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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.   
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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 are 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.  
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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.  It is a 
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 
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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.  
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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. 
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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: 

 

 
 
 
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) 

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

 Time to make a thorough evaluation 

 Space to talk, often with parent and child separately 

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

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

 Support and security in escalated situations 

 Support if ambulance is called 

 Understanding if there are privacy or confidentiality issues 
 
The following issues are considered when developing a clinical intervention plan: 
 

 What level of treatment is appropriate? 

 Where can those services be obtained? 

 What can be accomplished in six weeks by EMPS? 
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 How will EMPS, the school, and the family handle transitions between educational, 
community and service settings? 

 Medication issues 

 Parent concerns 

 Group versus individual modalities 

 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 Crisis 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: 
 

 Emotional/behavioral difficulties 

 Emotional/behavioral functioning and strengths  

 Presenting problems  

 Current guardianship and residence 

 Legal history 

 Medical history 

 Risk and protective factors 

 Mental status 

 Suicidality/Self-harm 

 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-SBDI. 
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 
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 
following 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 reports 
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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 leaders to prepare them for participation 
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 partner 
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: 
 

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

 

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

 

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

 

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

 

 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 
 

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

 Child must be in a behavioral health crisis; 

 Child must be attending Bridgeport Public Schools  
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[Community Provider] agrees to the following: 

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

 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);   

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

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

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

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

 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; 

 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; 

 Collaborate with [Community Provider] staff as needed to develop community-based plans 
for children and adolescents receiving [Community Provider] services; 

 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: 

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

 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 
federally 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) 

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

 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) 

 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: 
 

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

 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: 

 Number of referrals from [School] to EMPS 

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

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

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

 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.) 

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

 
[School] agrees to:  
 

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

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

 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. 

 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. 

 Number and type of behavioral health crisis incidents in the school 

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

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

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

2 
Disagree 

3 
Neutral 

 

4 
Agree 

5 
Strongly 
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 
Strongly 
Disagree 

2 
Disagree 

3 
Neutral 

 

4 
Agree 

5 
Strongly 
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 
area?  
 
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 II  
 

 Baseline data elements were collected from the school administration prior to program 
implementation.  Data related to the number of school incidents/crises, 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 
findings 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: 

 

 Recognizing Mental Health Symptoms in Children 

 Effective Collaboration with EMPS 

 Parent Involvement in School Interventions 

 Changes in Juvenile Law 

 Overview of the CT Behavioral Health System 

 Uniform Crisis Prevention Planning 

 Effective Collaboration with Police and Law Enforcement 

 Classroom Behavior Management and Crisis De-Escalation 

 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 
for school professionals and helps enhance the sustainability of the initiative after formal 
project implementation ends. In the early 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 III 
 

 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:  
 

 Pre-Implementation Capacity Building  

 Select schools based on interest, need, and capacity 

 Understand school logistics 

 Identify the pre-existing infrastructure 

 Identify a school champion 

 Reduce confusion between SBDI and other programs 

 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.  
 

 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.e., 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 identify 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 disciplinary 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 
from 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.  

 
 
 
 
 
 
 
 
 
 



     

 

30 

 

 
 
 

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 
c. Percentage of students currently involved with the juvenile justice and/or the 

mental health service systems 
d. Number of emergency crisis calls for behavioral health (past year) 
e. Number of arrests (past year) 
f. Percentage of students with IEP/SED status 
g. Characteristics of teachers and other school professionals 
h. Percentage of students proficient in reading and math 
i. Community level crime and poverty statistics 

 
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) 
g. 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 
facilitate 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 III:  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 
 
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 
 

I. Introduction 
a. Founding principles 
b. Advisory group 
c. Funding sources 

II. 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  
 

  

 

Presenter Notes: 
 

 This training is meant to provide an 
overview of the initiative. 

 Be sure to provide ample time for 
questions and answers. 

 This presentation is typically the 
first opportunity to describe the 
project to training participants, take 
care to allay concerns and take this 
opportunity to obtain ideas and 
expectations from the audience. 

