the
best opportunity for success, including formative
and summative evaluation procedures.

With regard to the development of CSC com-
petencies, the ASC model also provides direct
exposure to working with professionals across
systems, including school districts, community
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mental health, social services, law enforcement,
and the medical community. It is often the case
that the comprehensive treatment plan includes
community providers (e.g., physicians, psychia-
trists) and other professionals, such as those in
the legal system (e.g., court counselors, lawyers).
Thus, just as the value of interdisciplinary col-
laboration is embedded within the model, so too
is the expectation that effective mental health
treatment requires the successful navigation
across systems of care.

Ohio University’s Youth Experiencing
Success in School (YESS) Program

With funding from The Ohio Department of
Mental Health’s Office of Best Practices
Residency and Training Program (OU05-26;
OUPS 06-12; OUPS 07-12) and the Health
Resources and Services Administration’s Quentin
Burdick Program for Rural Interdisciplinary
Training (D36HP03160), faculty and graduate
students at Ohio University have engaged in three
learning activities that facilitate the development
of the IC and CSC competencies described above.
The goals of the learning activities are to (a)
enhance knowledge and skills associated with
delivering and evaluating evidence-based prac-
tices in school settings, (b) develop competencies
related to inter-professional consultation and col-
laboration in the context of university-community
partnerships, (c¢) educate preprofessionals about
rural mental health practice, and (d) expose train-
ees to innovative technologies to facilitate future
use of technology in professional practice.

The first learning activity is Intensive Training
in Evidence-Based Practices. Students engaged
in preparatory training and a yearlong intensive
field placement in school mental health service
delivery with case-based supervision in the con-
text of the Youth Experiencing Success in School
(Y.E.S.S.) Program (Owens et al., 2008). The
Y.E.S.S. Program (www.yessprogram.org) is
designed to provide evidence-based services that
optimize development for youth with early-onset
behavioral difficulties that are impairing peer rela-
tions, academic learning, and the development of


http://www.yessprogram.org/

Preparing School Mental Health Professionals...

prosocial behaviors. The program has developed
over the course of 10 years in the context of a
university-community  partnership that has
included representatives from the university, the
school districts, juvenile justice, child welfare,
and community health and mental health agen-
cies (see Owens, Andrews, Collins, Griffeth, &
Mahoney, 2011 for a description of program
development). In this context, students interface
with professionals from multiple disciplines and
engage in evidence-based interdisciplinary
assessment, treatment planning, intervention
implementation, problem solving, and clinical
decision making. Through this year of training,
students are given opportunities to practice and
receive feedback on many of the skills listed in
Table 1. In the context of the research agenda, we
examine the effectiveness of evidence-based
practices in community settings. Thus, trainees
learn how to simultaneously engage in research
and practice, and to examine intervention effec-
tiveness in real-world settings. Further, trainees
participate in program planning meetings that are
attended by multiple stakeholders, including
representatives from the school district, juvenile
justice, and health and community health agen-
cies. This experience exposes students to group
processes involved in organizational leadership
and the development and maintenance of cross-
system partnerships.

The second learning activity is participation in
Interprofessional Didactic Seminars. The goal of
this training component was to deepen student’s
understanding of school culture and expose stu-
dents to professionals from other disciplines
(e.g., medicine, nursing, speech-language pathol-
ogy, special education, law). In this series, students
learned how these professionals conceptualize
problems, and how they engage in assessment,
intervention, and treatment outcome evaluation, and
the skills needed for consultation and collaboration.
This process is designed to enhance student’s value
and respect for the input and perspectives of profes-
sionals from other disciplines.

The third Y.E.S.S. learning activity is the
Interactive, Interprofessional Video-Conference
Training Series. This training opportunity
allowed graduate trainees in the Y.E.S.S. Program

39

to practice communicating via videoconference
technology with psychiatry residents. Because a
psychiatry training program is not available
locally, we formed a collaborative partnership
with professionals from Child and Adolescent
Psychiatry within the Department of Psychiatry
and Psychology at the Cleveland Clinic
Foundation, a facility located over 200 miles
north of Ohio University. This partnership pro-
vided psychiatry residents and graduate students
from psychology and social work an interactive
platform for discussing discipline-specific litera-
ture on evidence-based practices, discipline-
specific biases and challenges to interdisciplinary
collaboration (Owens, Hamel-Lambert, Murphy,
& Quinn, 2006). This experience was designed to
facilitate the development of many competencies
listed in Table 1.

Boys Town South Florida’s School
and Family Support Services (SFSS)
Program

Boys Town South Florida is an independent
nonprofit organization and is affiliated with the
original Father Flanagan’s Boys Town in Omaha,
Nebraska. Boys Town offers a continuum of ser-
vices in 10 states, from prevention to early inter-
vention to treatment. The In-Home Family
Services™ Program is the primary model of
intervention that helps families and children
succeed in school, at home, and in the commu-
nity. In South Florida, the analogous program is
called School and Family Support Services
(SFSS), which operates in 70 school communi-
ties. The success of SFSS depends heavily on
interdisciplinary and cross-system collaboration.
The program is implemented in Palm Beach
County, Florida—the 11th largest school district
in the country with over 174,000 students. The
program’s focus is to identify preschool and ele-
mentary age children who are at-risk through a
universal screening process. Students are then
prioritized based on need, and school-based and
in-home interventions are provided to ameliorate
social, emotional, behavioral, and family issues.
The program’s school-based staff work closely
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with school professionals across the disciplines,
and the process of collaboration is systematized
through Palm Beach County’s School-Based
Team (SBT) process (much like the ASC team
described above). The SBT convenes regularly to
address student’s academic and non-academic
barriers to learning. The interdisciplinary team
works collaboratively, sharing ideas and exper-
tise from divergent perspectives. As a result of
the collaborative process, interventions are
designed and implemented to promote improved
outcomes across family, home, and school
domains.

Although much of this chapter focuses on
training SMH providers at the preprofessional
level (e.g., ASC, Y.E.S.S.), post-employment
preparation of the SMH workforce is equally
important. To this end, Boys Town nationally has
established a three-phased approach that includes
preservice training, consultation/supervision and
a staff evaluation/certification process. For pre-
service training, newly hired staff who will be
working with children and their families must
complete a 2-week, standardized, skills-based
training at the home campus in Omaha, Nebraska.
During the training, staff members from all dif-
ferent programs and disciplines across the coun-
try receive didactic instruction on how best to
work with clients, role play the use of particular
strategies, and receive feedback on their perfor-
mance. New staff members also take four exams
over the course of the 2-week training, and must
meet minimum performance criteria before being
endorsed to serve clients.

In addition, after successfully completing pre-
service training, new hires proceed through an
internal preparation process that includes further
training and a significant amount of supervision
and consultation. A significant amount of on-the-
job training and exposure to school culture and
collaboration is provided. Also, the supervisor to
staff ratio is kept at a reasonable figure so weekly
consultation can occur, regular on-site visits at
schools and with children and families can occur,
and quarterly staff development plans can be
developed. As part of the continued learning pro-
cess, each staff using this model is observed by an
experienced supervisor and/or national trainer
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several times throughout the year and is rated with
the Boys Town Model Fidelity tool to monitor the
staff member’s use of the model. The tool has sev-
eral rating domains, including Relationship
Building and Engagement, Teaching Components,
Consultant Techniques, Safety, Resources and
Supports, and Assessment and Exploration. In
addition to being directly observed performing
job functions, other data are reviewed in order to
determine whether a staff qualifies to become a
certified service provider, including client docu-
mentation, survey data from consumers (e.g., par-
ents and referral sources) and an administrative
survey completed by the supervisor. Each direct
care staff must meet the minimum criteria in each
area in order to be certified annually. There is a
similar certification process to ensure model fidel-
ity for the supervisors as well.

As highlighted throughout this chapter, Boys
Town is committed to the values of IC and CSC
within the context of service delivery. Moreover,
the SFSS model and the training paradigm
extend beyond the preprofessional level and pro-
vide an example of how SMH workforce devel-
opment can be conceptualized and executed at
the post-employment level. What follows is a
description of another SMH enterprise that pro-
vides a blend of pre- and post-professional work-
force development.

Mental-Health Education Integration
Consortium: Development
of Learning Communities

The Mental Health-Education Integration
Consortium (MHEDIC) is a national group of
SMH advocates with common interests in work-
force preparation, service delivery, and the science
of SMH (Anderson-Butcher & Weist, 2011).
Members hail from various disciplines (e.g.,
social work, education, counseling, psychology,
psychiatry, nursing, public health) and institutions
(e.g., university, state and local governments,
school systems, mental health systems) across the
United States. Together, researchers, community
mental health administrators, school leaders,
graduate students, and clinicians involved in
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SMH comprise a Community of Practice (CoP;
Wenger, McDermott, & Snyder, 2002) which is
focused on strengthening and systematizing
workforce preparation for SMH.

At the core of MHEDIC is a steadfast commit-
ment to IC and CSC, arguably the bedrock of
effective SMH practice. Members of MHEDIC
rotate hosting biannual meetings that center on
four priority areas: (1) research, (2) policy, (3)
practice, and (4) teaching/learning related to work-
force preparation in SMH. Throughout the year,
members conduct research and publish together,
submit grants with multiple collaborators, draft
and promote policy favorable to SMH initiatives,
and share teaching/learning innovations and best
practices. A respect and appreciation for the con-
tributions of each discipline and system of care is
evident in these shared endeavors.

A competency closely aligned with IC and
CSC is the ability to participate on workgroups
and within structures or learning communities
related to SMH. The mission of MHEDIC exem-
plifies IC and CSC through its leadership struc-
ture and conference format that is set up around
the four aforementioned priority areas. Each
member self-selects into one or more of the prior-
ity areas which allows for the maximization of
resources and capitalizes on the particular moti-
vations of each MHEDIC member. From there,
colleagues from around the country organize
themselves along common themes in order to
develop and execute SMH projects, frequently on
a national or interstate level.

Perhaps the most compelling aspect of
MHEDIC is the culture of IC and CSC and how
this is modeled in real time by the current profes-
sionals for the benefit of the preprofessional
trainees or those new to MHEDIC, including
regional stakeholders, educators, and administra-
tors from the host location. Thus, the seeds of IC
and CSC are planted and sowed each time a
MHEDIC meeting is convened. At the heart of
MHEDIC as well as the other three SMH pro-
grams discussed in this section is the infectious
spirit of interdisciplinary and cross-system col-
laboration that is transmitted each time one of the
structural elements or learning communities is
executed at pre- and post-professional levels.

a

Summary and Conclusions

There is a growing body of literature that pro-
motes IC and CSC as essential competencies for
effective SMH (e.g., Ball et al., 2010). A funda-
mental component of many SMH initiatives,
especially those that have been sustained over
longer periods of time, is a broad representation
across a diverse array of mental health and educa-
tional personnel and systems. Moreover, the
exemplars presented in this chapter place the val-
ues of IC and CSC near the top of the priority list,
both structurally and culturally. Furthermore,
these competencies are emphasized heavily across
the contintum of pre- and post-professional
development paradigms. Despite the presence of
these elements, it still remains to be clearly dem-
onstrated that these features are associated with
better outcomes for students. Nonetheless, what
does appear to be true as this point is that SMH
professionals across disciplines and systems are
generally satisfied when these competencies are
described or otherwise explicitly valued. The time
is ripe to test consistently whether these values
and competencies are associated with benefits for
those who SMH programs are designed to serve,
students, families, and schools. Thus, those initia-
tives that already value IC and CSC should be the
trailblazers in this important empirical endeavor.
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Many professionals in the mental health work-
force in the United States have not received the
requisite training and implementation support
related to mental health prevention and promotion,
evidence-based practice, and collaborative part-
nerships (Foster, Rollefson, Doksum, Noonan,
Robinson, & Teich, 2005)—all essential compo-
nents in the effective delivery of school mental
health (SMH) services (Weist, 1997). The fit
between delivering quality mental health services
and the contingencies of operating in a school
environment offers a considerable challenge for
SMH staff. When clinicians are not trained, super-
vised, and supported for effective practice in the
schools, they are at risk for professional burnout
(Stephan, Davis, Callan Burke, & Weist, 2006),
and more importantly, barriers to student learning
will not be addressed effectively, resulting in
unmet student needs and wasted resources.
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Given the high prevalence of emotional and
behavioral challenges that interfere with student
success (see O’Connell, Boat, & Warner, 2009),
systematically integrating evidence-based mental
health services and programming into the school
climate and structure is critically important
(Evans, Weist, & Serpell, 2007; Kazak et al., 2010;
Weist, Evans, & Lever, 2003). A recent national
survey of SMH program directors suggests that
there is interest in this movement. Namely, pro-
gram directors identified knowledge of evidence-
based practices and programs as one of the top five
important priorities for their clinical staff (Center
for School Mental Health [CSMH], 2012). A
review of the research suggests that successful
school-community partnerships result in enhanced
support and enrichment activities which improve
student skills and build the network and connec-
tions to positive adults (Bathgate & Silva, 2010).
Working in this collaborative fashion affords the
opportunity for a shared family-school-commu-
nity mental health agenda with greater family
voice and partnership (Andis et al., 2002; National
Association of State Mental Health Program
Directors and the Policymaker Partnership for
Implementing IDEA at the National Association
of State Directors of Special Education, 2001).
As more schools partner with community-based
providers, there is an increasing need for more
comprehensive preservice training for clinicians.

There is a growing literature supporting the
value of SMH services (President’s New Freedom
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Commission on Mental Health, 2003; U.S. Public
Health Service, 2000) and a recognition of the
fact that of the youth who do access mental health
services, 70—80 % of them access these services
in schools (Rones & Hoagwood, 2000). Schools
provide a unique focus point from which to pre-
pare the youth mental health workforce and are
an essential component within the larger system
of care for children and adolescents (Sebian
et al., 2007). The need to understand and partner
with schools is necessary for all mental health
providers working with youth, regardless of ser-
vice setting, system, and employer.

Workforce Challenges Related
to Evidence-Based Practices

In recognition of the gap between existing train-
ing models and demand for EBPs, there is a grow-
ing interest across disciplines in the preservice
training related to EBPs. However, implementing
EBPs in schools offers numerous challenges that
need to be taken into consideration. Three pri-
mary challenges are described below and are
addressed within the course that is described in
this chapter. First, while EBPs for many child-
hood disorders exist and there is interest among
current SMH professionals to learn effective
implementation, many EBPs have been tested in
tightly controlled laboratories and more struc-
tured university-based clinics. It can be difficult to
identify EBPs that have been validated and
designed specifically to target the broad array of
presenting mental health concerns within an edu-
cational setting. There is a recognized gap
between clinical practice and clinical research
that can make generalizability of research find-
ings to real-world settings challenging (Weisz,
Donenberg, Han, & Weiss, 1995; Weisz, Weiss, &
Donenberg, 1992). In the last two decades, there
has been increased recognition of the importance
of context, including the context of communities
and, more specifically, school settings (Ringeisen,
Henderson, & Hoagwood, 2003). Schools are an
important community setting that needs to be con-
sidered when conducting research that evaluates
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what EBPs to implement and how to best adapt
them. In implementing EBPs, clinicians need
training on not only the manualized protocols but
also the skills to deliver such interventions,
including the flexibility to adapt the program to fit
into the school culture, setting, daily activities,
developmental level, and level of engagement of
the students. There is a need for SMH clinicians
to have coursework rooted in ecological systems
theory (see Atkins et al., 2006; Bronfenbrenner,
1979) that elucidates the systemic nuances that
characterize schools. One strategy that is increas-
ingly being used by the University of Maryland
SMH programs under the leadership of the Center
for School Mental Health is modularized
approaches to evidence-based practice (see
Chorpita & Daleiden, 2007). Clinicians learn the
common elements to treating given disorders ver-
sus a specific training manual. This modular
approach offers flexibility and creativity when
space, money, resources, and time are all limited
in schools.

A second preservice challenge to implement-
ing EBPs is that although current training models
are largely didactic, research indicates that adults
learn best when the training is more interactive
and involves skills practice. One study revealed
that training clinicians in EBPs through interac-
tive seminars, weekly supervision, and role plays
improved their abilities to implement them, with
higher fidelity than reading the manual or web-
based learning alone (Sholomskas et al., 2005).
The third preservice challenge to the delivery of
EBPs is that while SMH delivery models require
an appreciation of and skills related to interdisci-
plinary collaboration, most training is conducted
in isolation within discipline. Interdisciplinary
training allows for valuing the roles of other dis-
ciplines and offers strategies for -effective
collaboration.

The Course Masters and authors of this chap-
ter (Lever, Weist, and Lindsey) sought to create a
high-quality, interdisciplinary graduate level
course that addressed the challenges related to
implementing evidence-based practices to
advance preservice SMH training. More specifi-
cally, as part of the preservice graduate training
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course, we trained students to consider the con-
text in which EBPs were developed and consid-
ered the unique adaptations and skill sets that
would be needed to effectively deliver them in
schools. We discussed the role of modularized
approaches to evidence-based practice within our
lectures and offered numerous opportunities for
interactive seminars that included skills practice,
case discussion, and role plays. Our course was
intentionally taught by an interdisciplinary fac-
ulty and exposed graduate students to diverse
stakeholder groups (e.g., youth, caregivers, edu-
cators, administrators, psychologists, social
workers, professional counselors, psychiatrists)
and was open to students across the university
(social work, public health, nursing, etc.). The
course intentionally focused on providing stu-
dents with the necessary knowledge and skills to
implement SMH within a three-tiered interven-
tion framework in the school setting. The remain-
der of the chapter describes the history behind the
course and the key foundation, structures, and
assignments for the course.

Setting the Foundation fora
Preservice Training Opportunity:
A Course on School Mental Health

In 2008, a partnership between University of
Maryland Baltimore’s (UMB) School of
Medicine and School of Social Work was
formed to consider how to develop a state-of-
the-art, interdisciplinary 15-week graduate level
SMH course. More specifically, the Center for
School Mental Health (CSMH), a national cen-
ter on SMH with over 20 years of clinical expe-
rience providing high-quality SMH services in
urban settings, and the University of Maryland
School of Social Work, a highly regarded gradu-
ate school and the state’s largest social work
program, formed a partnership to leverage their
unique experiences and expertise to develop a
school mental health course. As a result of early
meetings and discussions, we developed a
course entitled Best Practices and Innovations
in School Mental Health. Based on the CSMH’s
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Ten Principles of Best Practice in SMH (Weist
et al., 2005) and the identified gaps in the SMH
workforce, the Course Masters of the UMB
graduate course (authors Drs. Lever, Lindsey,
and Weist) aimed to provide deep exposure to
critical knowledge bases and key developments
in SMH. The main objective of the course was
to equip an interdisciplinary group of students
(i.e., social work, nursing, public health) with
the necessary knowledge and skills related to
effective prevention and mental health promo-
tion and intervention in the schools using a
shared family-school-community mental health
agenda. The course sought to expose students to
the most relevant knowledge regarding training,
practice, research, and policy as a means of
promoting their roles as future leaders, adminis-
trators, advocates, and/or researchers in SMH.
Likewise, the course aimed to promote under-
standing and appreciation of SMH for child and
adult mental health providers within the larger
system of care in Maryland and beyond.

Within the course, SMH was defined as an
emerging interdisciplinary field seeking to pro-
vide a full continuum of mental health promotion
and intervention to youth in general and special
education classrooms. SMH services are offered
through a shared agenda, which is developed and
continuously improved by educators working
collaboratively with youth, families, mental
health providers, and other child-serving systems
(e.g., child welfare, juvenile services, develop-
mental disabilities; see Andis et al., 2002; Weist,
1997). As part of the course, a goal was to review
dimensions of effective practice in the schools
including stakeholder involvement, needs assess-
ment and resource mapping, team functioning,
school climate, universal and selective prevention,
common practice components across diagnostic
categories, treatment and case management for
students presenting common emotional and
behavioral disorders, and the delivery of cultur-
ally competent mental health services. A consid-
erable emphasis was placed on assuring
high-quality, evidence-based practice; this
includes training in what makes an intervention
evidence-based, how to determine whether the
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intervention is a right match for the presenting
child mental health need and the school setting,
selection of the most appropriate staff to deliver
the intervention, and strong and ongoing train-
ing, coaching, and support for the delivery of an
evidence-based practice. In addition, the course
emphasized student and program level evalua-
tion, including how to use evaluation findings to
feed into advocacy and policy change agendas,
as well as leading the expansion of resources
and the growth of SMH initiatives in communi-
ties and states. Key developments in SMH
occurring at local, state, national, and interna-
tional levels were presented, and students were
encouraged to get involved in these opportuni-
ties through the CSMH, located on the University
of Maryland, Baltimore campus. For the Best
Practices and Innovations in School Mental
Health course, there were eight course instruc-
tors, including the Course Masters, involved in
advancing the graduate level training and the
work of the center.

Related to best practices in adult learning and
graduate teaching (Mezirow & Taylor, 2009;
Taylor, 1998), the Course Masters intentionally
designed the course to include multiple learning
methods to prepare students to apply clinical
practice skills with individuals, including lec-
ture, discussion, role play, behavioral rehearsal,
individual and group experiential exercises,
field trips, and diverse stakeholder panels.
Students were also encouraged and supported to
integrate and apply various culturally competent
approaches when working with children and
families in SMH services through the readings,
discussions, and exercises. Unique to this gradu-
ate student population, approximately half of the
students were completing a school-based intern-
ship or had completed a school-based internship
the previous school year. While participation in
a school-based internship was not a prerequisite
for the course, the assignments and experiential
exercises integrated into each of the lectures
provided an opportunity for students to demon-
strate their ability to integrate their academic
learning with practice. Students were encour-
aged to share the school-based and non-school-
based experiences as part of the discussions
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within the class to consider application suc-
cesses and challenges related to clinical practice
and collaboration with schools.

Knowledge, skill, and attitude objectives out-
lined for the course are listed in Table 1. These
objectives were distilled from the literature and
from over 40 years of combined SMH experiences
of the Course Masters.

In order to integrate the course, skill, and atti-
tudinal objectives, the Course Masters identified
four foundational areas of preservice training and
intellectual content in SMH upon which the
course syllabus was developed. They included
(1) Why mental health in schools? (2) Setting up
shop in schools, (3) Important stakeholder per-
spectives, and (4) Evidence-based practices in
schools. In the sections below, content covered in
interactive lectures and related applied assign-
ments and experiential exercises are described by
the training focus. Key content areas and related
topics for lectures from the syllabus are provided
in Fig. 1.

Training Focus 1: Why Mental Health
in Schools?

Although psychological services have been pro-
vided to children and families in schools for sev-
eral decades, the concept of expanded school
mental health, involving close collaboration
among school and community staff and ideally
guided by stakeholders especially families, is a
relatively new model in the fields of education
and mental health. It cannot be assumed that
youth, families, educators, and even school-
based providers are aware of the potential ser-
vices offered in the surrounding school and
community and how to effectively collaborate
and partner to improve the coordination and
comprehensiveness of care. Consequently, clini-
cians are faced with the tasks of marketing to
and educating youth, families, and school staff,
as well as collaborating with community part-
ners to deliver SMH services. In order to suc-
cessfully get buy-in from the school, clinicians
should be knowledgeable about research, prac-
tice, and policy related to the provision of a full
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Table 1 Course knowledge, skill, and attitude objectives

Course objectives

49

1. Understand effective prevention and mental health promotion and intervention in schools

2. Gain knowledge regarding relevant training, research, and policy to promote students’ development in roles as
future leaders, administrators, advocates, clinicians, and/or researchers

3. Understand the impact of communities and social ecologies on the mental health and well-being of youth

4. Learn evidence-based strategies related to engaging key stakeholders (e.g., families, school personnel, community

leaders) in SMH services

5. Understand the implications of diversity in SMH practice and the rationale for cross-cultural competence

Skill objectives

1. Identify qualities of effective SMH practices, including family engagement and empowerment, systematic quality
assessment and improvement, and evidence-based practice for depression, anxiety, trauma, disruptive behavior
disorders, attention deficit hyperactivity disorder, and psychosis

2. Identify and practice communication skills related to interpersonal interactions with key stakeholders in SMH
service delivery, including families, school personnel, and community leaders

3. Integrate and synthesize evidence-based practices and approaches that are culturally appropriate and include
activities such as treatment, outreach, or the use of community resources

4. Develop and plan effective intervention strategies that address key emergent issues in SMH service delivery

Attitude objectives

1. Expand and increase understanding of best practices and innovations in SMH service delivery
2. Commitment and motivation to offer culturally sensitive services and intervention strategies to marginalized

populations

3. Openness to develop the knowledge and interpersonal professional skills requisite for effective SMH practice

with children and youth

4. Demonstrate enthusiasm in learning more about SMH and ideally to become involved as effective practitioners

and leaders in this emerging field

continuum of services (mental health promotion,
prevention, intervention, consultation, and
assessment). Clinicians also need to help youth
by addressing their educational and concomitant
emotional, behavioral, and developmental needs
(Atkins, Hoagwood, Kutash, & Seidman, 2010).
SMH graduate students should understand the
basics related to children’s mental health, how
these mental health issues will manifest in a
school setting, and the psychological and educa-
tional impact of these issues if they are not
addressed. For example, youth with mental
health concerns are less likely to be engaged in
classroom activities, are more at risk of repeat-
ing a grade (U.S. Department of Health and
Human Services [DHHS], 2010), and are sus-
ceptible to later academic, social-emotional
impairments as compared to their peers (Essex
et al., 2009; Valdez, Lambert, & Ialongo, 2011).
These types of findings can assist with the iden-
tification of students, as well as help to highlight

the need for SMH services to reduce negative
student outcomes.

