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This manual summarizes the major activities of the Connecticut School-Based
Diversion Initiative (SBDI); an initiative funded by a grant from the John D. and
Catherine T. MacArthur Foundation. The manual is intended to aid communities in
developing their own school based diversion programs with the goal of diverting youth
with mental health needs who experience behavioral health concerns and crises in the
school from entering the juvenile justice system.

The manual split into three parts. The first provides an introduction and offers
various statements and documents that are useful for schools and communities in
understanding the scope and goals of the initiative. The second section describes
implementation steps and processes for establishing the initiative in a new school or
community. The third section provides a training curriculum that can be used to
enhance the knowledge, attitudes, and skills of school professionals in working with
youth with mental health needs, and their families.



Program Eligibility Criteria

The program provides training and coordination to school professionals in an effort to build
capacity to meet the needs of children and youth in the target population. Therefore, the initiative
has eligibility criteria that apply to children as well as the school professionals and community
members that provide services to these youth.

Program Eligibility

Student enrolled at [SBDI School Site]
Student is experiencing a behavioral health problem or crisis in the school
Student has past involvement with the juvenile system

or

Current behavioral crisis places student at-risk for juvenile justice involvement

In addition, the Connecticut SBDI works with school personnel in demonstration schools by
providing training and professional development opportunities in the areas of mental health,
juvenile justice, and working with their local mental health provider network (particularly EMPS).

A diverse group of school personnel are eligible to participate, including special education teachers,
learning specialists, school counselors, school psychologists, school social workers, and others
interested in mental health and/or juvenile justice. Community members ate welcomed to
participate in the initiative, including such stakeholders as law enforcement, probation staff, and
community mental health providers. Finally, family members and family advocates are encouraged
to participate in the initiative.



Program Description

The Connecticut School-Based Diversion Initiative (SBDI) is a component of the John D. and
Catherine T. MacArthur Foundation Models for Change Mental Health/Juvenile Justice Action
Network. Connecticut’s SBDI has been designed to reduce the number of children and youth
with mental health needs whom schools refer to the juvenile justice system. Itisa
collaborative effort by the Judicial Branch Court Support Services Division and the Department of
Children and Families and works in conjunction with the existing community collaboratives within
the state of Connecticut.

The goal of the project is to reduce the number of youth with behavioral health needs that come
into contact with law enforcement and juvenile justice. To accomplish this goal, we work to build
capacity and skills among teachers and school staff to recognize and manage behavioral health
crises in the schools, and build linkages among school personnel, the local mental health provider
community, and local law enforcement.

Consultants at the Connecticut Center for Effective Practice of the Child Health and Development
Institute coordinate the Connecticut SBDI. In that role, CCEP provides project coordination,
training, data collection and evaluation, and compilation of a program and resource manual for the
purpose of replication.

Project Coordination: The SBDI selects schools by obtaining buy-in from school
superintendents, and evaluating: 1) Interest, 2) Need, 3) and Capacity. The term “interest” refers to
a school administration’s desire to participate in the SBDI. In the context of the CT-SBDI, “need”
refers to a school’s relative need for a diversion initiative based upon rates of referral, and mental
health crises in the school. Finally, exploring the level to which a school is able to meet the
demands of the initiative in terms of personnel, data collection, training time, and deliverables
assesses “capacity’’.

The SBDI brings together stakeholders including schools, local mental health providers, and law
enforcement. Formal and informal agreements are put into place specifying roles and
responsibilities of each party in accomplishing project deliverables. The SBDI makes every effort to
work in coordination with existing initiatives and community providers. Therefore, the SBDI
utilizes existing community expertise and resources to address the overrepresentation of youth with
mental health needs involved with the juvenile justice system.

Training: The SBDI provides training to school staff. Law enforcement personnel and
parents/families are invited to participate in selected training activities when appropriate. Trainings
are provided in a number of content areas including but not limited to: crisis planning and



response; effective collaboration with EMPS; diversity and cultural competence; increasing
collaboration with parents; understanding the behavioral health services system; and classroom
behavior management strategies.

Data Collection and Evaluation: SBDI creates a longitudinal implementation record that guides
future replication efforts. Data elements are collected from schools and from the local EMPS
providers to document the impact of SBDI on participating schools. Data elements of interest
include, but are not limited to: number of referrals to mental health/juvenile justice services;
demographic characteristics of referred youth; description of services received; diversion from
juvenile justice to community-based programs and services; satisfaction with SBDI. Outcomes and
data collection are described in more detail in Section II on Implementation.




Mission Statement

The mission of the Connecticut School-Based Diversion Initiative is to reduce the
number of youth with mental health needs who are referred from the schools to the
juvenile justice system, and instead, link these youth to appropriate services and
supports that will meet their needs and help them be successful adults.



Screening and Acceptance

We conceptualize the screening and acceptance process as one that is centered on the school as a
central access point for students with mental health needs. One of the goals of SBDI is to facilitate
better collaboration between schools and communities, increase utilization of school- and
community-based services, and ultimately provide better service to students with mental health
needs. Screening and acceptance to our initiative is based on the following conceptual model:

Conceptual Model of SBDI/EH Partnership and Data Collection J Vanderploeg & C.Hayling, 2010

The above model is useful as a framework for understanding the role of this

initiative within a specific school and community. However, each school and community will have
its own unique set of referrers and referral services and supports that are identified in collaboration
with the project coordinators.
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Referral and Acceptance Process

As depicted in the model above, students with mental health needs are typically identified by school
staff, but also by parents and community members. They are subsequently referred to the SBDI.

At this point, school professionals (e.g., guidance counselors, school psychologists, administration)
meet to identify primary presenting problems using resources and consultation provided by SBDI
staff members. Parents are included in this process, along with any existing service providers.
Next, a core group of SBDI collaborators convenes to:

1.)  Discuss primary needs among students and their families who have been referred
2.)  Identify available resources

3.)  Make appropriate referrals

4.)  Follow-up on all service referrals to ensure timely linkage

5)  Monitor treatment outcomes

The Emergency Mobile Psychiatric System is the primary mobile mental health crisis provider in
the state of Connecticut. As such, they provide rapid response and crisis stabilization services to
the community, including schools. EMPS is referenced throughout this manual; however, other
appropriate service providers are utilized in collaboration with schools depending on available
community resources. Using EMPS as an example, once the EMPS team arrives at a school they
request that school professionals and families work together in order to accept the family for
services:

¢ Information (regarding the student’s history, and the events of the crisis)

e An attempt to contact the parent(s) and request permission as well as presence at the school,
if possible

e Time to make a thorough evaluation

e Space to talk, often with parent and child separately

e At times, supervision of the student while clinician talks to parent

e School staff to remain in building (if school day is ending) until the evaluation is completed

e Support and security in escalated situations

e Support if ambulance is called

e Understanding if there are privacy or confidentiality issues

The following issues are considered when developing a clinical intervention plan:

e What level of treatment is appropriate?
e Where can those services be obtained?
e What can be accomplished in six weeks by EMPS?
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e How will EMPS, the school, and the family handle transitions between educational,
community and service settings?

e Medication issues

e Parent concerns

e Group versus individual modalities

e Need for specialized treatment: e.g., eating disorders, sexualized behaviors

The Screening and Assessment Procedures consist of the Ohio Scales for Youth, Parents, and
Agency Workers. Also, samples of the Statewide Crisis Plan, the EMPS Cirisis Intake forms, are
completed upon referral (See Appendix A).

EMPS screening and assessment instruments examine a number of domains that can be part of
similar efforts in any community. Assessed domains may include the following:

e Emotional/behavioral difficulties

e Emotional/behavioral functioning and strengths
e Presenting problems

e Current guardianship and residence

e Jegal history

e Medical history

¢ Risk and protective factors

e Mental status

e Suicidality/Self-harm

e Substance abuse

See Appendix B for a full description of the EMPS practice model.
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SECTION II:

IMPLEMENTATION: BUILDING A
COLLABORATIVE DIVERSION INITIATIVE
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Section II Overview

This section provides you with a step by step guide for implementing a SBDI. First, you will find
the process of implementing an initiative along with a summary table based upon the CT-SBDIL.
Second, we present the process of implementation in three phases. In Phase I, the initial steps are
discussed in detail with a sample Memorandum of Agreement (MOA), Needs Assessment
Survey and Focus Group Protocol. The EMPS Policies and Procedures for Referrals After
First Contact are also included in Phase I as they describe process by which students are linked to
services. It is important to be familiar with these aspects of available services in your area when
building an initiative of this kind. Phase II describes the process of active implementation, which
is the process of delivery the training and consultation to schools and communities. Finally, Phase
III details the process of data collection and reporting. It is important to note that this model
should be used as a guide rather than a “roadmap,” be sure to adapt it as appropriate in your
respective schools and communities.

The “lessons learned” portion of this section provides the reader with insight to the particular
experiences of the CT-SBDI during the pilot year with implications for future implementation.
Section II concludes with Program Database and Outcome Monitoring Procedures, which
outlines the process of managing SBDI data and calculating outcomes with reference to the “data
dictionary” found in Appendix D.
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Process/Implementation

This initiative involves schools, mental health providers, juvenile justice and law enforcement
) p ’ ] . ]- . . .
personnel, community members, and state agency partners. Participating school districts are

selected based upon 1) Interest, 2) Need, and 3) Capacity. The term “interest” refers to a school

administration’s desire to participate in the SBDI. In the context of the CT-SBDI, “need” refers to

a school’s relative need for a diversion initiative based upon rates of referral, and mental health

crises in the school. Finally, exploring the level to which a school is able to meet the demands of

the initiative in terms of personnel, data collection, training time, and deliverables assesses
“capacity”’.

In general, it makes sense to work with schools that have an existing infrastructure because they
will find it easier to incorporate this type of initiative. In Connecticut, we have been fortunate to

identify districts with existing Positive Behavior Support curricula, and Wraparound initiatives, and

implement the current project in a manner that builds off of these strengths and resources. The

tollowing table details the recommended implementation process for the CT SBDI.

Implementation Table

Phase I: Planning and Implementation
» Meet with State agencies and funders to establish goals and expectations
» Select participating schools based upon: Interest, Need, Capacity

» Develop core collaborative group comprised of school personnel, one or more community-

based mental health providers, SBDI staff, law enforcement, juvenile probation, child
welfare, and existing programs or initiatives occurring in the school
» Build collaborative relationships to sustain the initiative
Phase II: Active Implementation
» Identify target audience for school based training (email list, regular communication,
flyers/newsletters for advertisement, developing incentives for participation)
Schedule and conduct needs assessment (identify needs and interests for training)
Identify training dates
Develop training menu
Identify, procure, and schedule community trainers to map onto training curriculum
Baseline data collection
Phase III: Wrapping Up
» Continue data collection
» Engage in ongoing feedback loop and make modifications
» Develop and present year-end repotts

YVVVYY
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Phase I in Detail for CT SBDI

» The SBDI is a coordinated effort between the Connecticut Judicial Branch’s Court Support
Services Division and Department of Children and Families and the Child Health and
Development Institute of Connecticut/Connecticut Center for Effective Practice. Key
leaders from each agency met to discuss the plans and expectations for the initiative prior to
beginning the active implementation phase of this initiative.

» It is important to meet with school and community leadets to prepate them for patticipation
and outline goals and expectations. We met with school officials in each school district as
well as Superintendents, Assistant Superintendents, mental health providers, leaders from
each community collaborative, and participants in the Wraparound initiative during the first
two to three months of the initiative.

» Memoranda of Agreement (MOAs) were developed between EMPS providers and the
participating school districts. The MOAs specified goals, activities, roles, responsibilities, and
expectations for this initiative. In one community, the leaders believed this to be the first
MOA ever developed between the largest mental health provider in the community and the
public school district. In the other district, the MOA renewed and revised an existing MOA
that was several years old. MOAs developed for this project were shared with the CT
Department of Children and Families; the state agency in charge of funding and managing
most of the publicly funded children’s mental health and child protection services in the
state. DCF plans to use these MOAs as templates for other communities.

» We believe that the time taken to build collaboration between schools and mental health
providers is important, and sets up a foundation for a sustainable relationship that can
support continued work in this area.

» In addition to the mental health providers, we sought to establish relationships between the
local law enforcement/juvenile justice community and the school districts. In our
preliminary assessment, we found that police provide some support to schools during
behavioral health crises, and depending on the circumstances, police support may increase
the likelihood for juvenile justice involvement or emergency department utilization. Working
with local law enforcement can be challenging. In one school district, we reached out on a
number of occasions to local police. In one phone conversation, police reported to SBDI
coordinators that no amount of training would change department protocol and practice,
which involved an immediate transport to the emergency department in the event of a
behavioral health crisis call from the schools. Sustained effort and early engagement with law
enforcement is required in order to ensure their participation in work of this kind.
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> juvenile probation department in the area. Officials from this department agreed to pattner
with us and train staff on changes in juvenile law, intersections between probation, juvenile
justice, and mental health, and addressing the service needs of children and families who are
involved or at-risk for involvement with the juvenile justice system.

» Some schools have School Resource Officers (SROs) who are constables employed by the
School District to provide on-site school support to manage disciplinary, behavioral health,
and law enforcement concerns. SROs can be helpful as partners by attending and providing
trainings, when appropriate. In the CT SBDI, SROs partnered with us on the initiative,
however, they faced logistical challenges to full participation; the only times offered by the
school for trainings were during the after-school hours, at which time SROs were required to
patrol school grounds. Despite this barrier, their awareness of the initiative and limited
participation establishes a foundation for continued collaboration.

» Together the relationships between the school, community collaboratives, and law
enforcement are focused on sustainability and the improvement of student outcomes.
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Memorandum of Agreement —SAMPLE

The purpose of developing MOAs between schools and community-based providers is to establish
relationships that are guided by clear roles and expectations. MOAs are appropriate to establish
agreements among the major partners in the initiative. At minimum, they should be developed
between the school(s) and a major community-based mental health provider but also between
schools and other community-based organizations that serve as key partners in the initiative.

Below is a sample of an MOA used between a school and their local EMPS provider.

This document serves as a Memorandum of Agreement (“MOA”) between [Community Provider|
and [School/District] and has been developed for the following purposes:

e To develop a uniform process to identify and refer children and adolescents who are in
psychiatric crisis to the [Community Provider];

e To reduce unnecessary psychiatric emergency department visits among children and
adolescents with behavioral health concerns;

e To reduce suspensions, expulsions, detention, police contact and other juvenile justice
involvement among children and adolescents with behavioral health concerns;

e To enhance communication and coordination between [Community Provider| team and
[School/District] for children and adolescent in mental health crisis.

e To promote earlier identification of children and adolescents with behavioral health
problems and support timely linkage to needed supports and services.

The aim of the program [EMPS in this case] is to provide a community-based crisis stabilization
service to children and families in the least restrictive setting possible, and support their transition
to ongoing treatment services, as appropriate.

