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Introduction

In the spring of 2007, the Office of Superintendent of Public Instruction (OSPI), in
partnership with Washingtonés Ment al
with the Area Health Education Center at Washington State University (WSU)
Spokane in order to promote the intent of RCW 71.36.040 (3). Specifically, this
work was to involve the creation and delivery of statewide train-the-trainers
sessions to enhance coordination of mental health services between publicly
funded education and publicly funded community mental health systems. An
additional purpose of this work was to begin to develop Response to Intervention
(RTI) strategies and practices specific to the emotional and behavioral well being
of students. These trainings will be scheduled to occur within the boundaries of
each of the nine Educational Service Districts (ESDs) in Washington State
(Exhibit 3).

The contract required the establishment of a work group comprised of educators,
Regional Support Network (RSN), community mental health service delivery
staff, stakeholders, and parents. Work group notes are found in Exhibit 1. The
work group was tasked to modify and rework two documents developed in 2003
which: (1) identify examples of coordination between the Ki 12 and mental health
systems in Washington State, and (2) identify criteria for assessing and targeting
areas of strength and promotion of promising practices. These documents were
to become the basis for the train-the-trainers curriculum. Further, the Area
Health Education Center was to conduct a review of the literature of accepted
best practices in mental health services, and review information available
regarding RTI principles specifically addressing mental health and student
performance.

Funding for this project was made possible, in part, by the Mental Health
Transformation State Incentive Grant Award No. 6 U79 SM57648 from the
Substance Abuse and Mental Health Services Administration (SAMHSA).
The views expressed in the materials or publications and by speakers and
moderators do not necessarily reflect the official policies of the Department
of Health and Human Services; nor does mention of the trade names,
commercial practices, or organizations imply endorsement by the United
States Government.
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Executive Summary

The planning and development work for this project was completed May through
September 2007. A statewide advisory committee was identified, formed, and

met twice during that period (Exhibit 1). The advisoryco mmi tt eed0s funct.

to assist in framing the tasks and advise the contractor about the best methods
and general sources to use in development of materials and training. The
advisory committee was comprised of parents who understand and have worked
with both the publicly funded mental health and the Ki 12 systems, and included
representatives from both Public Mental Health and Ki 12 who had significant
supervisory and administrative experience working with children and families
within these systems. Washington State University and OSPI balanced
membership to ensure representation of urban and rural perspectives.

This publicly funded Mental Health and School Coordination Resource Manual
contains information gathered from a statewide survey that included
representatives from the publicly funded mental health system, Ki 12, and
parents. Information was received from a total of 124 individuals; four were
parents, four were Regional Support Network (RSN) administrative staff, 13 were
supervisory or administrative personnel from publicly funded local mental health
provider agencies, and 103 were primarily administrative personnel from the Ki
12 system representing 77 school districts. We used a mix of open-ended and
semi-structured interviews to learn, from their perspective, the state of publicly
funded mental health services in schools in Washington. Interviews were
completed in person, through phone, and email exchanges. Participant
information was analyzed for principal themes regarding conditions for successful
practice, examples of successful programs, and recommendations for future
development.

If we are to be true to what parents and professionals have told us, one major
finding defines where we are and how we need to move forward to create and
expand collaborative responses to the mental health needs of children in
schools. Existing solutions to mental health and school collaborations are
uniquely local. Thereisnost at e | e we/ls t fegpaseststhe mental
health needs of school age children. Financing, eligibility standards, and the
scope of problems each system is mandated to address, limit the points of
mutually supportive effort on behalf of children with mental illnesses.

A review of literature addressing mental health and schools was completed. In
that, we identified materials related to several aspects of the relationship
between the two systems. Those included methods of financing, evidence-based
practices in the delivery of services, and informational resources to use to guide
the adaptation of RTI techniques. Each of these areas are essential to creating
appropriate responses to children who experience, or are on a trajectory to
experience,mentali | | nesses which interfere wi
function successfully in a Ki 12 setting.

Publicly Funded Mental Health and School Coordination Resource Manual 4
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Schools are obligated to respond to a broad range of behavioral and emotional
needs that compromise students' and schools' success. Publicly funded mental
health services are constrained to address the neediest children, as defined by
income and severity of illness. Both systems are further challenged by a level of
need that exceeds their available resources. Despite these systemic limitations,
local communities often find a way to address some needs collaboratively.
Examples and common themes are addressed in the body of this report. From
this collective experience, several recommendations and lessons for training
follow:

1. There is a strong foundation of evidence-based programs to build from in
mental health in schools collaborative work. The issues are resources
and training, not an absence of effective practice models.

2. The nature of collaboration between schools and mental health providers
differs as the severity of children's needs increases. There are guidelines
aligned to RTI principles that help guide when, how, and to what end
collaborative practice can be developed.

3. School and mental health providers often do not understand each other
well and this leads to myths and misperceptions in collaborative work.
Building the level of mutual understanding about mission, structure,
distinct vocabulary, and capacity is a critical foundation for effective
collaboration.

4. Presently, the common themes across promising local programs depend
on relationship and creation of the flexible funds that allow both schools
and mental health providers to move outside of standard practices. The
resulting programs only meet a small part of the need but offer the lessons
for expanding services. These local programs are also only as stable as
their funding sources.

5. The state's commitment to improving collaborative mental health in
schools will require investment and public policy development. Local
institutions can develop collaborative responses but need the financial
capacity and flexibility to do so successfully.

The first four points above describe the principal tools for local collaborative
program development. The last point defines the policy challenge to state
leadership to address mental health as a principal barrier to the learning success
of children in Washington State.

Publicly Funded Mental Health and School Coordination Resource Manual 5



I. What is the Publicly Funded Mental Health System?

Washington State University and OSPI found a major impediment to cooperation
or collaboration between the public mental health and Ki 12 systems was a lack
of understanding about mandates, funding requirements, and structure as these
pertain to the public mental health system.

Structure and Benefits

The statutory authority for the provision of health care for disabled, elderly, and
low-income populations in the United States is Title XI1X (Chapter 19) of the
Social Security Act. Title XIX outlines two major programs, Medicare and
Medicaid. Medicaid is the program most often referred to in discussions about
health care coverage for low-income families and children. A portion of those
benefits are targeted to the provision of mental health care to individuals with
diagnosable mental illnesses.

Unlike Medicare, Medicaid is a state administered program. The scope of
benefits are defined first in federal Medicaid administrative rules, and then made
available to states. An agreement is based, generally speaking, on a fifty-fifty
financial match arrangement. In this arrangement, states are required to create
their own rule structures which define benefit limits and criteria for access, and
submit them for approval to the federal Department of Health and Human
Services (DHHS). Within Washington State, the responsibility for defining and
approving overall health care limits and access lies within the Department of
Social and Health Services (DSHS) Health and Recovery Services
Administration (HRSA). Mental health benefits are included in this planning
process and are the responsibility of the Mental Health Division (MHD), a sub-
entity of HRSA.

The organizational structure for the delivery of publicly funded mental health
services in Washington is somewhat similar to that which exists within the much
larger Ki 12 system. Under contract with MHD, Regional Support Networks
(RSNs) provide the regional infrastructure for administration, funding, and quality
assurance services. Within each RSN is an array of community mental health
agencies (nonprofit agencies) which subcontracts with RSNs to provide
community-based, outpatient mental health services.

Adults and children become eligible for enrollment in Medicaid services based on

income as indexed against the Federal Poverty Level (FPL) (Exhibit 4). Publicly

funded health care benefits, including mental health, are available to adults who

are at or below 100 percent of FPL. Children are eligible for Medicaid funded
services up to 200 percentof t he FPL. With the advent of
Health Insurance Program (SCHIP), children will be eligible for all benefits

identified in the state Medicaid plan up to 250 percent of FPL.

Publicly Funded Mental Health and School Coordination Resource Manual 6



While there is some variation across communities and agencies, most

communities rely on Title XIX funded services to support local mental health

services provided through the RSN system (Exhibit 2). Limited private insurance

access and constrained or nonexistent use of local taxes to support social

services has assured reliance on the Title XIX services as the dominant mental

health resource for low-income families in most all Washington communities.

The consequence of this reliance on the Title XIX systems is that rules governing

these services define much of communitiesod n

(Itis noted that in 2007 the Legislature passed, and the Governor signed, the
Health Care Services for Children Act. This new policy is to be implemented
progressively through 2009 and intends to expand service eligibility for children
up to 300 percent of FPL with modest family co-pays. Because this legislation is
new, its eventual impact is beyond scope of this report).

Access to Care Standards

Interviews and surveys completed for this report show that one of the least

understood issues in the entire discussion about Title XIX mental health services

forchidren i s the stateds Access to Care Standar
Standards are perceived as a principal constraint on the ability of local mental

health providers to work collaboratively with school partners to respond to the full

range of behavioral and emotional problems in children.

Within the framework of Medicaid statute and administrative regulations, each

state is obliged to identify how they will participate by proposing rules that govern

benefit allowances for each enrollee, identify the range of covered services and
treatment modalities, and define the level of medical necessity that must exist in
order for an individual to receive service,
children have access to emergency or crisis response services, only those

chil dren who ar e 8N 3sydtemamtd meehmetidalenecsssitg t e 6 s
and Access to Care Standards have access to longer-term, publicly-funded, out-

patient treatment services. The determination of eligibility for access to those

services is based on the presence of a diagnosed mental illness which is defined

in terms of its severity and persistence (Exhibit 5). The delivery of services within

the publicly funded system is specifically organized around criteria which include

no provision for prevention or early intervention services.

Given this framework for service eligibility, the advisory committee identified five
groups of children who may experience a range of diagnosable mental illnesses
and gain access to Title XIX funded treatment services.

1. Achild is eligible for or enrolled in Medicaid or SCHIP and due to the
nature and severity of diagnosed illness meets medical necessity which is
defined by the Access to Care Standards. This child may receive the full
range of publicly funded mental health services including emergency,
crisis, assessment, and ongoing service.

Publicly Funded Mental Health and School Coordination Resource Manual 7



2. A child is eligible for or enrolled in Medicaid or SCHIP and the mental
health or behavioral concern is insufficient to meet Access to Care
Standards. This child may receive crisis and emergency services.

3. A child is ineligible for Medicaid and has no other resources. This child
may receive crisis and emergency services.

4. A childdés family may have private
exhausted benefits or is unable to consistently manage the expense of co-
pays or premiums. This child may receive crisis and emergency services.

5. A child's family has the financial resources available to purchase a full,
unlimited range of mental health services. This child may also receive
crisis and emergency services within the RSN system.

The result for schools and community mental health partners is that access to
services for emotional and behavioral problems in children is defined by eligibility
and access standards that define not one population but a continuum of
populations. These eligibility and Access to Care Standards, in turn, define much
of the flexibility mental health providers have in responding to need.

Publicly Funded Mental Health and School Coordination Resource Manual 8
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ll. What is Mental Health in the Context of the
Relationship Between the Publicly Funded Mental Health
System and the Ki 12 System?

The American Heritage Dictionary defines mentalhe al t h as AA st at e

and psychological well being in which an individual is able to use his or her
cognitive and emotional capabilities, function in society, and meet the ordinary
demands of everyday |ife.o

While we talk in terms of the publicly funded RSN system, currently children and
youth cannot access publicly funded mental health services unless they have a
serious emotional disturbance that meets the criteria for medical necessity. The
Access to Care Standards are used to define medical necessity for the purpose
of outpatient mental health services
program. When the Access to Care Standards are met, medical necessity is
supported. This poorly understood reality has been the basis for frustration of
practitioners in the mental health and schools systems.

Groups of individuals in every corner of the state have worked diligently to create
collaborative programs to serve the needs of children who are clearly
experiencing a range of bio-psycho-social problems that interfere with normal
functioning. In many of these instances, educators and mental health
professionals work around the same table to develop capacity to intervene early
and to make services available to children and families without regard for
income. However, the role of local public mental health agencies in these
discussions is frequently constrained by reliance on Title XIX funding for their
programs with its associated limits on service access, and the focus on crisis
response, serious emotional disturbance, and severe mental illness.

