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There is no way to avoid the fact that better
achievement and student well-being requires
mor e than good instruction and well-managed
classrooms and schools.

Mechanisms for Delivering
MH in Schools

What doestheterm
mental health in schools mean?

Ask five people and you'll
probably get five different answers.

To edtablish greater clarity, the Policy Leadership
Cadre for Mental Health in Schools is working on
a document outlining guiddines, describing ddivery
mechanisms, and much more. A working draft of the
document currently iscirculating to eicit feedback; the
fdlowing excerpts are included here as part of the
process.*

Andlyses of initiatives across the country suggest five
delivery mechanismsare used to provide menta health
programs/servicesin schools (see Exhibit on page 2).
The mechanismsvary informat and differ in focusand
comprehensiveness, but they are not necessarily
mutualy exdusve.

The focus may be primarily on treetment of MH and
psychosocid problems, on prevention of such
problems, or on promoting positive menta health
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(e.g., hedthy socid and emotiond development). Interms
of comprehensveness, the emphasis may be mainly on
providing and/or referring for clinica treatment. Or the
intent may be to develop a full continuum of programs
and services to promote positive development, prevent
problems, respond as early-after-onset asisfeasible, and
offer treatment.

What follows is a brief discusson to clarify the magor
delivery mechanisms outlined on page 2.

School-Financed Student Support Services

Most schoal digtricts employ student support or “pupil
sarvices professonds,” such as school psychologidts,
counsdlors, and socia workers. These personnel perform
services connected with MH and psychosocid problems
(induding related services desgnated for gpecid
education sudents). The format usudly isa combination
of centrally-based and school-based services.

Federal and state mandates and specia projects tend to
determine how many pupil services professonds are
employed by a didrict. Governance of ther daily
practices commonly is centralized at the school district
leved. In addition to school psychologists, counsdors, and
socid workers, other personnel such as school nurses
and specia education staff (e.g., resource teachers,
specidigs for rehabilitation and occupationd therapy)
play arolein addressng menta hedth and psychosocid
problems. Moreover, these professonals often extend
their impact through supervision of aids, pargprofessond,
and volunteers working in schools (eg., classrooms,
playgrounds, office, after-school and enrichment

programs).

Any of these personnd may be engaged in a wide array
of MH related activity, including promotion of socid and
emotiond development, direct services and referrds,
outreach to families, and various forms of support for
teachers and other school personnd. The focus may be
on (1) prevention and prereferrd interventions for mild
problems, (2) programsamed at reducing high frequency
psychosocia problems,
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Delivery Mechanisms and Formats
Thefive mechanisms and rdaed formas are

I. School-Financed Student Support Services — Most school districts employ support service or “pupil
services professionds,” such as school a,osychologists, counselors, and socia workers. These personnel
perform services connected with mental health and psychosocial problems (including related services
designatedfor specia education students). The format for this delivery mechanism usually isacombination
of centrally-based and school-based services.

1. School-District MH Unit — A few districts operate specific mental health units that encompass clinic
facilities, aswell as providing services and consultation to schools. Some others have started financing their
own School-Based Health Centers with menta hedth services as a major dement. The format for this
mechanism tends to be centralized clinics with the capability for outreach to schools.

[Il. Formal Connections with Community MH Services — Increasingly, schools have devel oped
connections with community agencies, often as the result of the school-based health center movement,
school-linked services initiatives (e.g., full service schools, family resource centers), and effortsto develop
systems of care (e.g., “wrap-around” servicesfor thosein specia education). Four formats have emerged:

¢ co-location of community agency personne and services at schools — sometimes in the context
of School-Based Hedlth Centers partly financed by community health organizations

¢ formad linkages with agencies to enhance access and service coordination for students and families
a the agency, at a nearby satdlite clinic, or in a school-based or linked family resource center

¢ formal partnerships between a school district and community agencies to establish or expand school-
based or linked facilities that include provision of MH services