CLIENT ELIGIBILITY

e Any child from 0 to 18 years of age, and any youth over the age of 18 who is still in high
school;

e Child must be in a behavioral health crisis;
e Child must be attending Bridgeport Public Schools

18



[Community Provider| agrees to the following:

e Have mobile EMPS available to respond in person to crisis calls from [School District];

e Respond by offering telephone support Monday through Friday 8:00 p.m. to 8:00 a.m.
through the EMPS 24 hour centralized access number (211);

e Respond to all requests for service by [School] within 45 minutes;

e Offer [School] students brief in-school crisis stabilization services with appropriate follow-
up services;

e Develop a child-specific crisis plan within the episode of care and share that plan with the
tamily, school staff, treatment providers, and other relevant parties upon execution of a
proper release from the parent or guardian;

e Provide case management service linkages to children and families referred by the schools;

e Collaborate and maintain close communication with the appropriate educational staff to
develop an effective plan of care for each individual client referred for [Community Mental
Health] services;

e Provide quarterly training to identified educational staff members in the [School District] on
crisis assessment and management, and crisis safety planning,.

[School/District] agrees to:

¢ Contact [Community Provider| when a child or adolescent is determined to be experiencing
a psychiatric or behavioral health crisis and can benefit from in-person crisis stabilization
services;

e Collaborate with [Community Provider| statf as needed to develop community-based plans
tor children and adolescents receiving [Community Provider| services;

e Provide space for [Community Provider] clinician(s) to meet with the student and provide
educational staff support to [Community Provider] clinician as needed.

Both parties agree to:

e Designate a person(s) from each agency to participate in quality review as it relates to the
terms of this agreement;

e Collaborate to develop shared crisis safety planning processes and procedures;

This memorandum of agreement will remain in effect unless any party wishes to terminate the
agreement, or the [Community Provider] is no longer in operation. Both parties agree to provide 30
days notice in advance of terminating this agreement.

Executive Director Date Superintendent Date
[Agency Name] [Name of School]
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Addendum
The Connecticut School Based Diversion Initiative

The MOA above outlines a general agreement between [School/District] and [Community
Provider] for meeting the needs of children with behavioral health needs, and remains in effect
until one or both parties wish to modify or terminate the agreement. The purpose of this
addendum is to specify roles and expectations pertaining to the Connecticut School Based
Diversion Initiative (“initiative”). The agreements reached in this addendum are intended to remain
in effect only until the end of the initiative.

The Connecticut School Based Diversion Initiative is a component of the John D. and Catherine
T. MacArthur Foundation Models for Change Mental Health/Juvenile Justice Action Network.
The initiative is a collaborative effort between the Judicial Branch Court Support Services Division
and the Department of Children and Families and will work in conjunction with the existing
tederally funded Connecticut Family and Community Partnership Wraparound Project in the
[Community Provider| Collaborative. Investigators at the Connecticut Center for Effective Practice
will coordinate the School Based Diversion Initiative.

The primary goal of the initiative is to reduce the number of children and youth with mental health
needs whom schools refer to the juvenile justice system. A summary of the initiative deliverables
includes:

¢ Ensure school participation (e.g., organize participation of one school; prepare for
participation; conduct needs assessment; facilitate MOA development)

e Integrate youth, family, and community participation (e.g., solicit and organize meaningful
youth and family participation)

e Provide training to school staff (e.g., organize and schedule training; develop and ensure
delivery of a training curriculum; integrate with Wraparound training curriculum; provide
training stipends to school personnel)

e Provide data collection, quality assurance, and formal evaluation of projects goals and
outcomes (collaborate with schools and EMPS providers on data collection and sharing;
collaborate with DCF and CSSD on data collection and sharing; develop databases; analyze
results; write reports)

[School] has been selected as the demonstration site in the [District] and the EMPS team from
[Community Provider| will be the primary behavioral health provider agency in the Bridgeport
community.

[Community Provider| agrees to:

e Work with the Connecticut Center for Effective Practice and [School] to accomplish project
deliverables.
20



e Be available to facilitate in-service trainings to educate [School] staff on crisis assessment and
referral practices and effective utilization of EMPS services; maintain consistent working
relationships with educational staff.

e Work with the Connecticut Center for Effective Practice to design and ensure data
collection to assess the impact of the school-based mental health-juvenile justice diversion
initiative for students from [School]. Specific data elements include:

e Number of referrals from [School] to EMPS

e Demographic characteristics of referred youth (e.g., age, gender, race/ethnicity,
history of juvenile justice involvement, etc.)

e Number/proportion of [School] referrals accepted into EMPS program

e Description of EMPS services received (e.g., number of EMPS visits, location of
visits, type of intervention(s) provided)

e Number and type of EMPS referrals and linkages to other programs or services (e.g.,
home-based services, outpatient services, hospital inpatient, juvenile justice, etc.)

e Satisfaction with implementation of the School Based Diversion Initiative and its
effects on student outcomes

[School] agrees to:

e Work with the Connecticut Center for Effective Practice and CGC-GB to accomplish
project deliverables.

e Work with CCEP to ensure participation of school personnel in training activities

e Collaborate with CGC-GB to adopt and implement new practices in crisis assessment and
referral; adhere to recommendations on the effective utilization of EMPS services; maintain
consistent working relationships with CGC-GB staff.

e Work with the Connecticut Center for Effective Practice to design and ensure data
collection to assess the impact of a school-based mental health-juvenile justice diversion
initiative.

e Number and type of behavioral health crisis incidents in the school

e Number/proportion of behavioral health crises resulting in calls/referrals to law
enforcement or juvenile justice

e Number/proportion of behavioral health crises resulting in calls/referrals to EMPS

e Satisfaction with implementation of the School Based Diversion Initiative and its
effects on student outcomes.

21



Needs Assessment Survey

Note: The CHDI\CCEP researchers work collaboratively with schools and communities to best address their
needs and interests. As such, the following needs assessment and focus group protocol were created as a means of
introducing the project and examining the interest and capacity for learning within the schools. Summative reports
are then created and findings are discussed with the school in the process of developing the plan for the year.

The following brief survey is part of a needs assessment being conducted at your school. The goal of this needs
assessment is to determine how your school identifies youth with juvenile justice and behavioral health needs and
refers them for services. Investigators from the Connecticut Center for Effective Practice are coordinating this
project in conjunction with the Judicial Branch’s Court Support Services Division and the Department of Children
and Families. The initiative is funded by a grant from the MacArthur Foundation.

Your answers to this survey and to the needs assessment focus group will be combined with others’ responses and
reported only in aggregate. Your participation is strictly voluntary and you are free to discontinue participation at

any time.

Your Title:

Please rate the degree to which you disagree or agree with the following statements:

1 2 3 4 5
Strongly | Disagree Neutral Agree Strongly
Disagree Agree

I know which youth at our school have juvenile
justice and mental health needs

I understand when it is appropriate to refer a child
for mental health services

I understand where it is appropriate to refer a child
with mental health needs

Children in this school who have mental health
needs are likely to be referred to the juvenile
justice system

Juvenile justice/detention is the right setting for
youth who have mental health needs

Available services in this community are well-
coordinated and well-integrated with our school

Please continue to the next page [ >
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1 2 3 4 5
Strongly | Disagree Neutral Agree Strongly
Disagree Agree

Our school has clear policies and guidelines about
mental health emergencies/ crises

Our school has clear policies and guidelines about
routine mental health referrals

Children in this school who have mental health
needs are receiving the right services

I understand the role and function of the
Emergency Mobile Psychiatric Services (EMPS)
program in this community

I understand the role and function of Care
Coordinators in this community

I have a good understanding of the other mental
health services and supports available in this
community

I feel prepared to competently address the role of
race, ethnicity, and culture in the education,
mental health, and juvenile justice systems

I 'am comfortable making a referral for mental
health services

Mental health providers and my school
communicate well with each other after a referral
for services has been made

This school collaborates well with law
enforcement/SROs when it comes to kids with
mental health needs

I am interested in receiving further training in the following areas, as they relate to juvenile justice, mental health,

and our school...

...recognizing mental health needs

...the principles of the Wraparound
approach to service delivery

...a uniform crisis planning approach between
EMPS and my school

...crisis de-escalation strategies for the classroom

...effective collaborations with EMPS and care
coordination

...effective collaborations with law enforcement

...the impact of race, ethnicity, and culture on the
mental health and juvenile justice systems

...engaging parents of youth with mental health
needs in educational and mental health
interventions
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Needs Assessment Focus Group Protocol

1. What are the most common behavioral health concerns that occur in the school?

2. What is the current process for managing a behavioral health problem or crisis? Are there specific policies and
procedures in place to guide this?

3. How do you distinguish between mental/behavioral health needs and acting out behavior that warrants police
involvement?

4. How are children with behavioral health needs currently referred for services?
5. Following referral, to what extent do behavioral health providers (including EMPS) follow-up with the school?

6. To what extent are police or law enforcement personnel involved in helping manage behavioral health crises? Are
children ever arrested after displaying acting out behavior?

7. To what extent are EMPS providers involved when a child has a behavioral health emergency? What makes it
more likely that they will provide a mobile response? what makes it less likely?

8. In what ways are parents or caregivers involved when a behavioral health emergency occurs?

9. What are the current gaps in knowledge or skill development that affect school personnel in managing behavioral
health issues?

10. To what extent are you knowledgeable about the mental health services that are available to children in your
arear

11. In what trainings would you like to participate in order to learn more about managing behavioral health
problems in the school?

12. What would make you more likely to participate in trainings such as the ones discussed today?
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Phase IT

» Baseline data elements were collected from the school administration priot to program
implementation. Data related to the number of school incidents/ ctises, school
demographics, arrest rates, and mental health service utilization were collected.

» A great deal of effort was devoted to developing and implementing a training curriculum for
school staff, with great success. The first step in this process was to conduct needs
assessments in both schools in order to identify training needs and interests among school
staff and to enhance buy-in for the initiative from the key participants as identified by the
school administration. The needs assessment methodology integrated qualitative and
quantitative data collection. Reports were prepared for each School District summarizing the
tindings and these findings were used to guide development of the training curriculum and
to further shape the goals and activities of the initiative (see Appendix C for a sample Needs
Assessment Report). One aspect of these reports was a Training Menu that outlined training
content areas and a training calendar for the year. Core and elective training modules were
delivered. The core training elements that were shared in both schools included:

e Recognizing Mental Health Symptoms in Children

e Effective Collaboration with EMPS

e Parent Involvement in School Interventions

e Changes in Juvenile Law

e Overview of the CT Behavioral Health System

e Uniform Crisis Prevention Planning

e Effective Collaboration with Police and Law Enforcement
e (lassroom Behavior Management and Crisis De-Escalation
e Multicultural Competence and School-Based Mental Health

> Trainings can be incentivized in a number of ways including financial compensation, SBDI
paraphernalia (i.e., canvas bags, portfolios, etc.), and resources related to juvenile justice and
mental health in schools. School staff members may also receive copies of resources that
describe how to design and implement school-based mental health programs or strategies for
enhancing social-emotional learning. The CT SBDI has utilized existing school means of
publicity and marketing to inform school staff of upcoming trainings, including such
strategies as public announcements, notices in teacher/mental health professionals’ boxes,
intranet emails, and placement on the school calendar.

» Ideally, the training aspect of the SBDI will be integrated with the formal professional
development curriculum for the school or district; therefore, trainings and programmatic
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activities can be held during pre-determined and contractually required professional
development times. Alternatively, schools may only be able to commit to scheduling training
that occurs during the after school hours, and those trainings may be voluntary. In such
circumstances, it is important to identify incentives that will ensure that school professionals
consistently attend. For example, project coordinators may want to consider snacks, prizes,
CEUs, privileges within the school (e.g., access to the best parking spot for one month), or
other incentives in order to overcome any logistical or implementation challenges.

» Whenever possible, project coordinators should utilize trainers that are drawn from the
communities in which the schools are located. This increases the relevance of the material
tor school professionals and helps enhance the sustainability of the initiative after formal
project implementation ends. In the eatly implementation phase of the initiative, project
coordinators work with school administrators to identify relevant community-based mental
health and juvenile justice service providers. Often, these agencies employ staff members
that are qualified to provide the trainings that become part of the curriculum. By identifying
individuals and agencies in the community with content expertise that is relevant to the
school, and building these relationships throughout project implementation, schools will be
able to draw on these individuals and agencies as resources in future years after completion
of the formal project.

Phase 111

» During the last phase of implementation, project coordinators should work with schools and
the collaborative group of stakeholders to review goals, accomplishments, barriers and
facilitators to implementation, and key outcomes. Sustainability should be discussed,
including strategies for ensuring that training will continue past active implementation and
how coordination and agreements between the school and various community partners can
be maintained over time. The present manual can be helpful in guiding this process.

» Throughout implementation, monthly meetings with the core school personnel should be
held to review progress. In addition, project coordinators should meet regularly with state
agencies to report findings and obtain feedback. This process allows for ongoing
modification and improvement of the initiative, and is essential when installing a project of
this nature.

» One of the major aspects of this initiative is reporting. Year-end reports are generated by the
SBDI researchers and presented to state funders and schools for review. Data related to
diversion, mental health intervention, and training evaluation are presented and discussed in
terms of their implications for the future.
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Lessons Learned for Implementing SBDI

In our experiences implementing SBDI in Connecticut, we have discovered several helpful tips and
lessons learned that can be beneficial in replication efforts. Seven examples of lessons learned are
described in detail below, including:

e Pre-Implementation Capacity Building

e Select schools based on interest, need, and capacity

e Understand school logistics

e Identify the pre-existing infrastructure

e Identify a school champion

e Reduce confusion between SBDI and other programs

e Understand the difference between urban and suburban districts

¢ Pre-Implementation Capacity Building. Working with schools can be a complicated
process involving multiple layers of administration and oversight. Thus, installing a new
initiative often is a process and project coordinators should not expect to be able to begin
implementation in a very short timeframe. The first few months of the project are spent
building awareness and support for the initiative, selecting participants, identifying resources
and community stakeholders, and developing program strategies. The remainder of the year
is spent implementing the plan that was developed in the first few months. Whenever
possible, the project timeline should include this pre-implementation or start-up time to
accommodate the need to address these challenges.

e Select schools based on interest, need, and capacity.

o Interest: Schools that are nominated for participation by an external source such as a
Superintendent or an external committee can be resistant to full participation and
cooperation. Project coordinators are encouraged to send out one to two page
informational sheets describing the basic elements of the initiative, to schedule
meetings and have discussions about the project, and ultimately select a school or
schools that demonstrate internal interest in the initiative.

o Need: Need for a program of this kind can be defined as having high rates of
behavioral health concerns, high rates of students on probation, or frequent arrests. If
a school is interested in the project but has not demonstrated a need then the initiative
will fail to prevent, or divert, youth from negative outcomes (i.c., arrests, probation,
incarceration). Using existing data to demonstrate need can be helpful, including the
number of law enforcement and mental health referrals, the number of students with
SED designation, substance abuse concerns, or high arrest rates.

o Capacity: Schools must also have the capacity, or readiness, to take on a new
initiative. A school that has interest and need, but is not able or willing to release
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school professionals for training, is not a good candidate for the initiative. School
administrators, teachers, and other professionals must be willing to devote additional
time to the initiative for training and must be willing to collect and report data to
evaluate its effects. Project coordinators are encouraged to have open discussions with
school administrators to ensure that the practical and logistical needs of the initiative
can be met throughout the active implementation phase.

