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I. Introduction 
 
A.  Definition/Vision/Purpose 
 
 It has come to our attention that the term "behavioral health" may not be widely used within 

the education community.  Therefore, a definition at the start of this document will provide 
clarification:  behavioral health is an umbrella term which includes both substance abuse 
and mental health services.  It is our goal ultimately to offer in schools a continuum of 
services from prevention through treatment, for both substance abuse and mental illness.   

 
 Why provide behavioral health services in schools?  We believe that addressing physical 

health concerns is doing only part of the job of serving the whole child.  We must also address 
issues of mental health and substance abuse to ensure that our children succeed within today's 
school system.  When done well, school behavioral health (SBH) promotes health and 
wellness, reduces barriers to learning, increases the likelihood that youth will graduate from 
high school, and decreases the likelihood that they will become involved with the criminal 
justice system.   

 
B.  Utah’s History of School Behavioral Health Services 
 

Several Community Mental Health Centers in Utah initiated collaboration with schools to provide 
school behavioral health services.  They include: 

 
1. Valley Mental Health (VMH):  Through its Children’s Behavior Therapy Unit (CBTU), VMH 

has provided school mental health services since the early 1970s.  By partnering with Salt 
Lake City’s two largest school districts, Granite and Salt Lake, VMH has been able to provide 
supportive mental health services to children and youth in school settings.  Over the years, 
these school services have expanded their reach from special education programs, to the 
whole student population and, most recently, to the community at large. 
 

a. Special education programs: At four elementary and junior high schools, VMH 
provides full-time licensed mental health professionals to support school district staff 
in seven special education classrooms.  

b. Whole student population:  As of January 2010, VMH employs full-time mental health 
professionals in three elementary schools. They are integrated into the Student Support 
Teams and accept referrals from the teams for at-risk students needing mental health 
support. The mental health professionals can provide indicated individual, family, and 
group therapy services as needed to most of the student population, with some 
exceptions due to insurance plans and funding sources.  

c. Community at large: In 2009, VMH collaborated with an elementary school and 
Intermountain Health Care (IHC) to provide mental health services in the school 
health clinic. At present, the mental health services are available to students and 
parents with SelectHealth insurance. Eventually, VMH hopes to expand mental health 
service availability and accessibility to the residents of the community through the 
school health clinic. 

 
2. Wasatch Mental Health (WMH):  WMH started providing school services in Utah County in 

1994.  In 2009, WMH operates school programs in three school districts (Alpine, Provo, and 
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Nebo): 26 elementary schools, four junior high/middle schools, and four high schools. These 
programs serve children and youth, ages three through 22, with special behavioral and 
emotional challenges, in their own schools. Services provided include assessment; individual, 
group, and family therapy; parent support and training; case management; skills development; 
and case consultation. WMH has contracts with Alpine and Provo School Districts to 
formalize these school services. 
 

 3. Four Corners Community Behavioral Health (FCCBH):   FCCBH serves Carbon, Emery and 
Grand Counties.  We would like to give credit to FCCBH's Bob Greenberg and Grand County 
School District Special Education Director Annette Greenberg, who formed a mental health-
school partnership which  continues today.  This process enables special education students to 
have immediate access to mental health services in the school setting with parents’ agreement.  
This also helps parents break through the stigma of the traditional mental health setting, and 
feel comfortable with services provided in a more natural environment for the child. 
 

In 2004, Utah Division of Substance Abuse and Mental Health (DSAMH) received the Child and 
Adolescent State Infrastructure Grant from the federal Substance Abuse and Mental Health Services 
Administration/Center for Mental Health Services (SAMHSA/CMHS) to improve the way mental 
health and substance abuse services are delivered to children, youth, and their families.  Several Utah 
communities identified school behavioral health services as their priority and applied funding from 
the DSAMH to plan, implement, and evaluate school services. DSAMH collaborated with the Utah 
State Office of Education to ensure that Positive Behavioral Interventions and Supports (PBIS) works 
well with other school-based programs. 
 
In 2006, the Utah State Office of Education (USOE) was awarded a grant through the U.S. 
Department of Education to improve the mental health of children. The purpose of this grant was to 
integrate schools and mental health systems in Utah so that students had increased access to high-
quality mental health care.  The specific goal and objectives were to develop an integrated and 
collaborative infrastructure within participating schools that offers students access to a continuum of 
mental health services including education, prevention, health promotion, screening, referral, crisis 
intervention, treatment and recovery.    
 

1. Northeastern Counseling Center (NCC):  NCC serves Daggett, Duchesne, and Uintah 
Counties.  NCC’s school services focused on mental health and substance abuse prevention 
and early intervention. Services included: 

a. School-day prevention education 
b. Problem-solving team and case management 
c. Positive Action family classes 
d. School mental health prevention and early intervention services (e.g., early childhood 

psychosocial/emotional development services); also school referrals meeting the needs 
of each school district and follow-up with local public mental health agency (Student 
Assistance Program). 

e. Training and consultation with school personnel and the Ute Indian Tribe 
 

NCC braided funding from the Northeastern Counseling Center, Division of Substance Abuse 
and Mental Health, and the Ute Indian Tribe to implement the service array. The priority 
population for the nominated practice is students with no access to public or private insurance. 
The project serves elementary, middle, and high school age children and youth.  
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Approximately 75-80 students are served annually, with the majority being Caucasian, 20% 
American Indians, and a small number of Hispanics. 

 
2. Bear River (serving Box Elder, Cache, and Rich Counties): A partnership was formed among 

Bear River Health Department, Bear River Mental Health, and Cache and Logan School 
Districts to provide school mental health and substance abuse services.  Mental health 
providers are placed weekly at two after-school program sites to provide group counseling 
and individual counseling. Families receive information about the prevalence of mental illness 
and substance abuse and they receive assistance in accessing community resources. 

 
3. Davis Behavioral Health (DBH): DBH provides school behavioral health services within 

multiple areas of Davis County/Davis School District.   
a. DBH has a therapist assigned to the Davis Community Learning Center at Wasatch 

Elementary.  The therapist provides individual, family, and group therapy and well as 
coordinating services for all ages. This is for both mental health treatment and 
substance abuse referral/treatment. The therapist has access to multi-disciplinary 
consultation. 

b. A therapist is assigned to North Davis Junior High who provides individual, family, 
and group therapy with access to multi-disciplinary consultation. 

c. A therapist is assigned to Canyon Heights High School (young parents) to provide 
individual, family, and group therapy. The therapist has access to multi-disciplinary 
consultation. 

d. Therapists are mobile to clients in most Title I schools across Davis County to provide 
individual and family therapy. 

e. DBH is part of the Davis School District Crisis Response Team for all school crises 
across the county.  

 
4. Wasatch County:  Through Heber Valley Counseling’s (HVC) school mental health program, 

students are referred through elementary school counselors. HVC provides after-school social 
skills groups at two of the five elementary schools. Students needing services from the other 
schools are transported to one of the site-based schools for group.  Individual counseling is 
also available on an as-needed basis. Project personnel include: Project Coordinator/School 
Liaison, Child Psychologist, Social Worker/MSW and a Social Services Aide. 

 
5. Utah County:  In Utah County, Wasatch Mental Health collaborated with school districts to 

implement youth suicide prevention programs. The program educates students and school 
staff, parents and other community members about the warning signs of suicide, what to do 
with at-risk youth, and available community resources including crisis lines. 

 
6. Weber County: In Weber County, Weber Human Services (WHS) has Memoranda of 

Understanding with schools to formalize the collaboration. Liaisons at WHS and schools are 
identified and trained on best practices. There are teams at the district and school levels to 
coordinate mental health and substance abuse services for students. Screening and assessment 
instruments are used to identify students in need of mental health and substance abuse 
services. 

 
C. Utah’s Guiding Principles 
 

Utah’s school behavioral health services are guided by following principles: 
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1. The services are child-centered, youth-driven, and family-focused—with the needs of the 

students and their families dictating the types and mix of services provided. 
 
2. The services are culturally competent—responsive to the linguistic and cultural diversity 

of the students and their families. 
 
3. Mental health and substance abuse services are well integrated into planning, delivery and 

evaluation. 
 
4. Seamless transition of behavioral health (mental health and substance abuse) services is 

expected as students exit schools and enter into new schools, post secondary education, or 
employment.   

 
These principles are in keeping with the ten foundational principles of SAMHSA's system of 
care philosophy, which can be found in Appendix 1.
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D. Utah’s Framework for School Behavioral Health Services 
 

 Utah’s Framework for school behavioral health services was developed by consensus in a  
statewide conference in 2008.  Educators, mental health and substance abuse professionals, 
community stakeholders, and youth and family advocates attended the conference and 
developed the following framework. 
 

COMPONENT RECOMMENDATIONS 

Readiness and 
Implementation 

1. Stakeholders (business, elected officials, providers, families, schools) have ownership of "mental 
healthiness" as part of what should be received at school. 

2. The community is involved in Identifying gaps in resources, staff, and services. 
3. The community understands that early identification and follow-through is preferable to allowing 

problems to grow and result in dropout, criminal activity, substance abuse, etc. 
4. The community expects a school environment conducive to learning and to mental health. 
5. The community believes that ALL students are eligible to receive ALL services. 
6 The community's culture (e.g., religious, ethnic, and political) is valued at every step of the process. 
7. There is a champion in the school to facilitate implementation. 

School & Local  
Authority 
Policies 

1. There are integrated policies among stakeholders in children’s behavioral health that discuss early 
identification using a team approach and systems of care principles. 

2. The integrated policies among stakeholders in children’s behavioral health support the use of staff from 
collaborating agencies in assessment and treatment. 

Staff 
Development 

1. There is regular cross and interdisciplinary training that includes parents and family advocates. 
2. Training is followed by coaching. 
3. Training is focused on topics that reach the maximum number of students (e.g., Antecedent Monitoring, 

Precision Commands). 
4. Training topics may include, but are not limited to: 

a. Safety and crisis issues, 
b. Positive Behavior Intervention and Supports (PBIS), 
c. Cultural issues, and 
d. Staff wellness issues. 