Conventional wisdom suggests that a robust partnership between the public
mental health system and Ki 12 is a logical and necessary step toward creating a
system of care that responds to a range of emotional and behavioral problems in
children. Certainly, for children who are income eligible and may be moving
toward Special Education as a result of fbehavioral disturbances,oor other
relevant Ki 12 criteria, there is often a clear connection to be made. We saw
evidence of that connection being made very frequently.

For children who may have a diagnosable mental iliness but are not yet
demonstrating sufficient evidence of serious emotional disturbance, the
connections between the two systems are more difficult and often the source of
frustration for all participants.

Compounding this problem is that Ki 12 professionals and mental health
professionals enter these discussions with perspectives shaped by separate
institutional priorities. Mental health professionals are oriented to determine the
presence of medical necessity through assessment and diagnosis based on the
criteria and treatment protocols found in the American Psychiatric Association's

Publicly Funded Mental Health and School Coordination Resource Manual 9
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Diagnostics and Statistics Manual IV (DSM IV). The education system's
approach to assessment and response is organized by the Individuals with
Disabilities Education Act (IDEA). The DSM IV's focus is psychopathology
defined around abnormal behavior and the resulting functional impairment.
IDEA's focus includes behavior disorders and academic deficits.

While professionals in both systems are concerned about levels of functional
impairment, they measure it differently and have different languages to describe
it. Diagnostic categories and combinations of categories are identified in the
DSM IV and are descriptive of multiple levels of impairment to daily functioning.
Ki 12 uses a variety of testing and assessment methods, and in Special
Education can apply one or more of 14 different diagnostic categories, each with
its own level of complexity. While both systems express common concern about
the bio-psycho-social factors which impedeachi | déds capacity to funct
life, each system approaches the issue from different perspectives. Mental
health professionals are trained to focus on broad areas of functioning including
success in school, and Ki 12 professionals are expected to focus on those
specific problems which interfere with successful adjustment and responsiveness
to the learning environment.

In education, the national public policy discussion increasingly identifies the
mental health needs of students as principal barriers to schools achieving
expectations for student learning, the literature related to this issue is growing
rapidly. While the role of schools in addressing the problem is far from resolved,
there is increasing consensus that focusing on the social-emotional-behavior
needs is essential to schoolsdability to have students meet academic standards
(Kutash et al., 2006). There is also growing consensus among system
administrators and academics that the infrastructure for addressing these needs
is fragmented (Adelman et al., 2005). When children experience chronic
ruptures in their family, isolation from community life, and disruptions in their
sense of self, they rarely enter classrooms prepared to benefit. Because the
public mental health system is obliged to limit its involvement to those children
with serious emotional disturbances, the Ki 12 system is being left to discover
how to create responses to increasing numbers of children without assistance
from agencies outside its own system.

What are the Prevalence Rates for Mental lllness in Children?

The most recent and widely regarded comprehensive estimates for the rates of

mental illness in children are included inthe 1999 Sur geon Gener al 6s Repc
Chil dr ends MEhattepott wad eitadlas an authoritative source for the

2003, A Presi dent 6s New Freedom Commi ssion on Me
referenced in the mental health and education literature.

The Surgeon Gener al 6 perderd gf childten exgiergences t hat 21
diagnosable mental illness annually. That is, more than one in five children

experience a DSM IV diagnosable iliness each year. R.M. Friedman and his

colleagues (1996) stated that 9 percent to 15 percent of children experience a

Publicly Funded Mental Health and School Coordination Resource Manual 10



condition that causes substantial functional impairment and that 5 percent to 9
percent of children experience severe emotional disturbances that result in
extreme functional impairment. Friedman et al., also report that communities
with comparatively high levels of poverty should expect to encounter a child
population experiencing these problems at the higher end of each percentile
range.

Despite the significant level of need in the population, only a minority of children

receive services. According to tolB@ Surgeon
percent (of children with a serious emotional disturbance) fail to receive specialty

services, and (according to family members) the majority of these children fail to

receive any ser vi ceg(Q00& alsoaite évidence thtthe v st h et al
majority of children receive no mental health services and among those that do

receive services, the majority received them in schools. In underscoring the

necessity of early intervention and identification, Kessler et al., (2005)

documented that adults with disabling mental health conditions experienced

onset in early adolescence. The scope of need is great, few children receive

organized services, and schools are a primary vehicle for identifying people who

may face a lifetime of emotional and economic loss without effective treatment.

What Relationship has Existed Over Time Between the two Systems and
how have they Evolved as Separate Entities?

During the course of the project, participants repeatedly discussed their
frustration inside and between both systems. The commitment and dedication in
both systems is high. That said, professionals we encountered were uniformly
concerned that policy makers are not addressing, or do not understand, the
barriers to building more effective services. Many of the professionals who
participated in this work discussed individual successes they achieved with a
child or family, or the creation of effective solutions within or across local
systems. But they were quick to cite a host of systemic and institutional barriers
that work against these often small and local successes. The parents with whom
we spoke expressed support for many of the helpful individuals they had
encountered in both systems, but shared similar frustrations.

The Public Ki 12 School System

Of the two systems addressing the mental health needs of children, the Ki 12
system has the longest history and set of traditions. In point of fact, there is a
considerable literature that suggests the majority of mental health services
provided to children are provided within the framework of Ki 12.

In the late 1800s, with repudiation of the use of adult jails to house wayward
children, the public education system was seen as an important public institution
to help turn children away from a life of indigence and crime. As discussed
below, in the 1920s schools found common cause and began linking efforts with
Child Guidance Centers and Juvenile Courts. This relationship resulted in

Publicly Funded Mental Health and School Coordination Resource Manual 11



adaptation of multidisciplinary team concepts with children who were
encountering multiple difficulties, especially in school adjustment and success.

Over the next 40 years, education reformers documented the multiple challenges
experienced by an education system that was neither prepared nor funded to
address the many barriers poor children encountered as they entered the public
education system. In 1965, the United States Congress responded with the
Elementary and Secondary Education Act (ESEA). The central intent of the act
was to create stronger linkages between schools, poor communities, and to
increase capacity to mitigate the negative impact of poverty on educational
attainment. The funding stream developed from this federal commitment was
Title I.

While ESEA was a significant step forward, reformers and advocates continued
to be concerned about the ability of marginalized populations to experience the
benefits of a public education. Specific concerns included the costs of providing
public education to large numbers of disabled and mentally ill individuals and in
support of the goal to move this population out of institutional environments,
IDEA was passed in 1975. For the second time, the federal government
recognized a major role it should play in funding education services for a
marginalized population. The services associated with IDEA are broadly referred
to as special education in the Ki 12 system. It should be noted that despite the
development of federal support to children with disabilities and severe emotional
disturbances, the allocation of those resources is limited to 12.7 percent of
student enroliment.

These reform measures notwithstanding, policy makers and others continued to
be concerned about a growing achievement gap. Compared to other developed
countries, children in the United States were regarded as less prepared to
succeed in a globalizing economy. A Nation at Risk was published in 1983 and
served to galvanize reformer/advocates within the growing testing and
measurement movement. The book's message and the national political debate
it fueled, came to a head in 1994 with reauthorization of the ESEA. In it,
Congress established the principle of performance based education and required
states to develop measures to use in judging the achievement of adequate yearly
progress. The 2002 passage of No Child Left Behind (NCLB) incorporated a
series of reform strategies that had been discussed since the early 1980s by
restating and formalizing expectations that states were obliged to meet. It also
clarified performance accountability for schools. Despite the fact that NCLB was
seen as a victory by many reformers, others felt that federal budget allocations in
2003 and 2004 were inconsistent with promises made in 2002. Further, many

Ki 12 professionals and their political advocates cite state revenue shortfalls
during those same years as a principle hardship and barrier to implementation of
the federal law.

It is in this environment that schools are confronted with the need to remove
barriers to learning, increase student achievement, mitigate truancy, and reduce

Publicly Funded Mental Health and School Coordination Resource Manual 12



drop outs. The mental health needs and behavioral challenges of students are
principal issues to be addressed in order to achieve these performance goals.

The Publicly Funded Mental Health System of Care

Similar reform developments have occurred over time inside the much smaller

publicly funded mental health system. Whi | e approaches to for mal
mental health services have their antecedents in the Ki 12 system at the turn of

the 20th century, they were later embedded in the Child Guidance Clinic

Movement of the 1920s. Fifty years later, the overall approach to the
conceptualization of chil dr eno sntheendt a l healt
1970s by the application of financing strategies which emerged from the physical

health care system and had the effect of establishing the medical model

approach to the organization and delivery of services. As this approach to

financing began to shape change in delivery systems, a small group of

advocates, including Jane Knitzer, an educator, stimulated the broader advocacy

community by proposing the development of an integrated, child and family

focused care system. In Unclaimed Children, Knitzer (1982) cited the problems

associated with the neglect of mental health in children, including the fact that

only 17 percent of community mental health resources were being spent on

children. Her work, and that of her colleagues, spawned the creation of Systems

of Care, characterized by Wraparound services and driven by a core set of

principles (Exhibit 6).

In the late 1980s managed care principles were applied to financing of public
mental health in the attempt to curb the growth of expenditures in the largely
adult focused mental health system. While the work of Knitzer and her
colleagues was widely embraced and identified as a promising approach by the
federal Substance Abuse and Mental Health Services Administration, progress in
the public system toward development and funding of child centered and family
focused services stalled. The larger public mental health system continues to be
primarily focused on the adult population.

Beginning in 1993, the federal government granted a waiver to the state which,
consistent with managed care principles, allowed the state to invest Medicaid
savings into services for non-Medicaid eligible individuals with mental health
needs. Small economies of scale developed which created flexibility and an
increase in services to an underserved population. This changed in 2003 when
the Center for Medicare and Medicaid Services promulgated new regulations for
the operation of Medicaid managed care plans and limited use of federal Title
XIX resources. This change had corresponding negative impacts on clients and
to the economies of scale which had been previously achieved within the system.
While the state legislature took action to restore a portion of these resources,
they prioritized the stateds crisis response
psychiatric, and residential systems as highest priorities for expenditure. The
outpatient mental health system was fifth in the scheme of priorities.

Publicly Funded Mental Health and School Coordination Resource Manual 13



Many of the mental health providers we spoke with stated that while they
continue to attempt to work in conjunction with Ki 12 to provide services to
children, the flexibility that existed prior to 2003 has been eliminated. Given
funding constraints, and the statutory responsibility of the system to focus
exclusively on individuals with the most serious and chronic diagnosable
illnesses, any vestige of capacity to participate in the delivery of expanded
services or early intervention no longer exists through the Medicaid financing
system. Where capacity has been built, it has depended on alternative solutions
developed at the local level.

Publicly Funded Mental Health and School Coordination Resource Manual 14



lll. What is the Current Status of the Relationship
Between the Publicly Funded Mental Health and
Education Systems in Washington?

During the course of this project we found many examples of strong relationships
and high levels of common cause in both systems on behalf of children with
mental health needs. Throughout the state, individuals and groups meet
regularly to discover how to create service structures to support engagement and
response to children. Though language is often different, professionals in both
systems recognize the complexity of the bio-psycho-social needs of children who
experience, or are at risk of severe emotional disturbances. Professionals also
understand the impact of these challenges to successful participation in Ki 12
settings. Given the scope of need that motivates these efforts, discussions are
typically fraught with shared frustration at the rigidity of funding streams and the
exclusionary rules that govern access to service. Professionals in both systems
refer regularly to the /s i |0or Gsthve-pipeddnature of systems in both public
mental health and Ki 12.

There are many promising collaborative efforts. But that is not to say that good
relationships, or any relationship, between these systems exists everywhere.
They do not. Some school districts have created capacity within their own
revenues to address mental iliness issues largely independent of the Medicaid
mental health system. Also, some districts are too rural or small to have much
access to public mental health services or to easily establish strong working
relationships. In two instances, we found districts in remote areas that contract
with private therapists to "help maintain deep end IEP kids in (public) mental
health services" which are provided by small agencies that were equally remote.
In some locations the relationship is little more than awareness of a phone
number that leads to a mental health agency. Generally speaking, we found that
some level of working relationship exists between public mental health providers,
and Ki 12 with children who are formally identified in Special Education and, less
frequently, when the occasional 504 plan requires it.