¢ Understand school logistics. One of the difficulties of the initiative was managing the
achievement of deliverables while working within the challenges of the school calendar and
workday relative to the calendar and workday of other participating agencies. During the
school day, many school staff members are teaching and interacting with students and are
typically unavailable for meetings or training, although school administrators tend to have
more flexible schedules. After-school hours can be more convenient for meetings and
training, but often are limited to 2 or 3 hour blocks. Most school personnel are not available
during the summer months, which can place the initiative on a forced hiatus. We found it
helpful to identify the available professional development days well ahead of time and
schedule trainers into those days as soon as possible. Traditional half day or full day training
modules often must be creatively adapted to fit the logistics of the school environment; for
example, by splitting a four hour training into a pair of two-hour blocks.

¢ Identify the pre-existing infrastructure. Most schools have already done some work to
meet the needs of students with behavioral health concerns. Upon selecting a school, it is
important to quickly identity the group of school personnel who have already worked on
behavioral health and juvenile justice issues and meet with them to determine in what way
this initiative can further consolidate their work and offer enhancement. For example, some
schools have implemented the Positive Behavior Support program or have participated in a
demonstration of Wraparound. These schools tend to be good candidates because the teams
of school professionals that already are in place can continue to work on the issues of
interest for SBDI. Project coordinators are encouraged to meet with the individuals that
oversee training initiatives and also talk with the Student Assistance Team, or similar groups
of school professionals that review critical incidents, discuss disciplinaty action, and/or
discuss how to meet the social, emotional, and behavioral needs of students.

¢ Identify a school champion. It is important to enlist the support of individuals that will be
the champions for the initiative. This individual or group of individuals will notify other
school staff, identify resources, and help make logistical decisions. One question to consider
is whether the school champion is an administrator or someone with direct experience
providing special services such as a guidance counselor or a school social worker.
Administrators are effective at scheduling meetings, creating top-down buy-in, and ensuring
that the right people are in the right place at the right time. School social workers have
experience in direct service delivery and have content knowledge about behavioral health
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and juvenile justice issues. This makes them excellent resources because they understand the
broader context and importance of the work. We learned that pairing an administrative
champion with a social work or guidance department champion is an effective approach to
ensuring that the deliverables are achieved.

¢ Reduce confusion between SBDI and other programs. Although it is important to
identify pre-existing infrastructure and build off of existing programs, sometimes school
professionals can experience confusion among multiple programs or initiatives. For example,
in Connecticut, the first year of SBDI was linked with a dissemination of high-fidelity
Wraparound in the surrounding communities. Although this offered many advantages, some
school professionals remained confused throughout the year about the goals of the SBDI
initiative relative to those of Wraparound. Simple steps such as “branding” the initiative with
a unique SBDI logo has helped raise visibility of the initiative in the school and build support
for the work.

¢ Understand differences between urban, suburban, rural districts. The Connecticut
SBDI has worked with urban and suburban districts, and with middle and high school
professionals. Every experience working with a school district is likely to be very different
trom the last. For example, urban school districts often experience disproportionate rates of
behavioral health and juvenile justice referrals relative to other school districts. In some
communities, urban school districts have many programs and initiatives in place, but they
can be fragmented. As a result, project coordinators will benefit from working with these
schools to consolidate and integrate SBDI with other initiatives in a culturally competent
manner. Sometimes, suburban school districts can be better resourced with lower referral
rates than urban districts, but behavioral health needs can be unrecognized and the incidents
that exist can be severe in nature. It is important that project coordinators are mindful that
emotional and behavioral needs exist in every school and that school professionals require
training and support to meet those needs. Furthermore, a good assessment of the types of
needs that exist within each school is essential for planning a response initiative.
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Program Database and Outcome Monitoring Procedures

CCEP/CHDI researchers create, manage, and analyze all databases related to the School
Based Diversion Initiative. In order to avoid duplication, CCEP researchers work to
integrate the SBDI data collection and reporting needs with existing data collection
requirements among participating schools.

Data collection and analysis is important at all stages of implementation. During the pre-
implementation phase, baseline data are collected at the school and community level to
assess need for the initiative. The needs assessment survey and focus group provides
valuable information for program planning and identification of training needs. After
each training, evaluations are collected to determine whether key learning objectives were
achieved and to modify the training curriculum as needed.

To assess changes in key outcomes, several data elements are collected at baseline and
following program implementation. Data are collected to assess changes in teachers’
knowledge, attitudes, and skills related to managing behavioral and juvenile justice
concerns. School- and child-level indicators are collected at baseline and after the
program to assess the effectiveness of the initiative for diverting youth from juvenile
justice involvement toward community-based services and supports. School-level
indicators are collected to determine initiative impact, and include such indicators as the
number of arrests and the number of referrals to community-based services and
supports.

In addition, qualitative data are collected throughout program implementation in order to
document services delivered, the barriers and facilitators to program implementation that
were encountered, and helpful tips for replicating the program. Many of these qualitative
implementation data points are summarized in this manual.

Data Collection recommendations are described below. These recommendations can be
viewed as guideline for program evaluation efforts. Each program coordination team
should work closely with their funders and with the schools and communities in order to
tailor an evaluation that meets their specific needs.

1. School and Community Characteristics: It is important to establish the need for
the initiative by collecting school and community level data that assesses the kinds of
events that targeted by the initiative. For example:

a. Enrollment and demographic characteristics of student population
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b. Percentage of students receiving free/reduced lunch

Percentage of students currently involved with the juvenile justice and/or the
mental health service systems

Number of emergency crisis calls for behavioral health (past year)

Number of arrests (past year)

Percentage of students with IEP/SED status

Characteristics of teachers and other school professionals

Percentage of students proficient in reading and math

Community level crime and poverty statistics

BSt0e oA

2. School Needs Assessment: Each school should be part of a needs assessment at
soon after they agree to participate. This can be helpful for identifying and responding
to the unique needs of each school and community served. In our initiative, we
employed surveys and focus groups during the needs assessment. The needs
assessment should end with the completion of a report that is delivered to funders
and to the school summarizing key findings. Recommended areas of inquiry include
the following:

a. Teacher/school staff attitudes, knowledge, and skills related to youth with
mental health and juvenile justice needs

b. School policies and procedures regarding routine and emergency mental health
situations

c. School professionals’ knowledge, use, and perspectives about community-based
mental health and juvenile justice services and supports

d. Knowledge of and comfort level concerning issues of race, ethnicity, and
cultural diversity

e. Lines of communication within the school concerning students with mental
health and/or juvenile justice needs

f. Training needs and interests

3. Training Evaluation Data: After each training, participants are asked to complete an
evaluation form that assesses whether key learning objectives were achieved. This
information is used to make modifications to the training curriculum, as needed.

4. Changes in Teachers’ Knowledge, Attitudes, and Skills: Teachers are asked to
complete a measure at baseline and following the initiative that assesses knowledge,
attitudes, and skills related to managing the needs of students with mental health or
juvenile justice needs.

5. Student-Level Indicators: Each of the schools that participate in the program
receives a database that meets the student-level data collection needs of the project.
In addition, a “data dictionary” is provided to each school that outlines each variable
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and provides an operational definition. The following are helpful indicators for
assessing the student-level impacts of the initiative:
a. Demographic characteristics of children (and their families) referred to the
Initiative
b. Prior involvements with mental health or juvenile justice systems (type of
involvement, dates of involvement)
c. Date and description of presenting problem or incident leading to referral
d. Did incident result in arrest? Did the initiative facilitate a diversion from arrest?
e. Behavioral health referrals made following incident or presenting concern (type
of referral, date of referral)
f. Did the child/family actually receive referred services? (type, date)
School professionals’ satisfaction with community response

6. Documenting Programmatic Activities: Project coordinators are encouraged to
track attendance at all meetings in order to determine how often programmatic
activities were held and the number of types of school professionals and community
members that participated.

The MacArthur Cross-Site Evaluation team has developed process/implementation and
outcome questions that can be helpful for guiding the evaluation and assessing the
effectiveness of the diversion initiative, although program coordinators may find it
helpful to go beyond these questions to assess additional outcomes.

Process/Implementation Outcomes

Outcome 1: Develop a manual for school-based implementation that can be used to
tacilitate program replication.

Outcome 2: Increase collaboration as a result of the development of the necessary
agreements and linkages among the agencies/systems that are involved in the program.

Outcome 3: Increase understanding of program components and available services
through the provision of training to key school-based staff, and other staff involved with
the new program as necessary.

Outcome 4: Implementation of the school-based mental health response program in
identified pilot sites.

Program/Youth Outcomes
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Outcome 1: Youth with mental health needs in the pilot site schools will be referred to
the school-based mental health response program.

Outcome 2: Youth who meet program eligibility criteria are accepted into the program
Outcome 3: Youth accepted into the program will receive needed mental health services.

Outcome 4: Key personnel will express satisfaction with the impact of the program.

Reporting

All of the above indicators should be summarized in mid-year and end of year progress reports. It
is also helpful to regularly review data indicators that can be examined more regularly if such
indicators can help project coordinators and stakeholders make decisions about how best to modify
the program in order to meet existing needs.
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SECTION II: TRAINING CURRICULUM
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Overview

The training curriculum is among the core objectives of our initiative. Trainings are offered to
school teachers, school administrators, mental health professionals, families, and other community
stakeholders, with the goal of increasing the knowledge base around effectively meeting the needs
of youth with mental health needs, and reducing inappropriate referrals to juvenile justice. It is
important to collaborate with schools to identify relevant trainings, thus, the needs assessment can
be used to assess interest in suggested training areas and gather information on additional areas of
interest.

Once the training menu is developed, the school provides their approval, and dates are set for
either after school professional development, or school in-service days. Subsequently, community
providers and experts come to the school or to an agreed upon location to deliver trainings. This
approach serves a dual purpose 1). Trainers become more familiar with their area school
personnel, and school personnel develop contacts in the area of children’s mental health. 2). This
approach supports our long-term goal of sustainability and systemic change. In the event that no
one in the immediate community is available, we seek to recruit trainers in other nearby areas.

Training Curriculum

The training curriculum for the 2009-2010 school year consisted of the following topics:

Overview of Connecticut School-Based Diversion Initiative

Overview of Connecticut Behavioral Health System

Recognizing Mental Health Problems in Children

Uniform Crisis Prevention Planning and Response

Updates and Changes in Juvenile Law

Becoming a Multiculturally Competent Practitioner

Increasing Collaboration with the Emergency Mobile Psychiatric System
Understanding and Increasing Empathy for Families with Mental Health Needs
Classroom Management and Crisis De-escalation

YVVVVYVVVYVYY

Each of the following one page summaries provide: 1). An Overview of the Presentation, 2).
Learning Objectives, 3). An Outline of the Presentation.
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Connecticut School-Based Diversion Initiative:
Overview

In this first training module, the project coordinators introduce the project to the school
professionals and community members in attendance. The funding source, goals for the project,
needs assessment data, and community resources are reviewed.

Learning Objectives:
The trainers seek to increase knowledge on:

1. The key partners funding and coordinating the initiative
2. The fundamentals of the School-Based Diversion Initiative
3. Understanding the Needs Assessment Data

Outline of Presentation

1. Introduction
a. Founding principles
b. Advisory group
c. Funding sources
1I. Overview of SBDI Goals
III.  Review of Needs Assessment
a. What was assessed
b. Overview of Findings
c. Recommended Professional Development
IV.  Linking to Community Resources
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Overview of Connecticut Behavioral Health

A representative from the Connecticut Department of Children and Families delivered an overview
of the state behavioral health network as it relates to youth and families with mental health needs.
The purpose of this training was to increase school personnel’s knowledge of the state of
Connecticut’s behavioral health system. Topics related to budget, services, and upcoming changes
were discussed, with particular emphasis on the role of school personnel in improving youth access
to services.

Learning Objectives:

As a result of this training, trainees will have a better understanding of the:
1. Current status of behavioral health in the state
2. Levels of service in the state
3. Major statewide Initiatives

Outline of Presentation

1. Current Status

a. Good News Presenter Notes:
b. Bad News
c. Need for Service

i. Child Protective Services

ii. Adolescent Substance Abuse

» State and community
partnerships are the lifeblood of
the CT-SBDI. Therefore, a
central goal of this initiative is to

iii. Mental Health increase coordination efforts
II.  Service Array between schools and the existing
a. CT Behavioral Health Partnership behavioral health system.
III.  Levels of Service
. » We have found that school
a. Prevention
: personnel are not always aware
b. Commumty Based . of the services, practices, and
c. Intensive Community Based policies that exist. This
d. Emergency/Crisis Services presentation should give a “big
e. Group Home picture” view and then identify
£ Residential specific linkages for teachers,
2. PRTE/Sub-Acute administrators, and‘ school
. mental health providers.
h. Hospital Level Care

IV.  Program Management
V. Major Initiative
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Recognizing Mental Health Problems in Children

This training provided teachers, administrators, and school mental health staff with critical
information related to effectively recognizing child mental health symptoms in schools. The
presenter discussed a variety of topics as outlined below, and concluded with questions and
answers.

Learning Objectives:

The trainer sought to increase knowledge in the areas of:
1. Potential Causes of Mental Health Problems
2. Typical Adolescent Development
3. Recognizing Signs of Mental Health Difficulties in Children

Outline of Presentation

1. Introduction
a. Critical Issues in School Health

b. Child Mental Health Statistics
c. Cost of Untreated Problems
II.  Overview of the Impact of Adverse Childhood

Presenter Notes:

» Although school professionals do

Experiences? not need specific diagnostic criteria,
III.  Typical Adolescent Development gaining a basic understanding of
IV.  Recognizing Mental Health Symptoms in Children mental health symptoms and their
V.  Signs that May Indicate the Need for Help SETRER IR R T e A,

VI. Causes of Mental Health Disorders

i > Th 1 is to aid school personnel
VII. Common Mental Health Disorders € goa 18 0 ald Schoo! personfic

in making better referral decisions

VIIL. The myth of the “Bad Kid” for youth with mental health needs.
IX.  Sources of Hope
X. Resources » Presentations should focus on

increasing the fund of knowledge
based upon empirical research.

» 'The use of “non-examples” is also
particularly useful in this training
(e.g., a temper tantrum after failing a
test does not equate to Conduct
Disorder).
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Uniform Crisis Prevention Planning and Response

This two-part training was designed to bolster school personnel knowledge of best practices related

crisis prevention and response. The training was very interactive and allowed time for role-plays,

group work, and video.
Learning Objectives:

As a result of this training, participants will be stronger in the following areas:

1. Creating an Individualized Plan

2. Recognizing Informal/Formal Networks of Support

3. Maintaining School Safety

Outline of Presentation

L.
II.

II1.
IV.
VL

VIIL.
VIII.

aRaNZ

Value Base

Steps for Developing an Individualized Plan
a. Crisis

b. Safety Plan

c. Important Factors

d. Child and Family Team
Natural/Informal Supports and Community
Resources

Positive Support and Indicators

Negative Risk Factors

Assessing Safety

Crisis Intervention

Crisis Planning

Proactive Safety Plans

Reactive Crisis Plans

What to do After the Plan is Developed
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Updates and Changes in Juvenile Law

A representative from the Connecticut Court Support Services Division delivered training on the
Connecticut juvenile justice system. The goal of the training was to help school personnel become
more familiar with the system. This training emphasized the appropriate utilization of the
Department of Juvenile Justice and the implications of youth involvement.