One example of how we had graduate students
begin to consider the role of mental health in
schools was through an assignment to view the
documentary, Waiting for Superman (Chilcott &
Guggenheim, 2010). The film showcases some of
the disparities in the American public school
education system and highlights possible areas of
national reform to increase children’s academic
achievement and long-term success. Upon view-
ing the documentary, each student posted their
reflection on the following: (1) What role/possi-
bilities do you envision for mental health in
schools after seeing the documentary? (2) What
did you learn about how the structure and quality
of the school/school system impacts the child’s
success (e.g., education, in their community,
families)? and (3) What surprised you about the
education system? After reviewing the documen-
tary, each student posted their reflections to the
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Unit I: Why mental health in schools? (e.g. reforms in education and child mental
health; access; advantages; preliminary outcomes; family-school-community
partnerships) (Sessions 1-2)

o  Why MH in Schools?
Unit II: Setting Up Shop for Clinical Care in the Schools (e.g., referrals, consent,

paperwork, liability, scheduling appointments, outreach, connecting with school
teams, marketing, managing crises) (Sessions 2-3)

e [Effective Partnerships in Schools

o [mportant Stakeholder Perspectives

Issues by Disorder

Anxiety

Depression

ADHD

Disruptive Behavior Disorders
Trauma

Psychosis

YVVYVYYVVYY

o Setting Up Shop for Clinical Care in the School

Unit III: Important Stakeholder Perspectives on SMH (Session 4)

o Field Trip to local high school with strong SMH program
Unit IV: Evidence-based practices in SMH —(e.g., nuts and bolts; “Common
Elements” (Overview of evidence-based practices, understanding the difference
between what does it mean to be an evidence-based practice and what is practice
based evidence, evidence-based practice by disorder area) (Sessions 5-12)

e FEvidence-Based Practice in Schools (Overview)
e Evidence-Based Practice: Best Practices and Unique School Implementation

Best Practice in Psychotropic Medications

Unit V: Final Presentations/Review and Discussion (Session 13)

Fig. 1 Best practices and innovation in school mental health syllabus

three questions and posted a response to at least
two other reflections by students. This assign-
ment began the journey of self-reflection, as well
as helped to promote and set the tone related to
the importance of interactive discussion with
other classmates.

To help set the foundation for SMH, a lecture
was provided in which a definition, statistics
about children’s mental health, advantages and
challenges of SMH, the history of the field
including SMH milestones, and a three-tiered
framework were presented. A primary compo-
nent of the lecture was emphasizing the impor-

tance of collaboration with families, schools, and
communities. To help make the session more
interactive, licensed SMH clinicians affiliated
with the CSMH and currently working in local,
urban school districts were invited into the class
to participate in a panel about collaboration prac-
tices. A set of questions was prepared for the
panel to facilitate a question-and-answer format
for the students. The panel provided a frontline
perspective and offered students the opportunity
to hear from some recently graduated peers in the
field, including a former student in the course.
Questions included:
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1. Can you tell us about your role in school men-
tal health and your educational background?

2. What do you see as the main differences
between the work in more traditional commu-
nity mental health and your work in school
mental health? What do you see as unique
about SMH?

3. What do you see as the benefits and chal-
lenges to your work in schools?

4. How do you see your role as being different
from the role of a school-employed social
worker or other mental health professional?

5. Can you cite in your work specific instances
where you needed a “collaborative effort,”
involving various stakeholders, in the provi-
sion of SMH services?

6. How do “turf” issues manifest in collaborative
mental health service delivery? Is there an
example you each have experienced?

7. What has been your experience with referring
students to community and hospital programs
outside of the school?

8. In one or two sentences, can you describe why
you are committed to SMH?

At the end of this section (“Why Mental
Health in Schools?”), the Course Masters asked
students to write a Reflective Paper that consid-
ered and articulated their prior assumptions
related to SMH service delivery from the vantage
point of a social worker or other professional.
The idea was to stimulate students’ thinking
about professional development opportunities
and potential challenges SMH personnel face in
the delivery of services to children and families.
Likewise, students were encouraged to critically
think about how they would react to and problem
solve around critical issues in SMH service deliv-
ery, especially in light of the presentations, panel
discussions, and class discussions over the first
three sessions of the course. The assignment also
helped students reflect back on their previous
experiences in schools, as both a professional and
a student, as these assumptions may be similar to
parents and teachers who are unfamiliar with the
delivery of mental health services and program-
ming in schools. The key goal of the assignment,
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however, was for students to become more
cognizant of their preconceptions of SMH and iden-
tify training needs for future SMH practitioners.

Training Focus 2: Setting Up Shop
in Schools

A primary aspect of training at the preservice
level is to help graduate students to understand
how to best market and set up their services
within the school setting. In addition to a lecture
on key considerations in setting up a school-
based clinical program (Acosta, Tashman,
Prodente, & Proescher, 2002), there was a panel
of clinicians and two experiential exercises.
Content areas considered in the lecture included
meeting with the principal, resource mapping/
needs assessment, understanding school-wide
mental health teams, defining your services, get-
ting the message out/building relationships, and
setting up office/building a caseload. Following
the lecture, current licensed school-based outpa-
tient mental health providers, who had not par-
ticipated in the first panel described in Focus 1,
with a range of 2-8 years of experience in the
field participated in a panel to provide a frontline
perspective. They were first asked a series of pre-
pared questions, and then the panel was open to
the students for questions. The panel was asked
the following questions:

1. What strategies have you used to get principal
buy-in?

2. How do you typically get the word out about
the mental health services at your school?

3. How have you gone about finding out about
the unique needs of students, families, and
staff in your school?

4. How do you get families to buy-in to the work
that you are doing and to actually come to the
school?

5. What are some of the unique opportunities
and challenges that you have had in setting up
services/program in your school?

6. How have you negotiated a good relationship
with the school-employed staff?
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The panel participants shared their successes
and challenges in schools and made it clear that
buy-in from families, school staff, and leadership
is something that does not come without strategic
effort and partnership. They emphasized the
importance of linking the behavioral health work
that they were doing to improvements in aca-
demic indicators to help gain buy-in from educa-
tors, administrators, and families. They also
emphasized the many opportunities to access stu-
dents and to work as part of an interdisciplinary
team with youth and their families. After the lec-
ture and panel portion of the seminar, an experi-
ential exercise was conducted. Students divided
into four groups with each having an assignment
to prepare a 1-2 min. oral presentation to the fol-
lowing individuals in the respective setting: (1)
parents/caregivers attending an elementary
school parent-teacher organization (PTO) meet-
ing, (2) teachers attending a middle school
teacher-faculty meeting, (3) high school students
attending a student assembly at the start of the
school year, and (4) assistant principals and the
principal attending an elementary school’s
administrative team meeting. Clinicians from the
panel joined the groups and provided perspec-
tives related to the specific stakeholder group tar-
geted. The students were given the following
directions for their presentations:

You have been invited as the school mental health

clinician to present on the topic, school mental

health. Your job is to find the best strategy and lan-
guage to present what school mental health is, why

it is needed, and what impact it can have. Be as

creative as you like with this exercise (Note: Think

of it as a one to two minute infomercial or com-

mercial. You need to get their attention and to

“sell” school mental health.) Each group will have

the benefit of having an expert (e.g., teacher, par-

ent, youth, and administrator) who is a member of
the stakeholder group to whom you will be pre-
senting. Work “collaboratively” with your expert
and take the time to try out your ideas with him or

her. You should seek guidance on what will work
or not work regarding your presentation.

The experiential exercise offered students the
opportunity to apply what they had learned in a
fun, interactive activity that offered a social mar-
keting task that is regularly needed within
schools. More importantly, this exercise taps into
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the critical factors identified by Stephan, Hurwitz,
Paternite, & Weist (2010) when building capacity
for SMH services at the local, state, and national
level. Specifically, leaders in SMH are charged
with the task of promoting an understanding
among state and local education leaders, mean-
ingfully engaging family members and youth in
school mental health policy and program devel-
opment, and implementing preprofessional and
in-service training for educators and school
mental health professionals (Stephan, Hurwitz,
Paternite, & Weist, 2010). By having future clini-
cians critically think about these issues from a
practical standpoint, they will be better prepared
to help lead and advocate for the SMH efforts.

Training Focus 3: Important
Stakeholder Perspectives

Perhaps the most powerful aspect of the course
was a field trip to a nearby SMH program within a
large urban high school. The trip offered the
opportunity to hear perspectives from students,
caregivers, teachers, administrators, school nurses,
and the school-based outpatient mental health pro-
vider. The graduate students had the opportunity to
tour the school and to meet with different stake-
holders. Individual and group discussions with the
different stakeholder groups were held for the
graduate students. The following questions were
asked of each of the stakeholders:

1. In your opinion, what is the most significant
mental health problem youth in schools are
experiencing?

2. Do you think mental health problems need to
be addressed in schools? Why or why not?

3. From your own experience or that of others
you have observed, how has school mental
health made a difference in the life of a stu-
dent, group of students, classroom, or whole
school?

4. How can school mental health continue to be
improved? What do you see as the future for
school mental health?

5. What advice would you give to a person who
wants to become a school mental health
professional?
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As part of the panel, the students learned about
the stakeholders being most concerned about
student depression and disruptive behaviors.
They also discussed the difficulties of having a
caseload of students who do not have the neces-
sary anger management and coping skills needed
to deal with daily challenges. Across the board,
stakeholders expressed their belief in the value of
providing services in schools and shared stories
of lives they have shaped. They emphasized that
the majority of students seen in school would not
have received any treatment services without the
program being at the school. Clinicians expressed
concern about capacity and long-term funding
stability within the programs. They appreciated
opportunities to integrate evidence-based prac-
tices and programs and to work as part of an
interdisciplinary team.

In addition to the school visit and the oppor-
tunity to hear different perspectives from the
Course Masters, SMH clinicians, and faculty
presenters, students were asked to conduct a
school personnel interview with an individual
besides the direct SMH provider. As part of the
interview, students interviewed one school
personnel (e.g., teacher, administrator, parapro-
fessional) to determine their perceptions of
the challenges and opportunities related to the
delivery of SMH services. Specifically, the
interview focused on the interviewee’s percep-
tion of the educational and mental health needs
of youth in the school/community, the extent to
which caregivers are engaged in educational and
SMH service planning/delivery (if there is lim-
ited involvement, what is the plan for increasing
their involvement?), the availability of commu-
nity-based resources (e.g., mentoring and other
academic enrichment programs), other key
issues needing to be addressed, the specific indi-
viduals or organizations who need to be involved
in addressing these needs, and what the inter-
viewee sees her/his role in addressing existing
needs or in supporting current successes. The
idea of the interview was to foster the notion
that multiple personnel within the school envi-
ronment are responsible for the identification,
referral, and ultimate treatment of children and
adolescents in SMH.
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Training Focus 4: Evidence-Based
Practices in Schools

According to the American Psychological
Association (APA), evidence-based practices
(EBP) are defined as “the integration of the best
available research with clinical expertise in the
context of patient (child, adolescent, adult, fam-
ily, group) characteristics, culture, and prefer-
ences” (American Psychological Association
[APA], 2005, p. 1). The Institute of Medicine
(IOM) holds a similar stance and defines EBP as
“the integration of best-researched evidence and
clinical expertise with patient values” (Institute
of Medicine [IOM], 2001, p. 147). The delivery
of evidence-based practices in SMH remains a
key training issue and a challenge related to find-
ing programs and practices that have been vali-
dated in school settings. The Course Masters
sought to address this gap by providing the fol-
lowing experiences in the course: (1) invited
guest speakers from our local SMH network who
had key substantive and clinical experience in
evidence-based interventions targeting child
mental health problem areas, including anxiety,
depression, disruptive behaviors, trauma, and
psychosis; (2) experiential activities and clinical
practice of skills with faculty modeling and then
providing feedback to students in their role plays;
and (3) deep exposure of evidence-based inter-
vention in the school setting by having students
develop an intervention project to address a child
mental health need using evidence-based pro-
grams and strategies to address the problem they
identified in the school.

The SMH guest lecturers, who discussed the
delivery of evidence-based practices in school
settings, particularly focused on modularized
approaches to mental health treatment as guided
by the “common elements” framework (Chorpita
& Daleiden, 2007) and considered how these
skills would be implemented in a school. For
example, for children with depression diagnoses,
the speaker discussed and offered opportunities
to practice skills related to the common elements
for depression treatment, including psychoedu-
cation, cognitive coping, and activity scheduling.
The lecturer also considered how the clinician,
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teacher, and caregiver could implement these
strategies across home, school, and community
settings. Our decision to have colleagues present
their lecture content within this framework is
consistent with our agenda at the national CSMH
to train SMH practitioners on evidence-based
strategies that have high utility and external
validity in a school setting. In particular, our
SMH clinicians and graduate trainees have
appreciated learning the “common” strategies
across interventions targeting depression, for
example, rather than needing to learn and have
access to numerous and often costly manualized
interventions. The authors believe that this com-
mon elements strategy used in individual treat-
ment may also be successfully applied to the
classroom setting. That is, in lieu of selecting
from the myriad of classroom-based interven-
tions, key skills that are associated with evi-
dence-based classroom interventions to address
particular behaviors can be introduced. For each
of the lectures, students had an opportunity to
practice common element strategies via experi-
ential exercises that augmented the lecture con-
tent. These exercises included role plays and
behavioral rehearsals, and each lecturer was
encouraged to first model the clinical skills and
then to provide feedback to the students during
the application exercises related to the strategies/
practice elements.

In addition to the lectures, the final assign-
ment for the course was an evidence-based inter-
vention project intended to help consolidate the
reading, lectures, and exercises throughout the
course. For this project, students were asked to
imagine that they were serving as “mental health
consultants” to a school and that they were being
asked to prepare a set of recommendations that
could be implemented over a 1-year time period.
Students were encouraged to use the school that
they had chosen for their interview project and to
select an actual problem that the school was
experiencing. As consultants, their role would be
to help the school address a mental health prob-
lem or concern at all three levels of the public
health triangle. Students first outlined basic
information about the school they selected (e.g.,
grade level, demographics, standardized achieve-
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ment scores) and the history of the problem or
issue that they had selected. Students were
required to develop a three-tiered intervention
response that considered evidence-based prac-
tices or programs at each level. The problem or
issue could be one that focused on a mental health
problem (e.g., aggressive/disruptive behaviors,
bullying, trauma) or a service delivery issue (e.g.,
engaging families in treatment, SMH responses
to a catastrophic event). The student’s approach
to addressing the problem followed a public
health framework for prevention and/or interven-
tion. That is, students had to consider interventions
at the tertiary level (targeting approximately 5 % of
students), secondary level (targeting approxi-
mately 15 % of students), and the universal level
(targeting approximately 80 % of students). To
address cultural sensitivity and culturally compe-
tent services, the assignment also required the
student to reflect upon matters of class, race, gen-
der, and/or sexual orientation that may be emer-
gent within the problem area or issue. The
assignment required students to rely upon most,
if not all, aspects of SMH service delivery and
best practices covered throughout the course,
including components of effective services to
address their problem area or issue. The assign-
ment demonstrated their understanding of SMH
delivery; the breadth and depth of their under-
standing of the evidence-based practice litera-
ture, including the basic overview of EBPs
related to how to select an evidence-based inter-
vention; and their ability to critically think about
the application of best practices in a school
context.

Summary and Key Themes Moving
Forward

SMH is a growing field that has gained recogni-
tion across many related fields, including educa-
tion, psychology, counseling, social work,
psychiatry, nursing, occupational therapy, and
others. Given that around one fifth of children
and adolescents experience a mental, emotional,
or behavioral disorder each year (O’Connell
et al., 2009) and roughly 70-80 % of children
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who access services receive services through the
school system, SMH clinicians have the daunting
task of delivering effective mental health inter-
ventions to meet the mental health needs of our
nation’s youth. To meet the needs of these stu-
dents, it is imperative that the SMH workforce
have a strong foundational knowledge of
evidence-based practices, in addition to practical
understanding of how to deliver services within a
school system.

With the exception of school psychology,
school social work, and school counseling, other
disciplines that represent the SMH workforce
rarely have specific training related to the provi-
sion of SMH services, let alone the implementa-
tion of evidence-based practices in school
settings. Knowing the findings in the literature
regarding the training needs of SMH clinicians
and the reality of working with and training pro-
fessional SMH staff, the authors developed the
Best Practices and Innovations in School Mental
Health graduate course at the University of
Maryland Baltimore’s School of Social Work to
address preservice workforce needs. The course
focused on addressing four key content areas: (1)
Why mental health in schools? (2) Setting up
shop in schools, (3) Important stakeholder per-
spectives, and (4) Evidence-based practices in
schools. The sections below highlight both the
strengths of the course and the challenging
aspects about this type of graduate curriculum.

Strengths of the Course

One of the main strengths of the course was the
applied nature of the material presented. The
Course Masters aimed to pair practical, hands-on
experiences, while building students’ founda-
tional knowledge of SMH. In order to have stu-
dents critically think about SMH services as well
as their own preconceived notions of SMH pro-
gram effectiveness, students were required to
write Reflective Papers. Students were further
challenged to examine their own biases and
knowledge bases through panel discussions with
licensed SMH clinicians and other stakeholders
(teachers, administrators, students, caregivers,
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nurses) who are currently a part of local, urban
school districts. These rich conversations allowed
graduate students to gather information from the
“experts” in their field and get a deeper under-
standing of what SMH clinicians and other stake-
holders believe about student mental health and
what they do on a day-to-day basis to address
mental health concerns. Another strength of the
course was the continual integration of a variety
of experiential exercises. These included a group
activity geared at social marketing SMH services,
conducting interviews with school personnel, and
developing a project based on imagining that
they were hired as mental health consultants in a
local school. Feedback about the course was
obtained after each lecture, with at least one third
of the comments related to the added value of
providing practical experiential opportunities to
bring the information, skills, and core messages
to life.

Challenges of the Course

The Course Masters’ good efforts were not with-
out their share of challenges. First, even though
the course emphasized intense exposure to
evidence-based interventions and practices in
school settings, the authors had no way of fully
evaluating whether students were able to success-
fully apply knowledge gained from the course in
their field placements in schools. While students
provided examples of this application during lec-
tures, the actual change in implementation skills
was never assessed beyond self-reports. While
students provided examples of this application
during lectures, the actual change in implementa-
tion skills was never assessed beyond self-reports.
Connecting the course to field education instruc-
tion might be one way to ensure students apply
skills and core SMH training in a school setting.
Second, students in the class often indicated a
desire to allot more time for the practice of clini-
cal skills. It seems that lectures and review of
content often competed with students’ interests
in practicing the skills and getting feedback on
their application. In particular they appreciated
opportunities to first observe the faculty experts
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modeling the skills and then having time for the
students to practice and be coached by the expert
in the skill. In a future implementation of the
course, the Course Masters plan to consider the
viability of incorporating “mock™ clients (i.e.,
students and educators) as an experiential feature
in the course. While we made every effort to have
the course be as interdisciplinary as possible and
have had public health and nursing student enroll
in the course, it was mostly comprised of social
work students given its location in University of
Maryland’s School of Social Work. Though the
course was designed to be broad enough to
branch across disciplines and included an inter-
disciplinary faculty, without the truly integrated
cross discipline representation in students, it
loses some of the different perspectives and foci
that would come from graduate students in other
disciplines. Lastly, another challenge of the
course relates to the differing levels of ability and
prior experience, including whether there has
been exposure to working in schools. The Course
Masters intentionally chose to include students
regardless of their school-based experiences
related to the belief and our experiences that all
individuals working with children need to have
some understanding of schools and how to effec-
tively partner with school-based staff. Perhaps in
the future there could be two levels of the course
offered, one for introductory purposes and one
for advanced students who are interested in
careers in schools. This would also provide an
opportunity to have a longer period of time with
the students to work on more advanced clinical
skill application. While currently, the course is
offered as an elective, related to the great feed-
back about the course and to the interests of other
faculty, there is some discussion within the
School of Social Work to develop a school social
work track and to make this course mandatory
within that track.

As a whole, the course was successful based
on student feedback given at the end of the course
and throughout each of the lessons. In addition,
several students from the course have entered the
SMH field and have provided feedback related to
the tremendous value of having taken the course.
The primary lessons learned from this course
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include the value of having frontline providers
involved in the training, opportunities for discus-
sion with key stakeholders (e.g., students, teach-
ers, administrators, caregivers, school mental
health providers), and practical hands-on activi-
ties and exercises related to how to implement
effective strategies and programs within a school
setting. Courses such as this one are needed at the
preservice level to increase the success and lon-
gevity of our mental health workforce committed
to working in schools by increasing the number
of clinicians who understand (1) the value of
evidence-based practices and seek out the skills
and supervision/coaching needed to provide a
full continuum of evidence-based services within
a school setting, (2) the unique opportunities and
challenges related to working in the schools, and
(3) how to work effectively as part of an interdis-
ciplinary team that supports family-school-
community partnerships. The course will benefit
from the refinement from lessons learned from
the continuation of this course and from other
interdisciplinary faculty teaching similar courses
across the country, as well as from research
efforts to more systematically study the impacts
of such SMH courses.
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Effective School Teams: Benefits,
Barriers, and Best Practices

Robert S. Markle, Joni W. Splett, Melissa A. Maras,

and Karen J. Weston

As a result of federal mandates such as the
Individuals  with  Disabilities = Education
Improvement Act of 2004 (IDEA) as well as
the increasing use of methods such as Positive
Behavioral Interventions and Supports (PBIS)
and Response to Intervention (RtI) for providing
necessary school services to students, interdisci-
plinary teams have become the norm rather than
the exception in schools (Algozzine, Newton,
Horner, Todd, & Algozzine, 2012; Nellis, 2012).
School-based teams operate under a variety of
names (student assistance teams, pre-referral
teams, peer intervention teams, instructional con-
sultation teams, teacher assistance teams, school
improvement teams) and have an array of func-
tions, including student referral and evaluation,
planning  service delivery, implementing
evidence-based practices, and achieving systems
change (Bahr & Kovaleski, 2006; Bahr, Whitten,
& Dieker, 1999; Nellis, 2012).

Despite the prevalence of interdisciplinary
teams in schools, however, evidence suggests
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that teams must adhere closely to evidence-based
problem-solving procedures if they are to be
effective at improving student outcomes
(Kovaleski, Gickling, Morrow, & Swank, 1999).
Due to the infrequency with which school teams
adopt “best practices” for problem-solving, team
processes are often inefficient and school staff
are often dissatisfied with team functioning (Doll
et al., 2005; Lee-Tarver, 2006). In addition, chal-
lenges such as marginalization of the school
mental health (SMH) agenda (Doll et al., 2005),
lack of teacher and administrative support (Nellis,
2012), resource and funding issues (Weist et al.,
2012), turf disputes (Mellin et al., 2010), termi-
nology differences (Bronstein, 2003), and time
commitments (Burns, Wiley, & Viglietta, 2008)
contribute to the difficulty in achieving success-
ful team functioning. Thus, the mere establish-
ment of teams is necessary but insufficient for
accomplishing the goals of the SMH agenda.
Teams must not only exist but must also secure
buy-in and follow research-recommended oper-
ating procedures in order to deliver quality ser-
vices to students.

Although leaders in the SMH movement have
advocated for the establishment of interdisciplin-
ary SMH teams (Ball, Anderson-Butcher, Mellin,
& Green, 2010; Mellin & Weist, 2011; Weist et al.,
2005), there is comparably less literature focused
on how to build these teams or how to evaluate the
team’s functioning. Given the importance of effec-
tive team functioning for the advancement of
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SMH, the current chapter addresses issues sur-
rounding the creation and functioning of school
teams. First, we discuss the need for school teams
and the benefits of establishing effective school
teams. We then discuss challenges to successful
functioning of school teams. Finally, we present
some “best practices” for school teams based on
recommendations in the school teaming literature
and discuss a problem-solving framework teams
can use to implement evidence-based innovations
and evaluate team effectiveness.

The Need for Effective School Teams

The establishment of effective school teams is
an important process for accomplishing the
goals of the Expanded School Mental Health
movement (Ball et al., 2010; Weist et al., 2005).
Among the ten “best practices” for Expanded
School Mental Health identified by Weist and
colleagues (2005), three underscore the need for
effective SMH teams. These practices include
(1) the establishment of strong relationships
among mental health providers, students, and
educators (e.g., teachers and administrators);
(2) the involvement of students, families, and
teachers in the development, oversight, evalua-
tion, and continuous improvement of SMH pro-
grams; and (3) the existence of quality
assessment and improvement activities that con-
tinually guide and provide feedback for SMH
initiatives. Interdisciplinary SMH teams are a
vehicle for accomplishing each of the above
objectives because they bring together school
and community mental health providers, educa-
tors, students, and families to make collective
decisions about SMH initiatives (Nellis, 2012).
In addition, these teams can play a vital role in
implementing and evaluating evidence-based
practices to ensure quality service delivery
(Mellin & Weist, 2011). In this section, we
describe the small but encouraging research
base supporting the benefits of school teams at
both the individual and school level.
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Although literature is relatively scarce with
regard to the effects of teams at the student,
school, and system levels, a few studies have
attempted to demonstrate the benefits of teaming
efforts in schools (Burns & Symington, 2002;
Kovaleski et al., 1999; Kovaleski & Glew, 2006;
Oppenheim, 1999). Burns and Symington (2002)
reviewed nine studies on the effectiveness of pre-
referral intervention teams and reported an over-
all effect size of 1.15 for student outcomes (e.g.,
time on task, task completion, scores on behavior
rating scales, observations of target behaviors)
and 0.90 for systemic outcomes (e.g., referrals to
special education, new placements in special
education, percentage of referrals diagnosed with
a disability, number of students retained in a
grade, increase in consultative activity by school
psychologists). Additional research indicates that
inter-professional collaboration in schools is
associated with increased student attendance and
academic achievement (Oppenheim, 1999),
decreased levels of student misconduct (Smith,
Armijo, & Stowitschek, 1997), and decreased
referrals for evaluation and placement in special
education (Kovaleski & Glew, 2006). Yet another
benefit of effective school teams is that they serve
to increase communication among those involved
in promoting SMH (Mellin & Weist, 2011).
Better communication, in turn, allows team
members to align their goals, effectively reducing
unnecessary duplication of services, allowing for
professional support, and decreasing burnout
among professionals (Anderson-Butcher &
Ashton, 2004).