5. Support the development of a core curriculum to integrate behavioral health and teacher education. 

Program 
Awareness 

1. Staff is educated about existing services. 
2. Staff understands each other’s roles and confidentiality/privacy issues. 
3. MH and SA staff considers entire school their "client," not just individual students. 
4. The school values family input and uses family-friendly methods in EVERY step of process. 
5. The school understands the “whole child” and wellness concepts and there is no stigma about MH/SA. 
6. The issue of schools paying for services for the referrals they make is addressed. 

Internal Referral 
Process 

1. Referral process is user friendly. 
2. There is a standard referral form. 
3. The referral process allows for quick response to parent request. 
4. The student is assessed for risks for safe school violation. 
5. Universal screening is available and procedures are clearly described. 
6. Assessments are strength-based and correspond to the identified needs. 

Inter-disciplinary 
Team 

1. The team adopts the child-centered and family-driven approach. 
2. The team membership is appropriate for the needs and reflects the characteristics of the community. 
3. There may be teams at different levels (e.g., county, school). They have clearly defined roles and 

communicate with each other. 
4. The team has team leader and co-leaders. 
5. Team meeting norms (agendas, meeting expectations, etc.) are clearly established. 
6. Team members assess their strengths and weaknesses, and know what they need from the team. 
7. The team values and regularly reviews outcomes. 
8. Establish trust among members of team. 

Direct Services 
to Children and 
Students 

1. Service plans are individualized and based on the needs of the students and their families. 
2. The skills development should be generalized into natural environments. 
3. Service plans are outcome-based and the selection of intervention is based on its effectiveness. 
4. Families receive necessary support. 
5. Relationship building is critical. 
6. Continuity of care is important and Individual service plans should follow the student and family when 

the child changes schools. 
7. Recovery support is available. 
8. Children and families are referred to community resources. 

Integration with 
School-Based 
Programs 

1. School-based programs use a team approach and systems of care principles to early identify, refer, and 
treat students in need of holistic services, including behavioral health. 

2. School-based programs commit their staff in collaboration efforts. 
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COMPONENT RECOMMENDATIONS 

Cooperation and 
Collaboration 
with Other 
Agencies and 
Resources 

1. There are regular meetings with public and private agencies, businesses, faith-based community, 
cultural groups, elected officials, etc. 

2. Collaboration meetings are multi-layered: 
a. Direct Services: Members include hands-on staff, family and youth. Recommended meeting 

frequency is monthly. 
b. Organizational Problem Solving: Members include middle managers, family and youth. 

Recommended meeting frequency is quarterly. 
c. Policy and Financing Collaboration: Members include policy makers, executive staff, family 

and youth. Recommended meeting frequency is semi-annually. 
3. There is a broad system collaboration which includes: 

a. Common language and vocabulary, 
b. Well-defined roles, 
c. Common philosophy on the good will of collaboration. 

4. Family, youth and cultural groups must be involved at all levels of policy making, implementation and 
evaluation. 

Program 
Evaluation and 
Sustainability 

0BEvaluation 
1. Outcome evaluation is conducted. Possible data sources are: 

a. Individual level:  YOQ, grades, school attendance, disciplinary referrals, CRT score, 
access/retention/service completion, satisfaction (parents, youth and staff). 

b. School level:  grades, disciplinary referrals, CRT score, SHARP, Safe and Drug Free School 
report, AYP, etc. 

2. Process evaluation is conducted on: 
a. Lessons learned 
b. Procedures and protocols used 
c. Other qualitative measures 

3. Evaluation results are disseminated via web and reports, etc. 
4. Evaluation results are used for sustainability. 
5. If possible, there is evaluation on the economic model. 
6. Evaluation is focused on sites with strong implementation with fidelity. 
 

1BSustainability 
1. Funding is braided. Possible funding sources include: MH, SA, DCFS, JJS, education, business, and 

private insurance, etc. 
2. Evaluation results are used to argue for sustainability. 
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E. Utah State Office of Education Implementation System Framework 
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II.  School Behavioral Health Services Components 
 
A. Readiness and Implementation 
 

1. Community Readiness 
 

It has been Utah’s experience that the best way to promote and develop school behavioral 
health programs in the beginning is to adopt a bottom-up approach. After the community 
becomes more engaged in the development of these services, the top-down approach can be 
introduced to institutionalize and formalize the program through funding and policy 
development. Many of the successful school behavioral health programs in Utah are results of 
a well-thought-out community needs assessment and strategic planning process. All of them 
were initiated by champions who saw the benefit of providing behavioral health services at 
school settings. The initial champions could be from school districts, schools, or behavioral 
health providers. These initial champions found and/or nurtured the development of other 
champions from other collaborating systems.  These champions form powerful teams to 
advance the school-based behavioral health agenda. 

 
2. Utah Behavioral Initiative 

 
The Utah State Office of Education (USOE) receives funding from the Individuals with 
Disabilities Educational Improvement Act (IDEA) to develop and move forward Utah’s 
Behavioral Initiative/Academics, Behavior, Coaching (UBI/ABC) to implement Positive 
Behavioral Interventions and Supports (PBIS) in Utah schools.  UBI/ABC is a training 
platform that gives technical assistance with regards to the implementation of effective 
behavioral support systems in Utah schools. Adhering to behavioral research, UBI/ABC 
follows a school-wide model of prevention of problem behaviors and support of positive 
behaviors (PBIS).  PBIS is a system approach designed to enhance the capacity of schools to 
educate all students by developing research-based, school-wide positive behavior supports to 
promote both increased academic and behavioral outcomes. An additional focus of UBI/ABC 
is to provide increased access to high-quality mental health care for Utah students struggling 
with mental and behavioral issues.  This educational project UBI/ABC has worked to enhance 
the infrastructure at multiple levels: state, districts, and individual schools, to achieve 
integration of schools and mental health systems. 

 
3. Funding 
 
 Funding is a critical issue for the success and sustainability of school behavioral health  

services. It determines not just if the school services will be implemented and the scope of the  
services, but also which students will receive them.  Medicaid covered school-based skills 
development services include:  

• Evaluation and Assessment  
• Motor Skills Development 
• Communication Skills Development 
• Nursing and Personal Services 
• Behavioral Health Services 
• Vision and Hearing Adaptation Services 
• Information and Skills Training to Families 
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For additional detail, see Appendix 2. 
 
Currently, Medicaid is the major funder of Utah’s public mental health system and non-
Medicaid-eligible populations have limited access to services. Although Utah’s Legislature 
provides funding to expand services to non-Medicaid-eligible populations, the funding is very 
limited and the service slots are few compared to the community’s needs.  It is advised that 
the community examine existing funding streams and identify innovative strategies to braid 
funding or access other funding not traditionally tapped into by the public mental health 
system. 

 
For those who are not covered by Medicaid, it may be possible to make arrangements with the 
local community mental health center to accept private insurance.  If you have a  private plan, 
it's important to understand the concept of parity.   The Paul Wellstone and Pete Domenici 
Mental Health Parity and Addiction Equity Act of 2008 was passed by Congress in October 
2008. The measure requires covered employers that provide health plans to cover mental 
illness and substance abuse on the same basis as physical conditions. President George W. 
Bush signed it on October 3, 2008.  

Originally, the mental health parity law was set to go into effect one year after enactment, 
with a different effective date for collective bargaining agreements. Congress deferred the 
effective date of the Act to January 2010 for plans that otherwise would have been covered in 
2009.  A more complete summary of the Mental Health Parity Act is in Appendix 3. 

a. Braided funding with school districts: Valley Mental Health partners with schools to 
establish school behavioral health services. The majority of the services are provided 
to Medicaid students. A couple of slots are set aside for non-Medicaid students in 
exchange for in-kind contributions from schools (e.g., office space, internet 
connection, phone usage, and other incidentals). 

 
b. Partnership with Intermountain Healthcare (IHC): VMH has established an agreement 

with IHC, a regional non-profit system of health care providers, to provide mental 
health services at approved school health clinics. IHC will reimburse VMH for mental 
health services provided at the school health clinics to students and their families with 
an IHC-approved insurance plan. 

 
4. Management Capacity/Staffing Pattern 

 
For optimal effectiveness in service collaboration and delivery, it is recommended that 
liaisons be identified from school districts, schools, and behavioral health providers. School 
districts or school liaisons may come from Student Services or Special Education. The level 
of liaison’s time dedicated to coordinating the school behavioral health program varies. It 
depends on the size and scope of the program and available resources. The larger or more 
complex the program, the more staff time is required for coordination. The coordination of the 
school behavioral health program should be an integral part of the functioning of the liaisons. 
Please see Appendix 4 for sample job descriptions/performance evaluations.  (See also 
HUwww.mentalhealth.orgUH for additional examples of documents ready for you to adapt to your 
program.) 
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For mental health providers, the liaisons can come from different disciplines: social worker, 
supervisor, team leader, clinician, case manager, etc. Most of Utah’s community mental 
health/substance abuse centers employ family members or consumers as Family Resource 
Facilitators (FRFs) to assist families to navigate mental health and substance abuse systems 
and to access services. Many Centers have had success in assigning liaison duties to Family 
Resource Facilitators. Such arrangements greatly enhance the integration of family 
perspectives into the service planning and delivery. 

 
5. Facility Design 
 

In the initial development stage of school behavioral health programs, most schools contribute 
by providing office space, phone usage, and other incidentals for the program. It is critical to 
ensure that the area is private, secured for client privacy, and has a locked cabinet for records 
per HIPAA regulations. As the program becomes more advanced, there may be additional 
requirements for the facility, e.g., separate classroom, separate entrance to the classroom, etc.  
It is important to be flexible and work with the schools on the facility design with the 
provision that students and family privacy is protected. We need to be mindful that too much 
stipulation on the facility design may unnecessarily discourage schools and school districts 
from participating in the project. 