In describing the current state of collaboration between the public mental health
and Ki 12 systems, interviews with representatives across the state indicate the
following:

« Where we found collaborative program development and service, all but
one depended on the availability of multiple streams of funding. The
majority of these funding solutions were relatively small and dependent on
special grants and/or included some contribution from school districts
where limited flexible funds were identified.

e Those collaboratively developed efforts that showed the greatest promise
for stability and expansion always involved significant levels of support
from county or city revenue streams.

e Ininstances where large federal grants have been employed to bring
additional resources into schools, such as Safe Schools Healthy Students,
we found few examples where significant levels of service had been
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sustained. Where system change had been a major goal, we found only
modest achievements.

e We found one moderately sized program which operates inside schools
and by becoming a Title XIX contract provider is supported almost entirely
with Medicaid funds.

What do Professionals and Parents Say About Successful Relationships
Between Public Mental Health and Schools?

Interviews completed with professionals from both systems, and parents who had
significant experience in both systems, revealed a variety of themes.

The relationship between the two systems is typically driven by eligibility
and diagnostic criteria which restrict the numbers of children served to
those with the most severe functional impairments.

The publicly funded mental health system has no capacity to serve in an
early intervention role. While the system does respond to crisis, and
provide crisis stabilization services, unless a child can be enrolled in
Medicaid and meets Access to Care Standards, the intervention from the
public mental health system is brief. While consultation often occurs with
schools during these brief interventions
readjustment, it too is brief. This depends almost wholly on the service
capacity of the mental health provider and the practical limitations of
access and follow though, particularly in remote, rural communities. We
were told that acceptance of this reality is helpful to establishing and
maintaining relationship.

Where the relationship between the two systems appears most robust the
two systems have found ways to bring mental health services into schools
through application of multiple, if small, funding streams that expand
service provision beyond the limitations of access to care and the Medicaid
population.

There are multiple examples of public mental health services being
delivered in schools. That service appears most effective when both
systems have found ways to create economies of scale through the use of
non-Medicaid resources, creating capacity for the mental health therapist
to serve children who do not meet access to care criteria. We found
multiple examples of how this might be achieved. But these arrangements
are often precarious, year to year, and usually difficult to sustain especially
in poorer, remote locales. Non-Medicaid resources used for this purpose
usually include pooled funds from school districts, city or county revenues,
small grants, and occasional support from the philanthropic community.

The current national movement to establish School-Based Health Centers
(SBHC) is an example of how schools have worked with political entities to
develop more comprehensive approaches to service delivery. While the
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public mental health system is not always able to directly participate in
these funding arrangements, Medicaid is a significant payer for these
SBHC services.

Wraparound teams and Multi-Disciplinary Teams (MDT), whether led by a
school counselor or mental health therapist, are cited as useful strategies
for removing barriers and increasing communication.

In fast moving environments where the workload is high and time is as
scarce as financial resources, communication within and across systems
Is as essential as it is difficult to maintain. In order for these
communication mechanisms to succeed, they must be predictable and
purposeful. They must be regularly scheduled, attended, agenda driven,
and solution focused. While the purpose or function of Wraparound teams
and MDTs may be slightly different, their success has common
ingredients. The central intent of these structures is to remove
communication barriers to planning and implementation, and to create
involvement of those individuals closest to the child. Several mental
health providers cited service driven reimbursement rules as a barrier to
involvement in Wraparound processes when Medicaid was the only
funding source.

School counselors are key.

We were told repeatedly that school counselors are usually the lynchpin in
the successful delivery of mental health services with children in schools.
While it is understood that not all schools have assigned counselors and
others may be designated to carry those responsibilities, the function of
the school counselors is central to successful delivery of service by a
therapist or mental health case manager. Whether funded by Medicaid or
other resources, therapists who understand the role and function of school
counselors and are able to create alliances will increase opportunities for
improved service delivery. The functions of the school counselor are
essential to identification, assessment, coordination, communication, and
follow through on behalf of children and Ki 12 educational management of
student needs. Mental health therapists who succeed in providing service
in the school environment understand they are guests, and that they work
in support of a broad, complex system organized around a unique set of
rules and operating principles. While there are multiple examples of
counselors and therapists participating together in the delivery of services,
the relationship between the two requires focused attention, constant
communication, and a mutual respect for roles and limitations. In every
instance we found where mental health services were successfully
delivered in schools by a community mental health agency, these
relationship skills between counselors and therapists were the bedrock of
that success.
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School nurses play an essential role in delivering publicly funded mental
health services.

School nurses are frequently involved in the assessment, management,
and referral of children who are demonstrating behavioral or emotional
problems which raise questions about their health and well being and
interfere with their ability to adjust within the school setting. Nursing staff
manage medication, help maintain relationships with family members, and
function as a central member of the school team which works with the
child and family to modify behaviors. Nurses are often involved in
coordination with mental health service providers or serve as school
liaisons within Wraparound teams. They are an indispensable link within
the framework of providers who are seeking to provide mental health
services to children and their families.

The direct involvement and consent of parents is essential to success.
Communication must be thorough and consistent.

During multiple discussions among Advisory Committee members and
interviews across the range of project participants, there was unanimity
about the central role of parents in the delivery and integration of mental
health services in schools. This emphasis on the central role of parents in
successful treatment is also a central finding in the mental health and
education literature. Success in engaging children in mental health and
education services is almost always dependent on the degree to which
parents are involved and their expertise is respected. Professionals in
both systems acknowledged that a parent working as an advocate for their
child often risks being viewed as a parent who is an adversary of the
system, whether the system is Ki 12 or mental health. Programs that
successfully deliver services to children with disabilities or severe
emotional disturbances have learned to embrace parents as central
partners in this process. Schedules are arranged beyond the confines of
the school day to maximize parent access. The involvement of parents
can help systems navigate Health Insurance Portability and Accountability
Act (HIPAA) and Family Educational Rights and Privacy Act (FERPA)
rues. | n the context of daserlicesyteerpiinoigle ofi Wr apar ou
parental involvement is central to the management of service goal
definition and service delivery. Within the state there are multiple parent
support programs designed to assist parents in finding appropriate
services for their children. While they are not present everywhere, they
are frequently embedded in the fabric of relationship between Ki 12 and
mental health. In some locales, these parent support entities have been
instrumental in weaving the fabric of that relationship.

Relationship is everything.

Virtually every person with whom we spoke who was knowledgeable
about developing connectivity and collaborative structures to enhance
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coordination between the public mental health and education systems
shared a common belief. Relationship between individuals is everything.
Several comments are worth repeating. Where a relationship had been
developed and sustained to deliver mental health services in schools
which were extended to children who did not meet access to care or
Medicaid eligibility, there were often high levels of respect between

di stricts and ment al heal th agenci es. e
keep the probl ems imT hseogmealheplth)seeméct i ve. 0O

want to be hel pful but canot . Good rel at
|l evel . 0 One comment made by a senior men

summarized several statements made by others. "There's nothing
systemic about any of this. Good things happen between mental health
and schools because of the work of individuals.o

What Examples Exist of Promising Programs?

In our attempt to identify promising programs, we first sought the advice of the
Advisory Committee. Second, we contacted many of the individuals who had
responded with interest to an original OSPI notification that this project was being
undertaken and we sought their expertise. Third, we attempted to recontact the
agencies/programs that had been identified in an earlier OSPI effort in 2003 to
identify promising programs across the state (Exhibit 7). While some of those
identified in 2003 are thriving and listed here again, others no longer exist or
have significantly reduced capacity in the past four years. Successful contacts
with some of those individuals led to discussions with others. Fourth, we
contacted more than 160 school districts requesting their participation in a
telephone and email interview process to learn about what relationships existed
with the mental health system and what programs may be operating within
schools that address the mental health needs of children.

This list of programs and agencies does not account for all programs in the state
where mental health providers and schools coordinate or collaborate in the
delivery of services to children with severe emotional disturbances. Because of
the essentially local nature of these mental health and school collaborative
efforts, some valuable programs certainly were not identified in our search. But
whatever their size or capacity, these programs do represent an array of
approaches to service and funding solutions. Those programs funded solely by
Medicaid can only serve the Medicaid population. Programs with other sources
of funds may have capacity to serve children who do not meet access to care
criteria or are otherwise ineligible for service. Programs recommended as
potential models for other communities through this review include:

e School-based mental health services: Family Services Spokane: Funded
ointly by RSN/ Medicaid and Spokaneds East
(509) 838-4128
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e School-Based Health Centers (SBHC) in Seattle: Funding sources include
City of Seattle and multiple health insurance companies including
Medicaid. Seattle Public Schools provide facilities.

(206) 296-4987

e Family Support Centers Program: Funded by Tacoma Health Department,
Tacoma Public Schools, and Readiness to Learn.
(253) 571-1322

e Three Rivers Wraparound: Lutheran Community Services in Kennewick.
Funding sources for this program include RSN/Medicaid, United Way,
Childrendéds Administration, and Lutheran C
(509) 334-1133

o Day Treatment Program, Discovery School: Located in Jefferson County
Mental Health but funded by local school districts.
(360) 385-0321

e School-based mental health services: Spokane Public Schools as a
licensed mental health agency, funded by RSN/Medicaid.
(509) 345-5900

e School-based mental health services: Greater Lakes Mental Health
Center, funded by RSN/Medicaid and Clover Park School District.
(253) 620-5138

e At-risk intervention services: Skagit County Youth and Family Services,
funded by county revenue, grants, multiple school districts, and Readiness
to Learn.

(360) 336-9437

e School-based intervention services: Palouse Counseling Services, funded
by RSN/Medicaid and Safe and Drug-Free Schools.
(509) 334-1133

o Parent/School support and advocacy: A Common Voice for Parents of
Pierce County, funded by RSN/Federal Block Grant.
(253) 537-2145

e School-based mental health: Compass Mental Health, funded by RSN/
Medicaid and Island County.
(360) 682-4141

e In-homeser vi ces: Chil drenés Home Sogiety, Ch
funded by Readiness to Learn, United Way, and Developmental
Disabilities.

(509) 663-0034
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e School-based mental health services: Cascade Mental Health, funded by
RSN/Medicaid and schools.
(360) 740-8848

This list reflects multiple examples of good work achieved through collaboration
and cooperation between mental health and Ki 12. The best examples of
successful relationship and work are those achieved in closest proximity with
schools. Typically, those arrangements were achieved with multiple sources of
funding, however small, and the service provided extended beyond the limits of
Access to Care and other Medicaid criteria.

What do Professionals in Both Systems Cite as
Barriers to Relationship and Service?

The interviews with public mental health leaders and their counterparts in Ki 12
education showed agreement about a variety of barriers.

The Access to Care Standards.

Of interviews completed with mental health professionals, most of whom

were at the administrative level, about half saw these standards as a

major barrier to service provision and about half did not. Of interviews

completed with education professionals who had some familiarity with the

standards, the majority saw these as a significant barrier to service. One
mental health clinicaldi r ect or st ated, fANThese standaroc
schools because we canodét hel p coruacrht su.nd es s
Another mental health clinical director stated concern about educating

districts about access criteria by saying, fif districts understand how

narrow the systemis,i t mi ght have the effect of red
One Educational Service District nursing services program coordinator

stated, tidls often difficult to get kids in un
others had similar comments.

The Medicaid Waiver.

The narrowing of Medicaid rule structures in 2003 significantly reduced
services. Two clinical directors spoke about the inability to fully participate
in consultation, planning, and coordination related to Wraparound
services. The inability to serve a parent with mental illness who is above
100 percent of FPL, while serving that parent's child (who has a serious
emotional disturbance) who is at or below 200 percent FPL, was cited as a
barrier to service and the maintenance of good relationships. A senior
administrator in the RSN system stated, "We had a robust program until
Medicaid changed." Others in the nonprofit sector agreed the new
regulations that governed the waiver "changed everything."
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Children's Mental Health Work Force.

Personnel in both systems discussed the challenge of finding and keeping
qualified mental health staff. While this comment was especially reflective
of service delivery challenges in semi-urban and rural areas, the concern
was not confined there. Mental health administrators spoke of frustration
in finding employees with children's mental health certification. A senior
administrator in one RSN cited the absence of a single children's mental
health specialist in that entire region. Education and mental health
administrators both discussed the absence of psychiatrists, especially in
more rural areas. Many mental health providers shared frustration about
the insufficiency of trained bilingual, bicultural mental health therapists and
case managers.