 This is a great training for special 
INCENTIVES! 
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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 
 

I. Current Status 
a. Good News 
b. Bad News 
c. Need for Service 

i. Child Protective Services 
ii. Adolescent Substance Abuse 
iii. Mental Health 

II. Service Array 
a. CT Behavioral Health Partnership 

III. Levels of Service 
a. Prevention 
b. Community Based 
c. Intensive Community Based 
d. Emergency/Crisis Services 
e. Group Home 
f. Residential 
g. PRTF/Sub-Acute 
h. Hospital Level Care 

IV. Program Management 
V. Major Initiative 

 
 

 

Presenter Notes: 
 

 State and community 
partnerships are the lifeblood of 
the CT-SBDI.  Therefore, a 
central goal of this initiative is to 
increase coordination efforts 
between schools and the existing 
behavioral health system. 

 

 We have found that school 
personnel are not always aware 
of the services, practices, and 
policies that exist.  This 
presentation should give a ―big 
picture‖ view and then identify 
specific linkages for teachers, 
administrators, and school 
mental health providers. 
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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 
 

I. 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 
Experiences? 

III. Typical Adolescent Development 
IV. Recognizing Mental Health Symptoms in Children 
V. Signs that May Indicate the Need for Help 
VI. Causes of Mental Health Disorders  
VII. Common Mental Health Disorders 
VIII. The myth of the ―Bad Kid‖ 
IX. Sources of Hope 
X. Resources 

 
 
 

 
 

 
 
 
 
 

Presenter Notes: 
 

 Although school professionals do 
not need specific diagnostic criteria, 
gaining a basic understanding of 
mental health symptoms and their 
causes is essential for this training.  

 

 The goal is to aid school personnel 
in making better referral decisions 
for youth with mental health needs. 

 

 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 
 

I. Value Base 
II. Steps for Developing an Individualized Plan 

a. Crisis 
b. Safety Plan 
c. Important Factors 
d. Child and Family Team 

III. Natural/Informal Supports and Community 
Resources 

IV. Positive Support and Indicators 
V. Negative Risk Factors  
VI. Assessing Safety 
VII. Crisis Intervention 
VIII. Crisis Planning 
IX. Proactive Safety Plans 
X. Reactive Crisis Plans 
XI. What to do After the Plan is Developed 

 
 

 
 
 
 
 
 
 

Presenter Notes: 
 

 This training works best as a 3-4 
hour in-service with the 
following elements: 

o Lecture 
o Video presentation 
o Group Work and 

presentation 
o Question and Answer 
o Role Play 

 

 The task at hand for the 
presenter is to present the 
material in such a way that both 
teachers and mental health 
professional gain pertinent 
information related to their 
specific roles within a 
comprehensive training model. 
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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 
 

I. Six types of Juvenile Court Cases 
a. Delinquency 
b. Family with Service Needs 
c. Youth in Crisis 
d. Uncared for Petition 
e. Abuse/Neglect 
f. Emancipation 

II. Who Is Considered a ―Child‖? 
III. Current Laws 
IV. Confidentiality 
V. Appropriate Referrals 
VI. School Expectations 
VII. Goal of Probation 
VIII. CT Court Statistics 
IX. Emerging Strategies 

 
 
 
 
 
 
 
 
 

Presenter Notes: 
 

 In order for this training to be 
maximally effective, we recommend 
that the trainer be familiar with the 
school referral process and current 
utilization of the juvenile justice 
system.  

o This will often involve 
preparatory work on the part 
of the initiative in order to 
equip the trainer with the 
necessary information. 

 

 It would be best if the trainer limited 
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 
2. Knowledge of major constructs of multiculturalism  
3. Skills related to creating a culturally affirming school environment, recognizing cultural 

differences, and intervening competently  
 
 
Outline of Presentation 
 

I. Introduction of the Topic 
a. Broadening the discussion to include: 

i. Race 
ii. Ethnicity 
iii. Culture 
iv. Class 
v. Language  
vi. Religion 
vii. Sexual Orientation/Gender 

II. Three major areas of competence 
a. Awareness 
b. Knowledge  
c. Skills 

III. What is Multiculturalism? 
IV. Cultural Competence Continuum 
V. Attitudes and Biases  
VI. The Importance of Knowledge of one’s self and 

others 
VII. Putting competence into skilled practice  
VIII. Role Plays  
IX. 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 