Learning Objectives:

This training seeks to increase knowledge in the following areas:
1. The types of cases the court handles
2. Current child law

3. The role of schools in the process

Outline of Presentation

L Six types of Juvenile Court Cases

a. Dehpquepcy ) Presenter Notes:
b. Family with Service Needs
c. Youth in Crisis » In order for this training to be
d. Uncared for Petition maximally effective, we recommend
e. Abuse/Neglect that the trainer be familiar with the
£ Emancipation school referral process and current
1I Who Is ConIs)idered a “Child”? utilization of the juvenile justice
) ’ system.
HIL. Current L""W‘S o This will often involve
IV.  Confidentiality preparatory work on the patt
V.  Appropriate Referrals of the initiative in order to
VI.  School Expectations equip the trainer with the
VII. Goal of Probation Biesessiy donivedion.

VIII. CT Court Statistics

) i » It would be best if the trainer limited
IX.  Emerging Strategies

the information to that which is most
relevant for school personnel, as the
topic is quite dense.
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Becoming A Multiculturally Competent Practitioner

The goal of this training was to increase the multicultural awareness, knowledge, and skill of
school-based professionals, with particular emphasis on working with students with mental health
needs. The training included role-plays, two video clips, a lecture, and an interactive quiz, among
other elements.
Learning Objectives:

The trainer sought to increase competence in the following areas:

1.

Awareness of one’s own culture, biases, and beliefs
. Knowledge of major constructs of multiculturalism

Skills related to creating a culturally affirming school environment, recognizing cultural

differences, and intervening competently

Outline of Presentation

I. Introduction of the Topic

1I.

II1.
IV.

VL
VII.

VIIL
IX.

a. Broadening the discussion to include:

1. Race
1. Ethnicity
iii. Culture
iv. Class

v. Language

vi. Religion

vii. Sexual Orientation/Gender
Three major areas of competence
a. Awareness
b. Knowledge
c. Skills
What is Multiculturalism?
Cultural Competence Continuum
Attitudes and Biases
The Importance of Knowledge of one’s self and
others
Putting competence into skilled practice
Role Plays
Question and Answer

Presenter Notes:

» 'This training is useful to all school
professionals regardless of the
demographic makeup of the student
body. The training increases
knowledge, awareness, and skills
when working with youth from all
backgrounds.

> 'The presenter should have a broad
base of knowledge in this particular
area, and focus on allaying fears and
anxieties that often come up when
discussing such topics (e.g., declare
the room a “safe space” for growth
and understanding).

» During question and answer it
trainers must reinforce tolerance
and encourage participants to
engage in the process of moving to
more advanced stages of cultural
competence, while allowing
participants to appropriately share
their experiences and perspectives.
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Emergency Mobile Psychiatric Service (EMPS)

The purpose of this training was to increase school personnel’s knowledge of the role of EMPS,
including the referral process, what constitutes a crisis, and the appropriate ways to utilize the
service. The presentation also focused on the role of EMPS in the referral of youth to more

intensive/ comprehensive services in the state of Connecticut.

Learning Objectives:

The purpose of this training was to:

1. Increase overall knowledge of EMPS mission and purpose

2. Expand knowledge of referral process including specific disorders that may result in behavioral crises

3. Improve decision making ability related to using the system

Outline of Presentation

L.

1I.

II1.

IV.

VL

VIIL.

VIII.

IX.

XI.
XII.

Introduction of the Topic
a. Critical Issues in School Health
b. Recent Changes in EMPS
c. The History of EMPS
What is the Emergency Mobile Psychiatric
Service?
Who Can Access EMPS?
a. Hours
b. Eligibility
EMPS & Schools
EMPS as an Alternative to the Emergency
Department
EMPS as an Alternative to the Police
Department
What is a Crisis?
What to Expect...
a. During the Call
b. Upon Arrival of the Team
Addressing Barriers to EMPS Involvement
a. Parent consent
b. Parental presence
c. Confidentiality
Knowing when to Call
Advantages of Calling EMPS

Resources and Follow-up

Presenter Notes:

» As mentioned throughout this

manual, EMPS happens to be an
innovative CT-based psychiatric
mobile response team that draws
on existing community resources
to improve the continuum of
care for youth and families in
crisis.

This training helps schools
understand how to best utilize
the service. It would likely be
helpful if the identified
psychiatric emergency responders
in your community present their
practices and policies to help
improve collaboration and
referrals.
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Understanding and Increasing Empathy for Families with Mental Health Needs

Parents and Teachers as Allies is a two-hour teacher in-service, developed by educators and
mental health professionals at NAMI in Connecticut, to help school professionals identify the key
warning signs of early-onset mental illnesses in children and adolescents. It focuses on specific,
age-related symptoms of mental illness in youngsters. The program is intended to provide an
educational tool for mainstream teachers and for advancing mutual understanding and
communication between families and school professionals.

The presentation brings together a panel consisting of a parent of a child with mental health needs,
an adult who is living with mental illness, and an educator who has experience in identifying mental
health needs among children and adolescents. The panel of presenters engages in discussions with
the training participants and distributes a number of helpful resources.

Learning Objectives

As a result of this training, participants were able to better:

1. Recognize signs of early-onset mental illnesses in children and adolescents as seen at home and at school

2. Understand the role of the educator as a trained classroom
observer who aids in, but does not make, diagnoses Presenter Notes:

3. Understand family reactions to mental illnesses and
guidelines for helping families, while building a capacity for » Empathy and capacity building ate
empathy and understanding among the chief foci of this

4. Recognize that early intervention and treatment leads to training. We found that the
better educational outcomes attitudes and beliefs appeared to

5. Obtain a number of helpful resoutces for parents and school shift after this session. Therefore, it
professionals is beneficial to offer this module

eatly in the training schedule.

Outline

I. Presentation by a parent of a child with behavioral > Project coordinators should

consult with their local chapter of
health needs NAMI for presenters and/or
I1. Presentation by an adult who recalls their own resources to support this training.
If no such organization exists in
your community, work with your
their school years existing resources to build a panel
I11.Presentation by an educator who has experience of individuals with personal and
professional experiences with
adolescent mental health.

experiences with mental health concerns during

identifying and managing behavioral health needs
among students

IV.Group discussion and question and answer

V. Distribution of community resources
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Classroom Management and Crisis De-escalation

This training focused on equipping school personnel with pragmatic means of managing classroom
behaviors effectively, and deescalating crises. The trainer provided tips for verbal intervention,
prevention, and provided context for difficult youth behaviors. Further, this training focused on
specific ideas related to improving curriculum and instruction, and classroom climate.

Learning Objectives

The purpose of this training was to:
1. Increase overall knowledge of classroom behavior management techniques

2. Increase overall knowledge of crisis de-escalation techniques
3. Broaden knowledge of instructional practices related to students with mental health needs

Outline
I. Limit setting Presenter Notes:
II. Verbal interventions tips and techniques
1II. Rational detachment » Concrete examples from school

teaching staff are particularly
effective during this training.

IV. Paraverbal communication
V. CPI verbal escalation continuum

VI Listening actively » Itis important to survey the
VII. Information delivery audience throughout this
VIII. Student work presentation to gain valuable
IX. Otrganization information about their current
X. Starting a lesson beliefs and practices.

XI. Conducting a lesson

: » Tf schools have a PBS (positi
XII. Ending the lesson SCHOOIs have 4 (positive

behavior support) model (or one

XIII. Instructional strategies and classroom similar) in place, it will be
accommodations for the ODD student important to integrate those
XIV. Educational implications elements into this presentation.
XV. Instructional strategies One could invite a school

coordinator of such programs to
co-facilitate this training.
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Training Evaluation

It is important to collect training evaluation data at the conclusion of each module. This can help
assess the effectiveness of trainings and help project coordinators determine if modifications are
needed in the future. Calculating mean scores for each item as well as a total mean score aggregated
across all items best summarizes the results.

See Appendix E for a sample training evaluation used in Connecticut.
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Conclusions

This manual represents the accomplishments and lessons learned as a result of MacArthur
Foundation funding. In one year we were able to develop a new program, select participating
schools, reach agreements, implement a comprehensive training program, build linkages between
schools and the mental health provider community, accept referrals from schools, collect data that
demonstrates need and impact, and begin to prepare for dissemination of this program in
additional schools. SBDI facilitated linkages to the EMPS program in order to divert youth from
juvenile justice involvement. We demonstrated that youth who were referred to EMPS differed
trom other youth that experienced behavioral health incidents during the school year. These are
important findings for informing the refinement of our program.

We believe these are important successes for a one-year program that was developed from
scratch; yet, we believe that SBDI has the potential to have an even larger impact given all the
lessons learned and the capacity that has been built. The most pressing challenges that affected
SBDI were the rapid implementation of the program in a shortened timeframe and the timing of
the school calendar including the summer break as well as availability of sufficient training time
outside of regular school hours. Despite these challenges, this program can be an effective
approach to working with schools so that they can more effectively meet the needs of children with
mental health needs, and their families.
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List of Partners

State Agency Contacts:

Cathy Foley Geib, CT Judicial Branch'’s Court Support Services Division —
CatherineFoley.Geib@jud.ct.gov

Louis Ando, CT Judicial Branch’s Court Support Services Division — louisando@cox.net

Bert Plant, Ph.D., CT Department of Children and Families — robert.plant@ct.gov

Coordinating Center Contacts:

Jeana R. Bracey, Ph.D., CHDI/CCEP - pracey@uchc.edu

Jeffrey J. Vanderploeg, Ph.D., CHDI/CCEP - jvanderploeg@uchc.edu

Robert P. Franks, Ph.D., CHDI/CCEP - rfranks@uchc.edu
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Appendix A

EMPS Screening and Assessment Procedures

Py Chio Mental Health Consumer Qutcome:s System
i\@ ;‘ Ohio Youth Problem, Functioning, and Satisfaction Scales Y
B Youth Rating - Short Form (Ages 12-18)
THIS SECTION TO BE COMPLETED BY AGENCY
Program Mame: RU: G
Please check one: [ Admission  [Johscssion  [] 60 days [ Discharge
If nat completed, please indicate reason: [ Vowh/Parent Unavailable [ tasguage tosus

D Yowih/Parent refused o compleis D Literacy lsswe

Marme: Date: Grade .
Date of Birth S O mate O Femate Race:

: t
Instructions: Please rate the degraa 1o which you have experiencad he L 2 =
following problems in the past 30 days. E E E
& = -
1, Arguing with athers ! ul B
2 Gelting anto fights ! a1 3
3. Yelling, swearing, or screamng at obhens ! 4 5
4 Fits of angar ! B
5. Refusing 1o do things teachers or parents ask ! il
6. Causing troubls for no reagon ' i
7. Lying ol
1 L] 5

8. Canl soem bo sit still,_having too muach enargy

9. Using drugs or alcohol
10. Breaking rubes o braaking the aw (oul past cudew, stealing)

11. Skipping schood or classes

12, Huring s&lf {eulling of scralching self, laking pils)
13, Talking of thanking aboul death
14 Fesling worthless of uselass
15. Feeling lonely and having no filends

-
pal omal pal ora| oma | owa) omef om| ome| ra| el ee| mal| ral e maf ral| ma| sol s Severs Times

olefjol ol al o o) o) &) o) O o 9l &8 o o @ o & S| polaas
=

) wl w| e ) o] ) w W w| ] W) | w w| | | w] w| w]| Ofen
£

=
) oamf oan| | Am ) dm )| ds)| k| th| | 4R en

18. Feeling anxious or faarful ! 4
17. Warrying that something bad is going to hapgen ! *
18. Feeling sad or depressed ' N
1% Mightmares ! 4
20. Eating protbems ! 4

FOR CLINIC USE ONLY

[Add ratings togather) Total

E 1-8 [.‘r| lﬂ-jl I 12-20
NAME OF CLINICIAN SCORING FORM

P ) B B L B Y 0 Db B P Sy D) el 1

O2MEI000 e R Page il 2

_'OVER- | entered by:




Instructions: Ploasa circli yows rosp bo @l @
1. Owerail, Fow salisfied S0 you with your [fe nght sow?

1. Extremnely satisfied

2, Modarately sabisfad

3. Samenwhal satsfiad

4. Somewhat dissatisfiad
. Mogarataly dissatished
B. Extremaaly dissabisfiod

questian,

2. How energetic and haallry o yoo el rghl now®
1 . Exirermaly healhy

HOT 10 BE DONE AT Al

Instrctions: Plsase crcke your response fo each

SICH

1. How satisfiod a you wilh (e menlal health services you
have recedved so far?
I . Extrasmealy Salishod
2. Maodaratedy salisfied
3 Scmewhat salisfied
4. Sormerehial dissalishied
5. Moderately dissatisfion
&. Extramaty diasatisfiod
2. How riuch are you included in deckfing you Eeabient?

2, Modaraiely heaithy 1. A greal daal
3. Somowhiat haalhy 2. Hu!:i-umrp
4. Somawhat unhaakhy A, Cuile 8 bit
5, Modarately unhaalthy 4. Somawhat
B. Extramaly unhealthy E ﬂm?:,u

3. Mo much SINESS of Drosaunh & in oo like aghl aow?
1. Vary iflle sireds

2. Soame siress
3 Quit o @ bet of glaess ;'"" "'r::,‘f"'
4. Amoderate amount of stress
3. Qude & bt
5. A greal deal of strass 4, Sormewhat
& Unbaarable amownis 5 A fitthe
4. Howw cplimislic: 0 you St your future right now? §. Hol at sl
1. The fubure kacks very brighf
2. Thes huluire looks somewhat Bright 4.1 have a kot of say about what happans in my theatmant,
3, The tutuna books OHF 1. A gresl deal
d. The hawre looks both good and bad 2. Moderabety
g }'heﬂmmnhad 3;2““.?::
he haure lgoks wery bad ot
v 5. A little
Tatal: 6. Mot at all

3, Mantal hoalth workars invebed in ry case listen o me and
Eenore whaf | wani

Total

Inafructions: Bedaw ane scme ways your probbems might get in the way of your ability
to do everyday activities, Read each ibem and circla the number thad

bes! describes your curend siluation.