Language Barriers: Lacking a Common Definition of iiMental Health. ©

Both systems spoke repeatedly about the absence of common orientation
and language in their work together. As stated, the mental health
profession is organized around diagnostic categories and the bio-psycho-
social influences associated with mental illness. The Ki 12 system is less
organized to the issue of causation than it is to the impact of particular
behaviors on student learning and achievement. Moreover, professionals
in both systems talk about the use of labels of convenience to qualify a
child for needed service, while acknowledging the ethical issues
associated with that practice. One individual with significant experience in
both systems stated the concern in the form of a question. "Where does
the behavior stop and the mental iliness begin?" Still others, in both
systems, spoke about mislabeling or misdiagnosing. One senior
administrator in the Ki 12 system stated, "A lot of the kids labeled as
learning disabled are not, strictly speaking, LD. They are behavior kids.
No wonder they have behaviors; look at the patterns of violence these kids
have experienced.” A mental health administrator made a similar
observation. "The ADHD label is overused because it is accessible. No

matter how we cut it i tds al l about

experience before any of us are in a position to help."
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IVV. Given the Challenges we Face,
How do we Move Forward?

During the last 25 years the mental health and Ki 12 literature related to children
with mental health has moved down similar and often connected paths. The
most prominent summative evaluations of this work have been produced by
multiple consortia led by University of South Florida, the University of Maryland,
and the University of California at Los Angeles. From these centers of activity
have come a series of proposals for creation of a formal, long term agenda to
create capacity within the Ki 12 system to respond to the mental health needs of
children as the clearest path toward removing barriers to learning and increasing
academic success.

In a 1989 report from Carnegie Council Task Force on Education of Young
Adolescents, the council made the following statement, "School systems are not
responsible for meeting every need of their students. But when the need directly
affects learning, the school must meet the challenge. " In the course of this
project, we encountered no one who disagreed with that statement. The
challenge is enhancing the resources and skills within the Ki 12 system to meet
its responsibilities within the boundaries of its mission.

The nature of mental iliness in childhood often involves its progressive
emergence as children are unsuccessful in meeting key developmental
milestones because of the emotional, behavioral, and cognitive challenges
inherent in their iliness. The resulting ambiguity about what is occurring and
what is needed to help manage the problem throws school personnel and
families into an often protracted process of problem solving with scant resources.
The absence of capacity in other public systems to intervene early in a range of
mental health problems children experience, places the Ki 12 system in the
difficult position of responding when they are not fully equipped to meet the
assessment and treatment demands of mentally ill students. This difficult and
often prolonged process of discovery means that the Ki 12 system must often
meet the fineeds that directly affect | earnin
whatever mental health resources they can create.

While this process of engaging neddsisprobl em o
often ambiguous, there are new methods and processes that school personnel

can use to make this management challenge more coherent and productive.

There are also established programs adapted to the school setting that provide

an evidence-based tool kit for helping schools help children learn to the best of

their ability despite the mental health challenges.

The major elements of this new approach include an evolution in considering
response to special needs students (Response to Intervention), the development
of integrated response models for mental health in schools, and a number of
empirically-supported specific curricula and intervention programs which provide
a continuum of potential actions to address mental health as a need that directly
affects learning.
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What is common to these approaches is acknowledgment that schools and
parents are at the center of addressing mental health challenges to learning.
Mental health professionals, including Title XIX mental health agencies, serve a
critical integrated role but, this role must be in the context of a school-based
response to improve learning outcomes.

With a focus on improving learning outcomes and the role of schools, these new
approaches cannot be implemented to scale without addressing the fundamental
resource question. The approaches outlined below do suggest some resource
strategies but these strategies involve realignment of existing resources and the
possibility of increased efficiencies. The universal opinion of the participants in
this project is that the systems of response for mental health as a learning need
are under-resourced. While the strategies that follow point us in a new direction,
public policy and investment has to address the fundamental gap between need
and response.

Rather than reproduce in detail a set of available resources, in the balance of this
resource manual we summarize the logic of RTI and introduce related practices
that form the basis for evidence-based and promising practices in implementing
actions to address mental health in schools. We point the reader to the readily
available resources that provide greater detail. In fall 2007, we recommend the
following resources as essential tools for orienting to and adopting the practice
recommendations from the field in school mental health:

e OSPI Using Response to Intervention (RTI)f or Washi ngtonoés
http://www.k12.wa.us/Curriculuminstruct/pubdocs/RT]I.pdf

e University of So-basdd MéntaloHealtld anEspirisat h o o |
Guide for Decision-Makers
http://rtckids.fmhi.usf.edu/rtcpubs/study04/SBMHfull.pdf

e UCLA School Mental Health Center/Center for Mental Health in
Schools
http://smhp.psych.ucla.edu/resource.htm

e National Technical Assistance Center on Positive Behavioral
Interventions and Supports (PBIS) National Technical Assistance
Center on Positive Behavioral Interventions and Supports (PBIS)
http://www.pbis.org/main.htm
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V. What is Response to Intervention?

In 2004, the IDEA was amended and broadly introduced a conceptual approach
to managing academic risk by proposing adoption of a Response to Intervention
(RTI) process of assessment and remediation. Integrated into the 2004
reauthorization of IDEA, RTI provides a method of approaching all barriers to
learning through a common strategy to all causes. While not originally intended
for application to severe emotional disturbances in children, RTI was introduced
to create an approach to screening, assessment, and intervention designed to
identify and reverse patterns of academic failure.

Response to Intervention is a district and building level management strategy for
organizing and delivering identification, assessment, and intervention that
ensures all students receive the best educational interventions matched to
individual need. In 2006, RTI was adopted in Washington State through OSPI as
a principal method of approaching school performance planning. These ideas
are at this time quite new and not in broad use across school districts. However,
in the literature on school-based mental health, there is consensus that RTI and
similar conceptual frameworks may offer the means to address problem solving
in a logical manner. These frameworks align with evidence-based practices
which unify the approach to educating special needs children with education
practices targeted to all children.

The concept of RTI closely mirrors the extensively tested public health
conceptual model which identifies three levels of population based interventions
designed to prevent the progression of illnesses or problematic behaviors. This
conceptual approach has been the structure in which most of the public health
gains of the past century have occurred. In public health, this continuum was
described for decades as a continuum from primary prevention (increasing
healthy behaviors in people without known risk) to secondary prevention
(increasing health in people with early indications of illness risk) to tertiary
prevention (management of established illnesses to maximize the health of
affected people). Recently, prevention theory has been reworked in a meeds
definedocontinuum of response to problems that includes formal interventions for
problems as one element of a range of actions (Institute of Medicine, 1994). In
this model, prevention actions are delivered through an integrated effort in the
community or school that include:

1. Services to funiversal audiencesoto protect against the emergence of
problems.

2. Services to iselective audiencesoto reduce risk of the development of
problems in people with known vulnerabilities.

3. Services to findicated audiencesowho already have been exposed to
injury.

Prevention activities are built on a common set of education and behavior
principles, but the nature of the intervention (intensity, duration, complexity, and
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definition of benefit) is determined by the level of individual risk, need, and level
of formal consent for treatment.

RTI involves adopting a method of planning w
Adoption of RTI likely will involve major shifts in approach to staff roles and the

planning process. As a result, the first step in implementation is developing an

administrative and staff consensus to align practice to RTI principles. Schools

and districts are asked to adopt training goals, team development, and

realignment of existing resources to support the RTI process. OSPI provides a

useful planning document to help schools evaluate and begin the process of

adoption of RTI. The following key elements are adapted from this OSPI

resource.

RTI organizes practice around three principles:

« High quality instruction and intervention, learning rate and level of
performance, and data driven decision making.

e Learning rate and performance refer to monitoring of progress against
baselines for the intervention and against peer typical progress to guide
determination of the success of the intervention.

« Data driven decision making means that schools have to progressively
align action to objective standards of progress.

High quality choices refer to evidence-based practice wherever possible. These

three principles are universally applied but as children fail to meet learning

benchmarks, the intensity, formality, individualization, and resource commitment

of resulting school actions increases with the aim of resolving or ameliorating the

chil dés | earning and behavioral probl ems.

Under IDEA, RTI can be applied as an assessment and management process
that leads children to qualify for special education services. But, RTI defines a
continuum of response which is fundamentally intended to address problems
whenever possible before learning and behavior deficits progress to the point
that special education referral is necessary, or if the needs of a child are so
severe, expedites the early and effective use of special education as a critical
learning resource.

RTI core practice guidelines are:

« All educational resources are applied to the education of all students.

e The choice of curricula and interventions for all students is based on
empirically-supported programs.

e Screening, assessment, and monitoring of need and progress is based on
valid and objective assessment criteria and tools.

e Students are supported through a set of tiered responses in which the
assessment and intervention strategies progressively are more targeted
and intensive to meet increasing need.

e At every significant decision point, parents are engaged as full partners.

e At every major decision point, decisions are based on data not opinion.
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RTI requires a systematic approach to children to support academic achievement
in a cycle of learning, managing, and improving response. This standard
treatment protocol (OSPI) ensures student decisions universally are planned and
recorded, involve specific curricula and strategies, and measures progress
against formal timelines. Most of this is deeply integrated into standard Ki 12
practice. But the emphasis in RTI is seeing these normal curriculum planning
and documentation steps as integrated sources of information used in the
systematic identification of children who may not be making adequate progress.

TIER |

RTI involves a three tiered system of response. Tier | involves universal
activities for all students with an emphasis on the highest standards for curricula
and student development programs based on available research. The Tier |
activities are organized around a core set of goals for the development of all
students but these core goals also form the goals and decision-making scaffold
for actions that may involve more specialized and intensive individual services.
As a result, the goals of universal Tier | activities are aligned fully with more
specialized services for students not making adequate progress. Tier |
interventions include strong core educational curricula, school climate and quality
of school life interventions, and universal social and behavioral skills education
like conflict management skills.

TIER II

Tier Il interventions are supplemental to universal school interventions defined in
Tier | and begin to target resources to students not making typical progress
academically, socially, or behaviorally. Tier Il activities are typically delivered in
small group programs, are relatively short in duration (97 12 weeks), and involve
frequent monitoring of progress. The ideal is that short targeted interventions
stabilize many students, address barriers to learning, and permit them to benefit
fully from universal school educational programs. However, if students do not
show improvement in Tier |l activities, they may cycle through additional Tier Il
strategies or be identified for movement to Tier Il level supports.

TIER 11l

Tier Il RTI interventions are applied when it is clear that student progress is a
significant concern, and the student has not benefited from less intensive Tier Il
interventions. Pathways into Tier Il RTI responses for behavioral and mental
health concerns typically involve either a crisis of behavior or progressive
problems with achievement that need to be assessed so that appropriate
interventions can be developed. Crises present an immediate point of
opportunity for coordination between schools and mental health provider
agencies. All children in Washington State have the right to crisis intervention
services. Part of effective RTI system development can include the protocol
development with mental health providers for the effective and prompt use of
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these services. The frustration expressed was when the level of crisis support
from Title XIX providers could not be sustained but the needs of the child, family,
and school continued. RTI presents a structure within which crisis management
resources may be employed and realistically managed.

Tier Il activities are more likely to involve individual or small student group
activities, be longer in duration (97 12 weeks), with the goal again of stabilizing
and improving the capability of individual students in need who demonstrate
benefit from more universal supports. The optimal outcome is the return of the
student to typical progress supported by universal school strategies and/or
universal and Tier Il supports. When Tier Il interventions do not result in the
resolution of the studentd shallenge to adequate progress, maintenance of Tier
[l interventions, referral to special education, or referral to 504 planning are the
recommended actions. Special education services and 504 plans provide in
ef fect t heofthedRUIrcantmuuin bfiresportse. Critically, RTI involves a
systematic series of remedial steps prior to the use of special education as a
school resource.

We would suggest that given eligibility constraints in the Title XIX mental health
system, it is when students do not profit from Tier Il activities related to emotional
and behavioral needs that alliances with mental health professionals are likely to
be most productive and sustained. If students meet Access to Care Standards,
conjoint treatment and education goal setting and planning, integration of mental
health services into IEP and 504 planning are steps that can support overall
intervention success. Again, RTI principles would lead us to view building these
protocols systemically rather than child-by-child as the appropriate goal under
school comprehensive plans. Mental health providers external to the school can,
with parental consent, also be important assessment and support aids in Tier I
and Tier Il interventions when a child has a preexisting mental health disorder
but is only recently beginning to show the learning problems that require
additional attention.