 
B. School, Local Authority, and Tribal Policies  
 

1. School and Local Authority policies (See Appendix 5 to match school districts, including  
charter schools, with Local Authority Provider districts.) 
 
Most of the school behavioral health programs in Utah are supported by collaborations at the  
local level. A few of them have contracts to formalize service mechanisms and funding  
streams.  There are several rules and policies that influence the provision of school behavioral  
health services: 

 
 a.   The Utah State Office of Education (USOE) has Board Rule R277-609 that stipulates the  

four basic components of PBIS be incorporated into discipline policies for all districts, 
schools, and charter schools.  This rule helped institutionalize the integration of behavioral 
health concepts into the school setting. 

 
b. The State Board of Education Special Education Rule 330-174 bans requiring a student to 

take any medication as a condition for attending school. 
 

c. The Utah Legislature passed House Bill 286 in 2007. HB 286, “School Discipline and 
Conduct,” amended provisions of the State System of Public Education with regard to 
school discipline and conduct. This bill makes it unlawful for a school-age minor to 
engage in disruptive student behavior, and provides that a school-age minor who receives 
a habitual disruptive behavior citation is subject to the jurisdiction of the juvenile court. 
The bill also establishes the standards, procedures and administrative penalties for 
disruptive student behavior and makes it clear that the provisions apply to all schools, 
including charter schoolsD

1
D. 

 
d. The Utah Legislature passed House Bill 202 (also called the “Ritalin Bill”) in 2007. The 

bill provided medical recommendations for children.  Specifically,    
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 School personnel MAY: 
• Provide information and observations to a student’s parent about the student, including 

observations and concerns about the following:  
o Progress  
o Health and wellness  
o Social interactions  
o Behavior  
o Situations which exist that “present a serious threat to the well being of a 

student” [Section 53A-13-302(6)]  
• Communicate information/observations between school personnel about a child.  
• Refer students to appropriate school personnel/agents, consistent with local school 

board/charter school policy, including to a school counselor or other mental health 
professionals within the school system.  

• Consult or use appropriate health care and mental health care professionals in 
emergency situations while students are at school, consistent with student emergency 
information provided at student enrollment.  

• Complete a behavioral health evaluation form if requested by a student’s parent to 
provide information to a physician.  

 
School personnel SHALL: 

• Report suspected child abuse consistent with state law 
• Comply with state and local health department laws, rules and policies 
• Conduct student evaluations/assessments consistent with IDEA 

 
Additional provisions can be found in Appendix 15. 

 
2. Tribal Policy 
 

Collaboration with tribes is critical in areas that have reservations and/or a significant 
American Indian population. It is important to recognize the sovereign status of tribes and 
develop collaboration accordingly.  A consultation process or protocol can help formalize the 
communication with tribal entities.  (See sample MOU in Appendix 6.) 

 
 

C. Staff Development 
 

1. Staff Roles, Functions and Training Requirements 
 

In most cases, licensed mental health/substance abuse professionals and case managers are 
core staff for school behavioral health services. They must adhere to the state licensure 
requirements and code of ethics. 
 
Basic professional competencies include: 
 

a. Knowledge of childhood behavioral disorders; 
b. Familiarity with children’s mental health and substance abuse systems; 
c. Knowledge of consumer rights and confidentiality*, especially for minors; 
d. Understanding of basic psychiatric social work concepts and values; 
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e. Knowledge of community resources; 
f. Ability to assess needs; 
g. Ability to craft and implement a service plan; 
h. Ability to accurately maintain records; 
i. Appropriate problem-solving skills; 
j. Ability to work cooperatively with other service providers, school personnel, other 

key stakeholders, and families; 
k. Ability to communicate well verbally and in written form; and 
l. Basic computer skills. 

 
* See also USOE document "FERPA and HIPAA" in Appendix 7  for additional guidance 
concerning confidentiality. 
 

However, there are additional desirable staff competencies that will help promote program 
excellence: 
 

a. Working knowledge of Systems of Care philosophy and principles, including family-
driven and youth-guided care, and cultural competency; 

b. Knowledge in early identification and early intervention of behavioral disorders; 
c. Knowledge of transition-into-adulthood issues when working in a high school setting; 
d. Familiarity with contemporary youth and family cultures; 
e. Working knowledge of special education classifications and disabilities; 
f. Ability to advocate for consumer rights; and 
g. Ability to assist consumers in developing a range of social supports in the community. 
h. Knowledge, understanding and implementation of Evidence-Based Practices  (See 

Appendix 8 for excerpt from NAMI publication "Choosing the Right Treatment: What 
Families Need to Know About Evidence-Based Practices.") 

 
2. Supervision and Consultation 

 
It is recommended that the therapists and case managers working in SBH programs receive 
regular supervision.  If one-on-one supervision is not possible, group supervision is a viable 
alternative. SBH staff should have access to consultation from various disciplines, including 
psychiatrists, psychologists, physicians, social workers, educators, family advocates and 
youth advocates. Family and youth advocates assist SBH to be sensitive to family and youth 
cultures, and to be grounded in family and youth development approaches.  The State SBH 
TA Team is also available to provide coaching / implementation support upon request. 

 
 
D. Program Awareness 
 

1. Marketing your SBH services to stakeholders 
 

Marketing is critical in garnering community and school support in SBH programs. 
Community and schools thus engage in actions that support, strengthen, and expand SBH 
programs. It is recommended that in the beginning of the school year, behavioral health 
liaisons meet with school faculty members to explain about the SBH services and the benefits 
they have on school environments and student learning. The behavioral health liaison may 
approach individual teachers to assist them to better understand the SBH program.  



 

18 

Important community stakeholders should be briefed as well.  These include school boards, 
leaders of youth-serving agencies, the faith community, and the media.  Making them aware 
of the SBH services and the rationale behind them will decrease stigma and increase support.  
Marketing techniques may include flyers about SBH programs at different community events 
such as fairs and community gatherings, newsletter/newspaper articles, short presentations at 
meetings of sister agencies, etc. 

 
2. Outreach to students, family 

 
Outreach helps educate families on SBH services and encourages them to utilize the services 
appropriately. However, the SBH program needs to be aware of the different laws and rules 
that impact the discussion of medication and mental health issues in school or classroom 
settings. Please refer to Section II-B for specific laws and rules that are relevant to SBH 
services. If the behavioral health liaison is part of the school team and attends staff meeting, 
he/she can receive information about the specific student and/or family.  However, there 
should be no individualized outreach unless families or guardians provide their consent. 
 
It is appropriate to send flyers home regarding the availability of SBH services.  Flyers should 
be sensitive to the different cultural and linguistic backgrounds of the students and their 
families. See sample flyer in Appendix 9.  Other outreach strategies may include working 
with FRFs, holding meetings (with food) about the program at school and other settings.  

 
E. Internal Referral Process 

 
1. Referral 

 
Referrals usually come in through several sources: 1) self referral from students or families; 
2) teachers or school personnel; 3) pediatricians; 4) court or law enforcement; and 5) school-
wide screening.  The School Team convenes to assess the reason for referrals and the next 
step for action. Actions may include: 1) enhancing existing school support services; 2) with 
parental consent, referral for evaluation for special education; 3) referral to Family Resource 
Facilitators to access community supports; and 4) with parental consent, referral for mental 
health and/or substance abuse assessment. It is recommended that a liaison from the 
behavioral health provider be part of the school support team to ensure that behavioral health 
issues receive adequate attention.  Sample referral forms can be found in Appendix 10. 

 
2. Screening and Assessment 
 

School behavioral health (SBH) helps students who struggle behaviorally, emotionally, or 
academically and who might benefit from mental health or substance abuse treatment. It is 
effective when the student is identified early and intervention is provided. Screening is 
essential to ensure that SBH services are preventative and proactive. 
 
BASIC:  Brief faculty training on some of the signs and symptoms of common child 
behavioral health issues can be extremely helpful in identifying students who may be in need 
of services.  Fact sheets produced by the Minnesota Association for Children’s Mental Health 
can be an important part of such training.  The sheets summarize 10 common issues in 
childhood mental health which school personnel may encounter.  They include a summary of 
each condition, signs/symptoms which teachers may observe in the classroom, possible 
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intervention strategies, how to document concerns, and suggested next steps.  A complete set 
of these fact sheets can be found in Appendix 11.    
 
ADVANCED:  The most well-known and researched multiple-gating system is Walker and 
Severson’s (1990) Systematic Screening for Behavioral Disorders (SSBD). It has been found 
to be particularly helpful in identifying students with internalizing disorders such as 
depression, anxiety, or suicidal ideation.  Utah Behavioral Initiative pilot schools defined a 
process for screening all students using the SSBD.  (See additional detail on the SSBD in 
Appendix 12.)  Many other fields have well-established universal screening practices to 
identify problems early on that provide effective treatment or supports before the problems 
develop into more serious conditions or disorders.  Utah law mandates that parental consent 
be obtained if screening is provided to selected students.  If the initial screening reveals 
elevated behavioral health risk for certain students, secondary assessment can be conducted 
with parental consent.  Additionally, students will receive evaluation for special Education 
and an Individualized Education Plan (IEP) will be developed.  
 
A more in-depth discussion of the ramifications of screening can be found in the article 
"Mental Health Screening in Schools" in Appendix 13. (An additional resource:  "Screening 
and Assessing Immigrant and Refugee Youth in School-Based Mental Health Programs" by 
HBirman, D H. and HChan, W.Y H. published May 2008 by HThe Center for Health and Health Care 
in Schools, The George Washington University H.)    