These results are promising and suggest that
team efforts in schools can have large positive
impacts for individual students, teachers and
school psychologists, as well as beneficial effects
for schools and school districts. Despite these
benefits, however, research indicates teams must
be well implemented to achieve outcomes and
realize their goals (Kovaleski et al., 1999;
Truscott, Cohen, Sams, Sanborn, & Frank, 2005).
In a study of multi-district implementation of
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instructional support teams (ISTs), Kovaleski
and colleagues (1999) demonstrated that students
in schools with instructional support teams had
higher academic performance than control
schools, but only for schools that implemented
the team problem-solving process to a high
degree. Low implementing schools did not dis-
play any significant academic outcomes com-
pared with control schools. In addition, the
authors found that high implementing schools
were characterized by strong principal leader-
ship, extensive up front and ongoing data collec-
tion to inform decision-making, and the
involvement of support teachers to establish and
fine-tune strategies selected by the team. Given
the importance of these factors for effective team
functioning, it is important to examine the numer-
ous challenges that may prevent the team from
delivering quality mental health services.

Barriers to Effective Team
Functioning

Challenges to school team functioning include
limited funding and resources, marginalization of
the SMH agenda, role disputes, disciplinary dif-
ferences, and lack of time. In this section, we dis-
cuss how these issues affect a team’s ability to
achieve its goals.

Limited Funding and Resources

Adequate funding and resources for SMH initia-
tives are essential for school teams to provide
quality services and implement evidence-based
practices with fidelity (Weist et al., 2012). As
each discipline has its own priorities, limited
resources set the stage for disputes among team
members over how the resources will be divided.
When funding is not available, the team must
devote extra time and effort to securing funding
from other sources such as grants and fee-for-
service mechanisms (Evans et al., 2003).

Marginalization of the School Mental
Health Agenda

A common outgrowth of limited funding and
resources is marginalization of SMH services
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(Teich, Robinson, & Weist, 2007; Weist et al.,
2012). Due to accountability systems such as No
Child Left Behind, which place pressure on
schools to improve students’ academic achieve-
ment or face harsh consequences, the majority of
school resources are allocated to academic
instruction (Hoagwood, 2001). As a result, SMH
services are often viewed as superfluous and
irrelevant to student achievement (Walker, 2004).
When administrations place little value on SMH
services, it is easy for team members to become
demoralized and unmotivated to pursue mental
health endeavors.

Misunderstanding of Roles and Turf
Disputes

Effective team members must have a clear under-
standing of their own roles as well as the roles of
the other team members (Rappaport, Osher,
Garrison, Anderson-Ketchmark, & Dwyer,
2003). Without a firm grasp of their own
responsibilities, team members are not likely to
understand how they can contribute to the team’s
efforts or how their expertise can complement the
expertise of other team members (Bronstein,
2003). As a result, disputes can arise over who
should be responsible for certain tasks, which
may lead to inadequate provision of services or
unnecessary duplication of services (Lever et al.,
2003). Moreover, some team members may feel
that actions taken by the team undermine their
role or are intended to criticize their job perfor-
mance (McKenzie & Scheurich, 2008). For
example, if SMH professionals assume the role
of an “expert” who works to “fix” teachers’ prob-
lems, there is a high chance of offending teach-
ers, understandably making them less willing to
collaborate with the team.

Turnover Rates

High turnover rates make it difficult to coordinate
services for students because when a member
leaves the team, it is often unclear as to who will
assume that member’s roles and responsibilities
(Weist et al., 2012). This is especially true in
regard to mental health professionals from col-
laborating community agencies, who may fre-
quently vacate their positions, preventing the
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formation of strong relationships between
important systems involved in SMH (Mellin &
Weist, 2011). Although all teams experience
turnover, team members who form strong rela-
tionships and who are enthusiastic about accom-
plishing the team’s goals are more likely to
remain on the team even when the work becomes
stressful.

Time Commitments

SMH professionals, educators, and other school
staff are often overburdened with a wide range of
responsibilities, leaving little time for teaming
and collaboration (Myers & Kline, 2001). In
focus groups with school professionals involved
in SMH efforts, participants have cited the unpre-
dictable nature of school schedules and lack of
time as a significant barrier to collaborating with
other professionals (Mellin & Weist, 2011).
However, without regular time for meetings,
organization and delivery of quality and effective
SMH services is unlikely to occur, underscoring
the importance of allocating time for team
endeavors (Bronstein, 2003).

Need for Problem-Solving Tools

In a survey of all 51 US state departments of
education (50 states and Washington, D.C.),
Truscott and colleagues (2005) found that
although 86 % of states require or recommend
pre-referral intervention teams, only 14 % of
these states provided specific information on
how to best establish and implement these pro-
grams. Further, while 85 % of states had an
intervention team, most reported inconsistent
inclusion of parents and community represen-
tatives, lack of clear consensus on team goals,
seldom used an ecological perspective, and
commonly recommended easy classroom
interventions rather than substantive instruc-
tional modifications. Along with the above
barriers, these data highlight the need for
problem-solving tools that teams can use to
evaluate their collaborative processes as well
as monitor implementation of evidence-based
practices. In the following section, we present
some “best practices” for school teams to help
them more effectively and efficiently achieve
their desired outcomes with respect to school
mental health.
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Best Practices for Becoming
an Effective School Team

While schools and mental health practitioners
face many barriers in implementing teams,
research indicates that taking time to develop and
implement a team based on best practices leads to
an increase in positive outcomes for children,
schools, and families (Kovaleski et al., 1999).
Although an increasing amount of the teaming
research is empirically based (Burns & Symington,
2002), a significant amount of recommendations
available are based on years of field-based experi-
ences (e.g., The Community Toolbox developed
by the University of Kansas Work Group for
Community Health & Development, hereafter
referred to as KU Work Group, www.ctb.ku.edu)
and less rigorous evaluations, such as correla-
tional studies (Burns, 1999). While these recom-
mendations have not been fully vetted through the
empirical research process, they pass the face
validity test and come from experts in the field.
Future research should seek to more rigorously
evaluate these recommendations. In the mean-
time, the best practices described below are
derived from a variety of research studies pub-
lished in peer-reviewed materials (e.g., Burns &
Symington, 2002; Chalfant & Pysh, 1989;
Etscheidt & Knestling, 2007; Kovaleski et al.,
1999; Mellin et al., 2010), literature reviews in
non-peer-reviewed publications (Nellis, 2012;
Powers, 2001), and well-respected publicly avail-
able resources (e.g., The Community Toolbox,
National Technical Assistance Center on PBIS).

Best Practices

Securing Teacher and Administrator
Buy-In

As teachers and administrators are the primary
facilitators of school climate and maintain control
over availability, implementation, evaluation, and
sustainability of evidence-based practices, their
support is critical to effective team functioning
(Kovaleski et al., 1999). It is important for SMH
professionals to keep in mind that teachers and
administrators may not value collaboration unless
the connection between student mental health and
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academic outcomes is made abundantly clear
(Doll et al., 2005; Weist et al., 2012). Examples of
areas in which mental health and academic suc-
cess are clearly intertwined include attendance,
school dropout, and substance use (Reid,
Gonzalez, Nordness, Trout, & Epstein, 2004).
These focus areas can serve as entryways into
meaningful collaborations that facilitate buy-in
among educators who recognize the immediate
relevancy of these issues to their work. For exam-
ple, SMH professionals may find it helpful to ini-
tiate school-wide initiatives focused on improving
attendance or increasing engagement to prevent
dropout, such as a check-in/check-out group to
increase connectedness among frequently absent
and/or disengaged students.

It is also important for SMH professionals to
treat educators as valued members of school
teams, as opposed to simply valued “informants”
to the SMH professionals regarding specific stu-
dents or issues (Paternite & Johnston, 2005).
Finally, given the time demands and constraints
that are constant for those working within
schools, SMH professionals can enhance support
from educators by working to reduce the com-
plexity of procedures and tasks and by ensuring
that time is perceived as well spent; in other
words, procedures and tasks produce data that
have direct application to the improvement of
classroom practice (Evans & Owens, 2010).

Team Members and Roles

Recruiting team members who fill important and
necessary roles is a crucial aspect of developing
and running an effective school team (KU Work
Group, 2010; Powers, 2001). Across schools and
types of teams, there can be a wide range of peo-
ple and roles, including notetaker, timekeeper,
case manager, data specialist, and coach or pro-
vider of implementation support. Regardless of
the type of team, effective leadership is essential
(Burns et al., 2005; Doll et al., 2005). The team
should have a leader who is able to facilitate effi-
cient and productive meetings, monitor the
team’s progress, and maintain accountability.
These responsibilities require skills in group
consensus building, conflict resolution, time
management, and organization (Lambert, 1998).
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Involvement of school administrators is also rec-
ommended (Center for Mental Health in Schools
(CMHS), 2008; Etscheidt & Knestling, 2007),
such as assistant principals or others with author-
ity and social influence as the essential role of
these individuals is to provide time, resources,
feedback, and support, all of which are important
for accomplishing team goals.

At the systems and universal level, teams
should include stakeholders from within and out-
side of the school, including community mem-
bers and families (CMHS, 2008). Readers should
refer to the extensive literature on family engage-
ment in order to identify strategies for meaning-
fully involving families in team processes and
decisions (Etscheidt & Knestling, 2007; McKay
& Bannon, 2004; Nellis, 2012). Teams focused
on individual students and/or small groups of stu-
dents should also include general and special
education teachers and specialists with specific
knowledge such as school psychologists, school
and school-based mental health clinicians, social
workers, and speech language pathologists
(Powers, 2001). In all, teams must include mem-
bers with knowledge of the student(s), context,
available resources, and principles of effective
interventions (Doll et al., 2005).

Interdisciplinary Collaboration

As effective teams are composed of members that
span a wide array of disciplines (Ball et al., 2010;
Chalfant & Pysh, 1989), these members must
learn how to interact and collaborate with one
another to accomplish the team’s goals. Research
indicates that the extent to which individuals feel
connected to the team is positively associated
with team performance and that the quality of
interpersonal interactions increases acceptance
of team norms (Dierdorff, Bell, & Belohlayv,
2011). To increase the effectiveness of group
functioning, therefore, teams should strive for
equitable relations, wherein the power differen-
tials among team members—who are rarely ever
equal—are minimized (Doll et al., 2005).

A leading model for interdisciplinary team
collaboration developed by Bronstein (2003)
describes five major elements that are essential to
effective interdisciplinary team functioning.
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First, teams must possess role interdependence in
that they must rely on one another to accomplish
the team’s goals and activities. The second ele-
ment, newly created professional activities, refers
to programs and tasks that allow the team to
accomplish goals that individual members could
not achieve alone. The third element, profes-
sional flexibility, refers to the degree to which
team members are able to expand their traditional
roles and take on new responsibilities that
enhance service quality. Fourth is collective own-
ership of goals, in which each member feels a
collective responsibility for developing and
achieving the group’s goals. The fifth and final
element of effective team collaboration in
Bronstein’s model is reflection on process. This
element involves efforts by the team to evaluate
their progress toward goals, solicit feedback from
members, and utilize the feedback to continually
improve the quality of service delivery.

One tool that teams can use to evaluate their
collaborative efforts is the Index of Inter-
professional Team Collaboration for Expanded
School Mental Health (IITC-ESMH) (Mellin
et al., 2010). The IITC-ESMH is a 26-item scale
based on Bronstein’s components of optimal col-
laboration, with a four-factor model: (a) Reflection
on Process, (b) Professional Flexibility, (c) Newly
Created Professional Activities, and (d) Role
Interdependence. This tool can be used by school
teams throughout the school year (i.e., every 3—4
months) to help the team reflect on their collab-
orative efforts. For example, teams can complete
the measure during one meeting, have a member
aggregate the responses in between meetings, and
review the results at the following meeting. After
the results are presented, teams can take time to
discuss the findings in terms of what was expected
and unexpected and can present new ideas and
strategies for addressing challenges to team col-
laboration (E. Mellin, personal communication,
June 13, 2012).

Clearly Articulated Purpose

and Procedures

If teams are to acquire the essential elements of
collaboration, they must establish a clear purpose
and follow well-articulated, jointly developed
operating procedures (Chalfant & Pysh, 1989;
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KU Work Group, 2010). Team members and
stakeholders including teachers, students, fami-
lies, and administrators should hold collaborative
discussions during which a written mission state-
ment, list of members, role definitions, and team
procedure manual can be developed (KU Work
Group). Team procedures include setting ground
rules, establishing a regular schedule, using agen-
das and time limits, identifying a processes for
making referrals or adding items to the agenda,
documenting meetings, and following up between
meetings and at subsequent meetings.

Team members should agree upon how often
they want and need to meet as well as when,
where, and for how long (Powers, 2001).
Previous research indicates that insufficient
time including poorly attended and/or sched-
uled meetings leads to dissatisfaction, and likely
disinterest, in the team (Chalfant & Pysh, 1989).
Thus, meetings should occur regularly and
times/location should be communicated clearly
such that team members can protect their sched-
ule and fulfill their commitment to be at every
meeting. In addition, meetings are more effi-
cient when they follow a predetermined agenda,
which includes who is responsible for agenda
items and time limits (Nellis, 2012). Time limits
are also important as lengthy meetings are likely
to hinder the team members’ interest and effec-
tiveness (Chalfant & Pysh, 1989; Doll et al.,
2005). For example, as a general guideline,
referral teams may spend about 25-45 min dis-
cussing each student (Powers, 2001). In terms
of developing the agenda, team members and
persons making referrals to the team (e.g.,
teachers, parents) should know the preestab-
lished process for making a referral. Referral
paperwork should be streamlined, easy to under-
stand, and efficient (i.e., take less than 30 min
for teachers and/or parents to complete; Powers).
The meeting should be documented by a
notetaker and minutes from the meeting should
be disseminated to all team members and other
key stakeholders (e.g., parents, administrators)
shortly after the meeting. Follow-up between
key staff implementing action steps should
occur after meetings and between meetings and
should include face-to-face verbal contact and
written communication. Subsequent meetings
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should be scheduled regularly according to the
team’s predetermined schedule to review what
was completed and evaluate student progress
(Aksamit & Rankin, 1993; Bahr et al., 1999).
Procedures for who is following up, how, and by
when should be outlined as part of the team pro-
cesses and as decisions are made.

Systematic Problem-Solving Process
Successful teams use a systematic problem-
solving process that emphasizes data-based
decision-making and evidence-based interven-
tions (Doll et al., 2005; Powers, 2001). These
same principles of practice are major components
of increasingly implemented and empirically
evaluated, multi-tiered frameworks such as
Response to Intervention and Positive Behavioral
Interventions and Supports (see National Center
on Response to Intervention, 2013 and Sugai,
2007 for a review). In addition, teams that have a
problem-solving process are more satisfied and
are successful in generating useful, step-by-step
intervention plans (Chalfant and Pysh, 1989;
Safran & Safran, 1996).

Researchers have identified a number of sug-
gested best practices to make team problem-
solving the most effective. For example, teams
should have standardized procedures (Whitten &
Dieker, 1995), emphasize problem-solving rather
than problem identification (Burns et al., 2005),
be efficient with their time (Doll et al., 2005),
define problems in measurable terms (Safran &
Safran, 1996), and explore multiple options
(Etscheidt & Knestling, 2007). The problem-
solving process should include activities that
support implementation, monitor fidelity of
implementation, and evaluate the success of the
intervention (Powers, 2001; Nellis, 2012).
Additional best practices focus on the use of data
to inform the problem-solving process, including
collecting data up front and on an ongoing basis
(Aksamit & Rankin, 1993; Kovaleski et al.,
1999), using teacher judgment in conjunction
with objective data (Bahr et al., 1999), integrat-
ing data from individual students or small groups
with systemic data (Burns et al., 2008), and col-
lecting data before and after interventions (Safran
& Safran, 1996).
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Professional Development

For school team members, educators, and SMH
professionals who have experienced limited gen-
uine collaboration, training in “teamwork knowl-
edge” or “teamwork competencies” can lead to
increased team effectiveness (Weaver, Rosen,
Salas, Baum, & King, 2010). Although most pro-
fessional development is provided in one-shot
training sessions, research suggests that ongoing
and job-embedded professional development is
more effective for fostering long-term skill devel-
opment (Borko, 2004). While professional devel-
opment may cover a variety of topics depending
on the team’s purpose, best practice research
highlights three overarching training areas that
can enhance team functioning:

Data-Based Decision-Making

While much has been written about the impor-
tance of making decisions regarding needs and
goal identification, progress monitoring, and con-
tinual improvement that are based on credible and
reliable data, these processes are not often part of
team members’ educational backgrounds (Ronka,
Lachat, Slaughter, & Meltzer, 2008). Therefore,
training is needed in identifying the appropriate
data to collect, designing valid and reliable tools
for collecting data, analyzing the data, interpret-
ing the data, and feeding the data back into the
decision-making process (Maras, 2008).

Sharing Practice

Examining student data can threaten educators’
identities (Hymans, 2008). If data reveals that
some students are not making progress, educa-
tors’ may feel that this reflects poorly on them
and that the data analysis process is intended to
cast doubt on their effectiveness as an educator.
Therefore, when investigating the cause of
student struggles with learning, it is important to
train team members in productive communica-
tion skills that foster critical discourse (Musanti
& Pence, 2010). In addition, sharing practice
means that educators are not the only team mem-
bers open to sharing; equally, SMH professionals
must be willing to discuss their data and practice
with students. This necessitates cross-disciplinary
training related to differences in language,
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professional goals, and educational backgrounds
(Weist et al., 2012).

Evaluating Team Progress

and Effectiveness

As goal monitoring and process evaluation are
linked with better team outcomes (Powers, 2001),
training and consultation should be provided to
school teams so that members may analyze prog-
ress, correct missteps, and put in place mechanisms
for team improvement (Burns et al., 2005). Using a
checklist and ongoing feedback can help teams
adhere to a systematic problem-solving process
and may fuel constant and continuing efforts to
improve their process (Bartel & Mortenson, 2006).
For example, Burns and colleagues (2008) provide
a 20-item checklist teams can use to evaluate both
the integrity with which an intervention or plan was
implemented as well as the team’s process.

Limitations of Best Practices

Despite the bevy of recommendations regarding
interdisciplinary teaming in schools, the sheer
number and variety of sources of these recom-
mendations can make it difficult for teams to
identify, adopt, and implement these strategies.
Therefore, a set of recommendations that is parsi-
monious, easily understandable, and easily acces-
sible is necessary to improve the functioning of
school teams. In the next section we describe one
systematic problem-solving process that teams
could use to strengthen their team and provide
effective services for students.

The Getting to Outcomes (GTO)
Framework

Overview of GTO

Getting to Outcomes (GTO)! is a 10-step cyclical
framework school teams can use to organize the
problem-solving process and ensure that they

'Getting to Outcomes and GTO are trademarks regis-
tered by the University of South Carolina and RAND
(Wandersman, Imm, Chinman, & Kaftarian, 1999, 2000).
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will achieve their desired outcomes (see Figure
GTO—painter’s pallet; Wandersman et al., 1999,
2000). The original GTO manual was developed
to support community substance abuse preven-
tion among youth and is available free of charge
(http://www.rand.org/pubs/technical_reports/
TR101.html). However, the 10-step GTO process
has been applied to a variety of content areas in
diverse settings. For example, the GTO process
has been used to develop manuals for Teen
Pregnancy and Sexually Transmitted Disease
Prevention (Lesesne et al., 2008), promoting
Developmental Assets (Fisher, Imm, Chinman, &
Wandersman, 2006) and Systems of Care for
children’s mental health (Levison-Johnson,
Dewey, & Wandersman, 2009). An emerging
research base extols the benefits of using GTO to
plan, implement, and evaluate interventions
(Chinman et al., 2005; Flaspohler, Meehan,
Maras, & Keller, 2012) (Fig. 1).

GTO includes steps for planning, implementa-
tion, and evaluation in order to ensure that quality
results are obtained. The first six steps of GTO
include accountability questions to guide a sys-
tematic planning process to optimize the poten-
tial for successful implementation and positive
outcomes. These steps include assessing current
needs and resources (Step 1: Needs and Resources
Assessment) and articulating a clear and measur-
able goal (i.e., a specific, measurable, attainable,
relevant, and timely “SMART” goal) (Step 2:
Goals). The next steps focus on exploring and
selecting a best practice (Step 3: Best Practices),
ensuring that the practice fits with the local
culture and context (Step 4: Fit), and assessing if
the local context has the necessary capacities
(e.g., time, money, space, trained personnel) to
implement the practice with fidelity (Step 5:
Capacity). Using data collected across each of
these steps, the user then develops a plan for
implementing and evaluating the practice (Step
6: Plan). The last four steps of GTO focus on
evaluation and improvement. These steps include
monitoring fidelity of implementation (Step 7:
Process Evaluation), assessing the impact of the
selected best practice (Step 8: Outcome
Evaluation), and using those data in conjunction
with other data to evaluate the effectiveness of
the practice and identify areas of improvement
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Fig.1 GTO. Getting to outcomes®: 10 steps for achieving results-based accountability

(Step 9: Continuous Quality Improvement).
Finally, the user addresses the issue of sustain-
ability by first determining if the practice should
continue to be implemented and, if so, how qual-
ity implementation should be sustained over time
by continued monitoring and continuous quality
improvement (Step 10: Sustain).

The next sections describe how interdisciplin-
ary school teams could use GTO as a systematic
decision-making process to facilitate effective
service provision by applying GTO to various
levels of student interventions and their team pro-
cess. Table 1 includes team-specific questions for
each step of GTO that teams may find useful
when reflecting on their effectiveness and effi-
ciency. The utility of GTO as a problem-solving
process lies in its use as a way to work systemati-
cally through a particular issue related to a stu-
dent, group, classroom, or school as well as its
use as a tool to guide team consideration of over-
all group functioning.

Application of GTO to School Teams

As many schools are integrating their problem-
solving teams into school-wide, tiered models of
prevention and intervention (e.g., universal, sec-
ondary, tertiary; Horner, Sugai, & Anderson,
2010), SMH professionals are becoming increas-
ingly involved with both systems (universal) and
intervention (secondary and tertiary) teams. This
section provides examples of how school teams
can use GTO to provide quality service delivery
across both types of teams.

At the universal level, problem-solving teams
can use GTO to develop, implement, and evalu-
ate a school-wide strategy for teaching and pro-
moting behavioral expectations. For example, the
team could identify common behavior problems
and frequent areas of concern (e.g., hallway,
gym) from previous behavior referral data (Step
1: Needs and Resource Assessment). In step two,
the team could use the behavior referral data to
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Table 1 Team practices and processes evaluation questions

GTO step

L.

10.

Needs and
resource
assessment

. Goal(s)

. Best practices

. Fit

. Capacity

. Plan

. Process

evaluation

. Outcome

evaluation

. CQI

(Continuous
Quality
Improvement)

Sustain

Questions teams could ask regarding the prevention
and intervention practices they implement

Did we accurately assess the needs across all sources
of data in the school and community? Did we have a
complete understanding of the need before we moved
forward in the process? Did we assess and use all
available resources? Did we duplicate resources?
Could we have used our resources more effectively?

Did we articulate a “SMART” goal (specific,
measurable, attainable, relevant, timely)? Did we
identify too many goals? Does our goal fully
capture what we intended to accomplish?

Did we sufficiently explore available best practices
before selecting an intervention? Did we seek out
input on best practices from local experts as well
as researchers? Is there any evidence that the best
practice we selected has been successful before?

Did we discuss how the best practice we selected

fits with the local culture/context? Is the best practice
recommended for use in this context or with this
population? Does evidence supporting the use of

this best practice apply to our context and our
specific uses?

Did we have appropriate time, funding, and space
to implement the best practice? Did we consider
and address staff training/technical assistance
needs?

Did we develop a specific plan for implementing

the best practice? Does the plan articulate who

will receive the best practice (including when, where,
how, and how much)? Did our plan provide enough
information to monitor implementation?

Did we use our plan to monitor implementation

of the best practice? Did we track the necessary
information to evaluate fidelity and dosage of the
best practice?

Did we use our goals to guide our outcome
evaluation? Did we select appropriate and rigorous
methods to determine if our intervention was
effective? Did we use process evaluation data

to consider how effective the intervention was
across students/implementers/contexts?

Did we document each of our actions in steps 1-8
in order to identify areas needing improvement?
Did we consider students’ successes and challenges
throughout the prevention and intervention process?
Did we develop ideas for improvement that are
specific to the scenario(s) at hand?

Did we use data from steps 1-8 to determine if

we should continue to implement this intervention?
If so, how will we sustain high-quality
implementation of the intervention?

Question teams could ask regarding their
own practices, processes, and procedures

Did we thoroughly evaluate our needs
and resources as a team, such as
administrator support, teacher

buy-in, and defined membership roles?

Did we establish a clearly articulated and
operationalized purpose and vision for
our team?

Did we explore and include best practices
when developing procedures for our
team? Did we look at evidence of
effective teaming practices from other
team experiences in the school?

Did we discuss how the best practices in
teaming fit with the purpose of our team?
Did we identify best practices in teaming
that fit with the values of our team
members, administrators, and
colleagues?

Did we evaluate whether or not we, as
team members, had the skills needed to
implement the best practices in teaming
we identified to implement? Did we
obtain any training/technical assistance
we needed to implement our best practice
teaming procedures with fidelity?

Did we clearly articulate a plan for
implementing the best practice teaming
procedures? Did the plan identify who on
the team was responsible for what, when,
and how?

Did we compare what we actually did to
our plan for implementing best practices
in teaming? Did we collect the information
necessary to evaluate how well we
followed our plan?

Did we collect sufficient data to evaluate
progress toward our team purpose and
goals? Did we evaluate data collected to
determine how effective we were as a
team?

