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Schools face increasing demands to support the mental health needs of students and families;
some estimate that 80 percent of students receive mental health services at school. Thus,
schools face two daunting challenges: (1) to provide effective mental health support to students
and (2) to address how mental health needs affect other students, teachers, and academic
priorities. This article presents a case study of collaborative program design and implementa-
tion with the intent to improve clinicians’ability to provide mental health services in a school
setting, and to expand the role of clinicians to support school staff and others in the school
community. Staff from a community mental health clinic collaborated with school personnel
(teachers, counselors, and administrators) to design a school-based program that would en-
hance the provision of mental health services and help to promote a mentally healthy school
community. School-based therapists provided direct services regardless of clients’ ability to
pay or insurance coverage and reported that school personnel were interested in and sup-
portive of ongoing consultation and collaboration regarding the mental health needs of
students and families.
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chools face increasing demands regarding

the mental health needs of their students

(Adelman & Taylor, 2012; Lean & Colucci,
2010; Weist & Evans, 2005). Approximately 20 per-
cent of youths in schools have a diagnosable mental
disorder, and 75 percent of those students do not
receive treatment or receive inadequate treatment
(Lean & Colucci, 2010). Furthermore, students
with mental health challenges typically experience
academic deficits and are also less likely to graduate
than students with other disabilities (Hurwitz &
Weston, 2010). Many advocate school as an appro-
priate, and important, place to focus on mental
health intervention (Graham, Phelps, Maddison, &
Fitzgerald, 2011; Lean & Colucci, 2010; Paternite,
2005). This is supported by evidence that mental health
and social and emotional outcomes are closely tied
to academic success (for example, Durlak, Weissberg,
Dymnicki, Taylor, & Schellinger, 2011; Franklin, Kim,
Ryan, Kelly, & Montgomery, 2012). In addition, in
a school context, students do not experience men-
tal health symptoms in isolation or without affecting
others around them. Other students, teachers, and
school administration are regularly affected by the

mental health needs on a school campus (Adelman &
Taylor, 2012; Lean & Colucci, 2010).

The delivery of mental health interventions at
schools is sometimes described as school mental
health or school-based mental health (SBMH). How-
ever, there are many different ways that schools or
mental health agencies might conceptualize and op-
erationalize services in school settings. Expanded
school mental health (ESMH) reflects the need to
increase the capacity and breadth of services available
for all students, and ESMH interventions are often
characterized by mental health promotion and in-
tervention efforts that focus on partnerships between
schools and community programs or agencies (for
example, Paternite, 2005; Weist, 2005; Weist & Evans,
2005). Furthermore, support is growing for collabora-
tive models that integrate school and mental health
personnel to meet the mental health needs of those in
school communities (Cappella et al., 2012; Paternite &
Johnston, 2005; Weist et al., 2012).

Given the intense need for mental health services,
and despite inherent challenges in services provision,
school and mental health staff diligently work to pro-
vide support and treatment for students with mental
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health diagnoses (Adelman & Taylor, 2012; Langley,
Nadeem, Kataoka, Stein, & Jaycox, 2010). In an
effort to improve existing SBMH services and meet
complex mental health needs within schools, a pilot
program called Our Community, Our Schools
(OCOS) was implemented in the 2012-2013 school
year in two schools within the service area of a com-
munity mental health clinic in Southern California.
This article presents a case study in the design and
implementation of OCOS to address mental health
needs on a school campus. Rather than providing a
framework for a sustainable program, it is hoped
that this article serves as an example of the possibili-
ties that come from pushing existing constraints
around services provision to address common barri-
ers to services, including transportation, insurance,
and stigma (Weist, Paternite, Wheatley-Rowe, &
Gall, 2009), and the benefit of working within local
communities to generate partnerships and solutions.

AGENCY BACKGROUND

This program was developed at a nonprofit com-
munity mental health clinic in Southern California.
At the time, this agency employed approximately
65 therapists, case managers, and other staff. Fund-
ing for mental health services was mostly provided
through a county contract using state Medicaid funds.
SBMH services consisted of individual therapists
being assigned to a particular school site to see cli-
ents with qualifying insurance and who met clinical
criteria for services. Therapists generally spent one
half or one whole day per week at their assigned
schools to see clients.