Tt i Fiw
T o iy
Tot Do,

[
Trosstbis

1. Citlingy aloeey with friends

Z. Cretting along with famiy

3 Daaling of developing relationships with boyfriends or gidivsnds

4. Geting along wilh aduRs outisda the tamily (leachers, principal)

&, Keszping neal and choan, eoking gead

& Cwing for hastth needs and keeping good health hakils (aking madcingg o Bruthing lest]

7. Controlkng emoSons and skayeg oul of Foubia

& Baing mothoaled 8ovd Snishing projects

= =] =

B Farcipating in hobbies (Daieball Gads. coing, slamps, arf)

=

10 Paicipating n recreational activites {sports, swimming, bilop riding)

11, Complating Mousehakd chones (Cleaning room, olher Chons)

12 Afending schadl and gelling passing grades in school

13 Leaming sidls that will Be usalul fer hatuns oid

14, Fasbng good aboul self

15, Thinking Ciaafty and making good dedisions

6. Concantrating, paying attention, and comglaiing sk

17, Eaming mmoney and learming how o uss masy wisely

18, [irgg ings withoul supenision of restictions

108, Accepling responsiblity for acSong

2. ALty by Bapress Seefings

olaloglo|lalo|jlo|lo|o|lac|la|la|la|lc|lo|a|lo|lo|as
o

B | B3 Bk P Bk B3 ol | rar | P | e | ek | ma oma | ma e | ma | b | e | pa | R

Lol e Rl Sl e R R EE R I Rl S8 R ERY R=Y E¥) R M P R

B | B S | Bl g | B | b | B | B M | A | B | d | ) E | S| | de | B R

mgryrgtd g By W Dgivn d Douirere Coulcrean b Creidies
OENE2000 .




- Ohio Me .al Health Consumer Qutcomes System
{ @ 3 Ohio Youth Praoblem, Functioning, and Satisfaction Scales P
j Farent Rating - Short Farm

THIZ SECTION 10 BE COMPLETED BF AGENCF

RL: 10

Program Mame:
Please check ane: D Admisikon Dﬁh‘lnﬁun [ e aays D Discharge

IT ot completed, please indicate reason: ) YouihParent Unavailable [ vangmege ssue
r_-l Youih/Parent relmsed % complete D Literscy lssue

Child's Mama; Dade: Child's Gradae:
Child's Date of Birth: Child's Sex: [ pdale O Female Child's Race:

Form Completed By: O Mother O Father O Step-mother [ Stepfather [ Other:

Ingtructions: Please rate the degres to which your child has expenenced
ihe following problems in the past 30 days.

Owvon o T

Mot at Al

1 st of e Time

1. Arguing with olhars
2 Getting into fighls
3. Yelling, swearing, of screaming at obhers
4. Fits of angar
5. Refuzing to do things teachers or parenis ask

&, Causing troubla for no reason
7. Lying

8. Can't seam 1o sil still, having oo much enerngy
8. Using drugs or alcohal

10, Breaking rules o breaking the law (out past curfew, slealing)

11. Skipping school or classes
12, Hurting sali [eulting or scralching self, taking pills)
3. Talking or thinking about death

14. Fealing wonhless or ugslass
15. Feeling lonely and having no fiands

mhuuwmﬂ

de | | B &

=
bl el Bl Bl B B ] Bl B L Y e S

=
PRIl RI) B ORI
L) BT LS LY R

N

B
Ln

16. Feeling anxious or fearful
17. Worrying that something bad is going o hapgen

18, Fewling sad or depressed
18, Mighimares

20. Ealing problems
FOR CLINIC USE OMLY

E 1-8 D‘ 911 1 12-20

NAME OF CLINICIAN SCORING FORM

Slololol ol ol ol o o o ol al &) ol o 2 al al ol &
—_

i
Bd| Fa| BB P3| FJ 3| i BE] ma] ra
B | oGS ) e ) e | L G | b | k| La
Gh| smgy oh h| A ih | N | on

el Bl B &| =

(Add ratings together) Total

g ] TS Wl Cighe i B Tendie =y ety e Chaicepa S’y S P 1)

CME0G .. e 388 e e rtemEEEIEEEEIIEEEEE NSNS AAIEEEEEERLIaE e oo Pagm 1ol 2

'DVER' entered by:




Instrsctiona: Pleass cichs Foul rgsponan 10 mch qilaasghn

1, Chwrall, Rivwy SaG8RE G you wilh your FolasioniRp with yous
child right now?
1. Extrarmely salishied
2. Maderalely salishied
1 Somewhat satishied
4. Somewhal dissatisfied
5. Moderately dissatisfied
4, Extramaly dissatishiad

2. Hiow capalle of dealing wilh your childs peoblems do you feed

HOT TO BE DONE AT ADMISSI,
Insbrections: Pheaso Ciress you! respaonis i 8ach quistion

1. Hiw satafed are you with the mental healls senices your child

has eoeived 80 far?
| . Exts sabsfad
2 Moderately satsfied
3. Someratnial satsfiad
4. Sermeshal dissatisfied
£ Moderalely dissatisfiad
. Exlramaely dissatafed

E.TnmlmrmmhuntﬂMnlhquqmm

P planning process ko your chila?
1. Extremaly capable 1, A great ceal

2. Modarabaly capabie 2. Modarabaly

3. Somewhal capable 3. Cwile a bit

4, Somerwhal incapable 4. Someewhal

5, NMocerabely incapabla 5. A ligle

B, Extramely incapabls B. Mat at all

3. Mo oreach SIness OF pressune is in youw B righl now? 3 Mantal Fsalh wiskiig ifrrobved in my carse bsten o and value

1. Wary litte 7y bdeas. about readment planning for my child.
2. Some 1. A great deal
3, Quke a bt 2. Maderately
4. A moderale amount 3 Quibe @ bit
5. A greal deal 4. Somewhal
& Uinbaarable amounts 5. A lithe
. Mod af all

4, Hire' Gapilamibi 152 Bdd i abou yous childs fulune nght now?
1. The fubure loaks very bright
2. Tha fulune looks somewhal bright
3, The future looks OK
4. The futre looks both pood and bad
5. Tha Ratiee books bad
&, The fture logks vary bad

4. To whid chand Coas your chids inalmenl lan ischede your
eas about your chid's trealmant nesds?

Tolal: & Mat at all Total:

Ingiructions: Please rabe the degres to which yowr child's problems affect
his or her current ability in evarpday activitlias, Consider your
child's current leved aof funclioning

Coritiis i Frirar
bt
Troubles
g vy
wal

Esvemian
Trimubsas

1. (eming akong with Inends

2. Geting wong wath famiy

3. Dating or deveioping refalionships with boylriends o gatlriends.

4, Gaming Bong with sdulls culisdi e family {leachers. poncipal)

| a]l=a]a] =

5. Kpspng neat and chann, kooideg good

8. Caring for Pealt needs and keeping good health habits faking medcings of brssting i)

7. Controling emoting and slaying oun of oty

8. Being motivaled and finishing projects

0. Pancizaling iv hobbles (bassbal cards, coing. alamps, arf)

10. Partcpaling in recreational activises (sparts, swimming, b riding)

11. Comgdeling household chores [cleaning room, other chares)

12 Amanding dchodl and gemling passing grades in school

13 Learring skills = will Do usolul fgr fulun joEd

14. Feeling good ataout seil

15 Thinking chay s making good destilons

18 Conoentating, paying atsnsion, and coenglling tasks

17. EMieg money and bameng how 10 U5a Moniy wisaly

18, Duoing Tingrs wilhoul supenson o resirchons

19, Accapling rasgonsbiity lor acons

e | e | e | e | e | e | e | | B | b A b | S | B | o | | B

lo|lo|jlacjojo|la alale |lalae |alo|o|o|o|o|le]|ae
- -

LR LR R R G R R TR CC TR R O S N SR T Y S Y

b e [ | e | o e fea | ca | oo | wa oo ik | Lo | ik | o |k s | wa | o

0. Abdity b pepresd leekngl

{Add ratings togethar) Total
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Py Ohio Mental Health Consumer Qutcomes System
i :  Ohio Youth Problem, Functioning, and Satisfaction Scales ‘M

__Q_,___,.fr Agency Worker Rating - Short Form
THIS SECTHON TO RE COMPLETED BY AGENCY
Pragram Mame: RU: 108
Please check ane: [ amission [ b session ] eoanys [ mischarge
If not completed, please indicate reason: [ Youtharent Unavailablc L] Werker Unavailabls [ vanguage tssue

[ vouthParent refused o enmplete [ wsrker refused 10 compleee ] tseracy lssme

Child's Mama: Diate Child's Grade:

Child's Drate of Birth: Child's Sex: O mate O Female Chikf's Riaeca:

Form Comgleted By: [1 Case Manager [0 Therapist (1 Other:

Instructions: Please rate the degree fo which your child has experienced
tha following problems in the past 30 days

Once or Twice
Sayeenl Times
O
Maost of the Time
Al o e Tirme

Hof af Al

-
md
T

1. Arguing with others
2 Gelfing inlo f
3. velling, swearnng, or soreaming at olhers

-
Pt

-y
(L]

B | e
tn

4. Fits of angear
&, Rafusing fn do things teachers or parenis ask

&

B

6. Causing frouble for no reason

7, Lying
8. Canil soem 1o sit Stll, having too mauch energy

8. Using drugs or alcohol
10. Breaking rules or braaking the law (oul past curfew, stealing)
11, Skipping schoo or classes
12. Hurting self (culling or scratching salf, taking pits)

13. Talking or thinking about death
14. Faaling worthless of uselass

15, Feeling lonety and having ng friends

16. Feeling amxious or fearful

1 7. Wionrying that something bad is going 1o kaggen
18. Faseling sad or deprassed

19. Mighimanes

20. Eating problems
FOR CLINIC USE ONLY

E 14 D 911 1 [:| 12:20

Y

B | G| ek | Al | LA | L) 4

-
k| K| Bd| PA| PA) RE| P PR3

du | | | g 4

—y
ra

| &= én| h | ER) am)] am) eng on | 4m | am| 20

b
L=

wl| w w| w| | ] ] w
™

pa| ®pf ma| ma| ma| maf P3| R

al ol el ol o o | & | @ o | o o o) @] o =] @] &
=

] =] )
s
aafl Wh| TR 4m] B0

(Add ratings logethar) Todal

NAME OF CLINICIAN SCORING FORM




Jail

Juvenile Diezention Cener

Inpaticnt Psychisiic Hospial
Drugfaleahol Rehabilitation Comter
Medical Hospital

Residential Treatment

Ciroup Emergency Shelter

Eesudennigd lab Comp™Vocational Cenier
Cirouip Hame

Therapestic Foster Care

HTHEH

IR

II— ROLES: Enter the number of days the youth was placed in esch o the following seitings during ihe past 90 days, (For example,
the youth may have been in a detention center for 3 days, a group home for days and with the bialogical mother for 80 days.)

Foater Cige

Supervred Independent Living
Home of a Family Fricnd
Adaptive Home

Hieme of a Relative

Schood Dosmisory

Riological Father

Bidigical Mother

Twi Bialogical Parenis
Independent Living with Frignds

Individual Home Esscrgency Shelber Indegenint Laving by sclIf
Tistal far ehe two columns should agund %9
Markers:
School Plecomont Arrests
Curenl Pyychoactive Madscations: Suspensions from St  e—
[y in Detention R
Days of Schood Missed
Scbf-Huma sticanpts -
Instructions: Please circle the number correspanding to the designaled i
youlh's current kevel of funclioning in each area i - g £
gp 582 s | ks
1. Gisltng akong with fiscds i} 1 2 3 4
2. Getiing along with Laevily o 1 Z 3 4
3, Dtng or developng relalicnshizs wih boyirsnds o gniniesds 1] 1 2 3 ]
4. Gotling aipng with aduite cutesde the tamily [eachsrs, prinspal) [i] 1 2 3 4
. Kreping neal and chean, logking gesd a i 2 3| 4
8. Canng bor health nesds and keepineg good heath habits {Ikisg medcnes or brushing 1eath) [i] 1 2 3 4
7. Controding emoticns and shaying oul of Foubls a 1 ) 3 e
8. Being motvated and finishing propcls o 1 2 3 4
8. Parlicipaling in hobbies (basabal cards, coins, stamgs, a1} o 1 2 3 4
10 Parssapating in recreational actiiBos (Ipots, swimming, bike rding) 1] 1 FJ 3 4
11. Campleling househokd chones (chianing reom, other chones) [} 1 2 3 4
12, Amanding school and gelling passing grades in schol o i 2 i 4
13, Lasarming Shilky 1l will B ussidul for future jobs i 1 2 3 i
14, Fessling good about sell a 1 2 3 4
5. Thinking cleary Sl making good decisions v] 1 z 3 4
18. Concenirating, paying afeniion. and cempleting lasks ] 1 F 3 4
17, Easning moesy and Meareang hive b e money wisaly /] 1 z 3 4
14, Daing things withoul superddsion of matbscng a i 2 3 4
10, Accapling reapantibiity for actions [} 1 2 3 4
20, Abikty 10 axpress bslings i ' ERERERE
Lot Bemimre b g § S Hre D0 Mo aan i 1 Pei Siteale'p 0RR jFhaval 7]

(Add ratings together) Tatal

Fage 2ol 3



‘1

SN . Place Client Label Here
WheelerClinic EMPS CRISIS INTAKE

e {15117 o8V chifE

21 Call Dae!
Die of ntghe!

Assiged Clinicln Name & SafT§ A wm 4 WS W B Meide M

w— (flese ik |

Cleat Bame: - M&D Female: 0 o e .
| {Lasl, Fiit Middie)

Primary Coreaker Relto Clieni: Phone: ALk

Address; Cly: S EpCole:

Person's Prescal at Inigke:

Presenting Criss/Reastnfie Evaluaio (Inchude e and ageof youth, whe refered, why rferved and place of assessenl):

SE—

History of presenting problems:

.....

Who does client residewib? e —

FAPS Crsis lotake By /00 Page Lol 11
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Address:

I-‘apm‘.
Mather:
Kirship
Clrctalr:
Fosier

Porert (3 —

FIUCATION
Schicl:

Ll Gurdien(g)?

Phore A Bne Commes

Dhic Stuted

Curren Corat e (ot N

Court Imvchement

(it

Q]" ENT BEHAVIORAL HEALTH TREATMENT

Cummuni Bused

Lvel of Cuse

Pust
Yeur i A

Current
Date Started

AgeneyFacility

Curtent Costac! Perivafs) and Number

Dulpatien

Extended Day

[OPPHP

In-Hatme TX
Type

Home TX
Type

(ut of Home

Faliy.ocition

YewrlApe

Duniken

Resson for Redemal

Iigatlent

Inptfenn

Inpatiel

&®

Residential GH

Residentinl GH

Other

TS Criss ntake R | 207

Pgedafl
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MEDICAL INFORMATION

Hrimary Care Physcin v )y Name: b e

Last physical exam date

Do client have pain that )
inerferes vith uncionig 7 ¥ N 1 yes, Pin Brochue g el [ Do you seeadotor foryourpan? ¥ N

Do the client have any

cumenl medical problems | f N\fm\iﬂ

s he elem pregnas ? Y Demes  MA

s the client breast feeding o lactating ! y
{aak fclient age 12 or ) L

Do he client have any hislry of
senrures, head injurics, lead exposure T

Dizs the client have any history of ather
sifais medical probleis, of any past
medsca] treatmen priedures ————

lsthe lienl overwelghtunderweight? ¥ N Ifyeg
Nuian Brochure given fo clent 0
Dossclinthwvemantig inede? ¥ N 13es

Isthe clientalleric o any medications? Y N

eselpmenta Misiones: O Tie [] Delys [ Desribe

Do lientfamily practie shemative. ¢
mesicing or faith healing ?
lsclieel curcaly aking dictary orherbal ¢y

Isclieni cumenily tking OTCmeds? v supplements?
Please ls all prescription medications, aver the counter medications and herbal dietary supplements below;

N o Do Fm How s ke DSl |Conplt| b
During the past 4 weeks;
i ch physalpn s he chent had Horw moch bl 1 et expemencing doing regularddy actvies i 1 s segsons ¢
DN“‘" D\I‘WMM O DM“‘*"“ Dc""”‘ DNUIJWI Dl“lmlc D%n— [ At Dﬁn'ldull
Hoose i does the chent's health it his/hee abliy v How mech b physic o emotion) heah probes e wih ol sl

NoratAl AlLmle A lat sctites with famdy, frends, o othens?