Did we use data from steps 1-8 to
evaluate our overall success as a team?
Did we consider our successes and
challenges as team? Did we develop
ideas for how our team can be more
effective and efficient in general?

Did we discuss how we can sustain the
successes of our team overall?
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develop a measurable goal for reducing behavior
problems and discipline referrals (Step 2: Goal)
and draw from best practices in behavioral inter-
ventions to identify relevant strategies (Step 3:
Best Practices). For example, if data indicated
that referrals for peer altercations increased in
April, the team may set a goal for reducing peer
altercations by 30 % in April in step two and
then, in step three, decide to increase the length
and number of classroom social skill lessons
from a previously acquired, evidence-based prac-
tice in March and April. In order to implement
this strategy, the team would need to evaluate
how well the strategy fit with the culture of the
school (Step 4: Fit) and existing resources (e.g.,
classroom time) (Step 5: Capacity). For example,
if feedback from teachers indicated that they
were dissatisfied with the previous year’s class-
room lessons, the team may need to revise the
lessons before asking teachers to implement the
lessons more frequently. Based on the team’s
considerations in steps four and five, they could
then develop an implementation plan to identify
the “who, what, when, where, and how” (Step 6:
Plan). This planning can help the team remember
they need to monitor implementation of the new
plan (Step 7: Process Evaluation) and changes in
behavior referrals (Step 8: Outcome Evaluation).

As the plan is implemented, the team could
review the evaluation data to determine how the
intervention is working and can be improved
(Step 9: CQI). They could also review their prog-
ress according to the GTO checklist in Table 1.
For example, the data may indicate that behavior
referrals only decreased by 15 % during the
month of April and most came from new teachers
and/or a small group of students. The team may
also review their planning and implementation
steps. Because the team was systematic in going
through each step and documenting their pro-
cesses and decisions, they can easily look back
using the checklist provided in Table 1 to identify
what went well and what needs improvement. As
an example, the team may look back at Step 5:
Capacity (e.g., Did we consider and address staff
training/technical assistance needs?) and realize
that they did not make a plan for teaching new
teachers to effectively deliver the behavioral
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expectation lessons in their classrooms. In order
to improve and sustain the plan over time, the
team could then develop a plan for building the
capacity of the new teachers before implement-
ing the plan again next school year. The team
may also look back at Step 1: Needs and Resource
Assessment (Did we have a complete under-
standing of the need before we moved forward in
the process?) and realize that most of the behav-
ior problems due to peer altercations were caused
by a small group of students who need more tar-
geted intervention. As a result, the team may
refer the students to the school’s Intervention
Assistance Team for follow-up.

When the Intervention Assistance Team gets
the referral, the team could also use the steps of
GTO to systematically plan, implement, and
evaluate a targeted Tier 2 intervention. For exam-
ple, the team could collect additional data from
the students’ families and teachers regarding aca-
demic performance, social-emotional behavior,
and risk/protective factors (Step 1: Needs and
Resource Assessment). Based on what they learn,
the team may set a goal of reducing the students’
peer altercations by 35 % across the entire school
year (Step 2: Goal). The team may then turn to
the SMH team member to tell them about best
practices in small group intervention to teach
positive social skills and reduce negative interac-
tions (Step 3: Best Practices). Based upon this
review, the team may decide to ask the SMH
team member to provide a small group counsel-
ing intervention using an evidence-based, manu-
alized social skill intervention such as Skill
Streaming (McGinnis, 2011). The team would
then evaluate the degree to which Skill Streaming
fits the students and school’s cultures (Step 4: Fit)
and the capacity of the SMH team member to
deliver the intervention (Step 5: Capacity). The
team could develop an implementation and eval-
uation plan (Step 6: Plan) including when the
counseling group will occur, how often, how
long, where, as well as what data will be col-
lected to evaluate fidelity of implementation
(Step 7: Process Evaluation) and outcomes (Step
8: Outcome Evaluation). Following implementa-
tion, the team could reconvene to review the pro-
cess and outcome evaluation data and determine
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if additional supports are needed (Step 9: CQI)
and how the intervention will be continued, if
indicated (Step 10: Sustain).

Next Steps for School Teams

Thus far, we have discussed quite a number of
recommendations for school teams. In this sec-
tion, we consolidate the teaming literature to pro-
vide take-home tips and strategies that both
researchers and practitioners can use to get
started improving school teams.

Guidelines for Researchers

While some studies have evaluated common
teaming practices in schools, few studies have
used rigorous evaluation methods. Thus, a sig-
nificant gap exists between the lack of evidence-
base for teaming practices in schools and the
proliferating use of teams across school initia-
tives. In order to maximize the effectiveness of
teams in schools, there are several steps research-
ers interested in the establishment and mainte-
nance of effective school teams should consider,
including more systematically evaluating the
effectiveness of commonly recommended prac-
tices in teaming and evaluating the education and
mental health field’s capacity to engage in best
practice processes such as GTO at both the sys-
tem and school levels.

One area pertinent to capacity is the quality of
preservice training (Weaver et al., 2010).
Researchers should assess preservice training
standards and available training opportunities to
determine if they encompass the competencies
necessary to implement best practices processes
and interdisciplinary collaboration. If current
training models are found to be inadequate,
researchers should take efforts to develop and
disseminate effective training models for build-
ing competency in general capacities, macro-
level evaluation, best practice processes such as
GTO, and interdisciplinary collaboration. Finally,
researchers and trainers should work to provide
more in-depth and ongoing training experiences
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that are job-embedded in order to continuously
maintain and improve team members’ collabora-
tive skills (Papa, Rector, & Stone, 1998).

Guidelines for Practitioners

Areas that practitioners can turn their immediate
attention to include reflecting on their team’s pro-
cesses, addressing areas of weakness, and identi-
fying existing data that can be used by their team.
Teams can use the guiding questions provided in
Table 1 to help them reflect on their processes at
each step of a problem-solving process. For
example, teams may review their funding needs
and determine how they will continue to secure
funding over the long term well before funding
runs out (Step 10: Sustain). Team members may
also encourage critical reflection using existing
data in order to foster a spirit of CQI in the school
and identify areas in which they need to collect
new data to accurately evaluate their effective-
ness (Step 7: Process Evaluation; Step 8:
Outcome Evaluation; Step 9: CQI). Team mem-
bers with expertise relevant to a particular team
endeavor should educate other members on best
practices and provide related literature (Step 3:
Best Practices) so that the team can discuss which
practices may be the best fit for their school and
desired outcomes (Step 4: Fit). Specifically,
teams can discuss how well each potential best
practice may work for the student population,
community demographics, and the values of
school and community stakeholders. In addition,
teams should make efforts to work closely with
administrators to jointly identify gaps in capacity
and identify feasible processes for building and
maintaining capacity (Step 5: Capacity). Further,
team members should ask administrators and
other leaders how programs are working and
what information they use to determine how pro-
grams are working. If there is no accountability
system in place, teams should strongly advocate
for such a system or develop one on their own. To
help build the team’s collaborative and evaluation
skills, teams should consider seeking profes-
sional development and technical assistance in
collecting needs and resource assessment data
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and evaluating programs and practices. Many
colleges, universities, and extension offices have
valuable evaluation resources such as the
University of Kansas’ Community Toolbox and
the University of South Carolina’s Getting to
Outcomes tools (both mentioned above).

Whenever possible, school team members
should use existing data to make decisions (Splett
& Maras, 2011). Data can be used to accomplish
a number of essential team tasks such as identify-
ing needs and resources, setting goals, and evalu-
ating programs (Powers, 2001). As a general rule
of thumb, team members should always be on the
lookout for useful data that is being collected, but
not being used. If there are research initiatives
being conducted in the school, team members
should attempt to make ties with these individu-
als and ask them to share any findings that might
be useful for the team’s purposes.

Conclusion and Future Directions

While teams are common in schools, there is
comparably little research to guide team func-
tioning and provide teams with the tools and
training they need to accomplish their desired
goals. In this chapter, we have provided a review
of best practices for school teams as identified in
the teaming literature and have proposed a model
for team functioning (GTO) that can be used to
ensure quality service implementation and sus-
tainability. While we are hopeful that teams are
able to benefit from the information in this chap-
ter, we recognize the fact that very few school
teams currently incorporate these types of proce-
dures into their routine practices (Truscott et al.,
2005). Thus, there is still work to be done to
bridge the gap between science and practice in
order to make evidence-based team functioning a
reality. This limitation underscores the need for
researchers and practitioners who are knowl-
edgeable about these evidence-based practices to
advocate for their widespread adoption at the dis-
trict, sate, and federal levels. If the use of
evidence-based teaming practices is mandated
and becomes the norm, the availability of team
resources is likely to increase and team account-
ability is likely to be enhanced.
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In the meantime, research efforts must focus
on increasing districts’ and schools’ capacities
for establishing effective teams. Particularly,
research demonstrating that effective teaming is
tied to positive student outcomes is likely to
increase buy-in among SMH professionals,
teachers, administrators, students, and commu-
nity members. Additionally, more research is
needed to refine and operationalize best practices
for teams working in schools so that teams can
easily use these recommendations to bolster their
efforts. Finally, the development and dissemina-
tion of effective preservice training models for
building competency in general capacities,
macro-level evaluation, best practice processes
such as GTO, and interdisciplinary collaboration
is needed to provide team members with the
skills to effectively contribute to the attainment
of team goals. Through continued reflection and
research, we can maximize the effectiveness of
teams and achieve the prevention and interven-
tion outcomes we desire.
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Advancing School Mental Health
in Montana: Partnership, Research,

and Policy

Erin Butts, Sara Casey, and Carol Ewen

Introduction

Montana consists primarily of “frontier” areas
(Iess than seven persons per square mile), extreme
geographic isolation, and few metropolitan zones.
Montana ranks first in the nation for suicide and
fourth for adolescent drinking rates (Health, 2006).
Research suggests that rates of emotional/behav-
ioral problems are similar for youth located in
urban and rural areas, yet youth in rural areas tend
to lack access to mental health treatment
(Substance Abuse and Mental Health Services
Administration [SAMHSA], 2012). Montana was
an early pioneer in implementing school mental
health (SMH) to allow rural youth better access to
mental health services (Farmer, Stangl, Burns,
Costello, & Angold, 1999).
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Nationally, SMH is one of the fastest growing
professional fields for mental health workers and
public school systems. Montana’s SMH program
Comprehensive School and Community Treatment
(CSCT) is no exception. CSCT exists as an “intense
service designed for youth who are in immediate
danger of out-of-home placement and/or exclusion
from school or community,” providing a “‘compre-
hensive, planned course of outpatient treatment. ..to
a child with a serious emotional disturbance (SED)”
(Montana Department of Public Health and Human
Services, 2003, p. 2.6). The evolution of CSCT pro-
vides a context to look at the interplay of partner-
ship, research, and policy, three realms impacting
the advancement of SMH practices in Montana.

In 2010, Montana’s Department of Public Health
and Human Services (DPHHS) and the Office of
Public Instruction (OPI) employed a researcher to
write a white paper on effective school mental health
practices. Through this collaborative research project
and the subsequent white paper (described in the fol-
lowing), state and local leaders began to advance the
Trilateral Framework: Partnership, Research, and
Policy as an effective tool for building school mental
health agenda in Montana.

History of Montana’s School Mental
Health Services

CSCT began from a school day-treatment model
provided by four Montana Regional Mental
Health Centers, which originated in 1997. In day-

M.D. Weist et al. (eds.), Handbook of School Mental Health: Research, Training, Practice, and Policy, 75
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Old Approaches

New Approaches

e  Each school works out their own plan for involving
community mental health (MH) staff

e One community MH clinician is housed in a school
building 1 day a week to “see” students

e  The clinician does not participate in school teams
and operates in relative isolation

e  No data are used to decide on or to monitor
interventions

e  There is no systematic evaluation, instead
“intuitive” monitoring of efforts.

e District has a plan shaped by diverse stakeholders

e  There is “symmetry” in leadership among staff from

e  Personnel from MH agency assists school district

for promotion of learning, positive behavior and
mental health for students, and a “shared agenda” is
real in individual schools, with staff from education,
mental health and other child serving systems
working closely together and with youth and
families for developing and continuously improving
programs and services at all 3 tiers, based on
community data as well as school data.

education and mental health systems in leading and
facilitating activities at all three tiers

clinicians with facilitating some Tier 2 and Tier 3
interventions including some small group
interventions, function-based behavior plans and
wraparound teams/plans

Fig. 1 Barrett, Eber, Weist proposed new approaches to SMH

treatment, schools provided a work space and
teacher to serve up to 12 students. Regional
Mental Health Centers staffed a licensed therapist
and non-licensed behavior consultant in the
classrooms to work with students diagnosed with
a serious emotional disturbance (SED). Although
students were provided educational and mental
health services, the Regional Mental Health
Center model denied students access to the gen-
eral curriculum and consequently excluded them
from their peers. Furthermore, school day-
treatment was provided in major urban areas
leaving rural youth with little or no access to
mental health services.

In 1998, DPHHS offered Regional Mental
Health Centers, a state waiver to pilot SMH ser-
vices. Moving from an isolated day-treatment
model to an inclusive service delivery model pro-
pelled Montana down the path to improve ser-
vices for children and their families. The change
in service delivery required schools and mental
health workers to rethink their roles in the provi-
sion of SMH.

Barrett, Eber, and Weist (2009) argue for new
approaches towards comprehensive SMH inte-
gration in their document Development of an
Interconnected Systems Framework for School
Mental Health. Montana began initial implemen-
tation of this work 10 years earlier. Figure 1
shows the contrast between old approaches to
SMH practice to new approaches.

Following the waiver project, SMH was
written into  State  Administrative Rule.
“Administrative rules are agency regulations,
standards or statements of applicability that
implement, interpret, or set law or policy”
(Hergert, 2012). The state disbanded its Regional
Mental Health Center model and allowed a vari-
ety of providers to bill for Medicaid services.
Consequently, SMH expanded into rural commu-
nities, increasing families’ access to mental
health services. Ultimately, the popularity and
growth of SMH strained the state budget, requir-
ing DPHHS to remove SMH as a billable service
despite protests from the education and mental
health communities. In 2002, agencies were
forced to lay off staff and cut services to qualified
youth, while schools were burdened with con-
tinuing services for large caseloads of youth with
inadequate, untrained staff. At this point,
Montana state policy failed the youth in the sys-
tem, diminishing the trust and partnership
between mental health agencies, other youth-
serving organizations and the state. Because
research and partnership were not the foundation
for policy decision making, State Administrative
Rule did not effectively address the needs of chil-
dren and their families.

Within a year of cutting SMH, OPI explored
avenues to increase access to Medicaid funds and
approached DPHHS with the idea of creating a
blended service model funded jointly through
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education and public health dollars. In 2003,
the OPI, DPHHS, and mental health agency
representatives set aside differences to work
collaboratively and develop a system that sup-
ported a consistent, blended funding stream for
effective service delivery and consistent access
to services in rural communities. Although collab-
orative partnerships informed state policy at this
juncture, research was not yet being used to drive
policy. In 2003, SMH was once again incorpo-
rated into Administrative Rule, this time named
Comprehensive  School and  Community
Treatment (CSCT).

Although partnerships were key in bringing
CSCT to Montana, research was not utilized
resulting in vaguely described services and no
program evaluation system. The state did provide
a contract template for schools to use to obtain
CSCT services that addressed legal and financial
issues; however, program descriptions and
requirements were left up to each district. Schools
lacked the expertise and support to write in ser-
vice delivery provisions. Consequently, CSCT
services were determined by mental health per-
sonnel and agency policy rather than evidence-
based practices for school mental health delivery.

When writing the Administrative Rule for
CSCT in 2003, the state provided a contract
template for schools wanting to obtain CSCT ser-
vices. This template addresses legal and financial
concerns. Program descriptions and requirements
were left up to each district, and the template was
never intended to be used as a generalized tool
for all Montana public schools. The generalized
use of the contract is an unintended consequence
and an area receiving more attention in the new
Administrative Rule rewrite process today, with
the expectation of more focus and attention on
helping school districts better individualize
their own mental health needs and expected
outcomes.

Demographics

Montana’s unique geographic size and demo-
graphic makeup create challenges to advancing
school mental health, owing to the rural composi-
tion of many public school districts that exist

across sizeable distances. When considering
CSCT Administrative Rules, it is important to note
the following characteristics: Montana’s racial
composition is 89.4 % white, 6.3 % American
Indian, 2.9 % Hispanic, 0.6 % Asian, 0.4 % Black,
0.1 % Pacific Islander, and 0.6 % others (Montana
Office of Public Instruction, 2011). In 2011,
Montana had a total of 421public school districts
encompassing 827 schools (2011).

The large number of school districts, each
with an independent administration and educa-
tional philosophy, makes managing CSCT pro-
grams a significant task. Individual school
buildings have administrators with varied back-
grounds and philosophies on the role of mental
health in schools, so programs look different
from one school to the next. Additionally, recruit-
ing and retaining professionals to work in rural
areas is difficult and can put mental health
agencies in a position of having to hire inexperi-
enced staff who lack postsecondary training.
Furthermore, providing clinical supervision, skill
building, ongoing training opportunities, and
support to staff in remote areas is trying and con-
tributes to high employee turnover, consequently
creating a wide variation in service delivery and
practice.

Despite the challenges created by remote and
sparsely populated areas, Montana has been suc-
cessful in growing CSCT programs and placing
mental health services in rural communities
across the state (Fig. 2). In 2003, 13 schools and
two subcontracting entities participated in CSCT
services. In the 2010-2011 academic year, CSCT
increased to nine subcontracting entities with a
total of 256 schools and 96 school districts receiv-
ing the service. In the past 4 years, CSCT grew
by 34 %, making up 32.8 % of total Medicaid
mental health billing for youth (Bureau, 2011).
Research should informrevision of Administrative
Rules due to the financial breadth of CSCT in
Montana.

Figure 2 shows CSCT contract awards by
school district from the 2008 academic year (AY)
to the present. From AY 2008-2009 to AY 2011-
2012, the total number of school contracts for
CSCT increased by 65, a 34 % rate of change.
The increasing trend of mental health providers
in school districts has resulted in CSCT serving
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Schools Districts School
Contracting Contracting
Academic Year CSCT Providers CSCT Providers
2008-2009 80 191
2009-2010 80 194
2010-2011 84 212
2011-2012 96 256

Fig.2 Comprehensive schools and community treatment
contracts, by academic year (Bennetts, 2011)

more children and represents a large portion of
Montana’s Medicaid billing for children’s mental
health services. As one of many Medicaid-
supported programs, stakeholders recognize the
need for research-based decisions to improve
outcomes for youth and substantiate spending
(Bennetts, 2011).

Montana’s Trilateral Framework:
Partnership, Research, and Policy

Because CSCT services had such wide variation
with no data to suggest program efficacy,
Montana saw the need to systematically analyze
SMH provision. Montana is currently in the pro-
cess of developing policy that articulates the use
of evidence-based practices, family and commu-
nity involvement, and quality improvement. The
trilateral partnership, research, and policy model
(Fig. 3) demonstrates how the three components
are essential in the development of effective ser-
vices for students, offering opportunities to share
scarce resources and provide a continuum of sup-
ports. Montana partners and researchers involved
in the spectrum of intervention to policy have
found this model to be a useful and practical way
of organizing statewide systems change in a pro-
ductive and collaborative manner.

Underpinning the trilateral framework in
Fig. 3 is the idea that to create effective mental
health delivery systems, states must use collab-
orative partnerships and research to inform poli-
cymaking. Partnership fosters accountability and
efficient use of resources and builds consensus
towards implementing best practices. Each of

Fig. 3 Montana’s trilateral framework: partnership,
research, and policy

these three realms continuously impacts each
other creating a cycle where sound policy
promotes strong partnerships resulting in
research-informed intervention delivery and
improved outcomes. Alternatively, partnerships
help shape effective policy and the subsequent
implementation, while research impacts policy
development and informs partnerships. This
model promotes diverse systems working
together to break down the “siloed” approach to
delivering services. Individually one part is not
more important than the others; rather, all three
are essential to cohesive multisystems change in
individual and school-level practices.

Although CSCT services were provided in a
school context, Montana recognized that the
siloes between mental health systems and school
systems still existed. This resulting gap from a
siloed approach is not unique to Montana.
Kutash, Duchnowski, and Lynn (2006) write
about gaps existing between research in educa-
tion and research in mental health, “with neither
citing each other’s work.” The authors continue
that “[t]here are bridges to build here” between
research and implementation (p. 6). Fortunately
for Montana, developing strong partnerships is
part of the state’s social heritage. The frontier
mentality of helping one’s neighbor promotes
collaborative teaming and support.

Partnership

In Montana where “everybody knows most
everybody,” there is a high degree of collegiality
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between university personnel, community pro-
fessionals, and state department staff. Montana’s
small population and scarce resources create con-
ditions where collaborative partnerships are vital
to service provision. It was through interdisci-
plinary collaboration that two Montana govern-
ment agencies, DPHHS and OPI, partnered to
articulate a shared agenda — the desire to use
research to inform policy in developing mental
health programs and services in the schools. Both
state systems directly impact policy and, thus, the
quality of service delivery across Montana.
DPHHS and the OPI leaders are increasingly
making efforts to align services that will comple-
ment and build on financial and personnel
resources and employ research to drive policy
that promotes best practice.

Researchers Andis and colleagues (2002) dis-
cuss the importance of developing a shared
agenda among professional organizations, policy
leaders, and families. They write, “experience
has shown that much of the misunderstanding
and discord that occurs among different child-
serving agencies arises from erroneous assump-
tions and beliefs about the mission and goals of
the other agencies, and the legal and funding
mandates that help drive an agency’s agenda in
meeting the needs of the children and young peo-

ple” (p. 30).

Collaboration

Developing collaborative interdisciplinary part-
nerships is central to reaching Montana’s ambi-
tious goal to require and support evidence-based
practice within CSCT. These partnerships create
bridges for communication that engage key
stakeholders in identifying and supporting best
practices and increase provider buy-in for imple-
mentation, resource sharing, and efficient service
delivery and outcomes.

Bronstein (2003) presents a model of inter-
disciplinary collaboration for social workers that
aligns with Montana’s notion of partnership,
representing “optimum collaboration between
social workers and other professionals” (p. 297).
Bronstein presents five core components to

interprofessional processes: (1) interdepen-
dence, (2) newly created professional activities,
(3) flexibility, (4) collective ownership of goals,
and (5) reflection on process. Bronstein describes
interdependence as referring to:
the occurrence of and reliance on interactions
among professionals, whereby each is dependent
on the other to accomplish his or her goals and
tasks. To function interdependently, professionals
must have a clear understanding of the distinction
between their own and their collaborating profes-

sionals’ roles and use them appropriately. (2003,
p-299)

Through collaborative interdisciplinary part-
nerships, Montana’s mental health and education
professionals are developing common language
and a shared vision to improve expanded SMH
services and outcomes. Montana recognizes that
policy sets service delivery expectations and
holds providers accountable. Therefore, it is
important that all State Administrative Rules pro-
vide consistent expectations for all providers and
professionals.

Moving Forward

In the fall of 2009 through the summer of 2010,
Montana focused again on building collaborative
relationships. During this time, the state began
conversations about how to intentionally work
together, across disciplines, as partners in advanc-
ing SMH. Montana formed an informal state
level SMH workgroup with partners from the
OP], including representation from the statewide
Positive Behavioral Interventions and Supports
(PBIS) network (referred to as the Montana
Behavior Initiative), Special Education, Health
Enhancement, and partners from DPHHS, includ-
ing Children’s Mental Health, Medicaid, and
Head Start. With guidance and active support
from national SMH leaders, this group’s effort
resulted in the planning of the first statewide
School Mental Health Conference that brought
stakeholders to the table to start a conversation
about mental health in the Montana public school
system.

Stakeholders at the inaugural meeting held
in January 2010 identified a number of recom-
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Table 1 Stakeholder recommendations (January 2010) and subsequent progress (January 2010—present)

Stakeholder recommendations
Engage champions

Maximize roles and interdisci-
plinary collaboration

Social marketing to promote
youth and family voice

Integrate SMH and PBIS
initiatives
Expand university partnerships

Support demonstration sites to
advance practices

Pursue grant opportunities
Focus on outcome data
Conduct resource mapping

activities
Research rural SMH strategies

Actions taken following conference

The SMH workgroup formalized, agreeing to meet monthly at a regular date and
time to discuss school mental health in Montana and collaboratively plan
subsequent conferences. Representatives from CSCT licensed mental health
centers adopted regular meeting times to share best practices, concerns and
experiences

Montana’s statewide Community of Practice (CoP) originated.

A partnership between Youth MOVE Montana and the CoP emerged. With COP
support, Youth MOVE created and published a toolkit educating adults about how
to support Montana youth with mental health concerns

A school mental health strand was reinforced at the largest educational conference
in the state, the Montana Behavioral Initiative (MBI) Summer Institute

University of Montana Institute for Educational Research and Service partners
provide grant writing support, participation in CoP webinars, and provided in-kind
office space to researcher

School districts were selected to begin connecting SMH and PBIS supported by
the Interconnected Systems Framework

The OPI wrote and received a grant from the Mental Health Settlement Trust to
implement high-fidelity wraparound services in three turnaround school districts
on the Crow, Northern Cheyenne, and Fort Peck reservations

Outcomes and evaluation is identified in the white paper as one of the nine pillars
for expanding school mental health (CSCT) in Montana

Planned for Fall 2012, locally in Missoula and with the systems of care statewide
committee

Planned for forthcoming statewide SMH conferences

mendations that propelled the work forward. The
following Table 1 explains the collaboratively
developed recommendations as well as the result-
ing actions.

It was the strengthened partnerships between
stakeholders reflected in the recommendations
and subsequent work identified in Table 1 that
accelerated the pace of change in the time follow-
ing the first conference. Furthermore, the
increased communication and collaboration
among stakeholders readied the field for the
introduction of research-based decision making.