Parents are pivotal at all levels of RTI but how they are integrated practically
often falls short of the value they add. We would suggest some natural points of
alliance between schools and parents/caregivers. First, caregivers are the
critical source of information for effective assessment of need. Second, in most
Tier Il and Tier Il interventions, caregiver informed consent will be required, and
gaining informed consent presents an opportunity to extend the educational and
support goals of Tier Il and Tier Il programs. Third, the behavioral and mental
health needs of students rarely are isolated to the student as an individual. With
full recognition of the mission and boundaries of schools, effective assessment
and intervention planning will routinely involve assessment of parental and family

resource and referral needs i n sFinghport

engaging the parent fully as a partner in the wellbeing of the child is an integral
part of many of the evidence-based practices referenced below. Practical and
ethical demands move parents to the center of RTI planning.
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Tier Il and Tier Ill interventions minimally involve the realignment of existing
services but may also require identification or reprioritization of school resources
on a scale that is effective in improving overall school outcomes. A number of
the Washington State programs identified in this document have developed
alliances with public mental health agencies to support Tier Il and Tier Il services
while others have developed the internal capacity to support these services
through school-based nurses, counselors, and psychologists. Resource
strategies for expansion of services have achieved some modest but clear
success. These strategies involved expanding resources by strategic use of
grant programs, pooling resources across multiple schools or districts,
reprioritizing fixed resources within the district, and creating new local funding
through city or county investment. None of the programs felt the capacity they
developed addressed the need but there are successful, if modest, models of
how the resource problem has been at least partially addressed.

As a data driven strategy, RTI embraces universal screening in education as a
fundamental step to guide decision making. RTI is not prescriptive about
decision making but argues that we have to change the strategy of waiting for
deficits to emerge before we respond. Screening all students on a regular basis
is fundamental to proactive identification and early intervention. The logical
companion step for schools is routine monitoring of progress of individual
students. In this information guided strategy, RTI does not distinguish typically
developing and special needs children. Rather, the first principle of fall education
resources applied to all studentsois utilized in screening and monitoring of
progress. As a practical step in adoption of RTI, schools have to evaluate their
existing information management systems and staff literacy in use of information.
Information system development to support universal screening and monitoring
of progress is a priority goal i n the school
effectively adopted.

The development of the assessment system to support RTI aligns well with the
general movement to performance-based decision making in Ki 12. RTI
applications involve universal screening and monitoring of academic and
social/behavioral development as a foundation for planning. From this
foundation of routine assessment, diagnostic and targeted assessment of
specificprogr am | mpl ement ati on aramdunderstaddtieo Adr i | |
need and progress of children based on their struggle to progress at an adequate
individual pace and in line with their developmental peers. The implication in
adoption of RTI practice is that the management of more intensive and targeted
assessment is a resource applied as a phased data collection step to support
planning and not solely for the purpose of qualifying individual children for special
education.

In general terms, 80 percent to 90 percent of the population is able to benefit
f rom i u mpreverdgions@ploaches. In schools, these universal mental
health strategies involve adjustments to school climate that create an
environment supportive of safety, mutual respect, and fostering of self-respect
and self-efficacy in all students. Collectively, these activities contribute to the
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level of school connectedness students experience. In the school dropout and
truancy literatures, these school climate issues are predictive of individual
student adjustment. The balance of the child population may need more direct
support adjusted for the level of demonstrated need or vulnerability. Among
other students with progressively more demanding needs, 5 percent to 15
percent of the group may benefit from a more targeted intervention because
there is a clear need and risk of the problem progressing into a more chronic
concern, while 1 percent to 7 percent may require increased levels of service and
sustained support because the level of indicated need is extremely high and less
intensive and intrusive solutions have not succeeded (Sugai et al., 2002).

RTI is a planning structure that lays out a resource management and goal-driven
decision making process aligned with the common mission of schools. In RTI,
mental health needs are one aspect of this fundamental management to mission
responsibility of schools. RTI does not direct schools to specific methods but
rather to standards and procedures to guide decision making. Fortunately, in
recent years several closely related mental health in schools development
strategies have emerged with strong empirical supports but much more targeted
recommendations about the conceptual and programmatic tools available to
schools. These resources are significant for putting flesh on the bone of RTI and
its application to mental health in schools.

Currently some essential resources for any school or district addressing mental
health in an RTI context include the work addressing Positive Behavior
Interventions and Supports, the resource guides of the UCLA Center for Mental
Health in Schools, and the conceptual work of the University of South Florida.
These resources are readily available on the Internet and we have chosen not to
reproduce them here but to recommend them as the next step beyond this
document.

Finally, while new work emerges every year, there is now a set of empirically
supported school-based programs available for integration with the three tier RTI
model for provision of phased interventions. Access to these programs is also
readily available on the Internet. Detailed descriptions, analysis of their research
support, and directions to authors and publishers are available. We have again
chosen to direct readers to these extensive resources rather than reproduce
them in this document.

Key resource Web sites are:

e SAMHSA Model Programs
http://www.modelprograms.samhsa.gov/

e U.S. Department of Education What Works Clearinghouse
http://ies.ed.gov/ncee/wwc/
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Are There Performance Goals to Which Both Systems Can Aspire?

The 2003 Examples of Activities That Promote Promising Practices (Exhibit 7)
was developed with the intent of guiding developmental movement across both
systems. The Advisory Committee felt it contained important elements
associated with creating effective collaborations between mental health services
and schools. However, the committee was concerned that in the face of current
capacity limitations and fragmentation within the systems, several of the
elements in the document may be overly ambitious and global. But rather than
discard or replace the 2003 document, the committee was unanimous in its
support of recommending a clearer emphasis on practices associated with the
delivery of mental health services in closest possible proximity with schools.

The movement toward establishing SBHCs is influencing how school-based
services are conceptualized and how infrastructure is developed. In the spring of
2007, the National Assembly on School-Based Health Care developed a
Planning and Evaluation Template to apply to delivery of mental health care in
schools (Exhibit 8). While this document is as ambitious as the 2003 Promote
Promising Practices document, it is more specific in its focus on Ki 12 and
clearer in the identification of steps to be taken toward establishment of mental
health services in schools. While there is some overlap between the two
approaches, such as emphasizing the role of parents in the delivery of mental
health care, the emphasis is different and more targeted to integration of services
in Ki 12 environments.

Thecommi tt eeds recommendation is that t hese d

RTI can represent a framework for shared performance goals. Tier Il and Tier Il
interventions create a framework for schools to determine if they want to partner
for delivery of these services or build internal capacity. If the decision is to
partner, then mental health providers, including Title XIX mental health agencies,
represent significant content expertise in the development and delivery of these
targeted services. For mental health agencies, the ability to have small to
medium sized contracts can be a critical part of expanding their mission and
presence in the community as not for profit agencies.
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VI. Review of Literature

In the review of literature (Exhibit 9), the effort was made to identify the best and
most current information related to financing, directions for policy and program
development, and evidence-based intervention strategies related to the
relationship between mental health and schools. The Advisory Committee asked
that specific attention be given to the issue of parent and family engagement.
Though none of the articles included in this review have titles that direct the
reader® attention to the specific topic of parent engagement, the central
importance of this matter is thoroughly embedded in many of the cited articles
and papers.
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Exhibit 1

Minutes of the
Advisory Committee
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RTI Advisory Board Meeting

Members Present:
David Crump
Coordinator

Spokane Public Schools

Terry Knowles
Education Specialist
Clover Park School District

Abbie Pack

Asst. Director of Special Ed.

South Kitsap School District

Melissa Robbins
Mental Health Coordination
Vancouver School District

Teresa Wright

Director

Youth and Family
Spokane Public Schools

TJ Cosgrove

Program Manager
Seattle/King County Health
Department

Mike Hickman
Assistant Superintendent
ESD 113

C.H.E.F. Center, SeaTac
Friday, May 25, 2007

Meeting Minutes

Karen Trayler Marge Critchlow
Parent Parent
A Common Voice

Jack A. Maris Ann Allen

Vice President Director

CWCMH ESD 105 (Yakima)

Kelli Hoekstra Kris Rathbun

Program Manager Program Manager
PSESD Clarkston School District

Tracy Wilson
Asst. Director Special Ed.
Pasco Schools

Chris Tobey
Superintendent

Youth and Family Services
Skagit County

Teague Griffith
Coordinator
Spokane Washington State University

Roy Harrington
Senior Research Associate
Washington State UniversityfiSpokane

Roy Harrington framed the groups tasks by reviewing the Statement of Work, the
intent of the Project, its relationship to legislation and other work from 2003, the
involvement/oversight of the Mental Health Transformation Grant, and materials
which have been developed to date. Ron Hertel from OSPI is the Program
Manager for this project with a co-partnership inside the DSHS Mental Health

Division with Judy Gosney.
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RCW 71.36.040(3)requi r es OSPI and DSHS to Ajointly id
where mental health and education systems coordinate services and resources

to provide public mental heal th care for <chi
OSPI and DSHS t o 0 wo roknatioroapaittthese approaches har e i nf
with other school districts, RSNs, and state agencies. 0

It& the purpose of this project is to fulfill those requirements as outlined in the
Statement of Work which contains several deliverables.

1. Convene an Advisory Group to modify, refine and rework two documents
which were used in 2003 to gather information about mental health
services that are provided in schools across the state. Meetings of the
Advisory Committee related to this purpose are to be concluded by June
30, 2007.

2. Complete a literature review of accepted best practices associated with
the delivery of mental health services in schools and identify current
information about the use of RTI principles/practices that focus on the
mental health/student performance relationship and address student
mental health needs.

3. Create a resource manual that reflects the findings associated with
number two above and submit a draft to OSPI by July 15, 2007.

4. Develop and broadly disseminate informational material designed to
recruit potential trainers, representative of education, mental health and
appropriate others.

5. In consultation with the Advisory Committee, develop a strategy and
implementation plan, using the train-the-trainers approach. To deliver
curriculum developed to share the resource manual, and disseminate
information about best practices/promising approaches for the delivery of
ment al health services in Washingtonds sc
include a subsection devoted to the use of RTI principles in the delivery of
mental health services.

6. The training shall take place in each of the nine geographical ESD regions
in the state and shall be delivered to a minimum of 100 individuals.

7. The project will submit a call for presenters proposal for the 2008 OSPI
conference.

8. At the conclusion of the project, a report will be submitted to OSPI that
describes project success and achieved scope. The report is to include a
subsection focused on the policy implications of the work completed.

While the SOW specifies additional details and due dates related to the project,
these are the primary highlights:

Each of the Advisory Committee members has a copy of the SOW.

To begin the discussion, the committee identified four groups of students that are
relevant to the discussion of mental health services and schools.
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Group one: Has medical coupon (Title XIX-Medicaid) and meets the Access to
Care Standards as to the severity and chronicity of problems.

Grouptwo:Has medi cal coupon but doesnoét
Group three: No medical coupon and no health care coverage.

Group four: This is a child with private health care/insurance. While this group
may seem to come from families with resources to address mental health
concerns, schools often encounter barriers to service. Some examples of
common obstacles are:

¢ Private insurance for MH care is usually not comprehensive and benefits
are often used up very rapidly.

e Health Insurance Portability and Accountability Act (HIPAA) and the
Federal Educational Rights and Privacy Act (FERPA) are statutes that
must be accounted for in accessing service.

¢ Some families with coverage are unable to access care due to cost of co-

pays.

While the outline of the Statement of Work identifies the focus of work to
Category one, it is difficult to engage meaningful discussion about the issue of

mental health in schools if the other three categories are ignored. A focus solely
on the first category in the context of the statement of work may serve to identify
promising and evidence based practices implemented as a result of collaboration

between schools and the Medicaid/mental health system, but additional
promising and evidence based practices have been developed at the local level
as a result of Ki 12 collaborations with local government and private sector

funding sources to serve the mental health needs of some children, particularly in

categories two and three.