I. Introduction of the Topic 
a. Critical Issues in School Health 
b. Recent Changes in EMPS 
c. The History of EMPS 

II. What is the Emergency Mobile Psychiatric 
Service? 

III. Who Can Access EMPS? 
a. Hours 
b. Eligibility 

IV. EMPS & Schools 
V. EMPS as an Alternative to the Emergency 

Department 
VI. EMPS as an Alternative to the Police 

Department 
VII. What is a Crisis? 
VIII. What to Expect… 

a. During the Call 
b. Upon Arrival of the Team 

IX. Addressing Barriers to EMPS Involvement 
a. Parent consent 
b. Parental presence 
c. Confidentiality 

X. Knowing when to Call 
XI. Advantages of Calling EMPS  
XII. 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 
3. Understand family reactions to mental illnesses and 

guidelines for helping families, while building a capacity for 
empathy and understanding 

4. Recognize that early intervention and treatment leads to 
better educational outcomes  

5. Obtain a number of helpful resources for parents and school 
professionals 

 
Outline 

I. Presentation by a parent of a child with behavioral 

health needs 

II. Presentation by an adult who recalls their own 

experiences with mental health concerns during 

their school years 

III. Presentation by an educator who has experience 

identifying and managing behavioral health needs 

among students 

IV. Group discussion and question and answer 

V. Distribution of community resources         

  

Presenter Notes: 
 

 Empathy and capacity building are 
among the chief foci of this 
training.  We found that the 
attitudes and beliefs appeared to 
shift after this session. Therefore, it 
is beneficial to offer this module 
early in the training schedule. 
 

 Project coordinators should 
consult with their local chapter of 
NAMI for presenters and/or 
resources to support this training. 
If no such organization exists in 
your community, work with your 
existing resources to build a panel 
of individuals with personal and 
professional experiences with 
adolescent mental health.  
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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 
II. Verbal interventions tips and techniques 

III. Rational detachment 
IV. Paraverbal communication 
V. CPI verbal escalation continuum 

VI. Listening actively 
VII. Information delivery 

VIII. Student work 
IX. Organization 
X. Starting a lesson 

XI. Conducting a lesson 
XII. Ending the lesson   

XIII. Instructional strategies and classroom 
accommodations for the ODD student 

XIV. Educational implications 
XV. Instructional strategies  

 
 
 

 
 

  

Presenter Notes: 
 

 Concrete examples from school 
teaching staff are particularly 
effective during this training.  

 

 It is important to survey the 
audience throughout this 
presentation to gain valuable 
information about their current 
beliefs and practices. 

 

 If schools have a PBS (positive 
behavior support) model (or one 
similar) in place, it will be 
important to integrate those 
elements into this presentation. 
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 
from 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 -- bracey@uchc.edu 
 
Jeffrey J. Vanderploeg, Ph.D., CHDI/CCEP – jvanderploeg@uchc.edu 

 
Robert P. Franks, Ph.D., CHDI/CCEP – rfranks@uchc.edu 
 
 

 
 
 
 
 
 

mailto:CatherineFoley.Geib@jud.ct.gov
mailto:louisando@cox.net
mailto:robert.plant@ct.gov
mailto:bracey@uchc.edu
mailto:jvanderploeg@uchc.edu
mailto:rfranks@uchc.edu
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Appendix A 
EMPS Screening and Assessment Procedures  
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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 superior 
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 (2006) 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,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 part-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 1st 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 
o Suicide Assessment and Prevention 
o Violence Assessment and Prevention 
o Principles and practices of the System of Care 
o Crisis Planning 
o Strength based assessment and care planning 
o Identification and use of natural supports 
o Traumatic stress and trauma informed service provision 
o Orientation to the CT Behavioral Health Service System 
o Culturally and linguistically competent care 
o Working with foster families and the behavioral health needs of children in foster care 
o Parent Support and behavior management 
o Training in standardized risk assessment and treatment protocols 

 
Relationships with Emergency Departments (EDs) 

 Each 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 

 Each 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 

 Each 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 appropriate services and supports.   
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: 

 All local 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  

 Each 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 Survey 
 

Item 
# 

 
Item Description 

Mean 
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 
justice system 

2.7 

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) 
program in this community 

2.4 

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 
community 

2.7 

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

3.0 

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 
services has been made 

3.4 

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

3.5 

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

 

17 …recognizing mental health needs 
 

3.8 

18 …the principles of the Wraparound 
approach to service delivery 

3.7 

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 
interventions 

4.0 

 
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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 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).   