Cary orlifr abjects: D D B D Natar Al Dﬂillk D-‘dudrmrly D Al D Foremely

Chimby eevenal fights of stas: D D

Walk sever! blocks D D D

Are you cunentiy being reated forsny of he abowe ¥ N I ¥en bywhoms

Doy camenily have an spicvalsupponts o oy ety yous ebigons demmamaton?

EMPS Cor Lkt ot 09 Page Jof 11
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Family History of Mental Iliness, Suicidulity, Substance Abuse, Legal Involvement, or Other Risk Faclors

Client Risk Factors

Denies

Schial | Community

Home

Ditadls

Physicel Aggression

Extreme recklessness, agitation, impulsviry, oo
foher dangeous destnuctivs behasior

Seal acting ot

Runwing away

Fire stting

Ealing Disorders

(iang #ssociation

Victimef ballying

(hhet llgal aivities

Traama/AbuseNeglect

Problem Cambling
Ifves, Sei Vouth Gambling Scveen

EMF Cor Intake Octobes (7

Fagedal 11
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L APPEARANCE: MENTAL STATUS
A IRESS 1, GROCMING . CODRDINATION [1 MANNERISMS
D Casul D Well-Kempt D Typical fir Age D e Nied
0 Fm 0 vrtemp [ clay [
O it 0 s H Akt e
|:| Wealer Approprinle D Poor Obr ____ ‘?""’
0 s Apvciae [ —
Clrontlgiel Age Ao g Yo AsSted Ol
[ SFEECH:
[0 weminse Nrmd Ve [] O T
[ s Sl [ st ] s 0 tstewwors [ mgia
[ i [ Lo [ M O ot Moslatesy [ teseuion
[ et O [ e 0 woved  [] T
Urielighl [ Sy e [] vipe
Ot [0 Cramaid
T AFFECTIFACIAL:
D Apprpeite fo Mod D Appeoprie b Coner H[‘m\mt [ eed O e D b
D Vagpcpies 6 M (] ot Conien L Loble D Tewe ] ot
(] v [ nesa
1. BEHAVIOR
A ATTITUDE B, BOUNDARIES €. PSYCHOMOTOR
Oyen 0 tieds [ copie D brppig O wprene 01 Wi Tyl g
Lifersive [0 vonts [ et (] tesaive [ e T
Qom0 po L
D Wibdiamn D susmmm D Agilied
0 oissinve Hosik Oter
1L THOUGHTSICOGNITION
A, PROCESS B PERCERTIONS . CONTENT [ ESTIMATED COGNITIVE ABILITIES
Lol D Nl D NormalAgpanpeine Gererlly Bk Average
Gobiested [ wdivion [ 0t il Avee
[t El Visud D Obsessions Fiuations El Gemerally Above Average
D Ling D Tagile Disealbe
[ ciownsaatd [ Awstoy 0 ehsns —
DBHM Command Y N Desebe o I
Uebe e
£, MEMORY F.ORIENTATION
Remote; D No impairmienl D Pobem Tme Y N
Rezen D o impaimend D Prblem . Mt ¥ N
et [ Moinpsiman [ Peben R N
. SENSORY ISSUES
I THREE WISHES:) I R 1 o
IV, MOOD
ComentMood Onerall Mood inthe LaiMonh
Dieseribe Any Recent Changes in Mood
Thogs fhe clienlor carctuker deseribe any changes in
b g A b Peled 4§ SEEn b 4 Inpulily L
Applie Aod Mo 4 Hopelessnes ’ & Ay A ¥ Compuliians of Ritlly L
iy 4o Woms A4 Wi,y by b 4 Coxnior "
T Socld lemctons 4

V. HARM to Self and Others {see Riik Assessments)

NS i ke ot 0 P dof |1



Child icidality / Self-Harm A
Each Item must be completed, loving ro blanks on the form

1 Current/Recent Histary [wishes, threats or nctions to kill or harm self in last 30 days)  Desies [
[Date [Deseribe Level of Risk Jintervention

2. Past istory (wishes, threatsor actians 10 kil or haom self longer than 30 dys ag) ey [

[DateiAge seribe Level o Risk intervention
4, What function does self-harm andor suicidality play for the clieat 2 WA [

Emotiona] Expression of: Function:

O Anger [ Boredom [ Eseape [

[ Sudness [ Jealousy [ End Emotional Pain [ el something:

O tun O Being Overhelmed O] Engugemenvhe-Engagament o Ohers L] Avoidance

O quin O Fewr [ Get Help For seir Othes

[J shame  Other _ [0 Bring Attention to "unspeakshle” situation

5. What does client believe happens when people die 7 What does he/she believe wouk! happen if he/she died 7

. Risk Factors for Suicidaliy [] wone
[ nadeqine Faminy suppon [ Corrent substance Abuse [0 tssues retated 10 Sexusting
Fecent Separation/Losses O sty of Previous Atiempes [ Psyehosis with Command Hllucinations
Poor mpulss comtiol 0 ccess woLethal means fs. gune, drogs, etc. ] Lack oF concem with Camsequensces

3 Famity bistcey of Suscidal Bebavior [ secens Suicide of Pesr or Msaningil Person B s R

7. Current Plan to Harm Self or Commit Suicide: ~ Ye¢  Denles  Deseribe plan and time i

A. How lethal isplan? ) _ S —
B. Docs the client believe the plan to be lcthal ? Yes  Ne
§. Means Docs the client have the means ta carry out theaboveplan? N4 ] Denies  Yes

Describe: ) S —

9. Current Intent 1o Harm Sell ar Commit Suicide  Denles  Yes Describe: .
g self with no intent to act upon thoughts.

A, Clien has eurrent thoaghts of harming
B, Client intends to harm self but denies insent 1o kill self.
€. Client states be'she will camy out  plan to kill sell. Describe time lie: e
10 Isthe client fisture oriemed ¥ Yas  No
11, Summary of Risk and Lethality

EMPS Crisi Intke Ouasher 19 Page bl 11
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Chili/Adoliscent Hamicidality / Harm to Others Assessment
Fach i must be completed, leaving no blanks or the form

1, CurnentRecen Histary (wishes, threats or itions 1o kill o harm athers i Josa 30 days) Denies |:|

Dite Desiribe Level o Risk Intervention

2, PustHistory (wishe,hreats o acions okl or b e onger om0 dysmge) — Denies [

4 Desibe ILesel of Risk Inlervention

4. Wihat furetion do wishes or actions v harm athers play for the chient ? NIA 0

Emational Expression of Tunlion:

O A oeken [ b 0 st

(] Suess ] Jesiowy O et P ] Felsmetig

D [ Being Overwhelied D EngagemenReEngagerent of Ot lj ”""fd“f‘

Ooin [ rer O G HelpFr S O Rt

[ shome O[] g Avotnlo bl oo O

5. Wiat does clieat believe would happen I hefshe harmed obiers ?

6 Rk Facrsfr Homicidaly (] Nene

] oty Supor D Clteet St Abuse U0 el Sy
D Recenl Separaion’ asses I:l Histay of revious Aemyis Fiyebisi it ot Hallicinaing
P impkic: contral D Acorss 10 Lehal e i . guns, v, e, Lack of cnee for omsequences

Cther severe siessors

Famly History of Hescidal Behasiar

7, Cument Plan to Harm Others DBnEs Y85 Describe plan, imeline, intended victi, and whether victm s ware of pla;

A How lethal i5 plan
1, Do the el believe the plan tobe kehal ! Yes Mo
8, Means Dozs the client have the means 1o carry oul the sbowe plan ! NiA D Denies Yes

Describe:

8, Coment Intent to o Orbiers D Yos Descrbe
A, Chent bas current thoughts of harmaing ihers with no intent bt upon thowghts.
B, Client intends to harm athers bul denies intznl 1 kill olhers.

G Chet st hedshe sil eairy aut a plan o kill thers.

10 Summary of Risk and Lethality

EMPS v lstake Oetobet 19 rlslhf 1l
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Client Substanee Abuse Assessment
FAMILY SUBSTANCE ABLSE:
I therean oy ity of substancenseabuse (] ¥ [ N Reporedy: o

[eribe ine. b, hal 5used, who wss, and he mpctof sl abs s )

CLIENT SUBSTANCE ABLSE HISTORY

DRUG  [Dev] Hos [Resur| "% | Pkt | Usein g

fy | T | Ve ﬂ:‘ (AntFeg) | Mok

Addiional Information

Aleohl

Caflene

CigarefiesNicoling

(R ——

Marijiana

Cocaine/Crack

Opiaes (hetoin,
mirphine, codeine,
mehados, Vicadin,

Pefepee, i)

mushrooms, Feslasy,
TCP, Ketaming, Slvia)

Amphetamines (Rilalin,
Dexedring, Crystl Melh)

BarbitualeySedatives
[ Ativan, Klonapin, eic}

070 (dupthalens]

EMPS ik O bgebol



CLINICAL FORMULATION
Please give & description of theclents unique presenting pieure (ht suppots the diagnosis and treatment approaeh,

Peychiiie Dingnsis - DSMLIY:

Axis] |' | || | i -
| | | | L
RN -

(T s
OO mieow

Axis]l | | {Prinan) R
[D]:D:' (i)

Avis L (General Medical Condition):

Hing A 0 s Qi 0 ity
Guichin L) Optchboss  [] igDiode [ VoohgialDaorks ] Vil g
Oopus [ O vty e (] Tty (] Obesest b

Oy O [ seteca [ cuiicPobiem
0] it [ Tyttt 7] Mo e D Cing

Axts IV (Paycliosocial & Environmental Problems):

[ ot i iy st . e
[ trotioms sl vionment. e
O bbesiondprbens e
O soptood by
O g oo
D Poooemicproblems. Specfr B —
D Froblems wi ncces o beallh cre smvices: fpecif:
D Froblems reated o ideracton wilh e el iyitensind Sy
U ool ol posios ey~ o

Lo Hih
Axi:VD Curm SHBDENBABNBRENHOENE
(GAF) D HgesiParlr 50 DU DB U EDFOHE DN NEHEH
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[hin Seales

Child Parent Warkee Reason Codes for Not Completing Chio's
-1 = Family Refused

Problens Severity D] B ED E D]]r, | =2 = Langusge Isue
- = Literacy lssue
Hopefulness D -4 = Fymily Unavailable
D] - Dj b b— = Child 1 or younge {Fouth scales only

s [Ty T -
hacig [T L] L]

Client and Family Strengths
Client's RecreationLesure InterestsfActivites ?
Disposition/Next Steps

N o ([ITTTTT]

Intske Clinicion (Signature and Degree)

S W[

Supervisor (Sigratere and Degree)

Psychiatrist (Sigaatare ifreguired)

COMPLETE PAGE 11 1F CLIENT HAS HUSKY MEDICAID INSURANCE

EMPS Crie sakelfober 0
Page l0al 1l
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PLEASE ANSWEx (HE QUESTIONS IN THE BOX sELOW IF THE
CLIENT HAS HUSKY MEDICAID INSURANCE

1, i this & e achmission fo oulpatient services within your Agency Practice D Yes [ Mo Client Label

2, Is Member being discharge fiom bigher level olcuct\‘ilhin;wrﬁyrryfhutiuﬂ v 0w

3. Eiicty: st of Higanicaio Orgn? ] Yes [ Mo

i, Referml Source:
[ seltvamiy Mesber [ HoqinlED ] MamgedService Syt (] PCPMediclProvider Sy Do nemedie LOC
0 Community L'nllahlrmiwu CreHrAso [ Siep Doon Ipaient LOC Dﬂlhu BPovider (] sehoot [ ¥

Oowe [ omias [ contntnd 0 1 [ e

5. s the membet had previous mena e bstance s enment il et k) (] Ves [ Mo
Ifyes, chesk oneorboth [ e st [ Suboanee Abse

6, Art there ienified family members orsignificant others invalved in the ieenbers teaiment and recovery? D Yes [:| Na
. Wyes, e of e above il e gt g o el el o s shusevesment? (] Yes [ B

8, Have you obiained consentto canfact
B Sonl O ve [ v O oealed
bMedicdPosidr 0 Y [0 o [ Do
oo B okt [ es (] o [ s 3 WA

o, BH b providers for family .
menbet of sipifican other: O ver 0% O i 0 i

9, Who s the lead case management provider:
O Nocpovits [ DCF Eshicod s ot~ (7] DAMAS Cse Manger

0 ocFCaeVte [ CC Spame CoreColebint)
10, Tt centon carentyon eychisic medicion? (] ¥es [ ho
1N, 1y piychiatng mecdiation evaluafon o medicatlon munagement vigi indicated? Oves [ %
12, Does e et e comcruring et el indubstice e condions? 11 Y66 [ Mo [ Movasesed
13.1F1he memberfinvohiedwith e egel system, lease seleeall et sgply - (] dveniehustice [ rchation 0 peok O Other Cor
14. Hgve you provided informaton regarding pes sgpartor el el opind! 1] yes [
I3 ClentbsSEDT [0 Yes [J Mo [ Unkaown
16 Coceuring Disorder! Ove 0 O Uslaswe
17, Living Situation !
(0 e Liig it swpont [ JlCometonl [ (TherpyPofes) [ Crsis Subilratio Resience [ FC )
O Grphame [ Honelss Pl O Resdonial Treament [ Pyt Residentil Tretmed sl
Osietome O gea O pivae Resitees
18, Has the chilyouth been amesied wikin e pact 12 manihs ! Oves O wo [ thioown

14, Has he ohild'youth been suspendedexpelled within the pst 12 mohs ! D Yes D ¥ [ usknon

P11
i ke O 9

v



CHILD GUIDANCE CENTER OF GREATER BRIDGEFORT, INC
80 FAIRFIELD AVENUE
BRIDGEPORT, CT 06604

EMERGENCY MOBILE PSYCHIATRIC CRISIS PROGRAM
1-866-242-7818
CRISIS PLAN

Date/Fecha:

Name of Child/Adolescent Evaluated:
{Nembre def mifo/adolescents evaluads)
Neme of Parent/Guardian:
(Nomshre el padrelutor)
Name of Crisis Clinician:

{Nombre de! terapistade criis)
Date/Location of Asscssment:

(Fecha y sitio de fa evaluacidn)
Presenting Problem:
(Problema identificado)

The following erisis plan is agreed to by the chinician and the parent/guardian:
(Con el siguiente plan se ha legads de camun ccuénds entre ¢l erapistalpudre o utor)

___ Immediate Hospitalization, as follows:
(Hosptalizacion inmediata)
Include specfic renspartaton and acwission formation
ety informacidn especificn aeerea de ¢l wecdo de transparte yadisitn)

__ Call the Crisis Line (1-866-242-7818) if any of the following occur:
(Deocrrir algona de loseircumstonciasindicadas agui o favr de lawar o falnea e crisls
dl1420218)

__ Referral to other agenciesiprograrms as follows:
{Referido a otras agenclasrograms)

__ Next appointment with clnician:
{Proximia cita con ef erapista)

__ Other measures to maintain stability, as detailed below:
{(tras medidas para mantener fa estabilided, como s indicada abojo)

Parent/Guardian Crisis Clinician

10:7:03
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IbH7
CHILD GUIDANCE CENTER OF GREATER BRIDGEPORT

EMERGENCY MOBILE CRISIS / COCP
SCREENING / INDIVIDUALIZED CRISIS ASSESSMENT / TREATMENT / DISCHARGE PLAN

ENI

Date: Time: DayofWeek: S M T W TFS

Program? ___EMPS __(DCP  Language? Eng | Spa | Other
Prév, Case? Y N In#: When?