C contracting with community providers to provide needed student services

V. Classroom-Based Curriculum and Special “Pull Out” Interventions— Most schools include in
some facet of their curriculum afocus on enhancing socia and emotiona functioning. Specific instructional
activities may be designed to promote healthy socia and emotional development and/or prevent
psychosocial problems such as behavior and emotiona problems, school violence, and drug abuse. And, of
course, special education classrooms always are supposed to have a constant focus on mental health
concerns. Three formats have emerged:

¢ integrated instruction as part of the regular classroom content and processes

¢ gpecific curriculum or specia intervention implemented by personnel specialy trained to carry out the
processes

¢ curriculum approach is part of a multifaceted set of interventions designed to enhance positive
development and prevent problems

V. Comprehensive, Multifaceted, and I ntegrated Approaches — A few school districts have begun the
process of reconceptualizing their piecemeal and fragmented approaches to addressing barriers that
Interfere with students having an equal opportunity to succeed at school. They are starting to restructure
their student support services and weave them together with community resources and integrate al thiswith
instructional efforts that effect healthy development. The intent isto develop afull continuum of programs
and services encompassing efforts to promote positive development, prevent problems, respond as early-
after-onset asisfeasible, and offer treatment regimens. Mental health and psychosocia concerns are a
major focus of the continuum of interventions. Efforts to move toward comprehensive, multifaceted
approaches are likely to be enhanced by initiatives to integrate schools more fully into systems of care and
the growing movement to create community schools. Three formats are emerging:

¢ mechanismsto coordinate and integrate school and community services
C initiativesto restructure support programs and services and integrate them into school reform agendas
¢ community schools
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and (3) strategies to meet the needs of severe and
pervasive mental health problems.

While there is considerabl e day-to-day pressure for each
school professiona to work alone on a case-load, schools
have increasingly created infrastructures to promote
collaboration and cooperation. The most widdly usedisa
case-focused team. This problem solving approach brings
together support staff, teachers, and often family
members and the student to discuss the student’s
problems and strengths, review effectiveness of past
interventions, rethink strategies and feasible
accommodeations, and identify next steps. If problemsare
severe and pervasive, support staff may be involved in
more formal assessment to seeif a student qualifies for
specia education programs and/or other referrals. If
special education isconsidered, an Individua Educationa
Program (IEP) team then determines whether the student
meets criteria, and if the decision is yes, they work
together with families to construct the specific plan.
Whenrelated services, such as counseling are part of the
|EP, these often are provided by support staff.

Most school didtricts distribute their pupil service
personnel according to an established formulathat results
in assignment of an individua on a part time basis to
multiple schools. Some schools supplement these
alotments by using their budget alocation related to Title
| or funds acquired through specia project grants that
dlow for hiring additional support staff. Under this type
of format, support personnd tend to pursue traditional
roles and functions associated with their field of
specidization and the mandates delineated in the
categorical funding that providestheir salaries. Theresult
is piecemeal and fragmented activity that has not had a
sufficient impact on the mgjor problems students and
schools are experiencing.

5

Schooal-District Mental Health Unit

The organization of mental health personnel in most
school didtricts tends to be by profession (e.g., school
psychology unit, counseling unit). In a few didtricts, a
multidisciplinary unit operates from centralized locations
and provides intensive interventions for students and
families to address a range of MH and psychosocia
concerns. This is particularly the case where organized
school MH units are in operation. In such units and
centers, there may be socid workers, school
psychologists, psychiatric nurses, psychiatrists, and
clinica psychologists. The format for this deivery
mechanismtends to be centralized clinics that are able to
outreach and provide school staff with direct services
and consultation. Where districts are taking the lead in
establishing and financing school-based health centers,
the trend isfor such centersto incorporate the same type
of functions pursued by clinics operated by school mental
health units.