Several concerns regarding the agency’s provision
of school-based services spurred the desire to make
changes and improvements to the existing program.
First, the number of referrals from schools was de-
creasing. Second, clinicians were frustrated with the
difficulties involved in building connections and
relationships with local schools and building case-
loads at those schools. Two problems were especially
evident in the agency’s model of services provision.
Therapists who had only limited time at school sites
had difficulty creating relationships with staff and
building consistent caseloads. This affected their
ability to fill available appointments, and often led
to the therapist being recalled from the school to fill
their time with clients in other settings to meet bill-
ing requirements.

In 2012, an opportunity arose to develop pro-
grams that would be supported through private fund-

ing instead of contract funding, allowing substantial
freedom in program design and services provision.
This unique circumstance, in conjunction with a
need to improve our school-based program, led to
efforts to reformulate our approach to SBMH ser-
vices. Several ideas guided our initial discussion, and
our program goals were as follows:

¢ To serve the entire school community

* To be integrated into the school community,
rather than being a “guest” on a school campus

* To provide easy access to mental health ser-
vices for students and their families, including
access for those without insurance

* To create a holistic program that would pro-
vide support to students, families, and school
staff and promote mental health as well as treat
mental health problems.

PROGRAM FRAMEWORK
One common approach to providing mental health
support in schools is a public health approach, often
conceptualizing a pyramid of interventions (Cappella
etal., 2012; Domitrovich et al., 2010; Weist, 2005).
The agency’s plans for interventions were rooted in
such a three-tier model of services provision that
considers the needs of all students in a school and
provides for the intensive mental health services used
by a small portion of those students (Adelman &
Taylor, 2012; Kutash, Duchnowski, & Lynn, 2006;
Sugai & Horner, 2002). The first tier of services in
this model is preventive in nature and geared toward
all students in a school. The second tier includes
specialized programs designed for students with
at-risk behaviors. The final tier serves the smallest
number of students with high-risk behaviors through
intensive and specialized services (Sugai & Horner,
2002). The typical mental health services at our
agency included group, family, and individual ther-
apy, categorized as second- and third-tier services.
During the pilot program and in following years,
therapists assigned to the school site would coordi-
nate with school staff to support implementation of
primary prevention activities. Secondary prevention
and specialized services would account for most of
the therapist’s clinical work, and other programmatic
resources at our agency were able to support the
needs of high-risk students.

The OCOS program plan acknowledged the
unique cultural aspects of schools, in general, and
specific campuses. Connections and support from
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school staff at two schools in a local school district
were necessary to ensure that our assumptions and
expectations were reasonable. In addition to a pyra-
mid framework of interventions, our beliefs about
the importance of understanding and working with
the whole school community are reflected in other
theoretical frameworks. For example, Benbenishty
and Astor (2005) presented a theory about school
environments that, in hindsight, helps explain our
efforts to integrate into a school environment. Their
model echoes an ecological or person-in-environment
perspective with the school, rather than the individual,
being understood as the center of the ecological
influences. Influences from the school’s external
context include the surrounding culture, neigh-
borhood characteristics, and family characteristics.
All of these factors interact with characteristics
intrinsic to the school, including teacher attitudes,
policies, and social support. Also important to
note is that the school itself has an influence, and
the school’s influence might mediate an external
contextual influence (for example, social support
in the school might alter the effects of neighbor-
hood crime on interactions within the school).
The hope was that OCOS would be able to in-
corporate and contribute to contextual influence
for our school communities.

0OCOS PROGRAM DEVELOPMENT

Program Goals

Our initial program structure was divided into two
aspects of proposed activities within a school. First,
we would provide mental health services regardless
of clients’ ability to pay, and would see anyone who
needed services (for example families, parents, cou-
ples, or individuals). Part of this was influenced
by frustration from restrictions regarding services
provision under our contract requirements, and
partly influenced by our goal to support the school
community. In addition, one of the barriers pre-
sented by our school partners was the difficulty in
finding support for students without insurance. We
also decided to see clients on a larger spectrum of
severity. At the clinic, clients had to meet diagnostic
criteria characterized as “medical necessity.” One
frequent scenario encountered by previous school-
based therapists involved referrals or direct requests
from students who often had less severe problems
but would likely benefit from at least brief treat-
ment, or perhaps group support. The OCOS model
would allow flexibility in determining courses of

treatment. In addition, we wanted to increase our
ability to prevent problems from escalating.