 
3. Student Eligibility/Admission Criteria 

 
Utah’s Community Mental Health/Substance Abuse Centers are Medicaid providers and 
provide Medicaid-eligible behavioral health services to students and families with Medicaid 
coverage. (See Appendix 2 for covered services.)  Services for the non-Medicaid students 
(including those with private insurance or no insurance at all) are more limited due to the 
limited funding sources. Case managers and/or Family Resource Facilitators can help students 
and their families to apply for Medicaid. Non-Medicaid families can access SBH services 
through school-funded slots, in-kind slots from behavioral health providers, or other local 
funding. At a minimum, it is strongly recommended that behavioral health providers provide 
consultation and referral services for non-Medicaid students and their families. 

 
4. Parental Consent 

 
As minors, students under 18 years of age need parental consent for individualized screening, 
assessment, and treatment. When school staff identifies students in need of behavioral health 
services, it is recommended that the school social worker or other student services personnel 
make outreach to the parent or guardian of the student, inform them of school’s concerns for 
the student, and request their consent for further screening and assessment.  Sample parental 
permission forms can be found in Appendix 14. 

 
5. Pathway Into Care 
 

Based on the System of Care principles listed in Appendix 1, the process outlined below 
would be the optimal way for services to be delivered.  However, we realize that 
circumstances may dictate other processes for collaboration and communication in your local 
area. 
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If the mental health and/or substance abuse assessment indicates a need for behavioral health 
interventions, a student team meeting will be convened. The family identifies and invites the 
people they feel important to be involved in their child’s services to attend the family team 
meeting. They may include family members, friends, informal support, school personnel, 
health provider, and other child-serving systems. In family team meetings, the family is an 
active partner in the shared decision-making process. Families are engaged and supported in 
the case planning and service delivery process. A treatment plan will be developed during the 
family team meetings, and the meeting will be held regularly to assess student progress and 
reassess treatment direction. It is critical to ensure that the level of treatment is appropriate for 
the student and family’s needs and they are not over- or under-treated.  (See "Pathway Into 
Care" diagram below.) 

 
Again, we think the Systems of Care Model is the ideal, and is worth recommending even 
though practical considerations may not allow for it in all areas of the state.  But we 
encourage as similar a process as is feasible.   
 
If additional structure and support is indicated, students may be referred to a higher level of 
behavioral health services. They include day treatment, residential, treatment program, 
respite, medication management, and intensive case management.  Medication Management 
must be done by a qualified professional such as an MD (psychiatrist, pediatrician, etc.), a 
physician's assistant, or an APRN (Advanced Practice Registered Nurse). 

 
See also USOE document "Medical And Mental Health Recommendations: What School 
Employees Can and Cannot Do" in Appendix 15 for more detailed guidance at each stage of 
this process. 
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F.  Interdisciplinary Teams 
 

An Interdisciplinary Team brings expertise from various sectors and professional disciplines to help 
formulate the best recommendation for students who will receive behavioral health services in a 
schools.  Additional benefits of the team approach include determining the funding source of the 
recommended services and the sharing of the responsibilities and the risks. If the recommendation 
originates from the team, no single agency can be held responsible for the cost of services. 

 
School district teams could include: 

 
1. Special Ed 
2. Regular Ed 
3. Student Services 
4. Title I 
5. Principal 
6. PBIS representative, if appropriate 
7. Safe & Drug-Free Schools Coordinator 
8. SBH Coordinator, if there is one 
9. School Social Worker, if there is one (probably only in large districts) 
10. Title VII, where appropriate 
11. Local community mental health/substance abuse center Prevention Coordinator, Children's 

Services Director, or designee 
12. Division of Child & Family Services, where appropriate 
13. Division of Juvenile Justice Services, where appropriate 
14. Family Resource Facilitator or other family advocate 

 
Local school team should include: 

 
1. Special Ed 
2. Student Services provider (school counselor, school psychologist, or school social worker) 
3. Principal 
4. Resource Officer  
5. Family representative, such as Family Resource Facilitator, who has been invited by parent 
6. Interpreter, where appropriate 

 
G. Direct Services to Children and Students 
 

1. Behavioral Health Assessment 
 

a. Assessment should be done by the licensed behavioral health professionals, who usually 
are from the local community mental health/substance abuse centers. 

b. Assessment should incorporate information from previous testing and/or assessment to 
avoid duplication. It is critical that the teams at the school district and local school levels 
develop a process to share testing and assessment information to avoid unnecessary 
retesting and reassessment. 

c. It is highly recommended that each student and family receiving SBH services be trained 
to create their own behavioral health file. “My Profile” is a record of information that 
students and their families deem important and relevant for their mental health and 
substance abuse care. The information is provided by the consumer, written in the 
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language that reflects the consumer preference, and genuinely owned by consumer (see 
Appendix 16). “My Profile” ensures family and youth engagement in the assessment 
process and provides authentic consumer input. It should be regularly updated by 
consumers. 

d. The Medical Home website has on-line tutorials and resources to help students and 
families to organize the student’s health information and developmental history. This will 
help students and their families become more effective partners with service providers.  
The tutorial is available from HUhttp://medicalhome.org/families/paperwork.cfmUH. 

 
2. Treatment Planning 
 

a. Person-Centered Planning 
 

Since 2007, Utah Division of Substance Abuse and Mental Health (DSAMH) has actively 
promoted a person-centered planning process.  Person-centered planning is driven by the 
hopes and dreams of students and their families.  Barriers to their goals and the interventions 
are identified and spelled out in the written plan to facilitate actions by the behavioral health 
providers, students and their families.  Person-centered planning empowers students and their 
families to direct treatment efforts in achieving their own goals.  DSAMH has chosen to 
promote the Adams/Grieder model (endorsed by federal Substance Abuse and Mental Health 
Services Administration) as described in the book Treatment Planning for Person-Centered 
Care: The Road to Mental Health and Addiction Recovery.D

2
D  Components of the person-

centered plan can be found in Appendix 17. 
 

b. Crisis and Safety Planning 
 
Most of the time, one can predict and prevent crisis; however, crisis does happen. The best 
service plan still cannot prevent some crises from happening. One can begin crisis 
management by predicting the worst-case scenario.  This should be done with the student's 
team, including family, participating. 

 
Purposes of the crisis plan are: 
 

i. Mitigation and Prevention – The plan first identifies what to do to reduce or 
eliminate risk for a crisis situation. 

ii. Preparedness and Advance Planning – Everyone knows what he/she and others 
will do to manage crisis. 

iii. Response – Response should be given quickly and efficiently. 
iv. Recovery – The plan addresses how to restore the normal environment, and the 

possibility for growth after a crisis. 
 

A good crisis plan should: 
 
i. Be regularly reviewed, updated, and practiced. 
ii. Determine what crisis the plan will address. 
iii. Identify risk and protective factors. 
iv. Describe intervention, identify rules and management strategies (including self 

management). 
v. Teach skills to implement the plan. 
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vi. Use a team approach and be developed in partnership. 
vii. Establish clear lines of communication. 
viii. Define roles and responsibilities. 
ix. Use terminology that is understood by all involved, including students and their 

families. 
x. Identify necessary resources needed. 
xi. Allow for flexibility. 

 
Sample crisis plans can be found in Appendix 18. 
 
c. Transition Planning 
 
Mental health and substance abuse intervention should consider two types of transition issues: 

 
i. Transition between placements/settings:  

• This includes students advancing from elementary to junior high, junior high to 
senior high, and transitioning between specialized and general classrooms. 
Special attention should be paid to ensure that the receiving school / placement 
is ready to receive and the local school team is in place. As much as possible, 
the therapist should be kept the same through transitioning. This helps reduce 
the stresses often associated with transitioning experiences. 

• It would also include transitions back and forth, e.g., between outpatient care, 
juvenile services and foster care, hospitalization etc. While critical, these are 
frequently handled very poorly.  Improved communication and increased 
collaboration with all involved can make a huge difference.  A joint release of 
information may be necessary to allow appropriate parties to have access to 
needed data about the student to ensure seamless services. 

 
ii. Transition from School to Post School / Transition-into-Adulthood: Individuals 

with Disability Education Act (IDEA) defines “transition services” as a 
coordinated set of activities for a child with a disability thatD

3
D: 

• Is designed to be within a results-oriented process, that is focused on 
improving the academic and functional achievement of the child with a 
disability to facilitate the child’s movement from school to post-school 
activities, including postsecondary education, vocational education, integrated 
employment (including supported employment); continuing and adult 
education, adult services, independent living, or community participation; 

• Is based on the individual child’s needs, taking into account the child’s 
strengths, preferences, and interests; and 

• Includes instruction, related services, community experiences, the development 
of employment and other post-school adult living objectives, and, if 
appropriate, acquisition of daily living skills and functional vocational 
evaluation. 

For the student who is 16 and over, the behavioral health treatment planning should integrate 
the transition goals in the student/child’s Individualized Education Plan (IEP).  An SEOP 
(Student Education/Occupation Plan) is in place for all students from junior high onward. 
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3. Treatment Intervention 
 

a. Strength-Based Approach 
 

Rather than focusing on "what's wrong," a strength-based approach identifies the talents,  
knowledge, and abilities that children and families have, in addition to their unmet needs.  
Strengths are a family’s source of power, will, character, purpose, values, and toughness that  
give them the capability of generating a reaction of effect and changeD

4
D. The approach 

recognizes that students and families are active participants in the helping process. Strengths 
can be internal (e.g., talents) or environmental (e.g., resources). Professionals and other team  
members partner with students and their families to identify desired outcomes and a plan of  
action to reach those outcomes. 

 
b. Family and Peer Support 

 
Treatment plan should identify natural and informal supports that are important to students  
and families. As much as possible, utilize allied youth-serving agencies and other community  
resources. These may include organizations such as Boys & Girls Club or local YWCA. 

 
c. Cultural Competency 

 
All services must take into account the student and family's language preference, cultural  
backgrounds, values and beliefs, and other socioeconomic diversities including disability,  
sexual orientation, age, gender, and socio-economic status. Professional linguistic assistance  
should be provided at no cost to the family. Other family members, especially the children,  
should not be used to interpret, unless it is preferred by students and the families and is  
deemed appropriate for the intervention. 