The group recognized a series of overall constraints within systems which create

significant barriers to the development of adequate mental health services in
schools.

e Multiple program development/demonstration grant opportunities (e.g.
Safe School Healthy Students) are used to create promising or evidence

based practices within schools. It is usually the case that services created

are not sustainable within the current funding climate.

e Schools are seeing more and more children in crisis and, invariably, each

of them have a family in crises.

¢ Mental health issues in these children, by definition, must be addressed
before teachers have a chance to address learning.

e Schools clustered around military bases are watching kids fall apart on a
daily basis.
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e Teachers must be trained to understand they are teaching to kids who are
in crises.

e Existing funding streams in either Ki 12 or the MH systems are not
responsive to these issues.

It was suggested that three broad issues be considered in approaching this work.
The first is to address the lack of clarity that exists within the Ki 12 and
Medicaid/mental health relationship and create curriculum to make those realities
as transparent as possible. There are current examples of good work t h alieéns
achieved in schools using the Medicaid/mental health funding stream and those
should be identified and described. The second is to describe other collaborative
financing methods that have been developed within districts to create capacity to
serve mental health needs of students. The third is to identify issues within the
Ki 12 and Mental Health relationship, whether practical or philosophical, that can
interfere with creating capacity. Recognizing and understanding those may help
create a roadmap for proceeding with this task and making policy
recommendations at the conclusion of this work.

There was a brief discussion about resources the group might like to refer to as it

forms an approach to the work. Those included referencing the work of E.M.

Rogers and his 1962 work Diffusion of Innovations, Mal col m Gl adwel |l 6s 20
book The Tipping Point, the UCLA Center for Mental Health in Schools Web site,

and the Minnesota Center Against Violence and Abuse (MINCAVA) Web site.

The latter two are probably the broadest and deepest Web sites available related

to those issues that shape context for this project.

The group then began a general discussion about a series of practical issues that
must be considered as curriculum is developed and as an approach to
training/implementation is shaped.

¢ How will presenters of curriculum be received by the audience? This may
vary from building to building and may depend on the credentials of the
presenter.

¢ How will presenters know what the audience knowsfiwho is the target
audience?

e There was consensus among the group that most Ki 12 personnel do not
understand how to access the public system. They have no idea about
the meaning of Access to Care, and are often frustrated in the process of
getting students into services.

e It was suggested that some of the training be targeted to Ki 12 policy level
personnel and that some of the trainers should be policy level staff. Some
school districts have had issues with their RSN.

e |tisfelt that application of Access to Care Standards varies from RSN to
RSN and from service agency to service agency. Part of the task is to
create complete transparency around this issue for school personnel and
for parents.
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e The group wondered if data was available, what percent of children
referred actually meet AccesstoCareSt andar ds . (RSN6s and
Health Division have data about who is referred and whether they get into
the system, but there probably is no clear/consistent data associated with
which district facilitated a referral. Districts have no consistent data about
the level of unmet need).

e Training must help create clarity around FERPA and HIPAA and how
these two sets of confidentiality regulations interact.

e The final question raised regarding the train-the-trainer curriculum is, what
is the benefit? If there is no perceived benefit, finding an audience will be
difficult.

The group commented about the tight timeframe for project deliverables,
especially in light of the need to interview district personnel who will be existing
for much of the summer in late June. That said, the group agreed to work to the
timelines and only ask for extensions if due dates were crowded by the realities
of the work or inability to contact and interview key informants.

One of the central issues that must be accounted for as this project gets
underway, is the central role of parents in achieving student success, especially
when students are confronted with multiple problems that do not easily fit into
either the Ki 12 or mental health service paradigms. Parents are often in the
position of being forced advocate into both systems on behalf of their children,
and it is often that the role of fadvocateois seen as fadversary.o It was also
acknowledged that while the position is difficult and uncomfortable parents who
have the skill and determination to challenge systems, it is often an impossible
task for a large number of parents who do not have that requisite skill and
competence. Parents say they are often told by both Ki 12 and mental health
personnel who the professionals are and that parents should defer to those
professional judgments. This issue is complicated by the fact that schools have
responsibility for all children irrespective of the issues those children bring into
the educational setting, and the publicly funded mental health system is only
responsible for that fraction of children who meet short term emergency criteria
or the relatively stringent Access to Care Standards. Thus parents, school
personnel, and mental health personnel are often in positions where there is
conflict among varying sets of expectation, need, regulation, and funding in
environments where the accountability expectancies are extraordinarily high,
despite diminishing resource levels in some school and mental health agencies.

The group discussed a variety of challenges within the foregoing context.
e Targeting schools for training and awareness building is one thing, but

including others (i.e. parents) can increase the complexity of the training
challenge.
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e Attempting to discuss realities associated with obtaining adequate service
within categorical Title XIX funding framework in the face of WASL
expectations may create a sense of dissonance for Ki 12 staff.

¢ In some locations there have been role conflicts/territoriality between
school-based mental health therapists and school counselors.

¢ In some locations there is concern that if mental health services are
provided within schools a precedent is set whereby schools become
responsible for the delivery of mental health services.

e Understanding building cultures is essential in creating capacity for the
delivery of mental health services in schools.

e Even when schools achieve success in engaging families in the process of
referral for services, many families are unable to follow through and
children remain unserved.

e While many schools have embraced the role of parents as a necessary
ingredient in addressing mental health needs of students, many parents
continue to experience difficulty.

Notwithstanding the multiple challenges that exist within the system, or because
of them, there appears to be a growing interest in the overall Ki 12 system to
increase engagement with the social/emotional dimension of students. There is
growing recognition that creating more effective/stronger relationships with
fchallengingostudents it is not likely that test scores will improve, or that
truancies and dropouts will be abated. The accountability pressures to improve
test scores seems to be creating greater openness to recognizing the multiple
behavioral and emotional dimensions students bring with them to schools daily.

In terms of identifying targets of opportunity for the training and how to approach
them the group generated several ideas:

e In order to achieve success, the train-the-trainers curriculum must include
teaching mental health providers how to approach the Ki 12 system, and
then teaching the Ki 12 system how to approach the mental health
system.

¢ Discussion/training about mental health services has to create
transparency around the Medicaid system in each jurisdiction, including
specific, honest discussion about local service capacity.

e Presentation must be broadly relevant to the issue of the mental health
needs of many students, not just those fortunate enough to receive
Medicaid services.

e There is no substitute for informal dialogue as a way to decrease barriers.
Understand that WASL pressure has created greater willingness and
openness.

e I dentify which school communities
committees and use their experience to inform curriculum work. Might be
wise to pilot curriculum there as well.
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Present the curriculum as another resource to use in working with
students.

Begin with communities that have a pattern of collaborative relationships
where multiple agencies have credibility with one another.

Understand how it is local districts creating relationships and advocacy
with their local government. Look to those where local funds have been
applied to health needs of children in schools (Seattle).

Present the work in a context of improving the health and well being of
students.

Discuss the social/lemotional dimension of students as a key ingredient in
achieving better WASL performance.

Identify communities with countywide safety assessment collaboratives
(Skagit).

During the last few minutes of the meeting the group turned its attention to
discussion of things that seem to be working well.

Pasco hires mental health providers to come in to the school for the
special education students once a week.

Skagit offers crisis response and intensive case management that is
funded by the County, Readiness to Learn and Safe Schools dollars.
Students have met Access to Care Standards and the program has
reached capacity with fourteen case managers serving 50 individuals.
The Family Support Center in Pierce has been working in conjunction with
Readiness to Learn and the Health Department. With those partners they
have given services to the Title XIX children in their seven school districts.

Some other positive practices from the group include:

Special education funds pay for a full time social worker for those children
in Pasco.

Wrap Around services are funded through Medicaid in Yakima.
Prevention services for children in Clarkston.

There is a FAST team for family assistance in Pierce County.

Also in Pierce County Parent Partners are funded through the local RSN.
Their mental health provider hires the partner for each family.

Some have access to the Tom Dudley Counseling Fund. If the child that
is in crisis qualifies for free or reduced lunch they are eligible for help.
This fund offers $1,000 per student for those who qualify.

Spokane Public Schools is a licensed mental health provider in its own
right.

Some other relationships that have worked with non-Medicaid children include:

Partnering with an early education team and working with the 07 5 age
group.
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e The Safe Schools program for both PSESD and ESD 101.
e The Express program during the summer.
Districts and other public entities in Pierce respond rapidly when
opportunities materialize, but mental health projects tend to come and go.
Sustainability is a major problem.
e Cross training of partners helps to develop partnerships and better
services when the all the parties involved are on the same page.
e In Seattle and King County they have f
owel l nessdé instead of the usual &édment
e Vancouver uses district paid mental health staff to support families and
students as they move through multiple referral processes and seek
services.

oun
al

The group then discussed a variety of ideas about how to conduct and complete
survey questionnaires related to whatd s wo r k i n,gvhatthe proneisng | vy
practices are, and how they are funded. There was agreement that the survey
and methods used to complete it in 2003 needed to be improved. Generally the
group liked the approach taken by the National Assembly on School Based
Health Care. Ideas ranged from developing a short list of questions and sending
it out across multiple list serves, to doing more targeted interviews with specific
individuals and agencies. The Washington State University Spokane staff will
take these ideas back and develop a proposal for the group to consider.

The group will meet next on June 25, 2007. We will meet again at the
Comprehensive Health and Education Foundation, just 3 miles south of SeaTac.

Among other things, the agenda will include:

e How RTI Principles might be adapted to the behavioral and mental health
needs of students.

o Current status of the literature review and the resource manual.

e Discussion about how to complete interviews with school administrative
staff during July and August.

e Formatting of curriculum to be rolled out in September.
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Mental Health and Schools/Response to Intervention
Advisory Board Meeting
C.H.E.F. Center, SeaTac
Wednesday, July 18, 2007

Minutes

Members Present:
Kelli Hoekstra Melissa Robbins David Crump
Puget Sound ESD Mental Health Coordinator Coordinator

Vancouver School District Spokane School District
Tracy Wilson Ann Allen Marge Critchlow
Assistant Director Special Education Director Parent
Pasco School District ESD 105 A Common Voice
TJ Cosgrove Abbie Pack
Program Manager Assistant Director of Special Education

Seattle/King County Health Department South Kitsap School District

Judy Gosney Ron Hertel

Mental Health Division Program Supervisor OSPI
Teague Griffith Roy Harrington
Coordinator Senior Research Associate

Washington State University Spokane Washington State University Spokane

Members Absent:

Terry Knowles Kris Rathbun Jack A. Maris

Education Specialist Program Manager Vice President

Clover Park School District Clarkston School District Comprehensive Mental Health
Chris Tobey Theresa Wright Karen Traylor

Youth and Family Services Director Parent

Skagit Youth and Family Services Youth and Family Services

Lynn Nelson
ESD 113

(Note: July and August are poor times to schedule statewide meetings,
especially for Ki 12 personnel. Absences were a function of family
priorities and the need for rest and recuperation).
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The minutes from the last meeting were presented again, reviewed, and
accepted.

The meetingbds ageboldletteisss i denti fied in
1. Response to Intervention

Tonya Middling, OSPI&s Learning | mprovement
Point she developed for discussion/presentation of RTI and Behavior with Ki 12
personnel.

2. Current status of the Literature Review and the Resource Manual
(see draft review of literature attached).

The effort was made to confine most of the content which meets an evidence
based standard. The committee was generally pleased with the current status of
the literature review.

The group suggested that information about E B P telated to Adjustment

Disorders, Reactive Attachment, and Trauma be included. It was recommended

that adverse childhood experiences study references also be included related to

the Adverse Childhood Experiences Study. Sources should also be included

related to community and partnership and tea
ABeyond Fat Cityo curricula werucal so r ecomn
Conversations. ltwasst at ed t hat APreparing for the Drt
|l isted in the SAMSHA promising approaches si
The group also recommended that specific references be found to

support/enhance greater understanding in the K 12 system about the need to

invite and support parental involvement in schools.

3. Organization/Structure of the Resource Guide to be rolled out in
September.

The draft outline for the Manual/Resource Guide is reproduced below. Those
items in parentheses reflect observations/comments/recommendations of the

group.

