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ABSTRACT

Purpose of the study

Through secondary data analysis of results ftwenSchool Mental Health
Services Integration Survey (SMHSIS), this studyodiées indicators of school mental
health integration preparedness, including rolatifieation, willingness to engage in
tasks associated with mental health services iategrand implementation facilitators.
The study also investigated the utility of a maetifiversion of the Evidence-Based

Practice Attitude Scale (EBPAS) for use with scleialff.

Study rationale

With as many as 20% of children meeting critésramental disorders that cause
impairment, the gaps in mental health servicesdslito this special needs population
are evident and persistently problematic. Less ththird receive the services they need
due to structural as well as attitudinal barriera¢cessing services. Trends toward
delivering services where children are locatednated and schools have emerged as de
facto provider of mental health services to chidr&et, schools are not traditionally
arranged or organized toward mental health sendebgery, and though school-based
mental health innovations are emerging there iagreed upon unifying framework for
integration of mental health services into schedtisgs. Whereas school-based mental

health is connecting to the evidence-base mora oftddence-based practices remain

Vi



under-utilized. The present study examines schasital health services integration

readiness in a large urban school district in egritiorida.

Methods

The SMHSIS was conducted by email and particpartiuded seven group of
professional staff, including principals and assisiprincipals, teachers, guidance
counselors, social workers, psychologists, schesurce officers, and school health
staff. Data analysis involved exploratory facdorlysis (EFA) of survey sections, in an
effort to uncover indicators of readiness for s¢hmental health integration preparedness
in three domaingple identification willingness, and implementation facilitators. é2n
way analysis of variance (ANOVA) and post hoc testse conducted to examine
differences in perspectives on these domains, tfggsional group. Finally, a multiple
regression model was used to examine the relatjphgtween 6 predictor variables and

a single continuous dependent variable, mean scorédse EBPAS.

Results

EFA resulted in the identification of 6 variablesthe domains afole
identification willingness, and implementation facilitators. aysis of variance
demonstrated significant differences by profesdignaup in perspectives on these
variables. In the role identification domain, sbeiorkers, school psychologists, and
guidance counselors endorsed adoption of a provaderand school principals and
assistance principals as a group adopted a faoilitale. Social workers and

psychologists were uniquely high and emerged akelsan endorsing willingness to

vii



engage in tasks associated with mental healthcesrdelivery. However, it was noted
that no group endorsed a non-willing, or non-pgrént role. Implementations
facilitators were identified in the areas of oveambanizational structure, individual
support, and shared professional responsibilitgally, a summary of the regression
showed that indicates that 29.0% of the variandeBRAS scores was explained by the 6
predictor variables. Thélfllingnessvariable made the strongest unique contribution to
predicting EBPAS outcomes. One other variaBleared Professional Responsibiliigo
made a significant unique contribution to the vac®in the dependent variable, and

none of the remaining four variables approachesstal significance.

Conclusions and implications

Taken together, these outcomes form the basisldettar understanding the
current environment for integration of mental hiealkervices delivery in a large urban
school district, and indicators for readiness topcekvidence-based practices. Survey
outcomes provide useful information to school adstiators and EBP developers on
characteristics that can facilitate services irdgégn, and call attention to training and
policy needs. More broadly, outcomes potentiatigtdbute to the development of a
formalized framework for mental health serviceswa#l in schools. Finally, areas of
divergence in beliefs about services delivery, all &as congruence in the attitudes of
groups of professional staff have been examinedergjaging various levels and types
of school staff simultaneously on a single surtbg,survey design has the added value
of addressing the need for more complex researthats in the investigation of mental

health services in schools.
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CHAPTER 1. INTRODUCTION