The second set of program goals centered on col-
laboration and consultation. Though our desire to
integrate our services with a school is supported in
the literature (Adelman & Taylor, 2012; Lean &
Colucci, 2010), we also recognized that this would
be a process of relationship repairing and building.
Past experiences indicated that in those places where
therapists were not well connected with school
personnel we had more difficulty building and
maintaining caseloads. Agency therapists needed to
integrate into the school culture and school com-
munity as a predictable member. This would allow
us to respond to incidents or more general concerns
at the school, and would also allow us to target
prevention and early intervention efforts in an
effective manner. Another aspect of our goal to
integrate was to provide support for teachers.
Teachers are not primarily mental health workers,
but teachers are faced with students with mental
health needs every day in their classrooms (Adelman
& Taylor, 2012; Lean & Colucci, 2010). Subse-
quently, we hoped that we would be able to support
teachers through classroom observations, consulta-
tions regarding student needs and behaviors, and
psychoeducation. This would require a consistent
presence on campus to become credible partners at
school.

Meetings with Stakeholders

Meetings were arranged with administrative staff in
alocal school district, at one elementary school and
one combined middle/high school. Both of these
schools and some of the staff were familiar as our
agency provided mental health services at both sites.
These meetings were clearly identified as fact-finding
conversations as our goal was to present our ideas
and gather feedback from school personnel about
interest in such a program and their opinions regard-
ing the feasibility of the program. The Appendix
presents the informational flyer created to share with
schools and other stakeholders. Of particular im-
portance were the schools’ responses to our desire
to collaborate and integrate with their school com-
munities. Without their investment in this process,
our program would not work. Beyond that, if they
did not place equivalent value on the relationship-
building aspect of the program, it might indicate
that our program design did not match the needs of
these schools.
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Both schools responded enthusiastically and pro-
vided helpful feedback about logistical consider-
ations and nuances related to services provision on
a school campus. Administrators and teachers from
the middle/high school campus described seeing an
increased need for social and emotional support for
students, and even noted that teachers are increas-
ingly feeling like parents (personal communication
with M. Eeles, assistant principal, Mayfair High
School, Belllower, CA, March 16, 2011). At the
elementary school, the principal stated her belief
that students need to be socially and emotionally
healthy to be successful at school. Both schools also
expressed a ready willingness to be pilot sites for the
project.

Funding Flexibility

During the time that OCOS was developed, our
agency was also working to expand our ability to
provide mental health services. Funding from a
private foundation was available to supplement
programs, including OCOS. This funding allowed
two critical aspects of our program to develop.
First, it allowed us to remove the stipulation that
clients have insurance and allowed therapists to
offer mental health services to anyone affiliated
with the school community rather than just stu-
dents and their families. Second, it created the
flexibility to have staff dedicated to collaboration,
consultation, and outreach activities. These were
unbillable activities in our typical business model
and, therefore, difficult for therapists to fit into
schedules dictated by requirements for caseloads
and billable hours. Though consultation with oth-
ers regarding cases is generally billable, we con-
sulted regularly with people about students who
were not currently on a therapist’s caseload. Al-
though this particular element of our program may
not be replicable, we hope that our experiences
might help encourage others to seek opportunities
to increase programmatic flexibility to meet client
needs in new ways.

Job Structure and Staffing

Several facets of our planned program required that
our understanding of an OCOS employee be dif-
ferent than other outpatient therapists. An initial
sketch of the OCOS job description represented
two categories of responsibilities, both approximat-
ing 50 percent of the therapist’s workload. The first
half was to provide mental health treatment. A clear

need existed for treatment, and our partnership with
schools needed to include this service.