Some places have experimented with alternative ways
to allocate student support service resources. For
example, the Denver Public Schools designed a
process whereby District coordinators inform each
school of the total amount of support service
time/salary they can have. A menu of options
describes “non-traditional use of Specialized Services
staff.” This involves detailing skills that could be
carried out by any support staff member (e.g., nurses,
social workers, psychologists) and the skills that are
unique to each profession (either due to mandate or
specialized training). Schools and clusters of schools
then decide on the best combination of support staff
based on the needs of their building or community. In
the first year of the new process, 24 schools opted to
combine services that traditionally had been the
responsibility of one professional and thus were able
to have one support staff in their building for a greater
amount of time.

One example of a school district MH unit is in the
Memphis City School District. This unit, in operation
since 1969, is designed to integrate MH services. The
staff are primarily school psychologists and social
workers organized into teams. The unit offers a variety
of clinical and consultation services in support of
school programs. There are three satellite centers
housing staff who rotate through each school in the
district on a regular basis. Their primary functions are
to offer psychological evaluations, counseling and
therapy, abused/neglected children services, alcohol
and drug abuse services, school based prevention
efforts, homemaker services, staff development,
parent study groups, and compliance/ reporting/record
keeping.

Another example is in the Los Angeles Unified School
District which has operated a School Mental Health
Unit since 1945. The unit makes services available to
the entire school population through school referrals to
one of three clinics. Services include psychiatric and
psychosocial assessments; individual, group, and
family therapy; case manage- ment; crisis
intervention; and program development and
demonstration projects. The unit is staffed by
psychiatric social workers, clinical psychologists,
psychiatric nurses, and child psychiatrists. There is
close collaboration with school-based support service
staff, and with teachers and administrators. The
clinics are a site for research to move empirically
supported treatments from laboratory to clinic
settings. The unit has administrative responsibility for
the training and operation of all district level crisis
intervention teams. Through an interagency contract,
the unit has become a MediCal Certified Child
Psychiatry Outpatient Clinic and a Los Angeles
County Dept. of Mental Health Contract Provider.
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Formal Connections with Community
MH Services

Increasingly, schools have developed connections with
community agencies, often as the result of the school-
based health center movement, school-linked services
initigtives (e.g., full service schools, family resource
centers), and efforts to develop systems of care (“wrap-
around” services for those in specia education). Four
formats have emerged:

¢ co-location of community agency personnel and
services at schools — sometimes in the context of
School-Based Hedlth Centers financed in part by
community hedth organizations

¢ formal linkages with agencies to enhance access
and service coordination for students and families
at the agency, at a nearby satdllite clinic, orina
school-based or linked family resource center

¢ forma partnerships between a school district and
community agencies to establish or expand school-
based or linked facilities that include provision of
mental health services

C contracting with community providers to offer
mandated and designated student services

Exemplars of each of these approaches are included in
the Policy Leadership Cadre' s document.*

Whether initiated by the community or the schooal, this
delivery mechanismisintended to increase accessto MH

services and, in some formats, to enhance coordination
among services provided to students and their families.
Some problems have arisenrelated to some formats. For
example, the co-location approach often has produced a
new form of fragmentation in which community
personnel occupy space at a school but operate as a
separate entity from school support programs and
services. Another problem is that some policy makers
have begun to view school-linked services as a less
expensive way to provide mandated services, and this
perspective is increasing policies for “contracting-out”

services — thereby eiminating/ reducing pupil personnel
positions.

Contracting-out is especialy attractive to small school
districts where pupil personnel are not available in
sufficient numbers to meet the mandated needs. Other
instances arise when district policy makersdecideonly to
meet mandates and determine it is less expensive to
contract with outside agencies. For example, while
specia education designated services, such as counsdling,
can be provided by school staff (e.g., school counselors,
socia workers, or psychologists), some school districts
have begun to contract privately for the services. In
some places, contract agency staff also link to schools as
providersfor the Early Periodic Screening, Diagnosis, and
Treatment program. A broader exampleisseenin places
where contract agencies provide arange of mental health
services on school campuses for students designated as
digible by county menta hedth assessment. An

unfortunate result of the way contracting-out policies 57

have played out in some places has been to reduce the

overdl amount of resources available to schools for
addressing mental health and psychosocia concerns.