The critical factors converging on children’s nadritealth provide a solid
rationale for schools as a primary services dejiveilieu. There is clear evidence
showing schools as the prevailing de facto provalenental health services to children
(Burns, et al., 1995; Farmer, Burns, Phillips, Alligé. Costello, 2003; Leaf, Schultz,
Kiser, & Pruitt, 2003). Further, children and féies face a host of barriers that limit
access to and resources for utilizing serviceautjitccommunity-based providers
(Langley, Nadeem, Kataoka, Stein, & Jaycox, 201@am & Hermann, 2002). The
largest share of children spend significant pogiohtheir childhood in school settings,
and it is within the context of schools that keyrkeais of intellectual, physical, social
and emotional development emerge (Noam & Hermad@2R Schools are convenient,
accessible and structurally equipped to serve ildnd next to families, schools
arguably hold the most appreciable influence otdden (Atkins, et al., 1998). Taken
together, these factors amount to a persuasiveramgiufor the advancement of a clear
and unifying framework to guide school mental Heakrvices research, practice,
program development and evaluation, and implemientatience. The dissertation
research investigates the climate for school mémalth services integration in a large
central Florida school district, by way of seconydaata analysis of a survey of school

services personnel at multiple levels of adminigira



Statement of the problem

Despite the need and the inherent capacity forasho support children’s
mental health services delivery, school-based nheetdth systems are emerging slowly,
owing to the lack of a unifying framework to dirgesearch and guide the establishment
of clinical practice in school settings. Partngrsibetween education and mental health
with seeming abundant potential are as yet onlyestig developed; a common language
and set of shared values between school professtaiband mental health practitioners
are yet to be established in widespread fashidthoAgh disconcerting, the fact that
there is a veritable tangle of issues surroundimg/ementation of school-based mental
health is understandable. The term mental healtbrapasses a spectrum from health to
illness and the effectual delivery of mental heakhvices to children in school settings
requires a competent and inclusive understandirigeofange of issues to be addressed.
School mental health is generally viewed as tacg&i¢hose students with identifiable,
diagnosable mental illnesses. However, school ahéetlth should ideally also address
the promotion of social development for all studes well as the early detection of
learning problems, and interventions at the edrtiaset of emotional and behavioral
problems, and arguably drug abuse problems ag@etiter for Mental Health in
Schools at UCLA (CMHC), 2005). Because mental, ewnal, and behavioral disorders
tend to be progressive in their effects on theviddial, family, school environment, and
community, school mental health services should disect efforts toward the attitudinal
and structural barriers to learning and healthyettgyment, and early detention and
evaluation of behavioral and learning problems #natsubclinical and would otherwise

go unnoticed until they become problematic (CMHQ0Z).



Ideally, planning for school mental health shoutdegyen further and take into
account avenues toward promotion of healthy fasyimhancement of childhood
resilience and protective factors, strategies doice systemic issues in schools that
impact healthy development and learning, and tbenption of school-community
partnerships that improve access to health andahleealth services (CMHC, 2005).

Moreover, the provision of school-based mentalthesgrvices is complex in that
it requires the merging of two services silos: @heral education curricula; and 2) mental
health services. Service delivery models stemrfrimm these silos and the professionals
who represent them do not have a long-standingedtieadition of communication and
mutually enhancing program development (Burton,ddan Levin, & Massey, 2013).
Effective approaches to school-based mental healthices, however, will be propagated
on the merging of systems of care including combsehool and medical, school and
community mental health, and school and home-bssedces. The ideal integrated
system will represent the full continuum of camrenfrbehavioral health promotion, and
pro-social development, to prevention, early inggtion, treatment and crisis
management (Burton, et al. 2013; CMHC, 2005).

Legislation in support of school mental healfto(Child Left Behind Act of 2001
andIndividuals with Disabilities Education Act of 200@mphasizes the importance of
the role that schools have in supporting childhcoghitive and behavioral development,
particularly for those with identified mental diser and learning problems. Yet, the
structural, programmatic, and financial challengesiental health services integration
cannot be overlooked. Problems arise because Iscai@onot primarily organized for

provision of behavioral health services, and suhkiises therefore may not garner the