In 2010, the OPI employed a researcher with
experience and knowledge of child and adoles-
cent and school mental health issues and pro-
grams in the state to write a white paper on SMH.
The purpose of the white paper was to research
and inform the state of Montana on SMH best
practices and guide DPHHS in the revision of
Montana’s CSCT Administrative Rules, starting
in 2011. The white paper titled Advancing School
Mental Health in Montana: A Report on Changes
to Administrative Rules for Comprehensive

School and Community Treatment (Butts, 2010)
was submitted to the OPI in December 2010.

Research

The final white paper presents a series of evidence-
based recommendations to specifically fit within
the context of Montana’s CSCT program and the
corresponding Administrative Rules. It is a work-
ing manuscript for stakeholders and policy mak-
ers intended to guide the change process ensuring
alignment with research. Figure 4 exhibits the
research methodologies used to underscore the
development of the research paper.

The accelerated national growth in research
on improving SMH increased Montana state
partners’ knowledge and resources for develop-
ing new CSCT Administrative Rules. National
researchers were willing to provide free resources
and consistent involvement of their time to assist
the state of Montana in advancing SMH.
Information gathered is now foundational for rule
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—

Attended the 2010 National Advancing School Mental Health Conference

I— Consulted with National Researchers in the SMH Field |

I_ CSCT Site Visits |

Interviews in MT with CSCT Teams, Principal, School District Leaders, State Leaders

Interviews with National State Leaders and SMH Technical Assistance Centers |

SMH Literature Review |

—
-
—
=

Weekly Meetings with DPHHS and OPI |

Fig. 4 Research methodologies to inform white paper

Involves partnerships between schools and community

youth

health/mental health organizations, as guided by families and

Builds on existing school programs, services, and strategies

Focuses on all students, both general and special education

Includes a full array of programs, services, and strategies - mental
health education & promotion through intensive intervention

Emphasizes schools as locus of engagement for school-based,
school-linked, and community-based work

Fig.5 Definition of school mental health (Weist & Paternite, 2006)

revision. Research outcomes included a common
SMH definition (Fig. 5) and Principles for
Expanded School Mental Health (ESMH)
(Fig. 6), elaborated in the following.

Though there are many definitions of SMH,
common themes and concepts reoccur. Weist and
Paternite (2006) present a comprehensive defini-

tion incorporating key concepts. Figure 5 sum-
marizes this definition.

Building on the above definition are system-
atic quality assessment and improvement (QAI)
frameworks for SMH. “The failure to advance
systemic quality assessment and improvement
(QAI) frameworks in [School Mental Health],”



82

Detailed Principle

E.Butts et al.

Section V Subheading

All youth and families are able to access
appropriate care regardless of their ability

to pay

Prevention & Early Intervention

Programs are implemented to address needs
and strengthen assets for students, families,
schools, and communities

Family-School-Community; Training;
Evidence-Based Practice

Programs and services focus on reducing
barriers to development and learning, are
student and family friendly, and are based
on evidence of positive impact

Outcomes & Evaluation

Students, families, teachers and other
important groups are actively involved in
the program's development, oversight,
evaluation, and continuous improvement

Outcomes & Evaluation; Family-
School-Community

Quality assessment and improvement
activities continually guide and provide
feedback to the program

Outcomes & Evaluation

A continuum of care is provided, including
school-wide mental health promotion, early
intervention and treatment

Promotion

Staff hold to high ethical standards, are
committed to children, adolescents, and
families, and display an energetic, flexible,
responsive, and proactive style in delivering
services

Evidence-Based Practice

Staff are respectful and competently
address developmental, cultural, and
personal differences among students,
families, and staff

Supervision

Staff build and maintain strong
relationships with other mental health and
health providers and educators in the
school, and a theme of interdisciplinary
collaboration characterizes all efforts

Interdisciplinary Collaboration

Mental health programs in the school are
coordinated with related programs in other
community settings

Youth Leadership Opportunities

Fig. 6 Principles for expanded school mental health as applied to categories for CSCT administrative rule revision

argues Evans, Weist, and Serpell (2007), “con-
tributes to a picture of poorly planned, imple-
mented and evaluated services that are having
superficial if any benefit” (p. 2).

Evans et al. (2007) argue that if QAI frame-
works are not in place, the connection of training,
practice, research, and policy into system trans-
formation is less likely to occur. These system
transformations themselves are “being called for
by mental health, education, and other child serv-
ing systems” (Evans et al., 2007, p. 2).

Figure 6 reviews principles for high-quality
and effective SMH programs from the University
of Maryland, Center for School Mental Health
(Weist et al., 2005, 2007). The first column of
Fig. 6 shows the principles, and the second col-
umn shows the separate subheadings pertaining
to categories of CSCT Administrative Rule
revision.

Butts (2010) concluded that definitions of
SMH, QAI frameworks, and research-based prin-
ciples for expanded SMH all engender their own
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I_ Prevention and Early Intervention |

I_ Family-S chool-Community |

I_ Interdisciplinary Collaboration I

— T |

I_ Outcomes and Evaluation |

|— Evidence-Based Practices |

I_ Promotion of Mental Health I

I_ Youth Leadership Opportunities |

I_ Training |

Fig.7 Nine pillars for expanded school mental health practice

complications but, when implemented together,
promote coherent strategies for systems change
and readiness. Abovementioned processes to
guide the work in Montana and presented in
Fig. 7 represent the core of the document and are
major areas guiding practice. The nine pillars are:

In addition to synthesizing the research and
presenting this framework for systems change, the
white paper provides recommendations for specific
actions to be taken in Montana. Recommendations
are emphasized in a number of key realms related to
Administrative Rules and better integrating Positive
Behavior Intervention and Supports (PBIS) and
SMH. Thus, the development of the white paper
and associated processes helped to facilitate the
development and implementation of the trilateral
model for advancing SMH in Montana.

Policy

Weist and Paternite (2006) reason: “because
states and local communities have significant
latitude in decisions about policy and practice,
the extent, type, and quality of services that are
offered vary tremendously” (p. 177). The authors
continue to highlight:

The significant variability in policies and prac-
tices across child-serving systems within and
between localities contributes to inertia in local
and state governments in advancing reforms and
improvements in these systems. Organization of
state level initiatives that reform and improve
child-serving systems is an important strategy to
address existing variability in SMH policy and
practice. (p. 177)

The white paper provided specific recommen-
dations for advancing SMH for each of the nine
pillars and also provides four individualized rec-
ommendations for the Process of Administrative
Rule Changes: (1) Include Stakeholders (involve
multiple stakeholders in CSCT Administrative
Rule change process), (2) Continue with
Evaluation and Assessment of CSCT (conduct a
thorough evaluation of CSCT by implementing a
quality assessment and improvement analysis),
(3) Increase the Use of Technology (increase the
use of technology for therapeutic services, pro-
fessional development, and statewide collabora-
tion), and (4) Work Collectively (all nine CSCT
providers to begin working collectively to come
up with a shared agenda, goals, and action
strategies).

Policy makers and family organizations can
develop and embrace a shared agenda in partner-
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ship, with a “common conceptual framework that
underpins a comprehensive approach to mental
health services in schools: a seamless, fluid,
interlinked multi-level framework that encom-
passes positive child and youth development,
prevention, early intervention, and intensive
interventions” (Andis et al., 2002, p. 31). In this
regard, the white paper underscores the need for
policies to support new practices that improve
outcomes to Montana’s children, youth, and fam-
ilies. Writing new CSCT rules is an opportune
time to implement research to practice
expectations for all CSCT licensed Mental Health
Centers. However, within the rule changes, there
needs to be enough flexibility for schools to have
localized decision-making power. If new rules
are written with such rigidity that individual
schools or school districts and CSCT licensed
mental health centers are unable to meet new
standards, the effectiveness of CSCT will be
compromised.

State officials acknowledge CSCT licensed
mental health centers, and school districts can
exert local control through school contracts for
CSCT services. The contract has the potential to
become a critical component and asset to sup-
port new research-informed CSCT
Administrative Rule requirements and stan-
dards. The CSCT contract between licensed
mental health centers and schools is receiving
more attention during the current rule rewrite
process. Policy makers are considering a more
direct and supportive role in contract decision
making. State officials may offer a sample con-
tract that specifically outlines evidence-based
practices. The white paper includes a sample
contract from the state of West Virginia. West
Virginia’s sharing of resources will expedite
sample contract development in Montana, con-
sistent with a major theme in this book of work-
ing within the context of a Community of
Practice, whereby states, communities, initia-
tives, and people share helpful resources and
support one another through the foundation of
collaborative relationships (Wenger,
McDermott, & Snyder, 2002).

DPHHS administration upheld the research-
founded tenet of having multiple stakeholders
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at the table when rewriting state CSCT
Administrative  Rules. The first CSCT

Administrative Rule write in 2003 followed a
typical process of political negotiation and did
not reflect multiple stakeholders at the table.
Following a specific recommendation in the
white paper (Butts, 2010), DPHHS administra-
tion has taken ample time to put together a
working group to rewrite the rules that is broader
and more representative of those affected by
CSCT. The following representation was spe-
cifically invited to constitute the working group
to support the CSCT Administrative Rule revi-
sions: OPI, one state agency staff in addition to
a student, a parent, and up to three school staff
representing school administrators and educa-
tors; DPHHS, four state agency staff represent-
ing Quality Assurance-licensure, Health
Resources-acute services, Child Protection
Services and  Developmental  Services-
Children’s Mental Health; Mental Health
Centers, two staff representatives; and The
University of Montana, one research representa-
tive and American Indian social services repre-
sentation one individual.

Readiness

Holt, Armenakis, Field, and Harris (2007) look-
ing at readiness for organizational change, and
surveying more than 900 participants from public
and private sectors, stated:

Readiness for change is a multidimensional con-
struct influenced by beliefs among employees that
(a) they are capable of implementing a proposed
change (i.e., change-specific efficacy), (b) the pro-
posed change is appropriate for the organization
(i.e., appropriateness), (c) the leaders are commit-
ted to the proposed change (i.e., management sup-
port), and (d) the proposed change is beneficial to
organizational members (i.e., personal valence).
(p. 232)

Montana state leaders exemplify best practices
of effective decision making and moving towards
statewide systems change. Multiple activities were
set in place to assure state readiness for change.
Table 2 provides a timeline of readiness activities
to advance statewide CSCT rule revisions.
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Table 2 Readiness activities towards statewide CSCT administrative rule revision

Timeframe
December 2010
January 2011
February 2011

March 2011
April-May 2011

June 2011

November
2010-February
2011

March 2012

March—-May 2012

June 2012

July 2012
December

2012- Spring 2013

Summer 2013

Readiness activity

Final white paper to the OPI is submitted

OPI, DPHHS, and IERS receive a formal presentation of the final white paper

The OPI provided all participants at the statewide Communities of Practice a copy of the final
white paper. This was the first release of the final document and an opportunity for public review
of the research

Presentation of the white paper at the statewide 2011 School Mental Health

The nine CSCT licensed mental health centers met face to face with DPHHS administrators and
researcher to discuss the nine pillars. CSCT licensed mental health centers invited DPPHS
personnel and researcher to their Communities of Practice meeting to further discuss the nine
pillars and talk about the expected Administrative Rule rewrite process.

The Montana Behavioral Initiative (MBI) Summer Institute, Montana’s adaptation of the
national Positive Behavioral Intervention and Supports (PBIS) framework, implemented a SMH
track to include multiple dialogues with national and statewide representatives around the
forthcoming CSCT rule rewrite.

DPHHS and OPI hosted three Administrative Rule rewrite working group meetings with
participants aware of group expectations and background information. Meetings were centered
around the nine pillars with ample time for group discussion and individual feedback to
DPHHS. Final notes from these meetings are used to guide CSCT Administrative Rule
revision(s)

The statewide School Mental Health Conference provided a panel discussion with the DPHHS
and OPI administrators and co-facilitators of the CSCT working group to provide highlights of
the CSCT rule change process with Q & A

DPHHS and OPI leaders will draft and develop new Administrative Rules for CSCT based on
working group member feedback within notes framed within the context of the nine pillars and
host two more working group meetings to review and provide feedback on newly drafted CSCT
Administrative Rules and discuss funding mechanisms for CSCT

National SMH researcher Mark Weist and researcher Erin Butts will present full-day session at
the MBI summer institute to stakeholders around the nine pillars

Drafted CSCT Administrative Rules are expected to be ready for public comment

Anticipated time when CSCT Administrative Rules will be legally completed and key stake-
holders prepared for new Administrative Rule implementation

New CSCT Administrative Rules are expected to be in effect

of how to approach future rule revisions for any

Readiness Timeline for CSCT
Administrative Rule Rewrite

It is particularly important that the CSCT licensed
mental health centers have an ongoing opportu-
nity to raise questions, get answers, and under-
stand how the SMH research expectations will
ultimately inform new CSCT Administrative
Rules. For the first time in Montana, rules are
being supported, discussed and written by indi-
viduals who are highly informed of what research
demonstrates as best practice. This exemplary
research process not only has the possibility of
changing the SMH culture of research to practice
across Montana for CSCT, but moreover is a pilot

state system that influences our children, youth
and families.

Leaders in implementation, Fixsen, Blase,
Naoom, and Wallace (2009) write that for sci-
ence to influence practice in the human services
fields is particularly difficult in part because “the
practitioner is the intervention” (p. 532). Thus,
the number of individuals serving our children,
youth, and families across the nation is extensive,
and getting individuals from multisystems to
implement science is no small feat. Fixsen and
colleagues propose six stages of implementation
that include exploration, installation, initial
implementation, full implementation, innovation,
and sustainability. The authors believe that “the
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stages are not linear as each appears to impact the
others in complex ways. The stages of implemen-
tation can be thought of as components of a tight
circle with two-headed arrows from each to every
other component” (p. 532). Supporting this
understanding of implementation, Montana
expects that approaching policy with the trilateral
framework firmly in place will lead to integrative
and consistent service delivery.

Conclusion

There are positive SMH system changes emerg-
ing for the state of Montana guided through the
implementation of the trilateral framework
emphasizing interconnections among partnership,
research, and policy. Montana has developed
strong partnerships and collaboration across agen-
cies and departments, identified evidence-based
mental health practices to incentivize through
policy and increase access to throughout the state.
Results from this interconnection of partnership,
research, and policy are encouraging and suggest
a way to systematically improve SMH for other
states. Only time will tell whether impending
Administrative Rule Changes of CSCT assist in
the expansion and improvement of school mental
health in Montana. We look forward to continuing
to tell this story as it plays out.
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Building Bridges: The Role

of Expanded School Mental Health
in Supporting Students

with Emotional and Behavioral
Difficulties in the Least Restrictive

Environment

Carrie L. Mills and Dana L. Cunningham

The implementation of the Individuals with
Disabilities Education Act (IDEA) affords stu-
dents with disabilities the right to a free and
appropriate public education in the least restric-
tive environment (LRE). Consistent with the
LRE requirement in IDEA, students with dis-
abilities should be educated with non-disabled
peers to the greatest extent possible. When a stu-
dent cannot be satisfactorily educated with
accommodations, modifications, and/or supple-
mentary aids and services in a less restrictive set-
ting, the Individualized Education Program (IEP)
team may consider a more restrictive placement
to provide more intensive supports. Among stu-
dents with disabilities, one of the subgroups most
frequently placed in segregated restrictive place-
ments is those youth identified as having emo-
tional and behavioral disorders (U.S. Department
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of Education, 2011). This tendency is concerning
as the outcomes for students with emotional dis-
orders are bleak, with few exceptions in the pub-
lished literature (e.g., Mattison & Schneider,
2009), even when specialized educational
supports or placements are provided (Bradley,
Doolittle, & Bartolotta, 2008; Siperstein, Wiley,
& Forness, 2011; Wagner, Kutash, Duchnowski,
Epstein, & Sumi, 2005).

While some have attempted to outline steps in
the decision-making process related to LRE (e.g.,
Rozalski, Stewart, & Miller, 2010), the criteria
underlying these decisions are often unclear.
While some ambiguity is inherent in the individ-
ualized decision-making approach used by IEP
Teams to identify educational plans and place-
ments, the current literature on this topic is lim-
ited. Attempts to identify the predictors of
placement decisions have yielded mixed results,
with some studies finding relatively static factors
to be most prominent, such as gender, ethnicity,
and socioeconomic status, while others have
found dynamic factors to be more influential,
such as student characteristics (e.g., achievement,
symptom profiles), family characteristics (e.g.,
level of involvement, parental mental illness), as
well as a variety of school-related variables
including the availability of school-based sup-
ports (Glassberg, 1994; Hendrickson, Smith,
Frank, & Merical, 1998; Hosp & Reschly, 2002;
Robertson et al., 1998). Surprisingly, retrospec-
tive interviews with individuals involved in

M.D. Weist et al. (eds.), Handbook of School Mental Health: Research, Training, Practice, and Policy, 87
Issues in Clinical Child Psychology, DOI 10.1007/978-1-4614-7624-5_7,

© Springer Science+Business Media New York 2014



88

making placement decisions indicate that up to
half of students placed in restrictive settings, such
as specialized schools, could have been main-
tained in the less restrictive setting if additional
supports were provided (Hendrickson et al.,
1998). Given the implications of placement deci-
sions, such as the significant costs of highly
restrictive placements, the limited rates of return
to less restrictive settings, and the uncertain out-
comes for these students, there is a significant
need to better understand decision-making pro-
cesses and the factors that influence these deci-
sions, as well as the most effective ways to
facilitate student success in the LRE.

In this chapter, we assert that expanded school
mental health (ESMH; see Weist, 2003), in coor-
dination with existing school services, provides
an opportunity to develop innovative, compre-
hensive models to meet the needs of students
with emotional and behavioral difficulties in the
LRE. Below, we briefly present the overall preva-
lence, costs, and outcomes related to serving
youth with emotional and behavioral difficulties.
Next, program components associated with
effective interventions for this population are
presented. These components include the follow-
ing: (a) effective classroom and school environ-
ments, (b) teacher preparation and support,
(c) family engagement and support, (d) transition
supports, and (e) evidence-based mental health
services. We then highlight several programs that
utilize some combination of these elements and
conclude with a review of current issues related
to the advancement of comprehensive models to
best meet the needs of students with emotional
and behavioral difficulties.

Before proceeding with the chapter, a few
clarifications are provided. First, while this
chapter focuses on students with Emotional
Disturbance (ED) or at risk for ED, the concepts
presented are also likely to apply to students
with emotional and behavioral difficulties in
both general and special education programs,
regardless of eligibility category. Second, while
public schools have the responsibility and liabil-
ity of providing supports to students to maxi-
mize participation in the LRE, it is suggested
that these supports may be most effectively
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delivered through partnerships between educa-
tion and mental health, based on an explicit,
shared agenda which supports system alignment,
efficient resource utilization, and ongoing col-
laboration. Finally, it is recognized that some
students may require and benefit from more
restrictive placements. While the debate on full
inclusion is complex (Zigmond, Kloo, &
Volonino, 2009), a balanced approach similar to
the perspective of Yell (1998), who articulated
that “to make a placement decision that all stu-
dents will be in the general education classroom
is just as illegal as placing all students with dis-
abilities in special schools” (p. 73) is adopted.
The purpose of this chapter is to highlight the
possibilities for ESMH to contribute to current
efforts to enhance the continuum of supports
through collaborative partnerships involving
students, their families, and the various systems
invested in their educational and emotional wel-
fare. To provide a context for the following dis-
cussion, the prevalence, costs, and outcomes for
students with ED are reviewed below.

Understanding the Context

Students identified as ED represent 6.5 % of all
public school students aged 3-21, yet account for
less than 1 % of students with identified disabili-
ties (Aud et al., 2011). According to the US
Department of Education (2011), approximately
18 % of students with ED are educated in sepa-
rate public or private placements, residential
facilities, or homebound/hospital environments.
Although the numbers have stabilized recently,
there was an increase in the utilization of more
restrictive settings to educate students with ED
from 1990 to 2000 (Furney, Hasazi, Clark-Keefe,
& Hartnett, 2003). Placement continues to be a
contentious subject, with some asserting that
students with ED may be better served in
specialized environments outside of general edu-
cation, while others claim that these students can
be effectively served in less restrictive settings
(Kauffman, Bantz, & McCullough, 2002; Wagner
et al., 2006). Unfortunately, data indicates that
less than half of students with ED receive related
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services, such as behavioral interventions or
mental health services, in school (Hendrickson
et al.,, 1998; Wagner et al., 2006). Although
knowledge about the depth and quality of the ser-
vices these students receive is limited (Bradley,
Henderson, & Monfore, 2004), it is clear that
many students with ED show minimal, if any,
academic and behavioral improvement over time
(Bradley et al., 2008).

Considering these outcomes, the costs associ-
ated with educating students in highly restrictive
environments, outside of the public school set-
ting, are significant. National estimates suggest
that it costs an average of $25,580 for a student to
be educated in a nonpublic placement, which is at
least two times the cost of educating a student in
special education in a public school setting
(Chambers, Shkolnik, &Perez, 2003). Further,
there is limited information about the services
provided to students while in highly restrictive
placements and regarding their subsequent out-
comes after discharge (e.g., Carran, Kerins, &
Murray, 2005).

Despite individual successes, students with
ED tend to experience poor outcomes compared
to students with other disabilities and their non-
disabled peers. Related in part to their disability,
students with ED often experience more family
stressors, display low levels of social interaction
and competence, engage in negative interactions
with others, and display significant externalizing
and internalizing symptoms (Bradley et al., 2004;
Wagner et al., 2005). They are also more likely to
receive lower grades, change schools frequently,
drop out of school, and experience higher rates of
grade retention, suspensions, and expulsions
(Bradley et al., 2008; U.S. Department of
Education, 2009; Wagner & Cameto, 2004). In
addition, youth with ED have more contact with
the juvenile justice system and experience unsta-
ble employment and educational trajectories fol-
lowing high school (Bradley et al., 2008; Quinn,
Rutherford, Leone, Osher, & Poirier, 2005), the
cumulative effect of which results in significant
financial costs to society (President’s New
Freedom Commission on Mental Health, 2003).
In light of these challenges, many students with

89

ED are not provided with the adequate skills or
supports to help them succeed while they are in
school (Bradley et al., 2008). Together, these
findings highlight the need for effective interven-
tion for these students.

Intervention Components for
Students with Emotional Disorders

The prevalence and unmet need, significant costs
associated with restrictive placements and dismal
outcomes for many students with ED, warrants
critical evaluation of current intervention models
to identify areas for improvement. Below a num-
ber of components that should be considered
when designing coordinated and comprehensive
school mental health programs to support stu-
dents with complex mental health needs in the
LRE are presented.

Building Positive School
Environments and Supports
for Learning

There is evidence that system-level factors, such
as the sociopolitical climate, availability of finan-
cial resources, and the level of school engage-
ment in reform efforts, may impact identification
for special education, the type of school and
community services received, and the placement
of students with ED (Duchnowski & Kutash,
2011; Siperstein et al., 2011; Wiley & Siperstein,
2011). In addition, national studies of classrooms
educating students with ED have observed unfa-
vorable learning conditions, including low levels
of student engagement, high rates of disruptive
student behavior, and limited specialized aca-
demic programming (Kern et al., 2009). While
specific instructional supports are critical given
the reciprocal nature of academic achievement
and mental health (Welsh, Parke, Widaman, &
O’Neil, 2001), they are not included in this chap-
ter as recent guidance is available elsewhere
(Lewis, Hudson, Richer, & Johnson, 2004;
Simpson, Peterson, & Smith, 2011).
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Workforce Development, Ongoing
Collaboration, and Support

Recent evidence suggests that students with ED
increasingly receive more instruction in the
general education environment (Wagner et al.,
20006). Despite the emphasis on teacher prepara-
tion in recent reform efforts, preparation to
support teachers of students with emotional and
behavioral challenges remains inadequate
(Koller & Bertel, 2006; Oliver & Reschly, 2010).
Teachers are often expected to integrate students
with ED into their classrooms without relevant
in-service training, minimal consultative sup-
port, and often without the support of parapro-
fessionals (Wagner et al., 2006). Compounding
the issue, teachers of students with ED often
have less experience and education, and higher
levels of stress, than other teachers (Billingsley,
2004; Henderson, Klein, Gonzales, & Bradley,
2005; Wagner et al., 2006).

In general, critical skills in evidence-based
classroom management include providing struc-
ture, engaging students, providing feedback on
expectations, and developing a continuum of
responses to appropriate and inappropriate
behavior (Simonsen, Fairbanks, Briesch, Myers,
& Sugai, 2008). Additional recommendations for
teachers of students with ED include knowledge
of functional behavioral assessment, self-
management techniques, family engagement
strategies, and community supports, as well as
understanding of the relationship between behav-
ior and environmental conditions (Kern et al.,
2009; Lewis et al., 2004; Simpson et al., 2011;
Sutherland, Lewis-Palmer, Stichter, & Morgan,
2008). While this literature provides a critical
foundation for teacher preparation programs, evi-
dence suggests that ongoing implementation sup-
port is needed to facilitate the transfer and
maintenance of skills (Han & Weiss, 2005).
School mental health providers can play a critical
role by providing much needed consultation and
support to teachers of students with, or at risk
of, ED.
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Prioritizing Family Engagement
and Support

Across developmental periods, family involve-
ment in schools is linked to positive functioning,
academic performance, and the success of mental
health interventions in school and community
settings (Hill & Taylor, 2004; Hoagwood, 2005).
For students with ED, the development of a
strong partnership between the family and school
is critical as their families report working harder
to obtain services, yet are less satisfied with the
services they receive when compared to families
of children with other disabilities (Wagner et al.,
2005). In addition, many families of children
with ED perceive teachers as unprepared to work
effectively with their children, are dissatisfied
with their child’s school, and frustrated with the
special education process (Jivanjee, Kruzich,
Friesen, & Robinson, 2007; Wagner & Cameto,
2004), which may be due to the limited number
of families who receive case management and
family support services (Wagner et al., 2006).
This presents a unique opportunity for education
and mental health systems to collaboratively pro-
vide case management and family support to tar-
get the complex needs that are often experienced
by families of children with ED and help main-
tain placement in the LRE.