It would have been easy to maximize our capacity
for treatment and to see as many clients as possible
in the course of a week. However, when therapists
are secured in a therapy session, they are unavailable
for conversations with staff, consultation with teach-
ers, or outreach with students and parents. As an
initial solution to this problem, it was decided that
the other 50 percent of an OCOS therapist’s time
would be dedicated to consultation and collabora-
tion. Because of this division, we also had to revamp
our job evaluation requirements.

Initial program designs included three full-time
therapists and a part-time case manager for the pilot
year. One therapist would be assigned to the ele-
mentary site. Two therapists would be assigned to
the middle/high school site. One therapist would
focus entirely on providing therapy, and the other
would split her or his time to provide therapy and
focus on collaboration with school staff. A case man-
ager would support both of these school sites, as well
some other programs at the agency. During the final
budget process, it was decided that only one thera-
pist could be assigned to the middle/high school
campus. This information also influenced our choice
to focus collaborative efforts on the middle school.
During the pilot year, OCOS staff would focus on
integration with the middle school staff, though
support would be available for high school staff at
their request.

School Information

OCOS staft gathered limited demographic and de-
scriptive data on the two schools consulted about the
program. The elementary school is located in a sub-
urban area surrounded by residential and retail struc-
tures, with an enrollment in 2012 of 850 students.
The middle/high school campus is surrounded by
mostly residential neighborhoods. Its enrollment in
2012 was approximately 3,400 students, with about
1,200 of those in middle school. We also had infor-
mation from the California Healthy Kids Survey
(WestEd, 2015) specifically about the middle/high
school campus, indicating that around 30 percent of
their students reported sad and hopeless feelings for
a two-week period in the last year. This information
demonstrated urgency for providing treatment, but
was also troubling given the implication that roughly
1,000 students might need screening and treatment
for depression.
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IMPLEMENTATION

In the spring of 2012, OCOS was approved by
the agency’s board of directors for implementation
over the 2012-2013 school year. Ensuing activity
included work on budgets, job descriptions, and
hiring staff. We also used this time to hone our
description of the program and to seek other fund-
ing and support for the program. After an initial
meeting at the high school, OCOS staff met with a
site council group consisting of teachers, students
and counselors, and the principal to determine ap-
propriate steps for creating a partnership. Short
presentations highlighting the OCOS program were
shared with both elementary and middle/high school
staff and other relevant stakeholders during the first
day of the school year during teacher orientation.
The following information was highlighted to make
the case for the services, acknowledge the work that
teachers do for students, and set the stage for a col-
laborative experience:

* Fifteen percent to 20 percent of children and
youths have diagnosable mental health disor-
ders. Seventy-five percent of those students
do not receive treatment, or receive inade-
quate treatment. Eighty percent of students
who receive mental health treatment get those
services at school (Lean & Colucci, 2010).

e Students with mental health challenges have
academic deficits and are less likely to graduate
than students with other disabilities (Hurwitz &
Weston, 2010).

e Students with behaviors that interrupt class-
rooms do not just affect themselves, they also
affect other students (Lean & Colucci, 2010).

 School staft members feel they are acting more
and more like parents (personal communication
with M. Eeles, assistant principal, Mayfair High
School, Belllower, CA, March 16, 2011).

* Schools want to make sure that kids are safe
emotionally and physically so they can focus
on learning (personal communication with
S. Holguin, principal, Ernie Pyle Elementary
School, Belllower, CA, March 29, 2011).

* School mental health promotion is linked to
increases in academic achievement, improve-
ments in relationships, and positive changes
in school climates (Hurwitz & Weston, 2010).

Both therapists received warm welcomes at their
respective schools and were eager to begin work

providing therapy and working with teachers, ad-
ministrators, and parents. Although both school sites
had staff working to connect families to services and
provide support to students, neither school (or the
district) employed school social workers. The ele-
mentary school had a part-time school counselor and
a case manager. The middle/high school had full-
time school counselors and case managers working
to connect students and families to services. Referrals
for our therapists primarily came from these existing
staff within the schools.