necessary status in the organizational as welbbtgal hierarchies to be effectively
implemented. The culture of most schools emphasimtruction and academic
outcomes, and naturally, the support of mentalthessrvices comes second, or
somewhere further down the list, in light of thenypaeeds competing for limited school
resources. In an educational climate that emphapiedormance, as dictated by those
same policies, promoting mental health servicewelgl may actually exacerbate
implementation problems. At the school level, adstrators may struggle with
requirements to provide mental health servicestiadents with various mental,
emotional and behavioral disorders because thécssrthemselves are viewed as time
consuming, costly, and hard to integrate into thisteng school-day schedule (Burton, et
al., 2013; Langely, et al., 2010; Powers, BowerBdwven, 2010). Even well-integrated
services are often under-utilized by students,thisdcompromises their effectiveness
(Yampolskaya, Massey, & Greenbaum, 2006).

The gaps in implementation of EBPs. If the task at hand were not complex
enough, it is critical that school mental healttenaentions are grounded in evidence-
based practice (EBP). Evidence-based practicethase interventions that have been
proven through efficacy studies to be effectivéhia delivery of a health outcome. They
are practices, treatment models and interventioaisare empirically supported, through
controlled research. There are numerous EBPssemiag a broad array of children’s
mental health issues, including emotional and bienalvdisorders of childhood, and that
address various levels of service delivery fronvprgion to treatment. The gap between
this effectiveness research and the installmeatioption of EBPs into community

settings has also been widely investigated andiggs\an explanation, in part, for delays



in improvements in health care and the persistanbealth disparities (Glasgow &
Emmons, 2007; Kerner, Rimer, & Emmons, 2005; Let)f2003). Despite federal
policies enacted as early as 1998 to specificathynqote implementation of EBPs in
schools, more than a decade later their wides@dagtion remains unfulfilled
(Ringwalt, Hanley, Vincus, Ennett, Rohrbach, & Bowl, 2008; Ringwalt, Vincus,
Hanley, Ennett, Bowling, & Rorhbach, 2009).

Children’s mental health researchers have madé ga@as in developing and
demonstrating the effectiveness of various intetiees that result in desirable outcomes
for children, such as reductions in disruptive hédraand emotional distress, attenuation
of risk factors associated with drug and alcohel, @md increases in adaptive, pro-social
behaviors. However, despite proven efficacy, erogily supported treatments are not
widely used in clinical and community practice sgf$ (Storch & Crisp, 2004).
Questions arise about the many differences betwi@@nal settings and research
settings, the real-world conditions that can infice the degree to which interventions
are beneficial and the feasibility of implementataf specific interventions. Moreover,
when we consider the context of community-basedcedelivery settings we may find
that the lab-generated EBPs have not adequatetyreapthe complexities that arise
when the child and adolescent populations servedairselected through carefully
considered inclusion and exclusion criteria. Témearch to practice gap is the result of
the multiple issues that arise when efforts arearitadransport psychosocial
interventions from controlled conditions to real+dopractice settings. Schools face

perhaps even greater challenges than other comyremsed settings because though



they have been identified as the prevailing deofagtovider of mental health services to
children, they are not primarily organized for nadritealth services delivery.

It has been noted that in any given year, 11-b2#%hildren accessed mental
health services through the education sector, vadmlg 7% and 4% were served through
specialty mental health and general medical settiagpectively (Farmer, et al., 2003).
Moreover, national surveys have also shown th fulo-thirds of schools report that
they provide a wide range of mental health seryicesuding individual and group
counseling, assessment and evaluation, behavicageament, case management and
referral services, crisis intervention, and drugsaband violence prevention
programming (Brener, Martindale, & Weist, 2001; feo® Jones, 2005).