Consistent with best practices in family
engagement, interventions should be strength-
based and focused on resilience (Hoagwood,
2005). Despite reports of increased risk factors,
families of children with ED perceive themselves
to possess significant strengths, which can be a
powerful foundation for positive change (Corliss,
Lawrence, & Nelson, 2008). In partnership with
school staff, school mental health providers are
well positioned to facilitate communication
between families and schools. They can share
information about school-related issues (e.g.,
student-teacher interactions, strategies for suc-
cessful transitions), support increased family
involvement in education, and facilitate access to
community-based services and supports.
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Facilitating Successful Transitions

Students with ED experience multiple transi-
tions, including normative transitions between
school levels (e.g., elementary to middle), transi-
tions to less/more restrictive educational place-
ments, transitions related to acute mental health
crisis, and transitions secondary to entering
adulthood, all of which can be quite difficult.
Below, we have chosen to highlight some key
findings on nonnormative transitions related to
crisis or placement changes, as well as transitions
related to exiting the educational system.

Transitions Across Placements
When students transition across levels of care,
such as from residential or day treatment back
into their regular school environment, several
factors other than the student’s improvement in
functioning should be considered. Factors associ-
ated with positive transitions include frequent,
ongoing communication with families and across
agencies, active efforts to maintain relationships
across settings, and careful exploration of the stu-
dent and family’s expectations and experiences
related to the transition (Walter & Petr, 2004).
These findings suggest that communication and
planning are necessary to ensure smooth transi-
tions among levels of restrictive settings, within
and outside of the public school continuum.
When students in special education are able to
meet the academic and social-emotional behavioral
expectations in general education, reintegration
or “step down” should be considered. However,
the willingness of teachers and/or parents to support
reintegration is variable and likely influenced by
perceptions about the purpose of special educa-
tion, anxieties about potential negative conse-
quences, and a lack of adequate data to inform
decision-making (Powell-Smith & Ball, 2008).
Consistent with a systems-level, problem-solving
approach, Powell-Smith and Ball (2008) propose
a basic model for the reintegration of students
who are exiting special education and assert that
such interventions should consider the expecta-
tions and functioning not only of the identified
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student but also of the teacher and the classroom
environment as a whole. These considerations
are relevant not only to exiting special education
but also to any change in placement or major
transition.

Transitions to Adulthood
Given the increased focus on transition planning
in recent reauthorizations of IDEA, preparation
for successful transition must begin well before
the student leaves school. Wagner and Davis
(2006) identified five best practices in the prepa-
ration of youth with ED for transition, including
(a) the development of meaningful relationships,
(b) rigorous and individualized instruction, (c)
relevant or “authentic” learning opportunities, (d)
a focus on the whole child, and (e) the involve-
ment of students and families in goal-driven tran-
sition planning. While estimates suggest that
approximately 75 % of schools attempt to contact
community-based services and support for transi-
tioning students with ED (Cameto, 2005), the
extent to which these connections are successful
and the degree to which transitioning youth are
prepared to navigate, participate in, and advocate
for treatment and services are unclear.
Researchers and practitioners have recom-
mended several changes to policy and practice to
better support transitions among this population,
including accurate assessment of strengths and
needs across multiple domains, which are
informed by multiple perspectives (Carter,
Trainor, Sun, & Owens, 2009). In addition, barri-
ers that limit the participation of youth and fami-
lies should be identified and minimized. Lane
and Carter (2006) note that “parents are more
often infrequent or passive participants instead of
valued and well-equipped contributors to the
transition planning process” (p. 68). To improve
family participation, they stress the need for (a)
accurate information, training, and resources to
enable parents to be effective advocates; (b)
greater understanding and utilization of formal
and informal supports; and, finally, (c) the ongo-
ing provision of direct support to families based
on individual needs.
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Delivering Evidence-Based Mental
Health Treatment

Effective early intervention for students at risk of
being identified as ED is important as it diverts
more restrictive placements and is less intensive
and costly than interventions provided once prob-
lems become more severe (Kern et al., 2009).
When students with ED receive appropriate
behavioral supports, they are more likely to
remain in the public school setting as opposed to
being moved to a more restrictive school place-
ment (Cunningham, King, Cook, & Richmond,
2010; Eber, 2008). Unfortunately, Bradley and
colleagues (2008) concluded that evidence-based
practices are not commonly utilized among pro-
grams that serve students with ED.

Despite low utilization of evidence-based
interventions, there are several successful prac-
tices that address the presenting behavioral and
academic needs of students with ED. Across the
nation, schools are adopting and implementing
problem-solving models, such as Response to
Intervention (RTI) and Positive Behavior
Supports (PBS), to promote positive outcomes
for all students, including those identified as ED
(Sugai & Horner, 2009; Lewis, Jones, Horner, &
Sugai, 2010). RTI involves determining the stu-
dent’s specific needs through screening and
assessment, implementing an evidence-based
intervention, and monitoring student progress,
while PBS uses a tiered system of supports to
address the needs of all students. Sugai and
Horner (2009) proposed that RTI provides the
guiding principles with respect to assessment and
intervention and PBS is an example of how to
apply these principles.

In the tiered model all students receive the pri-
mary level of interventions to promote mental
health and prevent problem behaviors, such as
teaching prosocial behavior, while students at
risk of exhibiting problem behavior may receive
more specialized, secondary-level interventions.
Empirically supported practices and interven-
tions are increasingly available and often address
multiple levels of intervention. For example,
incentive systems (Kern et al., 2009) may be
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utilized to promote positive behavior school-wide
or just for individual students, as seen in the
multicomponent  Classwide  Function-Based
Intervention Teams intervention (Wills et al.,
2010). Examples of other programs which sup-
port at-risk students include Check, Connect, and
Expect (CCE; Cheney et al., 2010) and First Step
to Success (Walker et al.,, 1998). The most
intensive level of supports, or tertiary level, is
provided to students with the most complex
needs. While additional examples of intensive
school-based interventions will be presented
later, Prevent-Teach-Reinforce (PTR; Iovannone
et al., 2009) is an example of a multicomponent
tertiary intervention that has shown evidence of
initial success.

Intervening with Culturally Diverse
Youth

Prior studies have reported the overidentification
of students of color in special education, citing
contributing factors such as school context,
access to resources, inequitable discipline prac-
tices, and cultural mismatch (Skiba et al., 2008);
however, others contend that identification is not
disproportionate and highlight the finding that
many youth are actually under-identified and
underserved (Kauffman, Mock, & Simpson,
2007). Despite the controversy, significant con-
cerns regarding the access, utilization, and effec-
tiveness of mental health services for minorities
have been well documented (U.S. Department of
Health & Human Services, 2001). Therefore, it is
imperative that professionals working with cul-
turally diverse youth consider the youth’s cultural
history and utilize culturally sensitive and appro-
priate practices (Bernal, 2006; Serpell, Hayling,
Stevenson, & Kern, 2009). Specifically, RTI has
been proposed as a promising approach to reduce
the number of culturally diverse students dispro-
portionately identified as ED (Harris-Murri,
King, & Rostenberg, 2006). The authors suggest
that a culturally responsive approach recognizes
the prior interactions of families and cultural
groups with the education system, increases
awareness of biases or stereotypes among school
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staff, recognizes variability in learning
approaches, and incorporates an awareness of
culture in instructional practices and class activi-
ties. Considering the essential components pre-
sented above to support students in the LRE,
examples of school-based programs that utilize
variations of these components to engage stu-
dents, families, and school staff to attain positive
outcomes are briefly reviewed.

Examples of School-Based Programs

Collaborative school-based programs have been
identified as promising approaches to address the
needs of students with ED in special education
(President’s New Freedom Commission on
Mental Health, 2003). One school-based pro-
gram developed for students with ED is the
Intensive Mental Health Program (IMHP;
Vernberg et al., 2006). The IMHP serves stu-
dents, ages 5—13, following inadequate progress
with less restrictive services. While participating
in IMHP, students remain in their neighborhood
school for half of the day and receive behavior
management interventions at home and school,
individual and family therapy, as well as other
psychosocial and biomedical interventions.
Evaluations from the initial stages of the IMHP
are promising, as many students showed improve-
ments in their behavioral and emotional function-
ing, and over 60 % of the participating students
returned to their neighborhood school or to a less
restrictive setting.

Robinson and Rapport (2002) described
another approach to meet the needs of students
with ED by implementing a day-treatment pro-
gram model in the public school classroom.
Students who are not progressing in less restric-
tive settings are provided academic instruction as
well as mental health treatment by a multidisci-
plinary team using a behavioral treatment
approach. This multimodal program also pro-
vides wraparound services to families by utiliz-
ing community resources. This treatment
approach shows promise as about half of the par-
ticipants showed some improvement in their
overall functioning, although many continued to
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exhibit relatively severe symptomatology. Two
other empirically supported programs that inte-
grate education and mental health to engage fam-
ilies in the pursuit of improved student behavior
are the Reaching Educators, Children, and
Parents (Weiss, Harris, & Catron, 2003) and
Positive Attitudes for Learning in Schools
(Atkins, Graczyk, Frazier, & Abdul-Adil, 2003)
programs.

Another innovative model of school-based
programming for students with ED in Maryland
(Cunningham et al., 2010) was developed through
a collaboration between the State Department of
Education, a major university, and the local
school district. This program is staffed by clini-
cians and case managers who are based in the
school system’s Transition Programs for students
with ED. Students in the Transition Programs are
educated primarily in self-contained classes in a
public school. Students referred to this program
were not successful in their home school place-
ment and are at risk of being moved to a more
restrictive, nonpublic placement.

In addition to intensive behavioral management
strategies such as point systems, rewards, behav-
ioral contracting, and paraprofessional support
provided by the Transition Program, students and
families participating in the program receive
individual, group and/or family therapy, case
management, and psychiatric consultation ser-
vices from university staff. While services are
primarily delivered in the school setting, services
are also provided in the home and community,
when needed, to facilitate family involvement. In
addition, university staff offer ongoing training,
support, and consultation to school staff to build
their capacity and knowledge related to serving
youth with ED. Participating students demon-
strated significant improvements in their aca-
demic and behavioral performance as the
percentage of courses passed increased from
62 % to 87 % and inappropriate classroom behav-
iors decreased by almost 50 % within 1 year
(Cunningham et al., 2010). In addition, signifi-
cant cost savings are associated with the program
with approximately $31,000 saved per student
for every year a nonpublic school placement is
averted (Slade et al., 2009).
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While the potential for school-based
interventions to improve the functioning of youth
with ED has been recognized and strongly rec-
ommended (President’s New Freedom
Commission on Mental Health, 2003), progress
in implementing an effective school-based men-
tal health agenda for youth with ED has been lim-
ited. Research indicates that the most effective
school-based interventions for youth with and at
risk for ED address externalizing behavior prob-
lems at home and school, internalizing problems
at home, social skills at school, and general aca-
demic skills (Reddy, Newman, De Thomas, &
Chun, 2009), highlighting the need for collabora-
tive efforts. However, Kutash, Duchnowski, and
Green (2011) caution that while many school-
based mental health programs demonstrate suc-
cess in improving the emotional functioning of
students, they often struggle to demonstrate simi-
lar impacts on academic performance. Although
the contexts in which the aforementioned pro-
grams deliver services vary, all of them appear to
incorporate the critical components identified to
support students with ED, including a focus on
supportive learning environments, teacher and
family support, facilitated transitions, and
evidence-based treatment.

Current Issues and Challenges

A number of challenges remain in the develop-
ment of comprehensive and effective intervention
models for students at risk of or identified with
ED. These include the potential impact of pend-
ing educational and healthcare reforms, legal and
cost considerations, and the lack of rigorously
evaluated outcome studies. After exploring these
issues, the chapter concludes with a brief sum-
mary and highlight of the role of ESMH in sup-
porting positive outcomes for students with ED
in the LRE.

Given that schools are the primary provider of
children’s mental health services (Rones &
Hoagwood, 2000), the implications of recent
reform efforts are significant. Current policies
and practices will need to be thoughtfully reeval-
uated to ensure efficient and coordinated models
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of service delivery. ESMH providers must con-
tinue to prioritize the development of a shared
agenda; develop, implement, and evaluate inte-
grated intervention models; monitor outcomes;
and focus on engaging naturalistic supports
(Atkins, Hoagwood, Kutash, & Seidman, 2010).
Irrespective of the specific model implemented,
the goal of improving outcomes for students with
ED should be a uniting mission to mitigate the
chaos often associated with significant reform
efforts.

To ensure a free and appropriate public educa-
tion for all students, schools must provide related
services to students in special education if these
services allow for increased access to, and benefit
from, special education. Although case law pro-
vides some guidance on this mandate, the issue
continues to be complex and ambiguous (Norlin,
2007). In addition to compliance with legal man-
dates, schools (and society) must also consider
the cost implications of failing to address this
issue. Ineffective programming and inappropriate
restrictive placements are costly; however, inter-
ventions to support students in the LRE are likely
to demonstrate substantial cost savings. Ideally,
these savings would then be reinvested to further
support mental health promotion and interven-
tion, resulting in even more cost savings and
improved outcomes.

Despite the interventions referenced in this
chapter, there is a paucity of research and limited
theoretical models to guide academic and behav-
ioral intervention efforts for this population
(Atkins et al., 2010; Rones & Hoagwood, 2000).
In addition to more rigorous evaluation of existing
programs, identification of the systemic barriers
to the adoption and implementation (with fidelity)
of evidence-based practices will be an important
next step (Kern et al., 2009). Likewise, an exami-
nation of the policies and practices in states that
have been able to effectively serve students in
inclusive settings should also be examined
(Becker et al., 2011). Additional factors that may
warrant consideration include the degree of
implementation of problem-solving or tiered
intervention models, teacher preparation and sup-
ports for differentiated instruction, and the extent
and quality of school mental health services.
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ESMH and Coordinated Efforts
to Serve Students in LRE

While this chapter provides only a brief overview
of the role of ESMH to support students in the
LRE, the high prevalence of emotional disorders
among school children necessitates the continued
development and implementation of universal
interventions to ameliorate and prevent negative
outcomes among this population. Furthermore,
continued focus on youth and family engagement,
as well as exploration of factors leading to more
restrictive placements, particularly related to tran-
sitions, will inform intervention development.

In sum, school mental health providers are in
a unique position to support a number of the
components identified in this chapter. Based on
the experience of the authors of this chapter lead-
ing local ESMH programs, along with informal
discussions with colleagues in similar roles, the
following points are suggested. First, the use of
flexible funding models to allow school mental
health clinicians to collaborate with school staff
to implement preventive interventions, such as
those targeting school climate and mental health
promotion, is to be advocated for. In addition to
providing direct services to students who require
intensive supports, ESMH providers are also able
to support family engagement in education, coor-
dinate care across systems, facilitate normative
and nonnormative transitions, and potentially
generate cost savings which can be reinvested to
provide additional student supports.

Next, just as it is essential for school staff to
receive additional training to better understand the
mental health needs of their students and effective
interventions, it is suggested that it is also incum-
bent upon ESMH providers to understand the most
effective instructional practices and interventions
for these students (Lewis et al., 2004; Simpson
et al., 2011) and aid in the promotion of positive
environments to support student learning (Atkins
etal., 2010). In order for school mental health pro-
fessionals to effectively participate in the afore-
mentioned roles, highly itinerant models of service
delivery are cautioned against, as this also limits
the scope and impact of services.

95

Finally, preliminary evidence suggests that
collaborative partnerships between education and
mental health can produce high-quality, multi-
component programs and provide opportunities
for shared learning. While further evaluation is
needed, many students who participated in such
programs were able to be successfully main-
tained in their current placement and demon-
strated academic and behavioral gains. These
programs efficiently utilize limited resources and
respond to calls in the education and mental
health fields to develop the awareness, knowl-
edge, and skills required to build bridges between
effective instructional and clinical interventions
to improve outcomes for students with ED.
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The Integration of Positive
Behavioral Interventions
and Supports and Social
and Emotional Learning

Catherine P. Bradshaw, Jessika H. Bottiani,
David Osher, and George Sugai

Successful schools are safe, supportive, and
challenging environments that provide all stu-
dents with positive conditions for learning and
enhance their social competence and academic
performance (Osher, Bear, Sprague, & Doyle,
2010). The integration of two school-based pre-
vention models that aim to achieve these broad
goals — Positive Behavioral Interventions and
Supports (PBIS; Lewis & Sugai, 1999; Sugai &
Horner, 2006; Sugai, Horner et al., 2000) and
Social and Emotional Learning (SEL;
Collaborative for Academic, Social, and
Emotional Learning [CASEL], 2008; Elias et al.,
1997; Zins & Elias, 2006; Zins, Weissberg,
Wang, & Walberg, 2004) — can create a compre-
hensive, multi-tiered prevention approach to
meet the needs of all students (Adelman &
Taylor, 2003; Sugai & Horner, 2006; Osher,
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Dwyer, & Jackson, 2004; Strein, Hoagwood, &
Cohn, 2003; Weist, 2001). The PBIS framework
seeks to reach these ends by altering the school’s
organizational context and works with adults in
the school to implement enhanced procedures
and systems with fidelity to guide data-based
decisions related to student behavior problems
and academic performance. SEL uses a student-
centered, strengths-based approach that aims
to promote a set of core student competencies
(i.e., self-awareness, self-management, social
awareness, relationship skills, and responsible
decision-making) through culturally and devel-
opmentally appropriate instruction (CASEL,
2003, 2008; Elias et al., 1997).

Although the goals of both PBIS and SEL are
similar in their focus on improving the school
environment and promoting positive behavior,
they differ in their specific primary objectives,
theoretical foundations, organizational structure,
and activities. Consequently, some confusion has
developed about the compatibility of these two
models and whether they can be coordinated in
order to optimize positive social, emotional, and
academic outcomes for students. In this chapter,
we provide a brief overview of each model and a
rationale for their integration. We then outline a
step-by-step integration approach and feature
examples of two different types of SEL and PBIS
integration.
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Two Complementary Approaches
to School-Based Prevention

Positive Behavioral Interventions
and Supports (PBIS)

Overview

PBIS refers to a school-wide application of
behavioral systems and interventions to achieve
behavior change in schools (Horner, Sugai, &
Anderson, 2010; Sugai, Horner et al., 2000).
PBIS has strong behavior analytic foundations
and is a non-curricular framework that strives for
a flexible fit with school culture and context. It
can be implemented in any school level, type, or
setting. A three-tiered, public health system-wide
framework is applied (Mrazek & Haggerty, 1994;
O’Connell, Boat, & Warner, 2009; Walker et al.,
1996) to guide development and implementation
of a continuum of behavioral and academic
programs and services: (a) universal (primary,
school-wide “green-zone”), (b) selective (sec-
ondary, “yellow-zone”), and (c) indicated (ter-
tiary, “red-zone”) (see Fig. 1). The universal
elements of the model, typically referred to as

7

Indicated Prevention:
individualized interventions and
supports for small proportion of
students with very high-risk

school-wide PBIS, are the most commonly
implemented aspect of the three-tiered model.
Currently, over 18,200 schools have participated
in the implementation of the universal school-
wide elements of PBIS (www.pbis.org).

The tiered PBIS framework focuses on the aca-
demic, behavioral, and environmental contexts in
which behavior problems are observed. Applying
PBIS, schools establish a set of positively stated,
school-wide expectations for student behavior
(e.g., “Be respectful, responsible, and ready to
learn”), which are developed by the school’s PBIS
team and taught to all students and staff across all
school settings (e.g., classroom, hallways, buses,
field trips, dances, sporting events). A school-
wide system is then developed to formalize how
adults and students are recognized for exhibiting
the expected positive behaviors appropriately in a
given setting. Although the focus is on increasing
the frequency of positive interaction between staff
and students and between students themselves,
tangible reinforcers, such as tickets, parties,
prizes, or special privileges like an opportunity to
have lunch with a favorite teacher or administra-
tor, are sometimes used to formalize and prompt
acknowledgements.

Universal
Prevention:

behaviors. school-wide
systems for all

Selective students, staff, &
Prevention: settings.
specialized “Yellow Zone”
o ~15% of Students
intervention and

SELECTIVE

supports for
students with
risky behaviors.

“Green Zone”
~ 80% of Students
UNIVERSAL

Fig. 1 Three-tiered framework of Position Behavior Interventions and Support (PBIS) (Note. Adapted from Walker
et al. (1996), O’Connell et al. (2009), and Mrazek and Haggerty (1994))
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Integrating PBIS and SEL

The PBIS framework emphasizes teaching,
prompting, and acknowledging student use of
developmentally and contextually appropriate
expected behaviors so that (a) prosocial behav-
iors are more likely to be emitted instead of rule
violating behavior; (b) staff attention is directed
toward fostering safer and respectful school envi-
ronments or cultures; (c) chaotic learning envi-
ronments become more preventive, positive, and
predictable; and (d) more strategic supports can
be enlisted for students who present more resis-
tant problem behavior. The PBIS framework also
clarifies disciplinary consequences with respect
to minor (classroom-managed) and major
(administrator-involved) rule violations. The
school discipline system is reconceptualized as
an inhibitor for students who have relatively good
social behaviors and as a screening tool for stu-
dents who require more intensive behavior sup-
ports and interventions.

Because student and adult behavior are so
inextricably intertwined, the PBIS framework
provides structures and routines to support adults
so that consistency, predictability, and positive
relations are promoted across school contexts.
School-wide implementation is emphasized in
order to establish staff buy-in and is facilitated
through a team-based process. Each PBIS school
forms a leadership or implementation team,
which is comprised of a teacher from each grade
level, at least one administrator, and student sup-
port staff. Parent and student membership and
participation are strongly encouraged. The PBIS
team leader is often an administrator or experi-
enced teacher. A coaching process is used at the
school, district, and state level to serve as a bridge
between professional development and planning
activities and the team’s actual implementation
efforts in the school. Coaching also is used to
promote high fidelity implementation through
ongoing progress monitoring, prompting, and
encouragement. Individuals who provide coach-
ing supports can be internal to the school or
externally provided by the district; coaches are
typically school psychologists, guidance coun-
selors, social workers, or other staff who have
expertise in behavior management, social skills
instruction, data-based decision-making, class-
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room management, school discipline, functional
behavioral assessment, and behavior intervention
planning. A district and state-level support team
is also formed to provide training, coaching, eval-
uation, policy, and funding guidance and techni-
cal assistance (e.g., see Bradshaw & Pas, 2011).

A critical element of the PBIS framework is
the use of data to inform and guide planning and
implementation decision-making (Irvin et al.,
2004, 2006; Sugai & Horner, 2006). The empha-
sis is on the collection of multiple data elements
on both desired and problem behaviors to moni-
tor implementation quality and program out-
comes. The school’s PBIS team (a) specifies the
most important questions that must be examined
on a routine basis (e.g., rate of suspension events
each day, by location, by event type), (b) deter-
mines the best data source (e.g., office discipline
referrals), (c) acquires a data system that enables
easy input and output displays (e.g., School-Wide
Information System or SWIS [www.swis.org]),
(d) follows a regular schedule for review and
analysis of data, and (e) develops a routine for
disseminating and acting on the decisions (e.g.,
whole school, groups of students, and/or individ-
ual students).

Within a PBIS framework, data are used to
answer four main questions. First, how are stu-
dents doing — what’s going on? Second, is the
intervention or practice having the desired effect
— is it working? Third, is the intervention being
implemented as developed and recommended —
are we using it correctly? And, fourth, what
changes are needed to improve the effectiveness,
efficiency, relevance, and durability of the inter-
vention and its effects — what next? Several
instruments and guidelines have been created to
support PBIS data-based decision-making around
the four questions (e.g., Bradshaw, Debnam,
Koth, & Leaf, 2009; Horner et al., 2004).

Empirical Support

Increasing evidence suggests that successful imple-
mentation of school-wide or the universal (Tier 1)
PBIS system is associated with sustainable changes
in disciplinary practices and improved systems to
promote positive behavior among students (Barrett,
Bradshaw, & Lewis-Palmer, 2008; Bradshaw,
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Reinke et al., 2008; Horner et al., 2009). Quality
implementation of school-wide PBIS has been
linked with significant reductions in disruptive
behaviors and improved social skill knowledge
(Barrett et al., 2008; Horner et al., 2009; Metzler,
Biglan, Rusby, & Sprague, 2001; Sprague et al.,
2001). Specifically, several studies, including two
randomized controlled studies of school-wide
PBIS in elementary schools, have shown that high
quality implementation of the model is associated
with significant reductions in office discipline
referrals and suspensions (Bradshaw, Mitchell, &
Leaf, 2010; Horner et al., 2009) and other prob-
lem behavior (Mclntosh, Bennett, & Price, 2011),
such as teacher ratings of classroom behavior
problems, concentration problems, emotion
regulation problems, and bullying (Bradshaw,
Waasdorp, & Leaf, 2012; Waasdorp, Bradshaw, &
Leaf, 2012).

Significant improvements also have been
observed in student reports of school climate
(Horner et al., 2009; Mclntosh et al., 2011), staff
reports of the school’s organizational health (e.g.,
principal leadership, teacher affiliation, and aca-
demic emphasis) (Bradshaw, Koth et al., 2008;
Bradshaw, Koth, Thornton, & Leaf, 2009;
Mclntosh et al., 2011), teacher self-efficacy
(Kelm & Mclntosh, 2012; Ross & Horner, 2006),
and academic achievement (Bradshaw et al.,
2010; Horner et al., 2009; Mclntosh et al., 2011).