Classroom-Based Curriculum and Special “ Pull Out”
I nterventions

Most schoolsincludein somefacet of the curriculum ways
to enhance socid and emotiona functioning. Specific
ingtructional activities may be designed to promote healthy
sociad and emotionad development and/or prevent
psychosocia problems such as behavior and emotional
problems, school violence, and drug abuse. And, of course,
specia education classrooms always are supposed to have
a constant focus on mental health concerns. Threeformats
have emerged:

C integrated instruction as part of the regular
classroom content and processes

¢ gpecific curriculum or specid intervention
implemented by personnel trained to carry out the
processes

¢ acurriculum approach that is part of a multi-faceted
st of interventions designed to enhance positive
development and prevent problems

Mental hedth in schools reaches into the classroom
through general ingtructional processes and specia
assistance strategies. Teachers who are sensitive to the
importance of promoting social and emotional devel opment
can integrate such a focus seamlessy into their daily
interactions with students. This may or may not include
devoting part of the day to teaching a curriculum designed
to foster relevant knowledge, skills, and attitudes. In some
instances, other personnel come to the classroom or take
students to another site in the school to teach such a
curriculum or to involve students in special interventions
designed to address specific problems. Because of the
limited impact on problem behavior of only pursuing a
curriculum, there has been constant advocacy for weaving
classroom programs into multifaceted strategies.

The type of focusthat can be integrated into the classroom
is seen in the core framework of socia and emotiona
competencies delineated by the consortium funded by the
W.T. Grant Foundation. This framework can be used by
school staff as guiddines for promoting healthy socid and
emotiona development throughout the school day. (See
W.T. Grant Consortium onthe School-Based Promotion of Social
Competence[1992]. Drug and alcohol prevention curriculum. In
J.D.Hawkins, eta.[Eds.], Communitiesthat care. San Francisco:
Jossey-Bass.)



There are many examples of specific curriculum. For
instance, Promoting Alternative Thinking Strategies
(PATHS) s a prominently used curriculum developed by
Mark Greenberg and his colleagues. It is designed to
promote emotional and social competence, reduce
aggression and behavior problems, and enhance the
classroom educational process. It can be used by
educators and counselors as a multi-year, universal
prevention approach. The curriculum provides
systematic, developmentally-based lessons, materials,
and instructions for teaching students emotional
literacy, self-control, social competence, positive peer
relations, and interpersonal problem solving skills.

The Social Competence Promotion Program is a
structured curriculum, developed by Roger Weissberg
and his colleagues. It focuses on general skill training
with domain-specific instruction. The curriculum has
units on stress management, self-esteem, problem
solving skills, substance and health information,
assertiveness training, and social networks. It is
designed to enhance protective factors by teaching
conflict resolution and impulse control.

An example of a special intervention is the Primary
Mental Health Project’s strategy. Developed by Emory
Cowen and his colleagues and operating under various
names (e.g., the Primary Intervention Program, Early
Mental Health Initiative), this intervention focuses on
young children with school adjustment problems such
as shyness, aggression, or inattentiveness. A specially
trained paraprofessional takes a child out of the
classroom into a specially designed “play” room and
uses play techniques and reflective listening to help the
youngster enhance coping skills.

An example of a curriculum approach that is part of a
multifaceted set of interventions is the Seattle Social
Development Project. This universal, multidimensional
intervention was developed by J. David Hawkins and
Richard Catalano and their colleagues. It is designed to
increase prosocial bonds, strengthen attachment and
commitment to schools, and decrease delinquency.
Teachers learn to emphasize proactive classroom
management, interactive teaching, and cooperative
learning — allowing students to work in small, hetero-
geneous groups to increase their social skills and
contact with prosocial peers. Sessions encourage
parents to improve communication between them-
selves, teachers, and students; create positive home
learning environments; help their children develop
academic skills, and support their academic progress.