However, the roles of school professional staffvyprg these services, such as the
social workers and psychologists, are not alwaysaedined, and naturally center on
functions that support academic objectives. FangXe, psychologists are tasked with
evaluating special education needs, and conduothmgy types of assessments. In fact,
fully 46-55% of a school psychologists time is dp@m providing psychoeducational
assessment as opposed to other activities suatligsrthg group level interventions
(Bramlett, Murphy, Johnson, Wallingsford, & Hal@; Hosp & Reschly, 2002). Other
tasks include report writing, attending staff megs and consulting with other
professional personnel (Curtis, Lopez, CastillotsBhe, & Minch, et al., 2008) These
activities compete for time that might otherwisespent on individual or group level
mental health or substance abuse treatment neetldldrien. Further, school
professional staff that offer mental health intetv@ns are oriented toward treatment of

the individuals, so group-level interventions, tegary which describes a large number



of evidence-based mental health interventionsdhatbe delivered in schools, often take
a back seat.

So, though mental health services are certaingreff in schools, a wholesale
commitment to implementation of evidence-basedtes has not been realized. A
case in point: reports from a 2005 nationally espntative survey of 1,392 high school
drug prevention coordinators revealed that onl3%were utilizing a prevention
program identified as effective by the Substancas&band Mental Health Services
Administration's (SAMHSA'’s) National Registry of fléttive Programs (NREPP), and
only 56.5% of prevention coordinators reported ienpénting any drug abuse prevention
programming at all (Ringwalt et al., 2008). A sed@urvey in the same year, also from a
nationally representative sample, was only slighttyre promising, with 42.6% of
middle schools reporting use of an EBP as a drugebprevention strategy. However,
only 23% reported that the EBP was the interventin@y utilized the most (Ringwalt et
al., 2009).

The same can be said of services that addresahineatth and emotional issues
in school settings. The professions chiefly resgae for delivery of school-based
mental health services (i.e. social work, psychgleghool counseling, school nursing or
health education) urge the use of EBPs in schdaarfis & McCarthy, 2005; Franklin
& Kelly, 2009; Gambrill, 1999; Walker, 2004). Mawver, a review of the literature by
Greenberg, Domitrovich, and Bumbarger (2001), rimekd... a solid and growing
empirical base indicating well-designed well impéted, school-based prevention and
youth development programming, [that] can positivefluence a diverse array of social,

health and academic outcomes” (p.470). This wabkduexamined by Hoagwood and



colleagues (2007) who reiterated the growing ligirograms and interventions deemed
as effective practices for school settings — ategm@ams that address mental health and
behavioral issues while promoting academic achi@rgmHowever, despite conditions
agreeable to use of EBPs in schools and the afrayeoventions identified as effective,
time and again researchers have noted that thegmoging utilized in schools to address
the range of mental health needs of childrematevidence-based (Gibbs & Gambrill,
2002; Hoagwood, 2003-2004; Merrell & Buchanan, 2@xhaughency & Ervin, 2006;
Walker, 2004).

Implementation barriers. If evidence-based prevention and treatment progra
are readily available, why are we not seeing tivadespread adoption? Barriers to
implementation are complex and as discussed atedelo many competing needs for
students, and the challenges faced by schooldéffering interventions. Powers et al.
(2010) suggest there are significant barriers phatent the implementation of best
practices in schools, including the lack of resear@ lack of time available for training,
the lack of staff to implement programs in-clasg] an increasing emphasis on
improving test scores. Others have also noteddraro the use of EBPs related to the
characteristics of schools, such as limited orgational support for new practices and
programs, and characteristics of school staffef@mple the lack of understanding of the
research base supporting effective programs (Adetrad,, 2005; Bowen, Rose, & Ware,
2006; Stephan, Weist, Katoka, Adelsheim, & Millsak, 2007).

Characteristics of EBPs themselves have also tie=shas barriers to their
implementation (Adams, et al., 2005; Powers, ef&l10). An extensive study of

empirically supported, manualized and commercialigilable school-based programs



(Powers, et al., 2010) revealed that factors ssatat-up costs, training requirements,
staffing patterns and student and staff time reguoent, were prohibitive to selection and
implementation of EBPs. Resource requirementsféea simply prohibitive to the
efforts of most schools in the pursuit of empitdigalupported behavioral health
programming for students. And, each of the compediendas that arise with efforts to
implement new behavioral health practices is aathi@education objectives in the face
of growing concerns over the poor academic perfageaf schools.