 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). 

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

 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.  
 

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

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

 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 
or 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 seek 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 likelihood 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—learning 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 CEUs 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 Electives  
 

 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) 
 
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 Bureau, 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 barriers (e.g., developing 
bilingual outreach efforts). 

 
 

 
  



     

 

83 

 

 
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=no 

race_black African-American or Black? 1=yes 
2=no 

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=no 

race_other Other race? 1=yes 
2=no 

 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=no 

st_arrested Was the child arrested? 1=yes 
2=no 

juv_prob_inv Prior to incident, was child involved in juvenile 
probation? 

1=yes 
2=no 

mental_health_inv Prior to incident, was child involved in mental health 
system? 

1=yes 
2=no 

dec_callparent Was the child’s parent called? 1=yes 
2=no 

dec_call211_emps Was 211 called in order to access local EMPS 
team? 

1=yes 
2=no 

dec_ref_lawenf Was a call made to 911, local law enforcement, or 
was a School Resource Officer called in to respond 
to this crisis? 

1=yes 
2=no 

dec_call_amb Was an ambulance called to respond to this crisis? 1=yes 
2=no 

dec_call_mental_health Was a direct call placed to a mental health provider 
(other than EMPS)? 

1=yes 
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 
above? 

1=yes 
2=no 

dec_other_descr Please describe the other decision(s) made in 
reponse to this incident. 

1=yes 
2=no 

emps_mobile If 211/EMPS was called, did EMPS make a mobile, 
in-person response to the school? 

1=yes 
2=no 

emps_satisfied If EMPS was involved, were you satisfied with their 
response and assistance with this crisis? 

1=yes 
2=no 

school_ref_wrap Was the child referred directly to the Wraparound 
project, via the local Community Collaborative? 

1=yes 
2=no 
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Appendix E  
School-Based Diversion Initiative Training Evaluation        

Date of Lecture/Activity:_______________________    
 
Title of Lecture/Training:___________________________________________________________________________    
 
1. The content of the training was thorough, useful and appropriate to your level of training/experience: 
 
 Unsatisfactory   Fair   Good  Excellent                 Outstanding 
    1      2        3         4            5 
 
2. The readings, materials, visual aids and syllabus were clear, useful, helpful and relevant to the topic. 
 
 Unsatisfactory   Fair   Good  Excellent                 Outstanding 
    1      2        3         4            5 
 
3. The instructor’s overall teaching ability was: 
 
 Unsatisfactory   Fair   Good  Excellent  Outstanding 
    1      2        3         4            5 
 
4. Overall, I would rate this training as: 
 
 Unsatisfactory   Fair   Good  Excellent  Outstanding 
    1      2        3         4            5 
  
5.     This training provided information that I believe can improve the quality of services for children and families. 
 
 Strongly Disagree   Disagree   Neutral  Agree  Strongly Agree 
    1      2        3         4            5 
  
6. This training was worthwhile. 
  
 Strongly Disagree   Disagree   Neutral  Agree  Strongly Agree 
    1      2        3         4            5 
 
7. This training offered an opportunity for me to share my experiences. 
 
 Strongly Disagree   Disagree   Neutral  Agree  Strongly Agree 
    1      2        3         4            5 
 
 8. I was able to have my questions related to child/adolescent mental health answered. 

  
 Strongly Disagree   Disagree   Neutral  Agree  Strongly Agree 

 1      2        3         4            5 
 

9. This training should have been shorter 
 

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

 

10.  This training should have been longer 
 

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

 

COMMENTS:_________________________________________________________________________ 