Part of the premise for collaboration was not to
replace existing services but to supplement them.
For example, our therapist at the elementary school
was able to partner with the part-time school coun-
selor to facilitate a multi-session parenting group
focused on general topics such as communication
with children and supporting academic and social
development. Another example of this collaboration
came from the referral process at the middle/high
school campus. As our therapist worked with school
staff to streamline the referral process, it was decided
that our therapist would primarily target individuals
who were experiencing barriers to treatment. These
barriers typically included a lack of transportation
(to attend therapy sessions), parent work schedules,
funding, and inadequate treatment from other
sources. Although this seemed limiting at first, and
perhaps slowed the initial filling of available therapy
appointments, it was a positive lesson in being able
to experiment with our methods of referral to meet
the needs of the school community.

It was not surprising that we received feedback
that our schools were particularly excited about get-
ting help for students who were previously unable
to access it. Often, these were students or families
who had ongoing needs for treatment and long-
term difficulties engaging in therapy. In many of
these cases, our OCOS clinicians were able to initi-
ate assessment and treatment with these individuals
and their families. Case managers, school counseling
staff, and administrators were all involved in the re-
ferral of students; and all were willing to help fa-
cilitate treatment for students and families.

Two other programmatic hurdles are worth de-
scribing. First, a secure and private physical space is
needed for ongoing therapy. We were fortunate that
our elementary campus had easily accessible space,
and the therapist placed at the elementary school
enjoyed a large room in which individuals, families,
and even small groups could meet comfortably.
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At the middle/high school campus, space was a sig-
nificant challenge. We had exclusive use of an office
on two days of the week, and usually for another
half day. On a large and busy campus, it was often
difficult for the therapist to see clients while respect-
ing academic schedules and the daily variations in-
herent in schools. This problem also came with an
unexpected benefit. One of the middle school
counselors graciously shared her office with our
OCOS therapist when the therapy office was un-
available, which allowed our therapist to meet stu-
dents, staff, and parents, and provide consultations
about events (crises and typical school problems)
that surfaced daily in the middle school office. This
particular solution is not a sustainable one, and there
was much deliberation about how to move forward
given this particular barrier to providing therapy.
This particular struggle may serve as a cautionary
example of an element of collaboration that cannot
merely be negotiated by willing participants.

The second hurdle was less severe, and this was a
reflection of the newness of working in schools for
both OCOS therapists. Their adjustment to new
work schedules (that is, the school schedule) and a
new way of conceptualizing their jobs took time.
Their supervisor had experience teaching and pro-
viding mental health services in schools, and subse-
quent support included discussion about navigating
school environments. Conversations also involved
exploring the possibilities of different kinds of work,
given our freedom from funding restrictions and the
somewhat nebulous task of collaborating with a
school.

Initial Feedback

Preliminary feedback was gathered approximately
two months after OCOS was implemented. This
information was focused on the collaboration and
integration of our therapists. At the middle school
level, our therapist had connected with 45 staff’
members (including teachers, counselors, adminis-
trators, and security staff). There was a concentrated
group of eight teachers that used four to five obser-
vations and consultations each. This seemed to sup-
port our collaboration as a worthwhile investment.
Also at the middle school, our therapist was invited
to a pre-expulsion meeting for a student. During
the meeting, it was learned that a history of trauma
was likely creating difficulties for the student. School
staff were supportive of this student seeking treat-
ment, and the student subsequently began treatment

with our therapist. Her mother also requested ser-
vices to support her own reactions to the same
trauma and to support the student.

At the elementary school site, the OCOS thera-
pist connected with all 38 teachers, observed in
classrooms, and consulted at length with 13 teachers.
Similar to the middle school, several teachers quickly
became frequent users of our services. In addition,
both therapists were having conversations with par-
ents and teachers with no direct connection to cli-
ents in therapy. This was a positive indication as it
suggested that our presence on campus was provid-
ing opportunities for mental health staff to engage
in outreach with community members.

There were other indicators that our focus on
collaboration and integration resulted in positive
experiences at both school sites. We worked with
school staff to provide parenting workshops, and, at
both sites, provided staff training regarding mental
health needs of students. Our therapists were avail-
able for crisis intervention. In one particular case
involving an upset student, support was provided to
a teacher and to the rest of the class after a startling
incident in the classroom. Therapists at both school
sites reported frequent conversations with students
and parents not on their official caseloads. These
conversations sometimes involved basic questions
about mental health services, and sometimes resulted
in opening cases. Classroom observations and con-
sultations with teachers happened frequently and
were generally focused on concerns about particu-
lar student behaviors. We found that the therapists
were generally spending 10 percent to 20 percent
of their workweek in consultation with school staff.