Barriers to implementation also have their rootthe dichotomous settings of
research and practice. Delays in implementatioBRPs into school-settings may be
reflecting poor translation of EBPs into commurséttings in general. Implementation of
EBPs generally is not keeping pace with the needgecialized interventions for
adolescents or the development of efficacious st Services in community-based
settings are fragmented and do not reflect speeilattention to disorders of childhood
and adolescence. Access to care is limited, ateth gbnstrained by socioeconomic
factors. Even those interventions for adolesctvaare evidence-based have
traditionally been adapted from adult interventicarsd while they may show some effect
with adolescents, there remain significant gapgbéndelivery of services to children and
adolescents (Weisz & Hawley, 2002).

The problem of unmet need is not merely attributed rise in the prevalence of
mental disorders and substance abuse in childiidds inherently a services delivery
problem complicated by the lack of sufficient avesdor translation of EBPs into
community settings, and schools in particular. Dtegecent attention afforded to the

development of EBPs and an increasing supply ofiezaply qualified treatment and



prevention programs, there is little evidence ¢é&fve implementation in community
settings Proctor, Knudson, Fedoravicius, Hovmand, & Rosén].e2007. Whereas
EBPs are not lacking, proven strategies for implaateon are (Drake, Essock, Shaner,
Carey, & Kenneth, et al., 2001; Glisson & SchoemywaD05). Perhaps the single most
pivotal factor that is missing in the developmehingplementation strategies is
"effective communication between research produaedsresearch users" (Walter,
Nutley & Davies, 2005). If schools are not chiedlyanged around the delivery of mental
health services, they are considerably less prdghss other community-based settings
to be in the business of mental health servicaseatgl Of course, many schools and
school districts would likely agree that they ao¢ or should not be in the business of
providing mental health services, and this in fteeh barrier.

Research into the integration of mental healthises in schools is cross-cutting.
It investigates characteristics of schools as sergelivery settings. Also, from the
perspective of implementation science, researthisrarea evaluates the nuances of the
uptake and translation of behavioral health prastiato services settings. Translational
research is itself also cross-cutting in that ekseo investigate multiple levels of
readiness for implementation, from the individusdvéce provider, to administrative
personnel, to the readiness of the organizati@ff.it$roblems surrounding
organizational structure and readiness for implaatem of new practices must
necessarily become an integrated tier of investigah addressing school mental health
services delivery.

The dissertation research is an effort to teas@lements of the complex nature

of implementation of mental health services in sdsi@and look at specific associations

10



between respondent characteristics and the readoi@me school district to integrate
services. Specifically, this research will invgate, through secondary data analyses of a
survey of professional staff of the School BoardHdisborough County, respondent
perspectives on organization and delivery of bafraVihealth services. This will include
professional role identification, willingness to in@olved in specific tasks related to
services delivery, facilitators to services deliyeand the attitudes of respondents toward

the implementation of evidence-based practices.

Purpose of the Study

The survey was uniquely designed to query multiygbes and levels of
professional staff simultaneously. This was danerder to address limitations of
historical school mental health services delivesearch in which the focus was on a
profession (e.g. school social workers, psychotsgm teachers) (Atkins, Frazier,
Leathers, Graczyk, & Talbott, et al., 2008; Kratwdh 2007; Kratochwill & Shernoff,
2004; Suldo, Friedrich, & Michalowski, 2010), osjpecific type of respondent (e.qg.
administrators) (Langely, et al., 2010).

Aims. The research study has three main aims:

1. To describe indicators of mental health integrapreparedness and assess
differences in their perception by professionalugro Survey items addressed school
staff beliefs about mental health services intégnaiormed around constructs including
therolestaken by school personnel in the implementatiomémtal health services, the
willingnessof school personnel to become engaged in mengthhietegration activities,

andfacilitators to services integration. Aim 1 Research quastare:
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e What factors are produced on each of three scatesuming Role
Identification, Willingness, and Implementation Higators?

e Are there significant differences in role ident#imn by professional
group?