Improvements in the schools’ organizational
context achieved through PBIS, in turn, may
enhance the implementation quality of other
more intensive preventive interventions
(Bradshaw, Koth et al., 2009) and reduce the
need for more intensive school-based services
(Bradshaw et al., 2010). Consistent with the
three-tiered logic, evidence indicates that the
impact of PBIS may vary as a function of
the child’s risk profile or the age at which she or
he is first introduced to a PBIS environment
(Bradshaw, Waasdorp et al., 2012; Waasdorp
et al., 2012). In a recent randomized controlled
trial of PBIS in which the universal, school-
wide PBIS model was contrasted with the inte-
gration of selective preventive interventions
and school-wide PBIS, significant impacts were
demonstrated on teacher efficacy, academic
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performance, and special education service
use (Bradshaw, Pas, Goldweber, Rosenberg, &
Leaf, 2012).

Social and Emotional Learning (SEL)

Overview

While PBIS refers to a school-wide application
of behavioral systems and interventions to
achieve behavior change in schools, SEL empha-
sizes the perspective that enhancing students’
cognition and emotions are also critical for stu-
dents’ success in school, career, and life. SEL
involves the processes through which children
and adults acquire and effectively apply the
knowledge, skills, and attitudes necessary to
understand and manage emotions, set and
achieve positive goals, feel and show empathy
for others, establish and maintain positive rela-
tionships, and make responsible decisions. SEL
integrates competence-promotion and youth-
development frameworks that foster personal
and environmental protective mechanisms and
reduce risk factors (Bear, 2010; Greenberg et al.,
2003; Guerra & Bradshaw, 2008; Hawkins,
Smith, & Catalano, 2004). The Collaborative for
Academic, Social, and Emotional Learning
(CASEL, 2003) has identified five interrelated
cognitive, affective, and behavioral competen-
cies: self-awareness (ability to accurately recog-
nize one’s emotions and thoughts and their
influence on behavior), self-management (ability
to regulate one’s emotions, thoughts, and behav-
iors effectively in different situations), social
awareness (ability to take the perspective of and
empathize with others from diverse backgrounds
and cultures, to understand social and ethical
norms for behavior, and to recognize family,
school, and community resources and supports),
relationship skills (ability to establish and main-
tain healthy and rewarding relationships with
diverse individuals and groups), and responsible
decision-making (ability to make constructive
and respectful choices about personal behavior,
social interactions, and school) (CASEL; Zins,
Payton, Weissberg, & O’Brien, 2007). The
capacity to coordinate these competencies when
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dealing with daily situations and challenges
provides a foundation for better adjustment and
school performance as reflected in more positive
social behaviors, fewer conduct problems, less
emotional distress, and improved grades and
academic test scores (Durlak, Weissberg,
Dymnicki, Taylor, & Schellinger, 2011).

In addition to a focus on individual compe-
tencies, SEL also provides a framework for
school improvement (Devaney, O’Brien,
Resnik, Keister, & Weissberg, 2006). SEL
programming is intended to be implemented
in a coordinated approach school-wide, and les-
sons are reinforced in and out of the classroom.
Specifically, the SEL framework can be used to
promote conditions identified as necessary for
learning and academic achievement: physical
and emotional safety, school connection, social-
emotional learning, quality instruction, and a
climate of high expectations for achievement
and behavior (Osher et al., 2010). Furthermore,
SEL emphasizes the importance of enhancing
students’ competencies with developmentally
appropriate and culturally competent classroom
instructional strategies and teacher practices to
promote students’ social, emotional, and aca-
demic learning. A recent advance, for example,
has been to establish preschool to high school
SEL learning standards that specify what stu-
dents should know and be able to do (see, e.g.,
the State of Illinois Social and Emotional
Learning standards at http://www.isbe.state.
il.us/ils/social_emotional/standards.htm).

SEL draws on research regarding core skills
and other protective factors that have been shown
to be associated with positive youth outcomes
across multiple domains. For most SEL pro-
grams, reductions in any particular high-risk
behavior or the establishment of specific positive
behaviors are achieved through a longer-term
investment in developing the social and emo-
tional competencies of children. By fostering
protective factors and promoting social-
emotional well-being, SEL has the potential to
reduce or prevent a range of immediate and
long-term untoward outcomes across multiple
ecological settings (see Fig. 2). For example, by
promoting self-regulation, youth learn to express

105

positive and negative affect while maintaining
appropriate behavioral control (Denham &
Weissberg, 2003).

Empirical Support

There is a growing body of evidence document-
ing the effectiveness of SEL programs. A series
of meta-analyses and reviews have concluded
that universal school-based SEL interventions are
generally effective across a diverse range of
social, emotional, behavioral, and academic out-
comes (see CASEL, 2003; Durlak et al., 2011;
Substance Abuse and Mental Health Services
Administration [SAMHSA], 2002; Wilson,
Gottfredson, & Najaka, 2001; Zins et al., 2004).
For example, the Collaborative for Academic,
Social, and Emotional Learning (CASEL, 2003)
reviewed outcomes on 80 SEL programs, with
the goal of providing guidance to educators in
selecting appropriate SEL programs. Twenty-two
of these programs were identified as higher-
quality programs that were well designed, had
research that documented their positive impact
on behavior and/or academic performance, and
provided professional development and technical
assistance services to support implementation. In
a meta-analysis of 165 published outcome stud-
ies of school-based prevention programs, Wilson
and colleagues (2001) found that SEL-oriented
programs resulted in reduced dropout and
improved attendance. The US Department of
Health and Human Services, Substance Abuse
and Mental Health Services Administration
(SAMHSA, 2002) reports on model prevention
programs supporting academic achievement has
also documented increased grade point averages,
improvements in standardized test scores, and
improved reading, writing, and math skills result-
ing from school-based prevention programs
including SEL components. More recently, a
meta-analysis by Durlak and colleagues (2011)
that examined results from 213 studies of univer-
sal SEL interventions indicated that SEL led to
significantly less emotional distress, fewer nega-
tive behaviors, improved school attitudes and
behaviors, and better academic performance
among students, with an 11 percentile-point gain
in academic achievement in comparison to
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How Evidence-Based SEL Programs Work to Produce Greater Student Success
in School and Life

Evidence-Based SEL Programs:

(1) Create Learning
Environments

* Safe

* Caring,

o Well-Managed

Greater Attachment
to School

* Participatory

(2) Provide Social and
Emotional Competency
Instruction
 Self-awareness

* Social awareness
 Self-management

Better Academic
Performance
and Success in

School and Life

Less Risky Behavior
and More Assets
and Positive
Development

* Relationship skills .

* Responsible decision making

Fig. 2 Framework for Social and Emotional Learning (SEL) programs (Note. Source: http://casel.org/wp-content/

uploads/2011/04/logicmodel. gif)

controls. A separate meta-analysis on after-
school programs conducted by Durlak,
Weissberg, and Pachan (2010) found that after-
school programs that specifically sought to
enhance social and interpersonal skills of stu-
dents demonstrated significant improvements in
self-perceptions, school bonding, social behav-
iors, academic performance, and problem
behaviors.

Although the findings regarding the impacts
of SEL programming on academic outcomes
have generally been favorable (Durlak et al.,
2011; for a review see Zmuda & Bradshaw,
2012), a recent multisite randomized trial of
seven different SEL programs did not demon-
strate impacts on student academic achievement,
behavior, or social-emotional development
(Social and Character Development Consortium,
2010). The report highlighted the importance of
the fidelity with which SEL programs are imple-
mented, as prior research documents a clear asso-
ciation between high quality implementation and
student outcomes (Domitrovich et al., 2008).
Specifically, an emphasis on four practices

associated with effective skill training (SAFE,
sequenced, active, focused, explicit) moderated
several program outcomes in both meta-analyses
led by Durlak and colleagues (2010, 2011).

Rationale for Integrating PBIS
and SEL

The PBIS and SEL approaches have some funda-
mental differences, but they also have great poten-
tial to be compatible and offer a full range of
strategies and techniques for effective school-wide
management and positive student development
(Bear, 2010; Osher et al., 2010). Both emphasize the
use of evidence-based strategies and techniques —
albeit sometimes different ones — to promote posi-
tive behaviors, relationships, and school climate
and to prevent or correct behavior problems. It is
important to acknowledge some differences in their
theoretical roots (e.g., PBIS emphasizes applied
behavior analysis, whereas SEL emphasizes
cognitive-affective-behavioral perspectives) and
their primary aims (e.g., PBIS focuses primarily on
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redesigning teaching and learning environments
to support behavior, while SEL highlights teach-
ing and learning strategies that enhance student
social-emotional competence). As such, the
proximal focus of PBIS is on the reduction of
problem behaviors and enhancement of positive
school expected behaviors, which in turn lead to
positive effects on school climate, prosocial
behavior, and academic achievement. SEL’s pri-
mary focus is on enhancing social and emotional
and behavioral competencies which in turn lead
to reductions in problem behavior and improve-
ments in school climate and academic achieve-
ment. Therefore, the process of coordinating
SEL and PBIS requires careful blending and
thoughtful connection of the core components of
the two models into one enhanced intervention
or strategy. A school or school system may con-
sider a number of the following reasons for inte-
grating these two models.

Synergistic Effects on Social,

Emotional, and Behavioral Skills
Combining PBIS and SEL could address some of
the common concerns expressed regarding the
two models. For example, although the PBIS lit-
erature emphasizes the importance of directly
teaching, prompting, and acknowledging proso-
cial behavior, it does not offer an explicit curricu-
lum for teaching children social-emotional skills
and competencies like those taught in a SEL cur-
riculum or the daily integration of social, emo-
tional, and academic learning in classroom
instruction. SEL brings added emphases on chil-
dren’s cognitions and emotions as well as social-
emotional skill development, which are not
emphasized in school-wide PBIS. Furthermore,
PBIS and most SEL models have relatively mod-
est intervention effects (Bradshaw et al., 2010;
Bradshaw, Waasdorp et al., 2012; Wilson et al.,
2001; cf. Durlak et al., 2011"), which may be a
result of the multitude of factors that collectively

'Durlak et al. (2011) made the case that SEL programs are
as or more effective than other established interventions
on several outcomes. This is in contrast to the review by
Wilson et al. (2001), which indicated modest intervention
effects.
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contribute to youths’ problem behavior.
Addressing  social-cognitive, emotional, and
behavioral skills is important for socially compe-
tent behavior, positive peer relations, and aca-
demic success (Durlak et al., 2011). Furthermore,
the student population is heterogeneous in terms
of their need for different types of skill develop-
ment (Kellam & Rebok, 1992). As a result,
school-wide PBIS may not address the underlying
non-behavioral mechanisms contributing to the
problem behaviors for all students. For example,
children at risk for internalizing problems, like
depression or anxiety, may benefit from a tiered
approach through PBIS, but may also require
exposure to SEL content, which addresses emo-
tions more directly, in order to reduce rates of
these internalizing problems (O’Connell et al.,
2009). In contrast, a student with impulse control
problems may benefit from the combined focus
on emotion regulation skills through an SEL cur-
riculum and the system for reinforcement offered
through school-wide PBIS. The PBIS approach
also may benefit SEL by increasing the transfer of
learning across settings by connecting and rein-
forcing the social-emotional skills developed
through the curriculum in non-classroom settings,
thereby promoting generalization of the skills.
SEL models may promote the generalization and
sustainability of improved student functioning by
developing children’s capacities to coordinate
cognitive, affective, and behavioral skills
(Hawkins et al., 2004; Osher et al., 2010). Broader
and longer-term impacts on delinquent and anti-
social behavior, school dropout and academic
failure, and improved mental health could thus
result through the combination of PBIS and SEL.

Increased Efficiency of Program

Delivery

Integrated programs are less vulnerable to turn-
over with administration and more likely to
become part of the overall mission and fabric of
the school environment (Adelman & Taylor,
2003; Greenberg, Domitrovich, Graczyk, &
Zins, 2001). An integrated model could build
on and reinforce the individual program com-
ponents (Domitrovich et al., 2010). Common
program elements and staff responsibilities for
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program oversight and management could be
streamlined so that there is less repetition and
duplication of efforts. Furthermore, with lim-
ited time in the school day, the efficiency and
effectiveness of any prevention and promotion
efforts has to be maximized. An integrated SEL
and PBIS model has the potential to reduce
system overload and maximize sustainability
(Domitrovich et al., 2010).

Tiered Prevention Approach

PBIS provides a framework for the integration of
programs and services. Students whose needs are
not fully met by a universal SEL program or a
universal system of positive behavior support
(Sugai & Horner, 2006) would require targeted
and/or individually tailored preventive interven-
tions based on systematic assessment of their
needs (Debnam, Pas, & Bradshaw, 2012;
Hawken, Vincent, & Schumann, 2008; Sugai &
Horner, 2009, 2010; Sugai, Horner et al., 2000;
Walker et al., 1996). Like other tiered prevention
models, such as Response to Intervention, PBIS
emphasizes data-based decision-making, contin-
uous progress monitoring, a continuum of
evidence-based interventions, and monitoring of
implementation fidelity (Hawken et al., 2008).
Through review of data at the child, classroom, or
school level, other more intensive evidence-based
practices or SEL interventions can be selected to
meet the needs of the target population. The PBIS
framework provides an opportunity for integra-
tion of programs to meet a range of student social
and emotional learning needs. By using a com-
mon language, logic, and structure, as well as the
existing systems established through the school-
wide PBIS framework to implement the other
complementary evidence-based practices, the
integrated model may result in more sustainable
changes in the school environment and optimize
outcomes for the student (Domitrovich et al.,
2010; Osher et al., 2007; Sugai & Horner, 2006).

Optimized Organizational Context

As Han and Weiss (2005) noted, “sustainability
is likely to occur only in the context of institu-
tionalization of systemic changes in attitudes,
expectations, support mechanisms, and infra-
structure” (p. 667). Therefore, a multilevel
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school-wide discipline framework, which has
documented effects on promoting organizational
climate and reducing problem behaviors across
school settings (e.g., Bradshaw, Koth et al., 2009;
Bradshaw et al., 2010), may provide the optimal
context for enhancing the implementation quality
and outcomes achieved by SEL programs. The
organizational framework offered by PBIS may
help encourage sustained implementation of SEL
programs. For example, PBIS can provide a
school-wide context in which the SEL core com-
petencies can be taught, practiced, and reinforced
throughout the day. Moreover, by improving
school-wide climate and behavior management
practices across school settings, PBIS may
enhance the implementation quality and effects
of classroom-based SEL programs (Domitrovich
et al., 2008, 2010). Furthermore, PBIS has been
shown to increase the amount of instructional
time available to teachers (Scott & Barrett, 2004),
which makes it more likely that teachers will
have the class time to administer classroom-
based SEL programs as intended. SEL approaches
emphasize an array of integrated explicit and
embedded teaching strategies that teachers adopt
as common practices to foster student’s social,
emotional, and academic learning (Zins et al.,
2004). SEL’s focus on planned, systematic, and
developmentally appropriate curriculum and
instruction strategies can coordinate with and
strengthen PBIS efforts by giving students the
voice and skills to contribute to the creation of
safe, engaging, learning environments.

Process of Integrating PBIS and SEL

We recommend a model for integration in which
both PBIS and SEL principles guide the initial
and ongoing school-level planning processes,
using this integrated approach. PBIS provides the
overarching, three-tiered framework for imple-
mentation of SEL and other related programs and
supports. SEL programming is integrated and
offered at the universal, selective, and indicated
levels and a data-driven approach to assessing
student needs which, in turn, drives the selection
of SEL programs, to direct decisions about refer-
ral to intervention, and to monitor program
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impacts. In the integrated model, the SEL
approach guides the PBIS planning process at the
outset to ensure that leadership committees cre-
ate school expectations that address the four
social-emotional conditions for learning: physi-
cal and emotional safety, school connection, high
expectations for performance and behavior, and
teaching social-emotional core competencies in
the context of daily classroom instruction. Then,
SEL helps to provide students with the tools to
realize and contribute to the behavioral expecta-
tions set by the school’s PBIS implementation
plan and the specific goals related to students’
social, emotional, and academic learning.

The data collected through PBIS (e.g., office
discipline referrals, suspensions, school climate,
positive behavior, program fidelity) can be used to
guide the selection of more intensive SEL-based
preventive interventions for individual children
not responding to the universal model. Consistent
with the principles of SEL, additional data should
be collected on student competencies and social-
emotional skills through teacher ratings, parent
ratings, self-reports, or performance assessments
(Kendziora, Weissberg, Ji, & Dusenbury, 2011).
At the class or school level, the data can be used
more generally to select other universal programs
to meet state SEL standards (see, e.g., the Illinois
SEL standards, http://casel.org/standards/learn-
ing.php#IL).

An 11 Step Approach to Integration

The following step-by-step approach may be help-
ful resource for practitioners interested in integrat-
ing PBIS and SEL (hereafter referred to as
PBIS+SEL). This approach was developed, in part,
based on lessons learned from the integration of
SEL programs with PBIS through the Johns
Hopkins Center for Prevention and Early
Intervention (see Domitrovich et al.,, 2010) and
draws upon conceptual frameworks to maximize
implementation quality of evidence-based preven-
tive interventions in schools (e.g., Adelman &
Taylor, 2003; Domitrovich et al., 2008; Fixsen,
Naoom, Blase, Friedman, & Wallace, 2005;
Wandersman, Imm, Chinman, & Kaftarian, 2000).
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Step 1. Commit to a Coordinated
Implementation of PBIS + SEL

The principal and other school leaders must rec-
ognize the value of an integrated PBIS+SEL
approach to school improvement and understand
what resources (e.g., time, money, staffing) will
be necessary to successfully implement and sus-
tain the approach school-wide and at the class-
room level. This recognition involves
understanding the theoretical, research, and prac-
tical underpinnings of both approaches and rec-
ognizing ways that they can coordinate efforts to
more powerfully promote the social, emotional,
and academic learning of all students. This com-
mitment by the school’s leadership ensures sup-
port for implementation at the highest levels
(Debnam et al., 2013; Domitrovich et al., 2008;
Kam, Greenberg, & Kusché, 2004).

Step 2. Secure Staff and Broader
Community Buy-In for PBIS + SEL
Implementation and Integration

A core requirement of PBIS implementation is
demonstration that at least 80 % of staff buy-in or
agree to implement the approach, especially,
given the requirement to implement across all
school contexts, rather than in select classrooms
or settings. Therefore, a similar buy-in process
needs to occur for the integrated PBIS+SEL
model, whereby staff formally or informally vote
to implement the program, and students and the
parent community endorse this school-wide
effort. Some schools, particularly at the second-
ary level, may require a lengthy period of time to
garner sufficient buy-in for the adoption of the
integrated program, but this is seen as a critical
aspect of successful implementation (Adelman &
Taylor, 2003).

Step 3. Engage Stakeholders to

Form a PBIS + SEL Integration Steering
Committee or Team

At this stage, the principal may create a venue to
share information and discuss the benefits and
potential challenges of PBIS+SEL integration
with key school and community stakeholder
groups. Key stakeholders should include teach-
ers, students, families, student support personnel,
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support staff, and community members.
Thereafter, the principal forms a steering com-
mittee or team that is representative of these
stakeholders and that is authorized to make deci-
sions about planning and implementation. The
steering committee can help to ensure shared
leadership and buy-in at multiple levels, which is
necessary for successful implementation.
Because both models encourage the formation of
an implementation team, a unified team should
serve as a coordinating team for the integrated
implementation of PBIS + SEL.

Step 4. Develop a Shared Vision to
Implement an Integrated PBIS + SEL
Approach at the School

This vision may be informed by the four social-
emotional conditions of learning: physical and
emotional safety, school connection, high expec-
tations for performance and behavior, and teach-
ing social-emotional core competencies. The
creation of the shared vision also helps to gain
the necessary buy-in for program adoption and
serves as the basis for delineating further the stu-
dent, staff, and community outcomes against
which implementation success and/or adaptation
can be evaluated and planned. This shared vision
would be linked with a common language and
common organizational routines that would
reflect the local culture and contents in which
implementation is being supported. With clearly
specified vision, language, and routines, school
leadership can distribute and direct leadership
authority and decision-making to support
implementation.

Step 5. Assess School-Wide Strengths,
Weaknesses, Opportunities, and

Threats (SWOT analysis) to Integrated
PBIS + SEL Implementation

One tool that can be used to organize the existing
programs and identify gaps in levels of need is an
inventory the schools’ support services using a
three-tiered triangle. This program “audit” process
can be led by the school’s combined PBIS + SEL
leadership team, which serves as the organizing
body for training, program coordination, and prog-
ress monitoring (Devaney et al., 2006; Sugai &
Horner, 2006), or by other school-wide teams
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(Osher, Dwyer, & Jackson, 2004). The objective
of such an audit would be to eliminate in-
effective efforts, combine or integrate activities
that have similar intended outcomes, add activities
that are needed for critical needs, and modify
activities to enhance efficacy, efficiency, relevance,
and durability. An integrated PBIS+SEL
approach would acknowledge the existing chal-
lenges and limitations by focusing on using exist-
ing resources in a more coherent, relevant, and
direct manner.

Step 6. Review and Select PBIS + SEL
Programming and Formulate Decision-
Making Guidelines About Referral

Given the limited systematic research on which
elements of PBIS + SEL are most impactful when
integrated, we primarily are guided by theory in
selecting which components to retain in isolation
or blend between models. Without careful atten-
tion to the core components of each model,
implementers may unintentionally (or intention-
ally) drop critical elements of the programs that
are perceived as harder to implement or incom-
patible. While the integration process may
require additional planning time and coordina-
tion of programs, supports, and systems, it will
likely result in a more sustainable effort with a
broader impact on student outcomes (Domitrovich
et al., 2010).

Data sources that can guide selection and
referral decisions include office discipline refer-
rals through, for example, the SWIS system
(Irvin et al., 2006; Sugai, Sprague, Horner, &
Walker, 2000) and parent, teacher, and self-
ratings of students’ competencies and skills.
Programs should be selected with an emphasis on
efficiency. Crosscutting SEL programs that
impact a range of social, emotional, and behavior
outcomes (see CASEL, 2003; Lewis & Sugali,
1999) in an effective manner will help school
staff “work smarter, not harder.” It is important to
note, however, that the implementation of more
intensive programs (i.e., “moving up the trian-
gle”) requires greater resources and often
collaboration with outside agencies (e.g., com-
munity-based mental health services). More
specifically, the more intensive selective and indi-
cated programs and services often are delivered to
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small groups of students or to individual students
by staff with specialized training, like counselors
or school psychologists. Therefore, these pro-
grams and services should be reserved for those
students with the greatest needs. By optimizing
the implementation of the universal prevention
programs, schools can reduce the number of stu-
dents requiring these more intensive supports.

Step 7. Create an Action Plan for
Integration, Based on the Assessment,
Which Includes Alignment of Purpose,
Goals, Benchmarks, and a Common
Timeline
Once the SEL program or set of programs is
selected, the integration process requires align-
ment of goals, activities, and language across the
specific SEL program and PBIS, which contrasts
with simultaneous implementation of additive or
parallel programs that are unrelated (Domitrovich
et al., 2010). Therefore, a critical step in the inte-
gration process is identifying commonalities and
connections between the programs, so that the
school uses a common language and process for
implementation. Integrating PBIS and SEL
requires that the school retain the unique strategies
of each model and merge overlapping compo-
nents, which results in a holistic model that deliv-
ers a broader set of approaches simultaneously.
This action planning involves the develop-
ment of a multi-year implementation plan, which
should include the following components: (a)
positive statement of purpose, which emphasizes
the integration process; (b) procedures for select-
ing the SEL programming, training staff, imple-
menting and integrating the programs, and
sustaining them; (c) an approach for gaining and
maintaining staff buy-in for the integrated pro-
gram or model; (d) positively stated expectations
of students and staff involved in the integration
and implementation process (as described above,
this should involve a school-based PBIS-SEL
team, which coordinates the integration and
implementation process); (e) procedures and sys-
tems for monitoring fidelity of the program com-
ponents and outcomes for students and the school
environment (e.g., student and staff perceptions
of climate); and (f) a timeline for implementation
that is updated at least once a year to adapt to
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changes in leadership, resources, and priorities
and be responsive to emerging concerns and
opportunities.

Step 8. Develop and Provide Ongoing
Professional Development Activities

The training and ongoing coaching of school
staff should occur in a coordinated effort, so that
the models are presented as integrated, rather
than discrete, efforts. Research indicates that
most schools already are implementing a variety
of prevention strategies or programs simultane-
ously (Gottfredson & Gottfredson, 2002); how-
ever, the uncoordinated fashion likely contributes
to increased burden, program burnout, lessor out-
come effects, or, in some cases, program washout
where the activities are contradictory rather than
complementary (Adelman & Taylor, 2003; Sugai
& Horner, 2006). Therefore, staff must have a
clear understanding that the new initiative repre-
sents an integration of PBIS and SEL, rather than
just simultaneous independent implementation of
the two models. Simply implementing multiple,
uncoordinated programs likely contributes to the
program fatigue and low implementation quality
noted in several studies (Domitrovich et al., 2010;
Fixsen et al., 2005). Although the buy-in process
can be more challenging for some schools than
others, staff should be made aware of and
involved in the development of the schools’
PBIS + SEL implementation plan (Devaney et al.,
2006). Multiple days may be required to conduct
the initial staff training — often staggered across
the school year; however, ongoing embedded
professional development opportunities also
must be provided. It should be clear from the start
that the three-tiered logic is guiding the program
implementation process. The connections
between programs should be made explicit to
teachers and school staff, otherwise they may be
perceived as independent programs.

Step 9. Integrate PBIS + SEL Model

Launch

Regardless of whether staff members are familiar
with PBIS or SEL, implementation should be
planned, integrated, phased oriented, and
outcome-driven. Implementation phases include
exploration, installation, initial implementation,
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full implementation, and continuous regeneration
(Fixsen et al., 2005). We recommend creating a
phased implementation process, such as beginning
with the school-wide activities to address the
school context and create the systems necessary
for support, and then adopt specific SEL
approaches that have been reviewed and endorsed
by the school team. The SEL programs could be
piloted in select classrooms to gain staff buy-in
through developing local exemplars and success
stories. Alternatively, schools could layer school-
wide PBIS onto an existing SEL program in order
to help generalize the skills and competencies
developed across all school settings.