 
The school team should be aware of the student and family’s immigration status (e.g.,  
refugees). Some families may be reluctant to request/receive services for fear of deportation  
or losing welfare benefits. For example, current immigration policy gives the federal  
government the right to detain or deport aliens (immigrants or refugees) when they violate  
certain immigration or criminal laws. Once deported, an alien may lose the right to ever return  
to the United States, even as a visitor.  The concern for deportation may discourage 
immigrants/refugees from reporting crimes, e.g., domestic violence. Additionally, immigrants 
or refugees may experience the types of trauma that are not common for America-born  
children and youth.  The trauma they experience may include war, fleeing home, and refugee 
camps, etc. The local school team should examine the trauma issue in depth so an appropriate  
treatment plan can be developed. Treatment intervention should also incorporate culturally 
appropriate and specific natural support systems. 

 
Each public community mental health center has a designated Cultural Competency 
Coordinator.  Some of these coordinators have received training in the HCalifornia Brief 
Multicultural Competence Scale H(CBMCS), which is an evidence-based practice.  More 
information can be obtained by contacting your local coordinator. 
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H.  Integration with Other School-based Programs 
 

School programs should use a team approach and Systems of Care principles to early identify, refer, 
and treat students in need of holistic services, including behavioral health. A system of care is a 
coordinated network of community-based services and supports that are organized to meet the 
challenges of children and youth with serious mental health needs and their families. Families and 
youth work in partnership with public and private organizations to design behavioral health services 
and supports that are effective, that build on the strengths of individuals, and that address each 
person's cultural and linguistic needs. A system of care helps children, youth and families function 
better at home, in school, in the community and throughout lifeD

5
D.  In 2003, the President's New 

Freedom Commission on Mental Health further recommended that schools should have the ability to 
play a larger role in mental health care for children and that such programs improve educational 
outcomesD

6
D. 
 

Adopting the team approach and the Systems of Care principles, school behavioral health programs 
should collaborate with other school programs including: 

 
a. UBI/ABC (Positive Behavioral Interventions and Supports) 
b. Community of Caring 
c. Character Ed 
d. Prevention Dimensions 
e. Youth in Custody 
f. Peer Court/Drug Court/Mental Health Court 
g. Truancy Mediation 
h. School Primary Care Clinic 
i. School Afterschool/Childcare Programs 
 

The benefits of collaboration are significant. It can help improve awareness on behavioral health 
issues, enhance communication with program staff, resolve turf issues, prevent unnecessary 
duplication, increase referrals, and provide additional supports or resources. 

 
 

I.  Cooperation and Collaboration with Other Agencies and Resources 
 
 1.  Community Partnership Development 

 
To reduce the redundancy of existing efforts, the program should identify community groups  
that are already meeting (e.g., Local Interagency Council, Prevention Advisory Council).  
Usually, these community partnerships already involve other child-serving agencies, such as  
DCFS, JJS, DSPD, USOE. Special attention should be paid to youth and family  
representation.  Youth and family representation can come from: 

 
a. Family Advocacy Organizations (e.g., Allies with Families, NAMI, New Frontiers for 

Families, and Utah Parent Center) 
b. Faith-based Organizations (e.g., Catholic Community Services, LDS Family Services, and 

Local Interfaith Councils) 
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c. Charitable Organizations (e.g., United Way) 
d. Boys & Girls Clubs 
e. Business Community 
f. Healthcare Providers 
 
 

2. Collaboration with Behavioral Health Service Providers 
 

Providers include local community mental health and substance abuse centers and private  
providers. Many community mental health center providers only accept Medicaid-eligible  
cases. This limitation may present a barrier to collaboration.  However, most community  
mental health centers can provide consultation and facilitate referrals for non-Medicaid  
students/families. All Utah community mental health centers employ Family Resource  
Facilitators (FRF) to assist with referrals to a variety of community supports.  If families are  
Medicaid-eligible, but have not previously applied for services, FRFs can assist in the  
application process.  They can also provide information about other appropriate community  
services. 
 

3. Collaboration with Non-Mental Health Service Providers 
 
The non-mental health providers include: 
 
a. Children's Justice Centers 
b. Employment 
c. Housing 
d. Social/recreational service providers 
e. Boys & Girls Clubs 
f. Big Brothers/Big Sisters. 
 

4. State and Local Collaboration 
 

The State can play a supportive role to facilitate the development of local services.  It can also  
provide technical assistance and monitoring for quality improvement. The State may also be  
able to provide "the big picture" and identify how local programs fit into it.  Local programs  
can inform the state of any implementation barriers and possible policy issues which need to  
be addressed. 

 
5.  Tribal Collaboration 

 
Collaboration with tribes is critical in areas that have reservations and/or significant American  
Indian population. It is important to recognize the sovereign status of tribes and develop  
collaboration accordingly. A consultation process or protocol can help formalize the  
communication with tribal entities. 

 
 
J. Program Evaluation/Sustainability 
 

1. Evaluation Design 
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As with any new initiative, we strongly encourage evaluation to learn what is working well,  
and what might be improved within your particular school setting.  Those schools that are  
implementing UBI/PBIS have access to SET (School Evaluation Tool.)  For others,  
evaluations may be designed by the team based on the information that they deem most  
valuable to collect.   

 
The National Assembly on School-Based Health Care has identified "10 Critical Factors to  
Advancing School Mental Health: What Early Adopters Say."  This article can be found in  
Appendix 23, and suggests several areas of infrastructure, policies, and supports which could  
be measured in your own SBH program process. 

 
For more sophisticated evaluation schemes, we recommend Part III: Policy and Evaluation in  
UTransforming School Mental Health ServicesU by Doll & Cummings.  Chapters 10-12 contain  
a thorough explanation of Comprehensive Mixed Methods Participatory Evaluation  
(CMMPE).   Table 10.3 suggests evaluation questions to measure the dimensions of  
acceptability, social validity, integrity, outcomes, sustainability, and institutionalization. 

 
2.  Outcome Measures  
 

Evaluation data can help schools and behavioral health providers to determine the  
effectiveness of their services, modify them if indicated, and enhance community support for  
the program. However, the evaluation data should be meaningful to the schools, behavioral  
health providers and the community; and not be a burden to staff, students and families. 

 
Utah’s community mental health/substance abuse centers use the YOQ (Youth Outcome  
Questionnaire) -- see information in Appendix 19 -- to track treatment progress and individual  
functioning outcomes. Some schools use Student Outcome Trackers (see Appendix 20). Other  
relevant outcome measures include individual student educational outcome data, such as GPA  
(Grade Point Average), ODR (Office Disciplinary Referrals), Safe School violations,  
attendance/suspensions, CBM (Curriculum-Based Measures), CRT (Criteria Reference Test),  
and IDEA (Individuals with Disability Education Act) qualification. 
 

3. Client Satisfaction 
 
Utah's community mental health/substance abuse centers use the Youth Satisfaction Survey 
and the Family Satisfaction Survey to assess levels of satisfaction with the services they 
provide.  Copies of these may be found in Appendix 21. 
 

4. Quality Improvement 
 
 Quality improvement is a systematic process for determining whether services are meeting 

customer needs and expectations.  The process includes the implementation of ongoing 
program evaluation and appropriate outcome measures. 

 
A number of very useful quality assessment and quality improvement resources have been 
developed by the University of Maryland Center for School Mental Health (CSMH) as part of 
a federally funded, practice-based research project. The following materials can be accessed 
at  HUhttp://www.schoolmentalhealth.org/Resources/Clin/QAIRsrc/QAIU 
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a. World Health Organization has created a school environment inventory: UThe U 
UPsycho-Social Environment ProfileU (World Health Organization, 2003). 

b. UEnhancing Quality in Expanded School Mental Health: A Resource GuideU        
This guide provides a literature review and includes a listing of resources and 
references for each of 40 quality indicators for SBH programs.  It can be utilized to 
enhance understanding of each of the indicators. 

c. UHelping America's Youth (HAY) Program Tool:  
UHelping America's Youth is national initiative which aims to raise awareness about 
the challenges facing our youth, particularly at-risk boys, and to motivate caring 
adults to connect with youth in three key areas: family, school, and community.   

d. UMental Health Planning and Evaluation Template (MHPET): U                              
The MHPET was developed to systematically assess and improve the quality of 
mental health services delivered within school-based settings. 

e. UThe School Mental Health Quality Assessment QuestionnaireU (Weist et al., 2006) 
is a research-based measure designed to help clinicians, administrators, and others 
invested in school mental health to assess strengths and weaknesses within their 
school mental health services and programming.  Findings from the SMHQAQ can 
assist in identifying priority areas for improving school mental health services. 

f. UThe SMHQAQ Quality Indicator PowerPointsU accompany the SMHQAQ, 
providing the following resources for each indicator: background, menu of 
suggested activities, helpful hints, web resources, and references. 

g. UTen-Step Action Planning Guide for Quality Improvement in School Mental Health  
Uprovides a step-by-step framework for effectively advancing the quality of mental 
health services and programming within a school or district. 

h. UThe School Mental Health Quality Improvement Action Plan WorksheetU 
complements the Ten-Step Action Planning Guide and can be used by teams to 
develop mental health action plans for their school. 

5.  Sustainability, including funding 
 

Outcome measure data is critical to maintaining current funding and securing additional 
funding.  With good data demonstrating clinical improvement, increased academic 
achievement, and cost effectiveness, several financing strategies are viable. 
 