I. Executive Summary
e Overview of work process and key findings/recommendations
e (Specific statements must tie improvements in mental health/behavior to
achievement.
e The overall issue of well being needs to be discussed in context with
improved test scores).
II. What is Mental Health?
e Incidence and prevalence rates.
e The four groups of children.
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o Putting the issue in context; special education, 504, Bl, other groups.

e Individual and collective responsibilities of the MENTAL HEALTH and
Ki 12 systems.

o (Make certain to clarify the differences among a mental health diagnosis,
mental health issues, behavior, i.e., differences between a child who may
be clinical depressed and one who is withdrawn and sad. Discuss the
relationship between the public and private systems; the issue of parity.
Clarify that to the degree prevention dollars exist, they reside with DOH).

lll. Approaches taken to bringing Mental Health into proximity with Ki 12

e What are the promising approaches in Washington?

e Results of interviews withonethirdof Di stricts; whatodos the
awareness?

o (ldentify common barriers, including the issue of language, e.g. Case

« Management, roles).

IV. Review of Literature

e (Include references to Innovation and Change as related to barriers in this
section).

V. Implications for Practice

e Access and help seeking behavior.

e Social factors/determinants as a context for engagement with children and
parents.

e Theories of change and stages of change as they relate to learning and
learning supports.

o (Discuss parental involvement and Wraparound in this section, Positive
Behavior Supports. Identify other potential partners, such as school
based health centers).

4. Discussion/Advice about who to involve in the Ki 12 Survey.

The intent of the survey is to discover the level of relationship that exists between
districts and mental health systems, and those approaches being used to
address mental health concerns and behavior. Two significant determinants
related to identifying perceived mental health need are poverty and ethnicity.
Based on school report card data, all districts have been divided into nine cells
reflecting the range from highest poverty to lowest Caucasian ethnicity, to lowest
poverty highest Caucasian ethnicity. One third of districts from each cell will be
randomly chosen and interviewed using the interview protocol which was
reviewed earlier by the committee.

The committee advised that calls to districts be kept as brief as possible, and that
they be targeted to personnel who occupy positions in special services, school
counseling, school nursing, student services/support, and school superintendents
or assistant superintendents. The committee also advised that these calls have
to take place in the last three weeks in August or be delayed until October.
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Exhibit 2

Regional Support
Networks/Publicly Funded
Mental Health Agencies
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Regional Support Networks of Washington
Including Mental Health Agencies
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Chelan-Douglas Regional Support Network
Serving Chelan and Douglas Counties

636 North Valley Mall Parkway, Suite 200
East Wenatchee, WA 98802-4875

(509) 886-6318

Toll Free: 1-877-563-3678

Ombuds Services: 1-800-495-5178

24-Hour Crisis Line: 1-800-852-2923
http://www.cdrsn.org

Catholic Family and Child Services

23 S. Wenatchee Avenue, Suite #320
Wenatchee, WA 98801-2263

(509) 662-6761

Alternative languages available: Spanish

Columbia Valley Community Health-Behavioral Health Services
701 N. Miller Street

Wenatchee, WA 98801-2086

(509) 662-7195

Alternative languages available: Spanish

Children's Home Society

1014 Walla Walla Avenue

Wenatchee, WA 98801-1523

(509) 663-0034

Alternative languages available: Spanish
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Clark County Regional Support Network
Serving Clark County

PO Box 5000

Vancouver, WA 98666-5000

Toll Free: 1-800-410-1910

Ombuds Services: 1-866-666-5070
24-Hour Crisis Line: 1-800-626-8137
http://www.clark.wa.gov/mental-health

Catholic Community Services

9300 NE Oak View Drive

Vancouver, WA 98662-5257

(360) 567-2211

Alternative languages available: American Sign Language, French, Russian, and
Spanish

Children's Center

415 W. 11th Street

Vancouver, WA 98666-0484

(360) 699-2244

Alternative languages available: Russian and Spanish

Children's Home Society
309 W. 12th Street
Vancouver, WA 98666-0605
(360) 695-1325

Columbia River Mental Health Services

6926 E. Fourth Plain Boulevard

Vancouver, WA 98661-7254

(360) 993-3000

Alternative languages available: American Sign Language, Cambodian, Chinese,
French, German, Korean, Laotian, Russian, Spanish, Tagalog, Taiwanese, Thai,
and Vietnamese

Family Solutions

1104 Main Street, Suite 500

Vancouver, WA 98660-2972

(360) 695-0115

Alternative languages available: Spanish

Mental Health Northwest

1601 E 4th Plain Blvd, Bldg. A-8
Vancouver, WA 98668-1845
(360) 906-8336

Southwest Washington Medical Center
3400 Main Street

Vancouver, WA 98668-1600

(360) 696-5300
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Grays Harbor Regional Support Network
Serving Grays Harbor County

2109 Sumner Avenue

Aberdeen, WA 98520-3699

(360) 532-8665

Toll Free: 1-800-464-7277

Ombuds Services: 1-888-816-6546
24-Hour Crisis Line: 1-800-685-6556
http://lwww.ghphss.org/page.aspx?id=99590

Behavioral Health Resources

575 E. Main Street, Suite C

Elma, WA 98541-9551

(360) 482-5358

Alternative languages available: Spanish

Crisis Clinic

615 8th Street
Hoquiam, WA 98550
(360) 532-4357

Evergreen Counseling Center 205 8th Street
Hoquiam, WA 98550-2507

(360) 532-8629

Alternative languages available: Spanish
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Greater Columbia Behavioral Health Regional Support Network
Serving Asotin, Benton, Columbia, Franklin, Garfield, Kittitas, Klickitat, Skamania,
Walla Walla, Whitman, and Yakima Counties.

101 N. Edison Street

Kennewick, WA 99336-1958

(509) 735-8681

Toll Free: 1-800-795-9296

Ombuds Services: 1-800-257-0660

24-Hour Crisis Lines:

Asotin: 1-888-475-5665

Benton-Franklin: 1-800-783-0544

Columbia: 1-800-734-9927

Garfield: 1-888-475-5665

Kittitas: (509) 925-9861

Klickitat: (509)733-5801/1-800-572-8122

Skamania: (509) 427-9488

Walla Walla: (509) 522-4278

Whitman: 1-866-871-6385

Yakima: (509) 575-4200/1-800-572-8122

Yakima Children: (509) 576-0934 or 1-800-671-5437
http://www.gcbh.org

Benton/Franklin Counties Crisis Response Unit
2635 W. Deschutes Avenue

Kennewick, WA 99336-3004

(509) 783-0500

Alternative languages available: Spanish

Blue Mountain Counseling- Dayton, Columbia County
221 E. Washington Avenue

Dayton WA 99382

(509) 382-1164

Catholic Family and Child Services
5301 Tieton Drive, Suite C

Yakima, WA 98908-3478

(509) 965-7100

Alternative languages available: Spanish

Central Washington Comprehensive Mental HealthfiYakima, Yakima County
402 S. Fourth Avenue

Yakima, WA 98907-0959

(509) 575-4084

Alternative languages available: Spanish
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Central Washington Comprehensive Mental HealthfiEllensburg, Kittitas County
220 W. 4th Avenue

Ellensburg, WA 98926

(509) 925-9861

Central Washington Comprehensive Mental HealthfiSunnyside, Yakima County
1319 Saul Road S.

Sunnyside, WA 98944

(509) 837-2089

Central Washington Comprehensive Mental HealthfiGoldendale, Klickitat County
112 W. Main Street

Goldendale, WA 98620

(509) 773-5801

Central Washington Comprehensive Mental Healthfiwhite Salmon, Klickitat
County

251 Rhine Village Drive

White Salmon, WA 98672

(509) 493-3400

Garfield County Human Services
856 W. Main Street

Pomeroy, WA 99347

(509) 843-3791

Inland Counseling NetworkfiWalla Walla, Walla Walla County
225 Woodland Ave

Walla Walla, WA 99362-3002

(509) 525-3278

Inland Counseling Networkfi Dayton, Columbia County
221 E. Washington Avenue

Dayton, WA 99328

(509) 382-2527

Inland Counseling NetworkfiDayton, Columbia County
213 W. Clay Street

Dayton, WA 99328

(509) 382-2525
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Lourdes Counseling Center

1175 Carondelet Drive

Richland, WA 99352-3396

(509) 943-9104

Alternative languages available: Fijian, Hindi, Meman, Punjabi, Spanish, and
Urdu

Lutheran Community Services Northwest
3321 W. Kennewick Avenue, Suite 150
Kennewick, WA 99336-2959

(509) 735-6446

Nueva Esperanza Community Counseling CenterfiLa Clinica
720 W. Court Street, Suite 8

Pasco, WA 99301-4178

(509) 545-6506

Alternative languages available: Spanish and Toisan

Palouse River Counseling Center
340 NE. Maple

Pullman, WA 99163

(509) 334-1133

Rogers Counseling Center
900 7th Street

Clarkston, WA 99403-2058
(509) 758-3341

Senior Solutions

5 W. Alder, Suite #328
Walla Walla, WA 99362
(509) 527-0566

Skamania County Counseling Center
Skamania County Health Services Center
683 SW Rock Creek Drive

Stevenson, WA 98648

(509) 427-9488

Sunderland Family Treatment Services
8656 W. Gage Boulevard, Building C
Kennewick, WA 99336-8120

(509) 736-0704
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Walla Walla County Department of Human Services
310 W. Poplar

Walla Walla, WA 99362

(509) 527-3278

Alternative languages available: Spanish

Yakima Valley Farm Workers Clinic Behavioral Health ServicesfiYakima, Yakima
County

918 E. Mead Avenue

Yakima, WA 98903-3720

(509) 453-1344

Alternative languages available: Spanish

Yakima Valley Farm Workers Clinic Behavioral Health ServicesfiToppenish,
Yakima County

518 West 1st Avenue

Toppenish, WA 98948-1564

(509) 865-5600
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King County Regional Support Network
Serving King County

821 Second Avenue

Seattle, WA 98104

(206) 296-5213

Toll Free: 1-800-790-8049

Ombuds Services: 1-800-790-8049
24-Hour Crisis Line: 1-866-427-4747
http://www.metrokc.gov/dchs/mhd/

Asian Counseling and Referral Services

720 8th Avenue S. Suite 200

Seattle, WA 98104-3034

(206) 695-7600

Alternative languages available: Cambodian, Cantonese, French, H'mong,
llocano, Japanese, Korean, Lao, Mandarin, Mien, Samoan, Tagalog, Thai,
Taiwanese, Viethamese, and Visayan

Children's Hospital and Regional Medical Center Front Desk
4800 Sand Point Way NE

Seattle, WA 98105-0371

(206) 987-2000

Intake (New Patients Only): 206-987-3560

Alternative languages available: American Sign Language

Community House Mental Health

431 Boylston Avenue E.

Seattle, WA 98102-4903

(206) 322-2387

Alternative languages available: Spanish

Community Psychiatric Clinic

4319 Stone Way N.

Seattle, WA 98103-7490

(206) 461-3614

Alternative languages available: Chinese, French, German, Japanese, Spanish,
and Tagalog

Consejo Counseling and Referral Services
3808 S. Angeline Street

Seattle, WA 98118-1712

(206) 461-4880

Alternative languages available: Spanish
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Downtown Emergency Service Center
507 3rd Avenue

Seattle, WA 98104

(206) 464-1570

Alternative languages available: Spanish

Evergreen Healthcare

2414 SW Andover Street D-120
Seattle, WA 98106

(206) 923-6300 or 1-800-548-0558

Harborview Mental Health Services

325 9th Avenue

Seattle, WA 98104-2499

(206) 731-3411

Alternative languages available: French, llocano, Spanish, and Tagalog

Highline/West Seattle Mental Health Center

2600 SW Holden Street

Seattle, WA 98126-3505

(206) 248-8226

Alternative languages available: Interpreters for any language available on
request

Sea-Mar Community Health Center
8720 14th Avenue S.

Seattle, WA 98108-4896

(206) 762-3730

Alternative languages available: Spanish

Seattle Childrenb6s Home

2142 10th Avenue W.

Seattle, WA 98119-2899

(206) 283-3300

Alternative languages available: American Sign Language, Greek, Spanish, and
Viethamese

Seattle Counseling Service for Sexual Minorities
1216 Pine Street, Suite 300

Seattle, WA 98101

(206) 323-1768

Email: info@seattlecounseling.org
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Seattle Mental Health

1600 E. Olive Street

Seattle, WA 98122-2799

Other branches can be located in North Seattle, Bellevue, Redmond, Renton,
Kent, Auburn, and Snoqualmie.