Future Planning

From the beginning, we knew that building rela-
tionships and establishing interventions, especially
schoolwide interventions, would take time. The first
year was largely dedicated to building relationships,
creating awareness, and setting up opportunities
for future work. As OCOS staff began planning for
our second year, several concerns entered into our
discussions. One concern that surfaced was that we
would be typecast into certain kinds of activities;
this seemed especially likely with individual therapy.
The number and consistency of referrals indicated
the school’s need for this service and on some level
an effort to ensure that we had enough business to
justify the program. Though we did not want to
ignore or minimize the need for individual services,

246

Children & Schools VorumE 37, NUMBER 4 OCTOBER 2015



we also wanted to persevere with our program goals
of integrating and collaborating with the school in
other ways.

We developed plans to build capacity to provide
therapy, and to continue work on school community
interventions. Our design for the second year in-
cluded additional staff for therapy hours, for example,
MSW interns from a local university. We also hoped
that our efforts to engage the whole school com-
munity would help alleviate pressure on the top tier
of needs by meeting the needs of larger numbers of
children through prevention and early intervention
activities.

It is possible that OCOS was understood, at least
in this first year, as a supplemental influence. We were
likely viewed as a valuable resource, but one that was
intended to solve a specific problem, that is, mental
health issues for students. More work lies ahead of
the therapists at our two OCOS sites to integrate with
the school and become part of the school context that
helps to affect external influences. As the school has
to take in external influences, like OCQS, it makes
sense that it would take time for our program to
evolve from an external influence to an internal com-
ponent of the school’s system.

CONCLUSION

At the end of the first year, reports from the elemen-
tary school site indicated that we had consulted with
staff regarding approximately 240 students, more
than one-quarter of the school’s population. In ad-
dition, positive reactions to our presence on campus
support the importance of our focus on integration
and collaboration. While being respecttul of existing
school structures and culture, we worked to present
alternative ways to conceptualize mental health and
mental health services for a school. Moving forward,
it is hoped that we will continue to establish our
program as an integrated resource at these schools,
and eventually be able to expand OCOS to other
school sites and school districts. At the time of this
writing, both therapists were well into their second
year at their schools and were still working with
various school staff to enhance mental health ser-
vices on campus.

It is worth repeating that the program described in
this article provides an example for what may be pos-
sible when certain fiscal and agency constraints are
relaxed. This program also reflects grassroots collab-
orative efforts between a mental health agency and two
schools to change the way mental health services are

conceptualized and delivered to local communities.
The hope is that lessons learned through efforts to
collaboratively design and implement a program might
encourage others to seek opportunities within their
existing systems to shape or change the experiences of
those seeking and providing services.
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APPENDIX

Our Community, Our Schools

Purpose: Alleviate mental health issues that affect
school performance and social development.

To accomplish this, we propose the following:

e Our mental health staff will be on site to
be integrated with the school community.
We want to learn about and join the com-
munity so that we can be responsive to con-
cerns and problems, work to prevent future
problems, and prevent escalation of existing
problems.

e Qur staff will treat mental health needs, and
our goal is to serve students and families re-
gardless of insurance/financial status.

INTEGRATED SUPPORT FOR SCHOOL COMMUNITY

= Regular, consistent presence on campus for
consultation and collaboration.

= Accessible to teachers, counselors,
administration, and parents. This will include
attending staff meetings, informal
conversations about students, classroom
observations, and meetings with parent
groups.

MENTAL HEALTH SERVICES

= Assessment
= Referrals if needed
=  Treatment
= |ndividual, Group, Family
= Psychoeducation/Training
=  Prevention/Early Intervention

Prevention and early intervention will be informed by the needs of the school community

= Bullying

= Child Abuse

= Dating Violence
=  Drug Use

=  Parent Support

PREVENTION/EARLY INTERVENTION

These services will be developed based on the needs of a particular
school community. These are examples of potential things to
address:

= Mental Health Screening/Assessment
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