Program? Clinician?

Referring Person; Tite:

Agercy. Phone:

CHILD: D0B: hge S
Paret | Guardian: Legal Status:

Adldress:

Telephone #5: Home: Work: Cel:
School Daycere: Grade: SpeclEd? ¥ N
Pedfatrican: Tel#:

Tnsurance: Med | Com  Company: [D#:

DCF Involvement: ¥ N Worker: Tel#:

Location { Status of Child Now:
Lacation of Rarent Now:

Nature of Crisis (ecptan;, Mestus Smia Istances, et




10

Sleep: Y N

Energy/Motivation: Y N

Appetite: Y N

Substance Abuse: Y N

Harmful to Self: Y N

Danger to Others: Y N

Hallucinations: Y N

Fire Setting: Y N

Destroying Property: Y N

Stealing: Y N

Arrests/Court Case; Y N

Running Away: Y N

School Tssues: Y N

Social Issues: Y N

Phys./Sex, Abuse: Y N

Exposure to Violence: Y N

Other Trauma: Y N




80747
Current Medical Issues;

Currently in Treatment? Other agencies involved with family? Decals s ths povie e cxtacd Cnhey
e e s o ik ? I, iy ot

Brief Treatment History including Medications:

Family's / Caller's Preferred Time & Location:

Screanar’s Notas: o o cotac parentuaran. S i aoanant s rlinces? iy s g o
faml e aessgent? )

Screener. Time Contplated:
Clinician Assigned to Assessment:
Assessment Date & Time; Place:

Assessment within 30 min, of screening? Y N
Ifnot, why? __ PaentPref, Other

Mabile Assessment? Y N
Ifnot why? __ PaentPrefl  _ Offer

Notes / Comments;




(474

CRETS STABLLIZATION INTERVENTIONS

PROBLEMS INTERVENTIONS

Fanlly's Reaction to the Above Crists Intervention Plan;

Modifications in Plan Following Conference with Family:

Actions Taken by Clniclan to Implement Plan:

Clfician
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DISCHARGE P

Chil:

Présenting Problems:

Inferventians:

Treatment Goak fichind et i

Adrigsions GAF: Discharga GAF:

Discharge Plan:

Community Linkage:

Clinlcian

Date
Data Entered?  Yes  No



Appendix B
Description of EMPS Practice Model

Scope of Work

The responsibility of the selected EMPS contractor is the provision of the EMPS to all towns located within their
catchment area. 'The contractor must provide all staffing, office space, equipment, materials, supports, and
resources necessary to meet the performance requirements of the EMPS Service either directly or through limited
sub-contract arrangements. The selected provider must provide all resources necessary for in-home, in-school, or
other community based response as well as the ability to respond telephonically and/or at their offices.

Service Components

Hours of Operation

* The EMPS contractor must retain the capacity to receive and immediately respond to crisis calls/inquiries
for crisis intervention, 24 hours a day, seven days a week, 365 days per year.

* The EMPS contractor must maintain capacity for mobile response between the hours of 9:00 AM to 10:00
PM, Monday through Friday, and 1:00 PM to 10:00 PM on Saturday, Sunday, and Holidays.

*  Within those hours requiring mobile response capacity, the EMPS contractor must retain the ability to
respond to multiple calls within the same time frame and the flexibility in staffing to respond effectively to
predictable peak periods of demand.

* During the hours of 10:00 PM to 9:00 AM, Monday through Friday and 10:00 PM to 1:00 PM on Saturdays,
Sundays, and Holidays, the EMPS contractor must respond immediately by phone, or in person, to all calls
requiring crisis intervention.

Mobile Responsivity

* A minimum of 90% of EMPS responses must be mobile, consisting of the immediate dispatch of staff to
the client home, school, or other community based setting.

®  While there may be exceptional circumstances in which a mobile response is not the preferred method of
responding, the EMPS program is designed to be mobile.

* The implementation of a central call system will screen out and respond to requests for information and
non-emergent requests for service thus increasing the percentage of calls received by local EMPS providers
that will require a mobile response.

= A response to the home or school demonstrates provider commitment, builds rapport, has supetior
ecological validity in comparison to office based interventions, and provides the practitioner with more
information with which to intervene effectively. Such interventions also remove barriers associated with
transportation.

* Individuals or families that prefer an office based response at a later time may be best served through
referral for urgent access to the local Enhanced Care Clinic rather than an EMPS emergency crisis
intervention.

* In those cases where a mobile response is contra-indicated due to safety or risk issues, a call to 911 for
police involvement or facilitation of a hospital ED admission is recommended.

Time Frames for Responsivity
=  EMPS provider agencies must maintain 24 hour ability to be immediately “conferenced” in to calls received
by the central call center and determined to require an immediate emergency crisis response.
= EMPS clinician’s are expected to be on site in the home, school, or other community setting within 45
minutes of their receipt of the call.
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An initial crisis plan must be developed with the family whenever possible, within the course of the initial
intervention and a copy provided to all participants prior to the end of the intervention. The initial crisis
plan should be provided to other key players (therapist, school staff, coach, etc.) with appropriate consent
w/in 1 business day of development.

Initial follow-up with the child/family must occur within one week of the initial crisis intervention or sooner
if clinically indicated. Whenever possible, follow-up should be provided by or include a community
provider in a position to provide ongoing care, or by the EMPS staff if no care provider has been engaged.

Follow-up Care

Follow-up care to support continued crisis stabilization, strengthening of supports, and linkage to ongoing
services and supports is a required and critical element of EMPS.

The goals of follow-up care are the support of continued stabilization and linkage to ongoing care. Linkage
should be accomplished and follow-up transitioned to ongoing care by a community provider as soon as
possible. The pursuit of goals more appropriately addressed through ongoing therapy or in-home service
should not occur within the EMPS intervention.

While follow-up care is critical, EMPS teams must maintain a balance between maintaining capacity for
mobile response to initial crises and providing sufficient follow-up care to support continued stabilization
and linkage.

From the point of the initial crisis response, the duration of follow-up care should not exceed 6 (six) weeks.
In rare cases where extended follow-up may be required, the EMPS provider must request permission for an
exemption from the follow-up time-limitation from the assigned DCF manager of EMPS.

Follow-up care must conform with the principles and practices of the system of care including family
driven, youth guided, community based, linguistically and culturally competent, strength based, and
promoting the use of informal community based supports.

Crisis Planning

The crisis plan must conform to the structure and approach described by Grealish (2000) in The
Comprehensive Guide to Crisis Intervention Planning,.

Each crisis plan should include kinship, natural, and family supports to the extent possible

An initial crisis plan must be developed for each case served and continually updated throughout the course
of the EMPS intervention.

The crisis plan must be in writing, contained in the client record, and copies provided to the family and key
resources (with appropriate consent). .

Stafﬁng and Team Composition

All EMPS hours that require a mobile response (9-10 M-F & 1-10 §,S & Hol. = 4276 hours annually), must
be staffed by a dedicated EMPS Team or teams of clinicians.

80% or more of the members of the EMPS teams providing coverage during the hours of mobility must
work at least half-time within the EMPS program.

EMPS programs may use patt-time and/or per diem staff to augment their coverage of the hours of
mobility and/or to cover non-mobile hours.

All clinicians working with the EMPS team must be licensed or license eligible for independent practice as a
clinical psychologist, clinical social worker, marriage and family therapist, licensed professional counselor, or
licensed alcohol and drug counselor. Exceptions to these clinician credentialing requirements may be
allowed with prior approval from DCF for bilingual/bicultural clinicians.
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= All EMPS Programs must provide access to a psychiatrist for psychiatric assessment, psychiatric
consultation, and short-term medication management that is sufficient to meet the needs of staff, children,
and families.

Training
* During the 1% year of implementation, the EMPS provider must provide all required training to all members
of the EMPS team (including subcontractors, if any).
* In subsequent years, training will be provided by the DCF contracted training and quality assurance vendor.
* Training must include at a minimum the following;
o Crisis Assessment and Intervention
Suicide Assessment and Prevention
Violence Assessment and Prevention
Principles and practices of the System of Care
Crisis Planning
Strength based assessment and care planning
Identification and use of natural supports
Traumatic stress and trauma informed service provision
Orientation to the CT Behavioral Health Service System
Culturally and linguistically competent care
Working with foster families and the behavioral health needs of children in foster care
Parent Support and behavior management
Training in standardized risk assessment and treatment protocols

O O O OO OO OO0 O0oOO0o0OOo

Relationships with Emergency Departments (EDs)
= Fach EMPS provider must collaborate with and maintain relationships with the EDs within their service
area. EMPS providers must also establish relationships with EDs outside their service area that serve a
significant number of children and youth from within their service area.
* The relationship with each ED will be demonstrated by the following;
o An MOU outlining roles and responsibilities of each party
o Outreach to high sources of referral to the ED to facilitate diversion from the ED
o Collaboration with each ED to facilitate rapid discharge of ED patients to the community via the
provision of education/consultation regarding diversion options and by follow-out/follow-up care
by the EMPS provider
o Willingness of the EMPS provider to provide on-site consultation at the ED

Relationships with Schools
* Each EMPS provider must work to establish relationships with each school system within their service area
paying special attention to those schools that have a history of a high rate of ED referral and/or EMPS
utilization
* The relationship with the school is designed to facilitate appropriate utilization of EMPS services as an
alternative to ED referral

Relationships with Law Enforcement
* FEach EMPS provider must work to establish/maintain relationships with each Police Department within

their service area paying special attention to those departments that have a history of a high rate of ED
referral and/or EMPS utilization
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* The relationship with police is designed to:
o Facilitate cooperation in those cases where a police escort may be required or advisable during the
course of an EMPS response
o Facilitate increased utilization of EMPS in those cases where police respond to calls where EMPS
intervention may be a better alternative to ED referral or arrest.

Relationships with the Foster Care System
*  FEach EMPS provider must work to establish/maintain relationships with entities involved in the
management and provision of foster care services and organizations that advocate on behalf of foster
parents and foster children. These relationships should include DCF Foster Care and Adoption Service
Units (FASU), foster care provider agencies, and foster parent advocacy and support organizations.
® The purpose of the relationship with Foster Care is to promote increased utilization of EMPS by foster
families leading to a decrease in ED visits and foster care disruptions.
* The linkage with Foster care is predicated on the following facts;
o Children in foster care have higher rates of serious emotional disturbance than the average child and
higher than similarly disadvantaged groups
o Behavioral health crises that occur within foster homes can lead to placement disruption if the crisis
is not adequately managed and the child/family is not linked to approptiate setvices and suppotts.
o Children who experience multiple foster home placements and/or are removed as a result of
behavioral health crises occurring in the home show some of the poorest long-term health,
educational and behavioral health outcomes of all children in the child welfare system.
o Children in foster care and their foster care families who are supported in managing crises in a
timely manner and linked to appropriate services have better short-term and long-term outcomes.

Other Key Relationships
In addition to those relationships outlined above, each EMPS provider must develop/maintain relationships and
active involvement with the following:

= Alllocal Systems of Care within their service area

= All local managed service systems within their service area

= All DCF local offices within their service area

= All Enhanced Care Clinics

= Key service providers including outpatient, extended day treatment, intensive outpatient, intensive in-home,

respite, mentoring, care coordination, crisis stabilization, sub-acute, and psychiatric inpatient providers.

* Key community resources that are likely to be a significant source or point of access for natural and
informal supports that may be of value to families in crisis
= CT Behavioral Health Partnership network management, ICM, & Peer Staff

Data Collection and Quality Improvement
* FEach EMPS provider must collect and submit data to DCF and/or DCF contracted providers for the
purpose of quality improvement.
= EMPS providers must maintain the capacity to transmit or input data via electronic submission of batch
files and/or web-based systems. Final specifications will be determined upon contracting with the QI and
Training Vendor
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Multicultural and Linguistically Competent Training and Service Delivery

The selected contractor must have the ability to: a) provide culturally and linguistically competent training for their
staff members; and b) assure multicultural competence in the implementation of EMPS. Bi/Multilingual and/or
cross-cultural communication capabilities are required for service delivery especially in those areas where there are
significant numbers of non-native English speakers who are likely to seek service from EMPS. The preferred
method of insuring culturally competent care is the hiring of bilingual or multilingual EMPS clinicians. Limited use
of interpretive services is permitted, where no bilingual staff is available.

Statement on Sub-contracting

For the procurement of the EMPS System, the department discourages the use of subcontracts to deliver EMPS
service to sub-areas of the proposed service area or for other substantial components of the EMPS service unless
the applicant can clearly demonstrate why the proposed subcontracting relationship is essential and will contribute
to significantly improved care. While the use of sub-contracts for defined sub-areas of the larger service area are
not prohibited, the burden will be upon the applicant to demonstrate why they are necessary and/or will result in
improved care. In the case of two applications with relatively equal merit on all other components, the department
is more likely to select the applicant that has demonstrated the capacity to deliver the service without the use of sub-
contractors. The discouragement of the use of subcontractors for specific sub-areas of service delivery does not
preclude the appropriate use of subcontracts for components such as training, interpretation/ translation, psychiatric
consultation or other limited components of EMPS service provision.
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Appendix C
Sample Needs Assessment Report

School-Based Diversion Initiative:
Needs Assessment Findings

[---] High School

July 6, 2010

Report prepared by:

Charlayne C. Hayling, Ph.D.
Jeffrey J. Vanderploeg, Ph.D.