(206) 324-0206

Alternative languages available: American Sign Language, French, Gaelic,
German, Hebrew, Hindi, Japanese, Mandarin, Russian, Spanish, Tagalog, and
Taiwanese

Therapeutic Health Service, Rainier Beach

5802 Rainier Avenue S.

Seattle, WA 98118-2706

(206) 723-1980

Alternative languages available: Amharic, Cambodian, French, Japanese,
Luthyia, and Swalhili

Valley Cities Counseling and ConsultationfiAuburn, King County
2704 | Street NE

Auburn, WA 98002-2498

(253) 939-4055

Alternative languages available: Czech, French, German, Punjabi, Russian, and

Spanish

Valley Cities Counseling and ConsultationiiFederal Way, King County
33301 1st Way South

Federal Way, WA 98003-6252

(253) 835-9975

Valley Cities Counseling and ConsultationfiKent, King County
325 W. Gowe Street

Kent, WA 98032-5892

(253) 939-4055

YMCA Mental Health Services
909 Fourth Avenue

Seattle, WA 98104

(206) 382-5340
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North Sound Mental Health Administration Regional Support Network
Serving Island, San Juan, Skagit, Snohomish, and Whatcom Counties

117 N. 1st Street, Suite 8

Mount Vernon, WA 98273-2858

1-888-693-7200

Toll Free: 1-800-684-3555

Ombuds Services: 1-888-336-6164

24-Hour Crisis Line: 1-800-584-3578

http://www.nsrsn.org

Associated Provider Network

(Regional Access System for Entire Region)
Bridgeways

1220 75th Street SW

Everett, WA 98203

1-888-693-7200 or (425) 513-8213

Catholic Community ServicesfiMount Vernon, Skagit County
320 Pacific Place

Mount Vernon, WA 98273

(360) 416-7546

Catholic Community ServicesiiBellingham, Whatcom County
1133 Railroad Avenue

Bellingham, WA 98225

(360) 676-2164

Compass HealthfiEverett, Snohomish County

4526 Federal Avenue

Everett, WA 98203-8810

Toll Free: 1-800-457-9303

Alternative languages available: American Sign Language, Arabic, Bosnian,
Cambodian, Cantonese, Farsi, French, Japanese, Korean, Mandarin, Romanian,
Russian, Spanish, Tagolog, and Ukrania

Compass HealthfiCamano Island, Island County
127 NE Camano Drive

Camano Island, WA 99133

(360) 678-5555 or (360) 312-4868

Alternative languages available: Spanish

Compass HealthfiFriday Harbor, San Juan County
820 Guard Street

Friday Harbor, WA 99133

(360) 378-2669

Alternative languages available: Spanish
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Compass HealthfiMount Vernon, Skagit County
1100 South 2nd Street

Mount Vernon, WA 99133

(360) 419-3500

Alternative languages available: Spanish

Lake Whatcom Residential and Treatment Center
609 A North Shore Drive

Bellingham WA 98226-4414

(360) 676-6000

Sea Mar Counseling and Social ServicesiiBellingham, Whatcom County
4455 Cordata Pkwy

Bellingham, WA 98226-8037

(360) 734-5458

Alternative languages available: French and Spanish

Sea Mar Counseling and Social ServicesfiEverett, Snohomish County
8625 Evergreen Way, Suite #255

Everett, WA 98208-2620

(425) 347-5415

Alternative languages available: French and Spanish

Sea Mar Counseling and Social ServicesfiMount Vernon, Skagit County
1400 N. LaVenture Road

Mount Vernon, WA 98273-2766

(360) 428-8912

Alternative languages available: French and Spanish

Whatcom Counseling and Psychiatric Clinic
3645 E. McLeod Road

Bellingham, WA 98226-8799

(360) 676-2220 or 1-888-311-0120
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Peninsula Regional Support

Serving Clallam, Jefferson, and Kitsap Counties
614 Division Street, MS 23

Port Orchard, WA 98366-4676

Network (360) 337-4886

Toll Free: 1-800-525-5637

Ombuds Services: 1-800-531-0508

Toll Free: 1-800-531-0508

24-Hour Crisis Lines:

Kitsap County: (360) 373-3425/(800) 843-4793
East Jefferson County: (360) 385-0321/(800) 659-0321
East Clallam County: (360) 452-4500

West Jefferson County: (360) 374-5011

West Clallam County: (360) 374-5011
(Non-Business hours): (360) 374-6271

Jefferson Mental Health Services
884 West Park Avenue

Port Townsend, WA 98368-0565
(360) 385-0321

Kitsap Mental Health Services

5455 Almira Drive

Bremerton, WA 98311-8331

(360) 405-4010

Alternative languages available: Japanese, Spanish, and Tagalog

Peninsula Community Mental Health Center
118 East 8th Street

Port Angeles, WA 98362-6129

(360) 457-0431

West End Outreach Services

530 Bogachiel Way

Forks, WA 98331-9120

(360) 374-5011

Alternative languages available: Spanish
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Pierce County Regional Support Network

Serving Pierce County

3580 Pacific Avenue

Tacoma, WA 98418-7915

(253) 798-7202

Toll Free: 1-800-531-0508

Ombuds Services: 1-800-531-0508

24-Hour Crisis Line: 1-800-576-7764
http://www.co.pierce.wa.us/pc/services/health/mental/services.htm

Asian Counseling Services

4301 South Pine Street, Suite 405

Tacoma, WA 98409

(253) 471-0141

Alternative languages available: Many Asian Languages spoken

Catholic Community Services

5410 N. 44th Street

Tacoma, WA 98407-3799

(253) 759-9544

Alternative languages available: Cambodian, French, German, Korean, Lakota,
Navajo, Nigerian, Romanian, Spanish, and Swedish

Comprehensive Mental Health (Tacoma/Peninsula Area)

514 S. 13th Street

Tacoma, WA 98402 (Adults/Older Adults)

(253) 396-5000

1201 S. Proctor Street, Suite 1

Tacoma, WA 98405-2095 (Children/Families)

(253) 396-5800

Alternative languages available: American Sign Language, Cantonese, Farsi,
German, Greek, Hindi, Italian, Mandarin, Punjabi, Russian, Spanish, Tagalog,
Ukrainian, and Viethamese

Crisis Intervention Teams:

Tacoma/Peninsula Area: (253) 396-5089

Lakewood/Southwest Pierce County Area: (253) 584-8933
Puyallup/East Pierce County Area: (253) 584-8125 or 1-888-445-8125

Good Samaritan Community Health Care

Puyallup/East Pierce County

325 E. Pioneer

Puyallup, WA 98372-3265

(253) 445-8120

Alternative languages available: Cambodian, German, Korean, Spanish, Thai,
and Vietnamese
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Greater Lakes Mental Healthcare - Lakewood/Southwest Pierce County

9330 59th Avenue SW
Lakewood, WA 98499-6600
(253) 581-7020

Alternative languages available: American Sign Language, Korean, and Spanish

Kwawachee Counseling Center of the Puyallup Tribal Health Authority

2209 E. 32nd Street

Tacoma, WA 98404-4997

(253) 593-0247

Mobile Outreach Crisis Services
(253) 798-2709

Crisis Triage

3580 Pacific Avenue

Tacoma, WA 98418-7915

(253) 798-4357

Sea Mar Counseling and Social Services
1112 S. Cushman Avenue

Tacoma, WA 98405-3631

(253) 396-1634

Alternative languages available: Spanish

Publicly Funded Mental Health and School Coordination Resource Manual

61



Southwest Regional Support Network

Serving Cowlitz County

1952 9th Avenue

Longview, WA 98632-4045

1-800-803-8833

Toll Free: 1-800-347-6092

Public Phone: (360) 501-1201

Ombuds Services: (360) 414-0237

24-Hour Crisis Line: 1-800-803-8833

Southwest RSN Web site: http://www.dshs.wa.gov/mentalhealth/southwest.shtml

Center for Behavioral Solutions

600 Broadway

Longview, WA 98632-3256

(360) 414-2280

Alternative languages available: Spanish

Lower Columbia Mental Health Center

921 14th Avenue

Longview, WA 98632-2316

(360) 423-0203

Alternative languages available: Filipino, German, Russian, and Spanish

Saint John Medical Center

600 Broadway

Longview, WA 98632-3256

(360) 414-2029

Alternative languages available: Spanish

SL Start

214 N Pacific Avenue
Kelso, 98626

(360) 577-5717

Toutle River Boys Ranch
PO Box 2052

Longview, WA 98632-3256
(360) 423-6741
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Spokane County Regional Support Network
Serving Spokane County

312 West 8th Avenue, Fourth Floor

Spokane WA 99204-2506

(509) 477-5722

Toll Free: 1-800-273-5864

Ombuds Services: 1-866-814-3409

24-Hour Crisis Line: 1-877-678-4428
http://www.spokanecounty.org/mentalhealth

Catholic Family Services
1023 W. Riverside Avenue
Spokane, WA 99210-1453
(509) 358-4269

Chil drends Home Society of Washington
2323 N. Discovery Place

Spokane Valley, WA 99216-1566

(509) 747-4174

Family Service Spokane

7 S. Howard Street, Suite 321
Spokane, WA 99201-3816
(509) 838-4128

Grief Counseling Services

1016 N. Superior Street

Spokane, WA 99202-2059

(509) 238-6182

Alternative languages available: Spanish

Hope Partners/REM Associates
1117 West First Avenue
Spokane, WA 99201

(509) 835-3599

Lutheran Social Services NW

7 S. Howard Street, Suite #200

Spokane, WA 99201-3823

(509) 747-8224

Alternative languages available: American Sign Language, French, and Spanish
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Spokane Mental Health

107 S. Division Street

Spokane, WA 99202-1586

(509) 838-4651

Alternative languages available: American Sign Language, French, German,
Latin, Spanish, Tagalog, and Vietnamese

Spokane County Supportive Living Program
315 W. Mission Avenue, Suite #26
Spokane, WA 99201-2327

(509) 477-4386

Alternative languages available: Spanish

The N.A.T.L.V.E. Project
1803 W. Maxwell Avenue
Spokane, WA 99201-2831
(509) 325-5502
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Thurston-Mason Regional Support Network
Serving Mason and Thurston Counties

412 Lilly Road NE

Olympia, WA 98506-5132

(360) 786-5585

Toll Free: 1-800-624-1234

Ombuds Services: 1-800-624-1234

24-Hour Crisis Line: 1-800-627-2211

Behavioral Health Resources

3857 Martin Way E

Olympia, WA 98506

(360) 704-7170 or 1-800-825-4820

Alternative languages available: American Sign Language, Cantonese, French,
German, Mandarin, Russian, Spanish, and Viethamese

Behavioral Health Resources

6340 Capitol Boulevard S.

Olympia, WA 98507-0677

(360) 754-7576

Alternative languages available: American Sign Language, Cantonese, French,
German, Mandarin, Russian, Spanish, and Viethamese
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Timberlands Regional Support Network
Serving Lewis, Pacific, and Wahkiakum Counties
PO Box 217

Cathlamet, WA 98612-0217

(360) 795-3118

Toll Free: 1-800-392-6298

Public Phone: (360) 795-3118

Ombuds Services: 1-888-662-8776
24-Hour Crisis Lines:

Lewis County: 1-800-559-6696

Pacific County: 1-800-884-2298
Wahkiakum County: 1-800-635-5989

Cascade Mental Health Care
135 W. Main

Chehalis, WA 98532-0378
(360) 748-6696

Toll Free:1-800-559-6696

2428 Reynolds Avenue
Centralia, WA 98531

(360) 330-9044/1-800-559-6696
(Child and Adolescent Program)

Wahkiakum County Mental Health Services
42 Elochoman Valley Road

Cathlamet, WA 98612-9602

(360) 795-8630/1-800-635-5989

Willapa Counseling Center
1107 North Pacific Hwy

Long Beach, WA 98631

(360) 642-3787/1-800-884-2298
819 Alder

South Bend, WA 98586

(360) 895-9426/1-800-884-2298
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