School staff members need to be informed,
flexible, and creative and work collaboratively in
order to make the accommodations needed to
integrate and implement PBIS+SEL. The
PBIS+SEL team can play a critical role in the
integrated implementation of the effective pro-
grams, including implementation tracking and
outcome monitoring. Similarly, PBIS+SEL
coaching can be instrumental in promoting high
quality implementation and integration of both
models by providing on-site technical assistance
and guidance at the team and program imple-
menters (e.g., teachers, student support staff).
Having a staff member who is trained in both
models and involved in school-wide implementa-
tion process of SEL and PBIS and provides
coaching or facilitating supports can help ensure
a seamless connection between the models.

Step 10. Provide Ongoing Technical
Assistance at District and State Levels

The integrated PBIS + SEL approach extends well
beyond the school building. Programs and sup-
ports must be integrated at the district and state
levels in order to ensure accurate and sustained
implementation at the building level. School dis-
tricts and states will play a critical role in provid-
ing technical assistance and overall coordination
of an integrated PBIS+SEL approach (Barrett
et al., 2008; Bradshaw & Pas, 2011; Bradshaw,
Pas, Bloom et al., 2012; Devaney et al., 2006;
Fixen, et al., 2005), which include, for example,
state departments of education or university-based
technical assistance center. In fact, some school
districts and state departments of education are
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adopting the three-tiered organizational structure
at these higher levels in order to increase efficiency
by reducing duplication of programs and staffing,
competition for scarce resources, and program
burnout and/or turnover (Bradshaw & Pas, 2011;
Bradshaw, Pas, Bloom et al., 2012; Barrett et al.,
2008). Districts and states often provide resources
for technical assistance through coaching and
regional or state-wide training events.

Another important type of linkage is with state
standards for SEL and PBIS, which are not often
integrated at the policy level. The implementa-
tion of a PBIS+SEL approach can be used to
enable state level support and resources. As noted
above, the implementation of more intensive pro-
grams and mental health services requires greater
resources and often collaboration with outside
agencies. Therefore, states and districts play a
critical role in facilitating and coordinating the
delivery of these programs and services, so that
they complement, build on, and extend the con-
tinuum of positive behavior support services pro-
vided within the school building.

Through linkage of school-based PBIS and SEL
efforts with state and federal initiatives, like Systems
of Care, Safe Schools/Healthy Students, and Safe
and Supportive Schools, delivery of services and
programs could be made more coordinated and
efficient (Bradshaw & Pas, 2011; Bradshaw, Pas,
Bloom et al., 2012; CASEL, 2008). National orga-
nizations, such as a National PBIS Technical
Assistance Center (www.pbis.org) and CASEL
(www.casel.org), provide resources, materials, and
assistance in the implementation and evaluation of
PBIS and SEL and host leadership forums and
trainings to support state and district leaders in the
implementation, integration, and sustainability of
PBIS and SEL in relation to other programs and
initiatives.

Step 11. Evaluate and Refine

for Continuous Improvement

Ongoing progress monitoring of implementa-
tion fidelity and program outcomes should occur
at all stages of the implementation process and
can be performed through the PBIS + SEL data
collection systems (e.g., surveys, teacher rat-
ings, observations, school records) and other
school, district, and state data collection systems
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(Devaney et al., 2006; Irvin et al., 2004, 2006;
Kendziora et al., 2011). For example, behavior-
ally oriented data collection systems could be
augmented with surveys and rating systems to
capture a broader range of indicators, including
prosocial behavior, social-emotional function-
ing,and academic supportneeds. Implementation
data should be collected on all PBIS+SEL
processes and components in order to monitor
the implementation quality of the integrated
system of support and to indicate areas in need
of further training and technical assistance.
While continuous improvement necessarily
involves some innovation, Fixsen et al. (2005)
differentiate innovation and improvement from
program drift by highlighting the importance of
implementing with fidelity first before initiating
refinements. This final stage reflects an empha-
sis on results-based accountability, as described
in the Getting to Outcomes (GTO) framework
by Wandersman et al. (2000). It is important to
emphasize that monitoring should occur at all
stages of the implementation process, so that
implementers can take steps if needed to
enhance implementation when and where
necessary.

Examples of the Integration
of PBIS and SEL

The integration process could occur in multiple
ways. One approach is horizontal, whereby a uni-
versal SEL program is integrated with school-wide
PBIS. A second approach is vertical integration,
whereby evidence-based SEL programs and strat-
egies are implemented at the different tiers (i.e.,
universal, selected, indicated) of the public health
framework (Walker et al., 1996). Below we pro-
vide an example of each type of integration based
on the Johns Hopkins Center for Prevention
and Early Intervention’s work with PBIS and
Promoting  Alternative  Thinking  Strategies
(PATHS; Greenberg, Kusché, Cook, & Quamma,
1995), a universal, classroom-based SEL model,
and Coping Power (Lochman & Wells, 2004), an
indicated intervention for aggressive children. In
both examples, the PBIS framework provides an
organizational structure for the integration of these
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complementary  prevention and promotion
programs. Below we describe the process followed
for integrating these two models with PBIS.

PBIS and PATHS

PATHS is designed to promote social and emo-
tional competence; prevent violence, aggression,
and other behavior problems; improve critical
thinking skills; and enhance the classroom cli-
mate via teacher-led instruction aimed at facili-
tating emotion regulation (particularly anger
management), self-control, social problem-
solving, and conflict resolution skills (Greenberg
et al.,, 1995; Kam et al.,, 2004). The social-
emotional skills targeted in PATHS are consistent
with the SEL core competencies. PATHS is a uni-
versal program which has been shown to be help-
ful for reducing both internalizing and
externalizing behavior problems (Greenberg &
Kusché, 2006) and thus is a good complement to
the more behaviorally focused PBIS framework.
The organizational features of schools imple-
menting school-wide PBIS (e.g., improved orga-
nizational health, communication among staff,
and principal leadership; Bradshaw, Koth et al.,
2009) in turn likely enhance the school-wide
implementation of the PATHS curriculum. The
more intensive PATHS model will likely meet
some of the social-emotional skills deficits dis-
played by children not responding adequately to
universal, school-wide PBIS. The organizational
framework offered by PBIS may help encourage
sustained implementation of PATHS. By lower-
ing the overall levels of disruptive behaviors in
school, PBIS increases the likelihood that teach-
ers will have time to deliver PATHS.

The integration of PATHS and PBIS occurs by
first identifying specific connections between the
PATHS lessons and the school-wide behavioral
expectations (e.g., a common focus on respect for
others). The PBIS reinforcement system is uti-
lized to reward use of the SEL skills learned
through the PATHS lessons across all school
contexts and by all school staff, even those not
typically involved in the PATHS program (e.g.,
cafeteria workers, hall monitors, music teachers,
bus drivers). The three-tiered PBIS approach,
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along with the data system, provides a structure
for identifying children not responding ade-
quately to PATHS, who then are referred for
more intensive interventions through the PBIS
framework. Although a research study is cur-
rently under way to document the combined
impact of PBIS and PATHS on student outcomes,
a study by Sprague and Golly (2004) reported
positive outcomes when testing a combination of
school-wide PBIS with another similar universal
SEL program called Second Step. Similarly,
work by Knoff (2004) on Project ACHIEVE,
which connects a school-wide model of positive
behavior support with a SEL curriculum (Stop
and Think), has also demonstrated promising
outcomes.

PBIS and Coping Power

Whereas PATHS was implemented as a universal
SEL program (horizontal integration), Coping
Power can be integrated vertically with PBIS as
an indicated preventive intervention that teaches
SEL skills. Most commonly used with upper
elementary school children to reduce use of
aggressive behavior problems, Coping Power is
a multicomponent intervention that provides
training in social skills and social problem-solv-
ing. It addresses the social-cognitive factors and
mechanisms involved in aggressive/disruptive
behavior problems over the course of a single
school year or longer (Lochman & Wells, 2004).
It is traditionally implemented using a group
format for students and a separate group for
parents. As such, Coping Power’s focus on
social-emotional and behavior problems for chil-
dren with increased behavioral risk makes it an
ideal program to pair with PBIS. By integrating
Coping Power with PBIS, children who are non-
responders to the school-wide discipline system
and have a persistent pattern of aggressive
behavior problems are identified for participation
in Coping Power.

A common concern raised about Coping
Power is the extent to which the skills developed
in the Coping Power sessions are used outside
of the group intervention. Connecting elements
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of the Coping Power child intervention with the
whole-school PBIS model may enhance gener-
alizability of the skills developed during the
Coping Power sessions for use in other school
settings. Specifically, the school-wide structure
and reinforcement system formed through PBIS
could help extend and generalize the social-
emotional and behavioral skills developed in the
Coping Power child sessions to other non-group
settings, such as the classroom and cafeteria
where students are at increased risk engaging in
disruptive behavior (Irvin et al., 2006). PBIS
also creates a safe, consistent, and predictable
environment which will allow children to prac-
tice and be reinforced for skills learned in the
Coping Power intervention across school set-
tings. Additionally, Coping Power and PBIS
language are made consistent across programs,
behavior cards, and student goals devised as
part of the Coping Power program and are tied
to the school-wide behavior expectations. The
Coping Power clinician, classroom teachers,
and other school staff reward students for exhib-
iting prosocial behaviors and skills learned in
Coping Power. The consistent language and
rewarding of behaviors across programs are
expected to make it more likely that skills and
behaviors learned from Coping Power are prac-
ticed and reinforced across school settings, thus
increasing generalization. The parent Coping
Power sessions also provide an opportunity to
educate the parents about how to use the princi-
ples of PBIS to establish and reinforce behav-
ioral expectations and SEL skills at home, in
turn further generalizing the skills learned at
school and in the group sessions to the home
environment.

Conclusion

The increasing emphasis on use of evidence-
based practices in schools has resulted in some
confusion regarding the process by which
schools should select and implement programs.
While the tendency is to believe that doing
more programs will result in better outcomes
for youth, doing less in a more effective, effi-
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cient, and relevant manner might be better
(Gottfredson & Gottfredson, 2002). The use of
multiple non-integrated or uncoordinated, and
in some cases contradictory, programs may
result in program burnout among administrators
and teachers and/or washout of program effects
(Shriver & Weissberg, 1996). Furthermore, the
increased burden of multiple, often redundant
program activities for staff and students, will
likely result in limited sustainability of the pro-
grams. The careful integration of PBIS and
select SEL approaches provides the potential
for a synergistic effect, both directly on chil-
dren’s social, emotional, and behavioral prob-
lems and indirectly through enhanced program
implementation and greater efficiency in pro-
gram delivery.

Further conceptual and empirical work on the
integration of PBIS and SEL is needed to test the
process outlined in this chapter and to determine
the impact of an integrated model on students,
schools, and staff. However, we hypothesize that
the optimized organizational school structure
promoted through a coordinated PBIS+SEL
framework can result in a more conducive school
environment to implement effective program-
ming, that in turn will lead to greater program
integrity and enhanced outcomes for students and
staff (Domitrovich et al., 2008). Much of the
framing of this chapter has assumed that PBIS
precedes the SEL. implementation, but one could
very well start with SEL and then adopt PBIS.
Regardless whether implementation is ordered or
concurrent, school staff should carefully consider
how all the elements of SEL and PBIS program-
ming fit together in the context of a school-wide
effort to most effectively promote a positive
school environment and increase students’ social,
emotional, and academic learning, academic per-
formance, and well-being (Osher et al., 2004).
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Nearly 25 % of young children in the United States
are living in poverty, and a disproportionate num-
ber of those children are African American or
Latino (Children’s Defense Fund, 2011). Living in
poverty is stressful and it increases the likelihood
that children will have more developmental, aca-
demic, and mental health problems than their more
economically advantaged peers (Bauman, Silver, &
Stein, 2006; Booth & Crouter, 2008; Guyer et al.,
2009; National Research Council and Institute of
Medicine, 2004).
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One of the most important findings from the
last two decades of research is that despite the
pervasive effects poverty can have on children,
positive and skilled parenting can buffer these
effects (Lugo-Gil & Tamis-LeMonda, 2008).
This is particularly true in the earliest years,
when parents are the primary regulators of their
children’s environments and young brains are
developing. The finding has enormous signifi-
cance because parenting quality, unlike so many
social adversities that defy change, has also been
shown to be an alterable variable. That is, high-
quality parenting skills programs can lead to sig-
nificant and sustained improvements in parenting
behavior and at relatively low cost (Barlow,
Smailagic, Ferriter, Bennett, & Jones, 2010).

There are a number of evidence-based parenting
skills training programs available (Briesmeister &
Schaefer, 2007). However, few were originally
designed for those populations most in need: low-
income, ethnic minority families with limited
access to culturally competent mental health ser-
vices (Forehand & Kotchick, 1996). This is impor-
tant since interventions can only be effective if the
parents these programs are designed to help also
see them as relevant, useful, and feasible. This
chapter will describe one evidence-based parent-
ing program, called the Chicago Parent Program
(CPP), developed in collaboration with low-
income, African American and Latino parents and
its impact on parents and children living in urban
poverty. We will also describe some important
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lessons learned for engaging families in parenting
skills programs, a problem that can limit a pro-
gram’s reach and sustainability.

The Chicago Parent Program

The Chicago Parent Program is a 12-session
group-based parenting skills program targeting
parents of young children 2-5 years old (Gross,
Garvey, Julion, & Fogg, 2007). The first 4 ses-
sions center on skills that reinforce positive child
behaviors and build parent-child relationships,
the second 4 sessions focus on child behavior
management skills, and the last 4 sessions address
stress reduction, problem-solving skills, and skill
maintenance. Parent group sessions are con-
ducted in community-based agencies (e.g., Head
Start programs, public schools, childcare centers)
and led by trained group leaders using a compre-
hensive group leader manual that standardizes
program content and delivery. Qualifications for
becoming a Chicago Parent Program group
leader are (a) at least a high school diploma, (b)
outstanding interpersonal skills based on refer-
ences and interactions during the group leader
training workshop, (c) experience working with
parents, (c) completion of a 2-day Chicago Parent
Program group leader training workshop, and (e)
passing score (at least 80 % correct) on the group
leader training workshop posttest.

The theory guiding the program confent is
based on social learning theory and the coercive
family process model (Patterson, 1982). The pro-
gram’s format (group discussion of video
recorded vignettes of parent—child models shown
during parent groups) is based on the pioneering
work of Webster-Stratton (Webster-Stratton &
Hammond, 1997). During each 2-h parent group
session, parents watch and discuss 8-17 brief
video recorded scenes of family interactions
designed to stimulate discussion and problem-
solving around strategies or principles designated
for that session. For example, for the session on
setting clear expectations for children, parents
watch a vignette of a parent giving their child an
unclear command to clean up their toys (e.g.,
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“Let’s clean up the toys, OK? Do you want to
clean up now?”). The video is paused and the
group leader asks a series of questions listed
in the group leader manual designed to elicit
parents’ opinions on the clarity of the command,
how the parent could have stated the command
more clearly, and reasons parents might some-
times give unclear commands to their children.
Parents also receive weekly homework assign-
ments to provide them the opportunity to practice
the new skills with their child and handouts sum-
marizing important points from the session.

The program was designed to be culturally and
contextually relevant for African American and
Latino families raising young children in low-
income, urban communities. Families vary widely
in their childrearing values and styles based on
differences in family histories, culture, income,
and neighborhood environments (Garcia Coll
etal., 1996; LeCuyer, Swanson, Cole, & Kitzman,
2011; McLoyd, Cauce, Tkeuchi, & Wilson, 2000).
For example, parents raising children in neighbor-
hoods plagued by gangs and violence are likely to
have different rules and discipline strategies that
focus on safety and strict adherence than parents
raising children in safe, resource-rich environ-
ments where rule flexibility is less likely to pres-
ent a danger (Cruz-Santiago & Ramirez Garcia,
2011; Gross, 1996). Immigrant parents tend to
have different expectations of their children than
US-born parents based on cultural norms from
their country of origin (e.g., Lau, Fung, Ho, Liu,
& Gudino, 2011). However, it would be finan-
cially and administratively impractical to create
separate parenting programs unique to each cul-
tural, racial, and income group, particularly given
the increasing diversity of the US population. To
that end, the Chicago Parent Program was origi-
nally designed to be relevant and effective across
multiple racial, ethnic, and economic groups.

Although the Chicago Parent Program teaches
parents evidence-based strategies common to
most parenting skills programs (Garland, Hawley,
Brookman-Frazee, & Hurlburt, 2008), parents
are also helped to clarify their childrearing values
and goals. Then, through group discussion and
problem-solving, parents tailor what they are
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learning in ways that help them achieve those
goals. In this way, the program can be flexibly
applied to parents with wide-ranging cultural
beliefs and attitudes.

In addition, select strategies that our parent
advisory board warned would not be acceptable
across different cultural groups (i.e., parents
playing with children, praising children, using
time-outs, elimination of spanking) were
reframed to be more congruent with parents’ val-
ues (see Gross et al., 2007 for a fuller discussion
of how the parent advisory board guided program
development). Finally, most of the families
shown in the video vignettes are families of color
(46 % African American, 23 % Latino, 31 %
non-Latino White), and the scenes depicted were
carefully crafted to reflect real-world challenges
faced by families from different economic back-
grounds (e.g., managing child misbehavior in the
grocery store and Laundromat, tantrums in public
places, multi-generational parenting conflicts).

Chicago Parent Program Prevention
Outcomes

The Chicago Parent Program has been tested in a
series of randomized trials in childcare centers
serving low-income ethnic minority families of
preschool children (Breitenstein et al., 2012;
Gross et al., 2007, 2009). These studies, which
collectively include over 500 parents and pre-
school children, have focused on the prevention
of behavior problems in community samples at
elevated social risk. The aim of this work was to
promote positive parenting behaviors early,
before dysfunctional parent—child interaction
patterns became firmly entrenched, leading to
social, emotional, and behavioral problems in
children that would be difficult and more expen-
sive to treat. Although our work targets parents of
very young children (2-5 years old), we expect
parents will apply what they learn to all of their
children (those older than five and those not yet
born). From this perspective, parenting skills
training has the potential for having a large return
on investment because improvements in parent-
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ing skill are likely to generalize to all of the par-
ent’s children.

Results show that the Chicago Parent Program
leads to improved parenting and child behavior
up to 1 year after the program has ended (Gross
et al., 2009). Specifically, intervention group par-
ents used less corporal punishment (p<.01) and
more consistent discipline with their children
(p<.05), and they reported improved parenting
self-efficacy (p<.01) relative to control group
parents.

Intervention group children’s behaviors also
improved relative to control group children
(Breitenstein et al., 2012; Gross et al., 2007,
2009). Intervention children had greater reduc-
tions in behavior problems based on parent-report
(p<.05), teacher-report of externalizing (p <.01)
and internalizing (p <.05) behavior problems,
and observations coded by raters blinded to inter-
vention condition (p <.01). However, the pattern
of child behavioral improvements differed by
informant and context. Parents reported the great-
est improvement in their children’s behavior
immediately after the parent program ended,
improvements that were maintained up to 1 year
later. Independent observations of parent—child
interactions also indicated that the greatest
improvement in child behavior problems was at
post-intervention. In contrast, teacher-reported
improvements in child behavior were most appar-
ent from the 6-month to 1-year follow-up. These
findings suggest there may be a lag in program
benefits between changes in parent—child behav-
ior and observable changes in classroom behav-
ior. It also suggests that parenting skills training
has an important role in school readiness initia-
tives (Brooks-Gunn & Markman, 2005; Connell
& Prinz, 2002).

Importantly, the Chicago Parent Program was
effective for both African American and Latino
parents (Breitenstein et al., 2012). Moreover, par-
ent satisfaction ratings were high in both racial/
ethnic groups (90.1 % were very satisfied and
9.9 % were satisfied with the program; 88.3 %
reported they would highly recommend and
11.7 % would recommend the program to another
parent).



122

Currently, the Chicago Parent Program is being
implemented in prekindergarten programs, Head
Start centers, and community agencies serving
low-income families in Chicago; New York City;
Washington, DC; Baltimore; and a number of
other cities across the country. To ensure that the
program is being delivered competently and
according to protocol, a 2-day training program
and fidelity monitoring system has been devel-
oped (Breitenstein et al., 2010a). These are essen-
tial features of an evidence-based program needed
to support high-quality dissemination (Breitenstein
et al., 2010b; Elliott & Mihalic, 2004).

Chicago Parent Program for
Treatment of Disruptive Behavior
Disorders in Low-Income, Ethnic
Minority Preschool Children

In 2009, we began exploring the feasibility and
acceptability of wusing the Chicago Parent
Program as an adjunct to clinical outpatient treat-
ment for 2-5-year-old children with disruptive
behavior disorders in Baltimore. This unique pro-
gram, located in the Community Child Psychiatry
Program at the Johns Hopkins Bayview Medical
Center, is an intensive outpatient psychiatric pro-
gram providing 3 h of treatment daily over a
4-week period for preschool children with severe
disruptive behavior disorders and their parents.
The children and their parents are referred from
pediatricians, preschool settings, and other clini-
cal outpatient providers. This population of par-
ents (89 % living at or below federal poverty
level; 43 % African American) had a range of
significant social and emotional problems that
affected their parenting, 71 % of the parents had
psychiatric histories, 46 % of mothers and 42 %
of fathers had histories of substance abuse, and
19 % of mothers and 34 % of fathers had histories
of incarceration. Among the children, 51 % had
already had child protective service involvement,
30 % had at least one out of home placement,
37 % had been exposed to drugs in utero, and
38 % had witnessed domestic violence. Few of
these parents had the skills to manage their chil-
dren’s very challenging behaviors.
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From 2009 to 2010, 35 parents of children
enrolled in this treatment program attended an
abbreviated version of the Chicago Parent
Program offered 1 h daily (the brevity of the pro-
gram was due to the treatment time allowed by
medical insurance). In this version, five topics
from the Chicago Parent Program curriculum
were covered: child-centered time, the impor-
tance of routines and traditions, using praise and
encouragement, clear commands and following
through on commands, and effective use of time-
out. We examined pre- to posttreatment changes
in parent-reported child behavior problems from
the Child Behavior Checklist (CBCL; Achenbach
& Rescorla, 2000) among families attending the
outpatient program immediately before and after
adding the Chicago Parent Program to the treat-
ment protocol.

At baseline, 77 % of the children had external-
izing behavior problem scores in the borderline
or clinical range, and 62.5 % had internalizing
behavior problem scores in the borderline or clin-
ical range. There were no differences in these
baseline CBCL scores between children whose
parents did and did not receive the Chicago
Parent Program as part of their children’s outpa-
tient treatment.

Prior to adding the Chicago Parent Program to
the treatment protocol, parents of children in this
intensive outpatient treatment program reported a
19 % decrease in their children’s externalizing
behavior problems (i.e., aggression, hyperactiv-
ity, inattention) and a 15 % decrease in internal-
izing behavior problems (i.e., anxiety, depression,
withdrawal) at discharge. After the Chicago
Parent Program was added to the treatment proto-
col, parent reports of externalizing behavior
problems showed a 25 % decrease, while reports
of internalizing behavior problems showed a
34 % decrease. Although parents began the pro-
gram with a high degree of skepticism, satisfac-
tion scores at the end of their treatment were
high. These data, though preliminary, suggested
that the Chicago Parent Program might be an
important adjunct to child outpatient treatment to
improve parenting skills and child behavior.

From 2010 to 2011, we examined the feasibil-
ity and acceptability of using the full, 12-session
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Chicago Parent Program for treating disruptive
behaviors in a community mental health center
for a low-income, ethnic minority child
population (94 % African American, 94 %
insured through Maryland Medical Assistance).
Similar to the earlier treatment population, these
children had already faced a great deal of psycho-
social adversity; 50 % had had protective service
involvement, 25 % had witnessed domestic vio-
lence, 33 % had been exposed to drugs in utero,
and half were receiving psychotropic medica-
tions. Most parents had received a high school
diploma or less.

Twenty-eight parents attended the Chicago
Parent Program as part of their children’s treat-
ment (mean attendance =50 % of Chicago Parent
Program sessions). Interestingly, parents of older
children also wanted to attend the program, and,
as a result, the ages of the identified child patients
of parents enrolled in the program ranged from 3
to 9 years old. As reported earlier, mean child
behavior problems decreased from baseline to
posttreatment, though to a lesser extent (average
decrease in externalizing and internalizing prob-
lems was 11 %). However, parent depression
scores on the Center for Epidemiologic Studies
Depression Scale (Radloff, 1977) decreased by
almost half (M=49 % decrease in depressive
symptoms). In addition, parent satisfaction scores
were high; 78 % of parents reported they were
very satisfied with the program and 22 % were
satisfied; 67 % reported that they believe their
child’s behavior is much better than before they
started the program; and 67 % reported that the
program helped a lot with concerns not directly
related to their child.

To better understand how the Chicago Parent
Program affected their parenting skills and their
children’s behaviors, four parents agreed to be
interviewed about their experiences with the parent
groups. Their comments, described below, reveal
how difficult their children’s behaviors had been
to manage and the effect parenting skills training
had on their parenting. As one mother noted:

I tried all different kinds of stuff. Doctors gave me

ideas, none of them worked, not even the medica-
tion...the things that I learned in these last couple

123

of weeks, I wish I would’ve learned when he first
started therapy.

Parents particularly appreciated the opportu-
nity to meet and talk with other parents in the
group. One mother explained, “they showed you
another way. If that way didn’t work, somebody
else gave you another way to look at it.” Another
parent agreed that the peer support was particu-
larly important: “With me hearing it from differ-
ent people...who are going through what I'm
going through...it made a difference.” For these
parents, a combination of learning the program
principles and receiving the group support in
applying them were important features.

All of t