• Identify financing structures*/Waivers using existing organizations 

o Braiding, blending, or fund pools:  Breaking the lock of agency ownership of 
funds 

o Fiscal incentives:  Rewarding community-based services 
• Refinancing/Generating new money by increasing federal claims 

o The commitment to reinvest funds for families and children 
o Medicaid (Title XIX), Foster Care and Adoption Assistance (Title IV-E) 

• Redeployment/Using the money you already have 
o Shifting funds from residential or hospital care to community-based care 
o Shifting funds from treatment to prevention 

• Raising New Funds/New targeted taxes 
o "Millionaire’s Tax": California's Proposition 63 (Mental Health Services Act) 

was a 2004 initiative that levied an additional 1 percent state tax on incomes 
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of $1 million or greater to fund a range of prevention, early intervention and 
other service needs.D

7
D  

 
*See Appendix 22 – "Examples of Behavioral Health Funding to Purchase Mental Health 
Services for Children and their Families." 
 
In addition to the examples in Appendix 22, it's also important to explore local funding 
sources, such as: 

a. County discretionary funds for non-funded populations 
b. Safe and Drug-Free School Coordinators 
c. Title I 
d. Monies from At-Risk and Safe Schools Violation Assessments 

 
 
 
Note to all readers: 
This manual was conceived and developed to provide a starting point for those schools and 
community mental health and substance abuse centers who are interested in initiating school-based 
services.  We see the manual as a work in progress.  We encourage you to provide your input.  
Lessons learned from implementation in the field will help improve the quality of Utah's school 
behavioral health services.  Please email your input (corrections/suggestions/lessons learned) to 
HUdsamhwebmaster@utah.govUH or (USOE equivalent here). 
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Appendix 1.  
System of Care Principles 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Guiding Principles 
Systems of Care * 

 

The following represent the ten foundational principles of the system of care 
philosophy1: 

1. Children with emotional disturbances should have access to a comprehensive 
array of services that address their physical, emotional, social, and educational 
needs.  

2. Children with emotional disturbances should receive individualized services in 
accordance with the unique needs and potential of each child and guided by an 
individualized service plan.  

3. Children with emotional disturbances should receive services within the least 
restrictive, most normative environment that is clinically appropriate.  

4. The families and surrogate families of children with emotional disturbances 
should be full participants in all aspects of the planning and delivery of services.  

5. Children with emotional disturbances should receive services that are 
integrated, with linkages between child-serving agencies and programs and 
mechanisms for planning, developing, and coordinating services.  

6. Children with emotional disturbances should be provided with case 
management or similar mechanisms to ensure that multiple services are 
delivered in a coordinated and therapeutic manner and that they can move 
through the system of services in accordance with their changing needs.  

7. Early identification and intervention for children with emotional disturbances 
should be promoted by the system of care in order to enhance the likelihood of 
positive outcomes.  

8. Children with emotional disturbances should be ensured smooth transitions to 
the adult services system as they reach maturity.  

9. The rights of children with emotional disturbances should be protected, and 
effective advocacy efforts for children and adolescents with emotional 
disturbances should be promoted.  

10. Children with emotional disturbances should receive services without regard to 
race, religion, national origin, sex, physical disability, or other characteristics, 
and services should be sensitive and responsive to cultural differences and 
special needs.  

1 Stroul, B., & Friedman, R. (1986). A system of care for children and youth with severe emotional disturbances 
(Rev. ed.) Washington, DC: Georgetown University Child Development Center, National Technical Assistance Center 
for Children’s Mental Health. Reprinted. 

* Downloaded 4-1-10 from http://www.tapartnership.org/SOC/SOCprinciples.php 

http://www.tapartnership.org/SOC/SOCprinciples.php


 
 
 

 
 

Appendix 2.  
Medicaid School-based Skills Development Services 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 































 
 



 

 



 
 
 
 
 

Appendix 3. 
Mental Health Parity Act 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Summary  
Wellstone-Domenici Mental Health Parity and 

Addiction Equity Act of 2008 

 

Purpose. The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 
2008 (The Wellstone-Domenici Parity Act), enacted into law on October 3, 2008, will end health 
insurance benefits inequity between mental health/substance use disorders and medical/surgical 
benefits for group health plans with more than 50 employees. The law becomes effective on January 1st, 
2010. Under this new law, 113 million people across the country will have the right to non-discriminatory 
mental health coverage, including 82 million individuals enrolled in self-funded plans (regulated under 
ERISA), who cannot be assisted by State parity laws. 

The Parity Requirement. The new law amends the Mental Health Parity Act of 1996 to require that a 
group health plan of 50 or more employees (or coverage offered in connection with such a plan)—that 
provides both medical and surgical benefits and mental health or substance use benefits—to ensure that 
financial requirements and treatment limitations applicable to mental health/substance use disorder 
benefits are no more restrictive than those requirements and limitations placed on medical/surgical 
benefits.  

o Equity coverage will apply to all financial requirements, including deductibles, copayments, 
coinsurance, and out-of-pocket expenses, and to all treatment limitations, including frequency of 
treatment, number of visits, days of coverage, or other similar limits.  

o This new law builds on the current 1996 parity law, which already requires parity coverage for 
annual and lifetime dollar limits.  

o Mental health and substance use disorder benefits are defined broadly to mean benefits with 
respect to services for mental health conditions and substance use disorders, as defined under the 
terms of the plan and in accordance with applicable Federal and State law.  

o A plan may not apply separate cost sharing requirements or treatment limitations to mental health 
and substance use disorder benefits.  

o If a plan offers two or more benefit packages, the requirements of this Act will be applied 
separately to each package.  

o As under the current federal parity law, mental health or substance use benefit coverage is not 
mandated. However, if a plan offers such coverage, it must be provided at parity in accordance 
with this Act.  

Out-Of-Network Benefits. A group health plan (or coverage) that provides out-of-network coverage 
for medical/surgical benefits must also provide out-of-network coverage, at parity, for mental 
health/substance use disorder benefits.  

Benefits Management and Transparency. As under the 1996 Mental Health Parity Act, a group 
health plan (or coverage) may manage the benefits under the terms and conditions of the plan. A plan 
will make mental health/substance use disorder medical necessity criteria available to current or 
potential participants, beneficiaries or providers upon request. A plan must also make reasons for 
payment denials available to participants or beneficiaries on request or as otherwise required.  

Preservation of State Law. The current HIPAA preemption standard applies. This standard is 
extremely protective of State law. Only a State law that “prevents the application” of this Act will be 
preempted which means that stronger State parity and other consumer protection laws remain in place.  



Small Employer Exemption. As with the current 1996 Federal parity law, small employers of 50 or 
fewer employees are exempt from the requirements of the Act. State parity laws will continue to apply to 
these employers, as well as to individual plans.  

Cost Exemption. If a group health plan (or coverage) experiences an increase in actual total costs with 
respect to medical/surgical and mental health/substance use benefits of 1% (2% in the first plan year 
that this Act is applicable), the plan can be exempted from the law.  

o An employer may elect to continue parity coverage regardless of this cost increase.  

o The exemption shall apply for one plan year.  

o A qualified actuary (member of American Academy of Actuaries) shall determine and prepare a 
written report regarding a plan’s cost increase after a plan has complied with the Act for the first 
six months of the plan year involved.  

o A plan shall promptly and timely notify the Department of Labor (if self-funded) or the 
Department of Health and Human Services (if fully-insured), the appropriate State agencies, and 
participants and beneficiaries when it elects an exemption. Plan notification to Labor or HHS is 
confidential and will provide a description of covered lives in the plan and the actual costs for 
which the exemption is sought.  

o Labor or HHS (as appropriate) and State agencies may audit a plan to determine compliance with 
the Act when the plan has elected an exemption.  

Compliance Report. By 2012 and every two years after, the Labor Secretary shall submit to Congress 
a report on group health plan (or coverage) compliance with this Act. The report will include the results 
of any compliance audits or surveys, and if necessary, an analysis of reasons for any failures to comply 
with the law.  

GAO Study. GAO will conduct a study that analyzes the specific rates, patterns and trends in coverage, 
any exclusion of specific mental health and substance use diagnoses by health plans, and the impact of 
this Act on such coverage and costs. GAO will provide a report to Congress within three years (and an 
additional report after five years) on the results of the study.  

Consumer Assistance. The Labor Secretary, in cooperation with the HHS and Treasury Secretaries, 
shall publish and disseminate guidance and information for plans, participants and beneficiaries, 
applicable State agencies, and the National Association of Insurance Commissioners concerning the 
requirements of this Act. This information will include assistance with questions and how participants 
and beneficiaries can obtain assistance from State consumer and insurance agencies.  

Enforcement. As under the 1996 law, Labor, HHS, and Treasury will continue to coordinate 
enforcement of the Federal mental health parity requirements and are required to issue regulations to 
carry out changes made in this Act not later then one year after the enactment date. Treasury may 
continue to impose an excise tax on any plan for failure to comply with the requirements of the Act.  

Effective Date. The Act will apply to plans beginning in the first plan coverage year that is one year 
after the date of enactment. For most plans, this will mean the effective date begins on January 1, 2010. 
Plans maintained under collective bargaining agreements ratified before the enactment date are not 
subject to the Act until they terminate (or until January 1, 2009, if this is a later date). The current 1996 
parity act requirements for annual and lifetime dollar limits remain in effect for all plans, while the 
annual sunset in the 1996 parity act is eliminated, effective January 1, 2009.  

This information received from the American Psychological Association (APA), in Washington, DC. 
 
Originally published 11/04/08  
 
 
 



 
 

Appendix 4. 
Sample Staff Performance Evaluations  

from Wasatch Mental Health 
 

o Case Manager 
o Therapist 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 



 



 



 



 
 
 
 

 
Appendix 5. 