Another example of a school-wide approach is Project
ACHIEVE developed by Howard Knoff and George
Batsche. It focuses on problem-solving, social skills,
anger management, effective teaching, curriculum based
assessment, parent education, academics, and
organizational planning, development, and evaluation.

7

Comprehensive, Multifaceted, and Integrated
Approaches

A few school districts have begun the process of
reconceptuaizing their piecemeal and fragmented
approaches to addressing barriers that interfere with
students having an equal opportunity to succeed at school.
They are starting to restructure their student support
services and weave them together with community
resources and integrate al this with instructional efforts
that effect healthy development. The intent is to develop
afull continuum of programs and services encompassing
efforts to promote positive development, prevent
problems, respond as early-after-onset asis feasible, and
offer treatment regimens. Mental health and psychosocid
concerns are a magor focus of the continuum of
interventions. Efforts to move toward comprehensive,
multifaceted approaches are likely to be enhanced by
initiatives to integrate schools more fully into systems of
care and the growing movement to create community
schools. Three formats are emerging:

¢ mechanisms to coordinate and integrate school and
community services

C initiatives to restructure student support programs
and services and integrate them into school reform
agendas

¢ community schools

Around the country, a few pioneering initiatives are
coming to grips with the redlities involved in addressing
barriers to student learning and promoting healthy
development. In doing so, they are taking advantage of
exigting opportunitiesto use categorical fundsflexibly and
to request wavers from regulatory restrictions. They also
are using specialized personnel and other resources in
increasingly cross-disciplinary and collaborative ways.

By moving toward comprehensive, multifaceted, and
integrated approaches, these initiatives have started to
redefine their relationship to school reform movementsin
order to end the marginalization of education support
programs and services. For example, some approaches
are conceived interms of being an essential component of
school reform and are caling on policy makers to
recognize them as such. Moreover, they are
demongtrating the redlity of this position. Exemplars have
been devel oped that explicitly expand school reform policy
and practices beyond the prevailing limited perspective on
restructuring instructional and management functions.
These demonstrations address barriersto student learning
as a third set of primary and essential functions for
enabling studentsto have an equal opportunity for success
at school.
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Systems of Care. One of the most extensive efforts to
coordinate and integrate school and community services
is seen in efforts to establish Systems of Care. In states
and localities across the nation, this initiative focuses on
developing systems to coordinate and integrate mental
health and related services and supports designed to help
a child or adolescent with serious emotional disturbances.
Local public and private organizations work in teams to
plan and implement a tailored set of services for each
individual child’s physical, emotional, social, education,
and family needs. Teams include family members and
advocates and may include representatives from mental
health, health, education, child welfare, juvenile justice,
vocational counseling, recreation, substance abuse. The
range of services may include case management,
community-based in-patient psychiatric care, counseling,
crisis residential care, crisis outreach teams, day
treatment, education/special education services, family
support, health services, independent living supports,
intensive  family-based counseling, legal services,
protection and advocacy, psychiatric consultation,
recreation therapy, residential treatment, respite care, self-
help support groups, therapeutic foster care,
transportation, tutoring, and vocational counseling. A case
manager facilitates the individualized treatment plan.

A few pioneering efforts are underway to restructure
student supports and integrate them with school reform.
For example:

New American Schools’ Urban Learning Center Model.
This is one of the comprehensive school reform designs
federal legislation encourages school to adopt. It
incorporates a comprehensive, multifaceted, and
integrated approach to addressing barriers to learning as
a third component of school reform — equal to the
instructional and governance components. This third
enabling component is called "Learning Supports.” In
addition to focusing on addressing barriers to learning,
there is a strong emphasis on facilitating healthy
development, positive behavior and asset-building as the
best way to prevent problems. There is a major emphasis
on weaving together what is available at a school,
expanding these resources through integrating
school/community/home resources, and enhancing
access to community resources through formal linkages.
A key operational infrastructure mechanism is a resource-
oriented team that clarifies resources and their best use.
The elements of the learning supports component at each
school involve: classroom-focused enabling to ensure a
potent focus on commonplace behavior, learning, and
emotional problems, support for transitions, crisis
assistance and prevention, home involvement in schooling,
student and family assistance, and community outreach
for involvement and support.