Child Health and Development Institute of Connecticut, Inc.
Connecticut Center for Effective Practice
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Introduction

On May 28, 2010, a needs assessment was conducted with [School] in Connecticut, facilitated by Jeffrey
Vanderploeg, Ph.D. and Jeana R. Bracey, Ph.D. of the Connecticut Center for Effective Practice (CCEP). The
needs assessment was an initial step in the implementation phase of the School Based Diversion Initiative (SBDI)
funded by the MacArthur Foundation. The primary aim of the project is to develop a statewide school-based
diversion program in Connecticut. [School] was selected as a year two site for this initiative.

Prior to the needs assessment, investigators from CCEP worked closely with John Chapman from the Connecticut
Judicial Branch, school psychologist ----- , Principal ----- , and Vice Principals and among other integral
school staff — to discuss implementation goals of the project and review the MOU.

Methods

Dr. Vanderploeg provided a brief introduction and overview to the school-based diversion initiative and described
the rationale for the needs assessment. Following this introduction, questions were answered, consent for
participation was obtained from those in attendance, and a 24-item survey developed by Dr. Vanderploeg was
distributed (attached). The survey took approximately five minutes to complete. Upon completion of the survey, a
semi-structured focus group was conducted, guided by a protocol developed by Dr. Vanderploeg (attached). The
focus group took 45 minutes to complete.

Participants

In an effort to serve as a liaison between the school and community to better serve the needs of students, 71 school
and community personnel participated in the needs assessment focused group, and 59 completed and returned the
needs assessment. The group was diverse in terms of job title and background. At least one staff member in the
following self-identified positions was in attendance:

School Counselor School psychologist
Special Education Teacher School Support Staff
Classroom Teacher

Findings
Mental Health Services Survey Findings

A brief survey was developed to assess perceptions of mental health needs within the school setting, school
responses to mental health needs and emergencies, available services in the school and community, perceptions of
collaboration, and training interests. We are not aware of any scientifically designed and psychometrically sound
surveys of this kind; thus, a brief survey was designed specifically for this needs assessment. Participants were asked
to respond to each of the 24 items on a 5-point Likert-type scale (1 = “Strongly Disagree”, 5 = “Strongly Agree”).
Mean scores approaching the maximum of 5.0 suggest strong agreement with a statement whereas mean scores
approaching the minimum mean score of 1.0 suggest strong disagreement with a statement. Fifty-nine participants
returned completed surveys. The results are presented in Table 1.
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Table 1. Results of Mental Health Services Sutvey

Item Mean
# Item Description Rating
1 I know which youth at our school have juvenile justice and mental health needs 2.7
2 I understand when it is appropriate to refer a child for mental health services 3.5
3 I understand where it is appropriate to refer a child with mental health needs 3.2
4 Children in this school who have mental health needs are likely to be referred to the juvenile 57
justice system
5 Juvenile justice/detention is the right setting for youth who have mental health needs 2.1
6 Available services in this community are well-coordinated and well-integrated with our school 2.9
7 Our school has clear policies and guidelines about mental health emergencies/ crises 3.5
8 Our school has clear policies and guidelines about routine mental health referrals 3.5
9 Children in this school who have mental health needs are receiving the right services 3.2
10 I understand the role and function of the Emergency Mobile Psychiatric Services (EMPS) 24
program in this community ]
11 I understand the role and function of Care Coordinators in this community 2.4
12 I have a good understanding of the other mental health services and supports available in this 57
community
13 I feel prepared to competently address the role of race, ethnicity, and culture in the education, 3.0
mental health, and juvenile justice systems '
14 I am comfortable making a referral for mental health services 3.4
15 Mental health providers and my school communicate well with each other after a referral for 3.4
services has been made )
16 'This school collaborates well with law enforcement/SROs when it comes to kids with mental 35
health needs '
17 ...recognizing mental health needs 38
18 ...the principles of the Wraparound 3.7
approach to service delivery ]
19 ..a uniform crisis planning approach between EMPS and my school 3.7
20 ..crisis de-escalation strategies for the classroom 4.0
21 ..effective collaborations with EMPS and care coordination 3.8
22 ..effective collaborations with law enforcement 3.8
23 ..the impact of race, ethnicity, and culture on the mental health and juvenile justice systems 4.0
24 ..engaging parents of youth with mental health needs in educational and mental health 40
interventions

Despite its brevity and the small sample size (N=59), the survey suggested several important themes.

On Item 1, most staff members on average did not report a strong opinion related to their awareness of
students with juvenile justice and mental health needs in the school; though many seemed to disagree with
this statement (mean= 2.7). This trend was somewhat consistent throughout the portion of the assessment

related to knowledge, awareness, and school practices (Items 1-16).
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e Staff tended toward neutrality around having knowledge of the appropriate time and place(s) to refer
students with mental health needs (Items 2 and 3).

e With regards to item 4, personnel did not endorse an overall strong feeling about whether students with
mental health needs at [School] are likely to be referred to the juvenile justice system (mean = 2.7).

e Personnel reportedly tended to agree more with items related to the clarity of school policies related to child
mental health (Items 7 and 8).

e Staff did not express definitive opinions on items 14 (mean = 3.4), 15 (mean = 3.4), or 16 (mean = 3.5).
Nevertheless, they reportedly tended to agree that they were comfortable making referrals for mental health
services, communicate well with each other related to mental health crises, and that they collaborate
effectively with SROs related to students with mental health needs.

Items 17 through 24 asked respondents to indicate whether they were interested in receiving further training in a
few potential content areas. It is important to note that a key objective of the focus groups that took place later in
the day was to identify potential training interests. Thus, some training content areas were not represented in the
survey portion of the needs assessment.

e The findings suggest that school personnel were at least moderately interested in all the content areas listed.
Out of 2 maximum mean score of 5.0, all training content areas were at or near 4.0, indicating relatively
strong interest in each area.

e Staff demonstrated the strongest interest in trainings related to crisis de-escalation, multicultural
competence, and engaging parents (mean = 4.0).

e The lowest mean scores were obtained for training in the principles of wraparound service delivery (mean =
3.7) and uniform crisis planning approach between the school and EMPS (mean = 3.7). Again, scores near
4.0 still indicate relative interest in these content areas.

Focus Group Findings

School personnel in attendance identified a number of areas of concern related to better serving the needs of
students with mental health needs at [School]. Many of the areas of focus appeared to be related to effective
collaboration with community-based mental health, distinguishing mental health crises from juvenile justice issues,
and the logistics of policies and practices. Due to budgetary concerns in the district, the school will no longer have
resource officers next school year. This topic raised concern related to effectively managing crises at [School] next
year. School personnel reported significant concerns related to systemic challenges within the state’s behavioral
health system. Topics related to zoning, “turf wars,” and quality of care were discussed as their student population
represents a region, rather than a specific town or city. In addition, personnel expressed interest in collaborating in a
more culturally competent manner, especially with Spanish speaking families (e.g., bilingual consent forms).

IDENTIFYING NEEDS, POLICIES AND PROCEDURES

School personnel in attendance identified several presenting concerns that might lead to an office referral, a
behavioral crisis, or a juvenile justice referral. School staff initially identified mostly externalizing, or acting out,
behaviors as particularly problematic in their school. They included: aggression/anger, and bullying. This is
significant because these types of behaviors are most likely to result in a juvenile justice or law enforcement referral.
Staff also cited substance abuse and internalizing disorders like anxiety and depression as problematic. The topic of
students who pride themselves on being “social outcasts” was also mentioned as an area of concern for this
generation of youth.
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It is important to note that school staff also identified many strengths and resiliencies demonstrated by youth even
though questions were intended to determine the types of problematic behaviors that might trigger a mental health
of juvenile justice referral.

Reaching Agreement on What Constitutes a Crisis

Staff reported that they always utilize the resources within the school before involving any outside personnel. These
resources reportedly include: the SAT (Student Assistance Team), guidance counselor, and school psychologist.
When asked, “How do you distinguish mental health needs and need for police involvement?”” members of the
group replied that they seck feedback on questions related to home life, grades, and the student’s feelings. Police
involvement is said to depend on the amount of disclosure and the immediate threat of danger. Staff reported that
they try to “think outside the box,” as much as possible and that they have had “some successful, some not so
successful [school based] interventions.” The presence of clear policies and guidelines, regarding responses to
mental health concerns and emergencies, remained unclear during the focus group.

SERVICES

Child Guidance of [Town] and 211/EMPS at [Lead Mental Health Agency] were identified as the points of contact
most often utilized by personnel at [School]. Staff reported that information is commonly not communicated once
referrals are made, and that the sole responsibility is generally placed on the school to do the follow-up and build
the relationships with collaboratives, which can be challenging. One staff member said that they have difficulty
finding out if custody has changed and that they “don’t see a lot of coordination from agencies, I guess they’re
overwhelmed too.” With regards to the CT behavioral health system, staff stated, “It’s not a system and it’s not a
system that works.” The overall sentiment was that the staff perceives the system as different parts working in
isolation. There were apparent strong feelings related to the ability of the current behavioral health system to meet
the needs of the students most effectively. The role of SBDI in creating stronger linkages between schools and
community collaboratives was explored in relation to this concern.

IDENTIFYING NEEDS AND GAPS

Training Content

The above findings suggest that school personnel are deeply committed to their students and to their own
professional development, all in the interest of enhancing learning and creating a safe and supportive school
environment where students can learn to become productive citizens. School staff endorsed interest in
recommended training topics along with the following areas of interest:

- typical adolescent development including a focus on the brain
- ways for schools to better increase the likelithood of student engagement
- key indicators of mental illness related to development and brain development (diathesis-stress model)
- transition to young-adult services
- what triggers might lead teens joining dangerous groups (e.g., gangs, and supremacist groups)
- serving students with sexual obsessions
- serving students with risky dating behaviors
- effectively addressing sexual development
- making better home-school connections—Ilearning about the home environment
and potential stressors without being intrusive
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Importantly, school staff said they were motivated to participate in training because it will be beneficial for their
students, because they want to learn how to better manage the classroom in an effort to enhance learning, and to
enhance their ability to cope with these challenges. Many staff members recognized the great work that teachers
and other staff were already doing to manage the behaviors of difficult students. There was considerable agreement
that further training in these areas could only benefit and supplement their already excellent work in this area.
Finally, the group introduced the idea of giving CEUSs as an incentive for participation. They also reported that
trainings on NEASC days may decrease participation, and is therefore not recommended.

RECOMMENDATIONS

In response to the needs assessment survey and focus group findings, the following recommendations for training
and collaboration were developed for the coming year:

Core Training Menu with Flectives

Recognizing Mental Health Symptoms in Children

Understanding and Increasing Empathy for Families with Mental Health Needs
School-based Multicultural Competence

Effective Collaboration with EMPS

Effective Collaboration with Care Coordination

Uniform Crisis Prevention Planning

Effective Collaboration with Department of Juvenile Justice

Adolescent Psychological Development (elective)

Improving Home/School Coordination (elective)

Increasing School Engagement/Decreasing Problem Behavior (elective)

VVVVVVYVYVVY

Collaboration

» Regular meetings (at least monthly) with school administrators and data collection team to discuss the
progress of the initiative and necessary modifications

» Regular meetings among key community stakeholders (e.g., Youth Services Butreau, Child Guidance Clinics,
Police, Juvenile Probation, etc.) focused on mental health and juvenile justice to improve school and
community collaboration

» Participation in scheduled PTO meetings to foster parent engagement

> Increased cultural responsiveness efforts, specifically related to addressing language bartiers (e.g., developing
bilingual outreach efforts).
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Appendix D
Data Dictionary for Student-Level Data Collection
Label Description Categories
student_id School’s ID number for this child N/A
st_age Child’s age Enter age in years
st_gender Child’'s gender 1=male
2=female
ethn_hisp Hispanic ethnicity? 1=yes
2=no
race_white Caucasian or White? 1=yes
2=n0
race_black African-American or Black? 1=yes
2=n0
race_amindian American Indian or Alaskan Native? 1=yes
2=no
race_asian Asian? 1=yes
2=no
race_haw_pi Native Hawaiian or Pacific Islander? 1=yes
2=n0
race_other Other race? 1=yes
2=n0
Other race description Please describe race
school_name School name (enter number 1 through 3) 1=Marin School
2=JFK Middle
3=Joseph A. DePaolo Middle
incid_date Date of incident Please enter in format:
mm/dd/yyyy
incid_descrip Incident description Please enter description of incident
called_911 Was 911 and/or local law enforcement called? 1=yes
2=n0
st_arrested Was the child arrested? 1=yes
2=n0
juv_prob_inv Prior to incident, was child involved in juvenile 1=yes
probation? 2=no
mental_health_inv Prior to incident, was child involved in mental health | 1=yes
system? 2=n0
dec_callparent Was the child’s parent called? 1=yes
2=n0
dec_call211_emps Was 211 called in order to access local EMPS 1=yes
team? 2=n0
dec_ref lawenf Was a call made to 911, local law enforcement, or 1=yes
was a School Resource Officer called in to respond | 2=no
to this crisis?
dec_call_amb Was an ambulance called to respond to this crisis? 1=yes
2=n0
dec_call_mental_health Was a direct call placed to a mental health provider | 1=yes
(other than EMPS)? 2=no
dec_ret_class Was the child returned to class, on the same day, 1=yes
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after the incident? 2=no
dec_other Were any other decision(s) made other than those 1=yes
above? 2=no
dec_other_descr Please describe the other decision(s) made in 1=yes
reponse to this incident. 2=no
emps_mobile If 211/EMPS was called, did EMPS make a mobile, 1=yes
in-person response to the school? 2=no
emps_satisfied If EMPS was involved, were you satisfied with their | 1=yes
response and assistance with this crisis? 2=n0
school_ref_wrap Was the child referred directly to the Wraparound 1=yes
project, via the local Community Collaborative? 2=n0
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Date of Lecture/Activity:

Title of Lecture/Training:

1.

Unsatisfactory Fair Good Excellent
1 2 3 4
2. The readings, materials, visual aids and syllabus were clear, useful, helpful and relevant to the topic.
Unsatisfactory Fair Good Excellent
1 2 3 4
3. The instructor’s overall teaching ability was:
Unsatisfactory Fair Good Excellent
1 2 3 4
4. Overall, | would rate this training as:
Unsatisfactory Fair Good Excellent
1 2 3 4
5. This training provided information that | believe can improve the quality of services for children and families.
Strongly Disagree Disagree Neutral Agree
2 3 4
6. This training was worthwhile.
Strongly Disagree Disagree Neutral Agree
2 3 4
7. This training offered an opportunity for me to share my experiences.
Strongly Disagree Disagree Neutral Agree
1 2 3 4
8. | was able to have my questions related to child/adolescent mental health answered.
Strongly Disagree Disagree Neutral Agree
1 2 3 4
9. This training should have been shorter
Strongly Disagree Disagree Neutral Agree
2 3 4
10. This training should have been longer
Strongly Disagree Disagree Neutral Agree
1 2 3 4
COMMENTS:

Appendix E
School-Based Diversion Initiative Training Evaluation

The content of the training was thorough, useful and appropriate to your level of training/experience:

Outstanding
5

Outstanding
5

Outstanding
5

Outstanding
5
Strongly Agree
5
Strongly Agree
5
Strongly Agree
5
Strongly Agree
5
Strongly Agree

5

Strongly Agree
5
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