School District 
and 

Local Authority Substance Abuse and Mental Health Providers 
List 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



           
 

Division of Substance Abuse & Mental Health and State Office of Education 
 
Local Authority Substance Abuse 

and 
Mental Health Centers 

 
School District 

 
Charter Schools 

Bear River Health Dept. (SA) 
435-792-6420 
Bear River Mental Health 
435-752-0750 

Box Elder 
435-734-4800 or 435-279-8716 
Cache  435-752-3925 
Logan  435-755-2300 
Rich  435-793-2135 or 435-793-2234 

Edith Bowen Lab School 
Fast Forward High School 
InTech Collegiate HS 
Thomas Edison CS –North 
Thomas Edison CS - South 

Central Utah Counseling  435-462-2416 Juab  435-623-1940 
Millard  435-864-1000 
North Sanpete  435-462-2485 
Piute  435-577-2912 
Sevier  435-896-8214 
South Sanpete  435-835-2261 
Tintic  435-433-6363 
Wayne  435-425-3813 

 

Davis Behavioral Health  801-544-0585 Davis  801-402-5261 
801-525-7000 (if calling from Ogden) 

Legacy Prep 
North Davis Prep 
NUAMES 
Oquirrh Mountain Charter School 
Spectrum Academy 
Syracuse Arts Academy 
Wasatch Peak Academy 

Four Corners Community Behavioral 
Health 
435-637-7200 

Carbon  435-637-1732 
Emery  435-687-9846 
Grand  435-259-5317 

Moab Charter School 
Pinnacle Canyon Academy 

Heber Valley Counseling  435-654-3003 
(Wasatch County) 

Wasatch  435-654-0280 Soldier Hollow Charter School 

Northeastern Counseling Center 
435-789-6300 

Daggett  435-784-3174 
Duchesne  435-738-1240 
Uintah  435-781-3100 
 

Uintah River High School 

Salt Lake County Division of Behavioral 
Health  801-468-2009 
 
Valley Mental Health – SL 
801-263-7100 

Canyons  801-256-5000 
Granite  385-646-5000 
Jordan  801-567-8100 
Murray  801-264-7400 
Salt Lake  801-578-8599 

American Prep Academy 
American Prep Academy Accelerated 
School 
Channing Hall 
Summit Academy 
AMES 
American Prep Academy – School for New 
Americans 
BSTA 
Canyon Rim 
City Academy 
Dual Immersion 
Early Light Academy 
East Hollywood 
Entheos 
Guadalupe 
Hawthorn 



Itineris 
Monticello Academy 
Navigator Point 
North Star Academy 
Open Classroom 
Paradigm 
Providence Hall 
Salt Lake Arts Academy 
Salt Lake Center for Science  
Salt Lake School for the Performing Arts  
Success School 
North Star Academy 

San Juan Counseling Center 
435-678-2992 

San Juan  435-678-1200  

Southwest Behavioral Health Center  435-
634-5600 

Beaver  435-438-2291 
Garfield  435-676-8821 
Iron  435-586-2804 
Kane  435-644-2555 
Washington  435-673-3553 

Gateway Prep 
George Washington Academy 
Success Academy 
Tuacahn HS 
Vista at Entrada 

Valley Mental Health – Summit 
435-649-8347 

North Summit  435-336-5654 
Park City  435-645-5600 
South Summit  435-783-4301 

 

Valley Mental Health – Tooele 
435-843-3520 
 
 
 

Tooele  435-833-1900 Excelsior Academy 
 
 
 
 
 

Utah County Health Dept (SA) 
801-851-7128 
 
Wasatch Mental Health  801-373-4760 

Alpine  801-756-8400 
Nebo  801-354-7400 
Provo  801-374-4800 

John Hancock 
Karl Maeser Prep 
Lakeview Academy 
Mountainville Academy 
Noah Webster 
Odyssey Charter School 
Ranches Academy 
Renaissance Academy 
Rockwell Charter 
Timpanogos Academy 
UCAS 
American Leadership 
CS Lewis 
Liberty Academy 
Merit College Prep 
Regan Academy 
Freedom Academy 
Walden School 
Lincoln Academy 

Weber Human Services  801-625-3700 Morgan  801-829-3411 
Ogden  801-737-8250 
Weber  801-476-7800 

DaVinci Academy 
Ogden Prep 
Quest Academy 
Venture Academy 

 
 
 
 
 
 
 
 
 
 



 
 
 
 
 

Appendix 6. 
Sample Tribal MOU 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 



 



 
 
 

 
 

Appendix 7. 
FERPA and HIPAA 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



FERPA  and  HIPAA 
 

FERPA is the Family Education Rights and Privacy Act.  The Ed.gov website states the following, 
“The Family Educational Rights and Privacy Act (FERPA) (20 U.S.C. §1232g;  
34 CFR Part 99) is a Federal law that protects the privacy of student education records. The law 
applies to all schools that receive funds under an applicable program of the U.S. Department of 
Education” (italics added).   

 
It is important to note that FERPA applies only to records.  It is not a violation of FERPA to discuss 
specific students in a consultation relationship so long as records are not shared.  The US Department 
of Education provides the following guidelines for “Education Records”: 

• (a) The term means those records that are:  
o (1) Directly related to a student; and 
o (2) Maintained by an educational agency or institution or by a party acting for the 

agency or institution. 
• (b) The term does not include: 

o (1) Records that are kept in the sole possession of the maker, are used only as a 
personal memory aid, and are not accessible or revealed to any other person except a 
temporary substitute for the maker of the record. 

o (2) Records of the law enforcement unit of an educational agency or institution, 
subject to the provisions of §99.8. 

 
HIPAA is the Health Insurance Portability and Accountability Act of 1996.  It applies to health 
plans, health care providers and health care clearinghouses.  HIPAA prescribes the conditions under 
which medical and psychiatric/psychological information can be shared.  It states that without written 
permission health and mental health care professionals cannot provide any “individually identifiable 
health information”.    
 

RECOMMENDATIONS FOR COLLABORATION  
BETWEEN SCHOOLS AND MENTAL HEALTH AGENCIES 

 
• Educate school staff and faculty about mental health and mental illness, including prevalence 

rates and prognoses.  
• Conduct class-wide mental/behavioral health screening (this can be done without parent 

permission as long as it is a class-wide screening). 
• Obtain parent permission to further evaluate students flagged for mental health concerns. 
• Conduct further evaluations under the direction of school mental health personnel. 
• Consult with mental health professionals regarding treatment options for students in need of 

mental health services. 
• Allow mental health professionals to make recommendations to parents regarding treatment 

options. 
• Have parents sign a release of information allowing school personnel and mental health personnel 

to communicate about pertinent aspects of a student’s treatment and school performance.   
 

Developed by UBI-Links School Mental Health Grant, Utah State Office of Education 
 



 
 
 

 
Appendix 8. 

Excerpt from NAMI’s Choosing the Right Treatment:  
What Families Need to Know About Evidence-Based Practices 

available at 
http://www.nami.org/Template.cfm?Section=Child_and_Teen_Support&template=/Co

ntentManagement/ContentDisplay.cfm&ContentID=47656 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.nami.org/Template.cfm?Section=Child_and_Teen_Support&template=/ContentManagement/ContentDisplay.cfm&ContentID=47656
http://www.nami.org/Template.cfm?Section=Child_and_Teen_Support&template=/ContentManagement/ContentDisplay.cfm&ContentID=47656




 



 
 
 

 
 

Appendix 9. 
Sample Flyer from Davis Behavioral Health 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 



 
 



 
 
 
 

 
Appendix 10. 

Sample Internal Referral Forms 
 

o Davis Behavioral Health 
o Weber Human Services 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Davis Behavioral Health 
FAMILY ADVOCATE PROJECT 

Referral Form 
 

 
Name of Person Filling Out Form: _______________________ School: ______________________ 
 
 
Demographics of Student Being Referred: 
 
Name of Student: ________________________________         Date of Referral: _______________ 

Grade of Student: __________  Age of Student:  __________ Date of Birth: ___________________ 

Address: ______________________________   City: _____________________  Zip: ___________ 

Name of Parent/Guardian: ___________________________________________________________   

Phone number: _______________  Cell number: ______________  Work Number: _____________ 

 

Reason for Referral:_______________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

Please circle only those that apply: 

Depression  Anxiety   Disruptive Behaviors  Grief/Loss 

Grades   Attendance  Family Problems  Attention 

Hyperactive  Substance Abuse Out of home placement  Aggression   

Other: (please specify) ______________________________________________________________ 

 

History: 

Has contact been made with the parent/guardian about the student?  If yes, what was the outcome? 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 



 



 
 
 
 

 
Appendix 11. 

Children’s Mental Health Disorder 
Fact Sheets for the Classroom 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 
 
 
 

 
Appendix 12. 
SSBD Info 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Systematic Screening for Behavioral Disorders 

Primary prevention systems of behavior support in schools require a systematic process for screening and 
identifying students who may be at risk for developing behavioral disorders. One valid and efficient 
approach to screening and identification being practiced in PBIS-NH schools is the use of teacher 
nominations and tracking of office discipline referrals (ODRs). There is evidence that teacher nomination 
and the use of ODRs are effective at identifying students with externalizing behaviors such as aggression, 
disruption and non-compliance. However, the evidence suggests that this approach is ineffective at 
detecting students with internalizing behaviors such as depression, withdrawal, social isolation and extreme 
shyness. Systematic Screening for Behavior Disorders (SSBD; Walker & Severson, 1992), used with 
elementary school-age children, is a more comprehensive approach that also identifies students with 
internalizing behaviors. The Early Screening Project is a similar instrument designed for children ages 3-5. 

Results of recent research suggest that ODRs in combination with the SSBD is effective at identifying both 
types of students for supports before problems become more intense and chronic.  

The SSBD is proactive and incorporates three gates, or stages. The screening takes into consideration both 
teacher judgments and direct observations in order to identify students at-risk for developing ongoing 
internalizing and externalizing behavior concerns. Stage 1 of the SSBD involves teacher nomination. Stage 2 
requires that teachers complete a Critical Events Inventory and a short adaptive and maladaptive behavior 
checklist for each of the nominated students. Students whose scores on these checklists exceed the 
established cut off are then candidates for Stage 3. This final stage involves a 15-minute interval 
observation in both the classroom and on the playground to determine a student’s actual performance in 
social and classroom interactions. 