Hawai'’'s Comprehensive Student Support System. This is
the umbrella concept under which the state's Dept. of
Education is developing a continuum of programs/services
to support a school’'s academic, social, emotional, and
physical environments so that all students learn. The
system provides five levels of student support: basic
support for all students, informal additional support through
collaboration, services through school-level and
community programs, specialized services from the

Department of Education and/or other agencies, and
intensive and multiple agency services. The aim is to align
programs and services in a responsive manner to create a
caring community. Key elements of the program include
personalized classroom climate and differentiated
classroom practices, prevention/early intervention, family
involvement, support for transitions, community outreach
and support, and specialized assistance and
crisis/emergency support and follow through. This range of
proactive support requires teaming, organization and
accountability. To help achieve all this, a cadre of school-
based and complex-level Support Service Coordinators are
being trained. (See discussion on page 12.)

Los Angeles Unified School District. Several years ago,
the district formulated a Strategic Plan for Restructuring of
Student Health & Human Services. The goals were to (1)
increase effectiveness, and efficiency in providing learning
supports to students and their families and (2) enhance
partnerships with parents, schools, and community-based
efforts to improve outcomes for youth. Building on the
same body of work that was used in developing the Urban
Learning Center model, the plan called for a major
restructuring of school-owned pupil services in order to
develop a comprehensive, multifaceted, and integrated
"Learning Supports” component to address barriers to
learning. Key operational infrastructure mechanisms are a
school-based resource team and a cluster coordinating
council that focuses on clarifying resources and their best
use — all of which are concerned with developing the key
elements of the learning supports component at each
school. To facilitate restructuring, a cadre of change
agents called Organization Facilitators was developed. The
plan called for these change agents to assist in
establishing the infrastructure at each school and for the
high school feeder pattern with the aim of enhancing
resource use, as well as integrating other resources from
the community.

Community Schools. As exemplified by the Children’s Aid
Society, Community Schools in New York City is a
partnership between the Children’s Aid Society, the New
York City Board of Education, the school district, and
community based partners. The focus is on a model that
is designed to help strengthen the educational process for
teachers, parents, and students in a seamless way. The
approach combines teaching and learning with the delivery
of an array of social, health, child and youth development
services that emphasizes community and parental
involvement. Current demonstrations provide on-site child
and family support services —from health-care clinics and
counseling to recreation, extended education, early
childhood programs, job training, immigration services,
parenting programs and emergency assistance.

*For more, see http://smhp.psych.ucla.edu — go to Contents,
scroll to Policy Leadership Cadre for MHin Schools, click, and
then access the document Mental Health in Schools:
Guidelines, Models, Resources & Policy Considerations.
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High Stakes Testing, MH, and Barriers to Learning

Those concerned about MH and addressing barriers to
learning must focus on how to counteract the negative
effects of high stakes testing. Of particular concern are
the problems some students (and staff) are having
coping with the increasing pressure to perform. In some
school settings this is a significant problem for many,
and schools have the responsibility to address the
matter as an additional barrier to learning for those
students affected.

It should be anticipated that the problems of students
who will do poorly when tested will be exacerbated.
Those who face retention or face the likelihood of not
qualifying for graduation need more than additional
academic support. Without appropriate attention to the
social and emotional consequences, the long-term
problem is that we are likely to lose many students and
teachers. The correlation between high stakes testing
and student dropout rates is worrisome: graduation
tests are used in nine of the 10 states with the highest
dropout rates and are not in use in the ten states with
the highest graduation rates. And, with so many
teachers leaving the field, we need to consider the
likelihood that using high stakes testing as the primary
accountability measure may be making a bad situation

worse.
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