Systematic screening is not designed to make a definitive diagnosis about whether a student qualifies for 
special education services under the category of emotional disturbance (ED) under IDEA. It also should not 
be seen as a tool for making a mental health diagnosis or to replace other sources of data or professional 
expertise from other disciplines that should be taken into account in any assessment process. 

We propose that an SAU-wide team take the lead in coordinating the SSBD process in order to address any 
policy, ethical or professional considerations unique to that school system. The result of this coordination 
should be an action plan which includes the individuals to be trained and the schedule of professional 
development activities. Technical assistance and training will be provided by the NH Center for Effective 
Behavioral Interventions and Supports (NH CEBIS).  

In the MAST-NH project, a minimum of 16 school or school-district members will be trained in Systematic 
Screening for Behavior Disorders (2 representing each school district). Once trained in SSBD, new ‘trainers’ 
will deliver a staff primer in SSBD. The staff primer will be followed by school-wide implementation of the 
SSBD within the context of primary prevention and in coordination with the PBIS universal team. An early 
identification of children at for development of behavior disorders emerging from the SSBD will connect to a 
plan for family engagement and /or referral to appropriate supports developed. 

Early screening and identification of students at risk for internalizing and externalizing behavior disorders is 
a fundamental building block for a system of care and education. Research suggests that early identification 
followed by effective education and treatment improves the school, community and life outcomes for 
children and families. 

Downloaded 4-14-10 from http://www.nhcebis.seresc.net/universal_ssbd 

 
 
 

http://www.nhcebis.seresc.net/universal_ssbd


 

 
 



 
 



 
 



 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

 
Appendix 13. 

“Mental Health Screening in Schools”  
Mark Weist’s 2007 article 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 



 



 



 



 



 



 
 
 
 

 
Appendix 14. 

Sample Parental Permission Forms 
 

o Davis Behavioral Health 
o Weber Human Services 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 



 
 
 
 

 
Appendix 15. 

What Utah School Employees Can And Cannot Do 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



MEDICAL AND MENTAL HEALTH RECOMMENDATIONS: 
WHAT UTAH SCHOOL EMPLOYEES CAN AND CANNOT DO 

 
School personnel MAY: 

• Provide information and observations to a student’s parent about the student, including 
observations and concerns about the following: 

o Progress 
o Health and wellness 
o Social interactions 
o Behavior 
o Situations which exist that “present a serious threat to the well being of a student” 

[Section 53A-13-302(6)] 
• Communicate information/observations between school personnel about a child. 
• Refer students to appropriate school personnel/agents, consistent with local school 

board/charter school policy, including to a school counselor or other mental health 
professionals within the school system 

• Consult or use appropriate health care and mental health care professionals in emergency 
situations while students are at school, consistent with student emergency information 
provided at student enrollment 

• Complete a behavioral health evaluation form if requested by a student’s parent to provide 
information to a physician 

 
School personnel SHALL: 

• Report suspected child abuse consistent with state law 
• Comply with state and local health department laws, rules and policies 
• Conduct student evaluations/assessments consistent with IDEA 

 
School personnel MAY NOT: 

• Require that a student take/continue to take psychotropic medication 
• Recommend that parents seek or use a psychiatric/psychological treatment for a child 
• Conduct psychiatric/behavioral health evaluation or mental health screening, test, evaluation, 

assessment of an individual child except where specifically required by IDEA 
• Make a report of suspected child abuse only because a parent refuses to allow a psychiatric, 

psychological, behavioral treatment for a child UNLESS not doing so would “present serious, 
imminent risk to a child’s safety or the safety of others.  

 
School counselors and school psychologists MAY: 

• Recommend, but not require, psychiatric/behavioral health evaluation or treatment of a child 
• Recommend, but not require, psychological treatment of a child 
• Conduct a child psychiatric/ behavioral health evaluation or mental health screening, test, 

evaluation, assessment consistent with 53A-13-302 
• Provide to parents, upon specific request, a list of three or more health care 

professionals/providers 
 

Developed by UBI-Links School Mental Health Grant, Utah State Office of Education 
 



 
 

 
 

Appendix 16. 
“My Profile” 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 



 



 



 



 



 



 



 



 



 
 
 
 

 
Appendix 17. 

Components of a Person-Centered Plan 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



PERSON-CENTERED  RECOVERY  PLAN * 
 
 
... a Person-Centered Recovery Plan ... will include the following 

components: 
 

a. Identifying Information 
 
b. Diagnosis  

1. Do the treating diagnoses match the diagnoses in the current 
assessment? 

2. Document changes in diagnosis. 
 

c. Formulation 
 
d. Goals (Are the treatment goals stated in the consumers own words [for 

youth, when age and developmentally appropriate?]) 
 
e. Strengths 
 
f. Barriers  (Behaviors, symptoms or life situations) 
 
g. Objectives  (Behavioral changes that are measurable, short term and tied 

to the goals) 
 
h. Interventions  (List what modality is being used, the credentials of 

individuals who will furnish the services, and frequency and duration.) 
 
i. Anticipated Transition/Discharge Criteria 
 
j. Printed copies of the plans should available and copies should be offered 

to the consumer. 
 
k. Child and youth records must contain a safety/crisis plan when clinically 

indicated. 
 
 
* Division of Substance Abuse & Mental Health, 2011 Division Directives, pp. 2-3 
Downloaded 4-12-10 from http://www.dsamh.utah.gov/docs/division_directives_fy11_final.pdf 
 

http://www.dsamh.utah.gov/docs/division_directives_fy11_final.pdf


 
 
 

 
Appendix 18. 

Sample Crisis / Safety Plan 
 

o New Frontiers for Families 
o Wasatch Mental Health 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 



 



 



 



 



 
 
 
 

 
Appendix 19. 

Youth Outcome Questionnaire (YOQ) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Youth Outcome Questionnaire (YOQ) © 
 
 

 The Youth Outcome Questionnaire was developed by Gawain Wells, Ph.D.; Gary M. 
Burlingame, Ph.D.; Michael J. Lambert, Ph.D.; and Curtis W. Reisinger, Ph.D.   
 
 The YOQ describes a wide range of troublesome situations, behaviors, and moods that are 
common to youth.  It is designed to detect treatment effectiveness regardless of treatment modality, 
diagnosis or discipline of the treating professional.  It is available in several versions: 
 

• Y-OQ
®  

-30.2  (30-item questionnaire for youth 4-17 to be completed by parent) 
• Y-OQ

®  
-30.2SR (30-item questionnaire for youth 12-18 to be completed by them) 

• Y-OQ
®

 -2.01  (64-item questionnaire for youth 4-17 to be completed by parent) 
• Y-OQ

®
 -2.01SR (64-item questionnaire for youth 12-18 to be completed by them) 

 
which can be administered as a paper/pencil form, at a kiosk, or on a PDA. 
 
 The Division of Substance Abuse and Mental Health requires its subcontractors to utilize the 
YOQ.  So the community mental health center in your area (see Appendix 4) is already familiar with 
and licensed to use this outcome tool. 
 
  The YOQ has been used as a pre/post measure for students receiving behavioral health 
services at school, and has shown significant improvements.   
 
 
 For More Information, contact:  

•  OQ Measures, LLC  
 P.O. Box 521047  
 Salt Lake City, UT 84152  
 Toll-Free: 1-888-MH-SCORE (1-888-647-2673)  
 Phone: 801-990-4235  
 Fax: 801-990-4236  
 Email: INFO@OQMEASURES.COM 
 
•  Or visit http://www.oqmeasures.com/ 

 
 
 
 
 
 
© Copyright 1998, 2002  
American Professional Credentialing Services LLC.  
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Appendix 20. 

Student Outcome Tracker II 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Student Outcome Tracker 
 
 
Student name: _____________________ Teacher name: _____________________ 
 
Date: ___________ School: _____________________________________________ 
 
 
1. How many days of school has the student missed? _____________days in the last month 

 
2. How many times has the student been tardy to class? ___________times in the last month 

 
3. How many times has the student left school early? ____________times in the last month 

 
4. Please list the student’s grades. 

____Math     ____Reading     ____Science     ____Social Studies  
 
____Other (please specify): _____________________________   

 
5. How many office discipline referrals has the student received? ______ODRs  
 
6. How many in-class assignments is the student missing? __________assignments 

 
7.  How many homework assignments is the student missing? _________assignments 

 
8.  The student follows directions first time given (check one). 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 

9. The student stays in seat when required (check one). 
____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 

 
10. The student raises had to speak in class (check one). 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 

11.  The student completes in-class assignments. 
____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 

 
12. The student completes homework assignments. 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 

13. The student pays attention in class. 
____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 

 
14. The student interacts positively with peers. 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 



15. The student interacts with age appropriate peers. 
____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 

 
16. The student annoys other students. 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 

17. The student interacts appropriately with teachers. 
____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 

 
18. The student interacts appropriately with other adults (administrator, custodian, parents etc.). 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 

19. The student appears happy at school. 
____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 

 
20. The student appears frustrated at school. 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 
21. The student seems to like school. 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 

22. The student comes to school well groomed. 
____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 

 
23. The student is awake and alert during school.  

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 
24. The student appears to be in good health. 

____Always    ____Almost always    ____Sometimes    ____Rarely     ____Never 
 
Comments: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

Appendix 21. 
Client Satisfaction Questionnaires 

 
o YSS (Youth Satisfaction Survey) 
o YSS-F (Youth Satisfaction Survey, 

Parent/Caregiver Version) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 



 



 



 



 



 



 
 
 
 

 
Appendix 22. 

“Examples of Behavioral Health Funding  
to Purchase Mental Health Services  

for Children and their Families” 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 

Appendix 23. 
“10 Critical Factors to Advancing School Mental Health: 

What Early Adopters Say” 
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