¢ Are there significant differences in willingnessaiagage in tasks
associated with services delivery by professionalig?

e Are there significant differences in the perceptdiiacilitators to

mental health services integration by professignalip?

2. To investigate the utility of a modified versiof the Evidence-Based Practice
Attitudes Scale (EBPAS) for use with school sta$pective to school mental health
services. The EBPAS is a scale that was develtpessess attitudes of providers in
mental health service settings toward the adoptioevidence-based practices (Aarons,
2004; Aarons, McDonald, Sheehan, & Walrath-Greene, 208arons, Glisson,
Hoagwood, Kelleher, Landsverk, & Cafri, @t al, 2010). According to Aarons, et al
(2010):

The EBPAS comprises these four subscakgpeal (measuring the
intuitive appeal of EBPs)Requirements(assessing the likelihood of
adopting EBPs given requirements to do sO@penness(measuring
openness to new practices), amdivergence (assessing perceived
divergence between research-based/academicallyopedeinterventions

and current practice). (p. 357)
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The scale has been used in the development ofImfmd@émplementation of best
practices and in evaluating readiness of serviaeigers to adopt new innovations
(Aarons, et al, 2010). Studies utilizing the EBPHAgve assessed organizational structure
and policies, organizational context, culture aridnate, (Aarons, 2005; Aarons &
Sawitzky, 2006), and to examine associations betieagdership and provider attitudes
toward adoption of EBPs (Aarons, 2006).

TheEvidence-Based Practice Attitudes Sq&BPAS) (Aarons, 2004) was
modified slightly with permission from the authand appended onto the larger survey.
Modifications were intended to address languageipé¢o the setting and population.

The research question for Aim 2, then is simply,

e Are there significant differences in outcomes aaBBPAS for this

group of respondents, by professional group?

3. To better understand indicators of readinesslapt evidence-based practices
among multiple levels of school staff. The EBPA&swgelected for use with this survey
to examine relationships, if any, between the gamestions of school staff related to
mental health services integration (i.e. role idmattion, willingness, and perception of
implementation facilitators) and their attitudes/érd the adoption of evidence-based

practices specifically. The research questionttr third aim is:

e Which variables from the SMHSIS are associated idjiner

outcomes on the EBPAS?

Taken together, these aims form the basis oftefatderstanding the current

environment for integration of mental health seggidelivery in a large urban school
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district. Survey outcomes provide useful informatto school administrators and EBP
developers on characteristics that can facilitatgises integration, and call attention to
potential barriers, as well as training and pohegds. More broadly, outcomes
potentially contribute to the development of a falized framework for mental health
services delivery in schools. Finally, by engagmagous levels and types of school staff
simultaneously on a single survey, the survey aelsas the added value of addressing
the need for more complex research methods imthesstigation of mental health
services in schools. Areas of divergence in beldfout services delivery, as well as

congruence in the attitudes of groups of profesdistaff have been examined.

Rationale for the Study

As discussed, there are significant problems thighmental health services
delivery system when youth are concerned. FulBb2® children meet criteria for some
form of mental disorder that impairs daily funciiog (Belfer, 2008; Canino, Shrout,
Rubio-Stipec, Bird, & Bravo, et al., 2004; Leafatt 2003; Marsh, 2004, &, USDHHS,
1999), and only about a third of those in need ehtal health care receive services
(Marsh, 2004, Leaf, et al., 2003). Specialty mehtalth interventions are offered in
only 20% of the cases where they are needed d¢KatZhang, & Wells, 2002). For
those children who do receive mental health sesyic®st receive them in schools
(Burns et al., 1995; Farmer, et al., Kutash, Duchstoy& Lynn, 2006). This scenario
essentially forces the hand of schools to readytietves for mental health services

delivery and to some extent reconfigure organiraiistructure and school culture to
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account for school-based mental health as a coitun of school operations. The
issues surrounding school mental health serviclegetye are complex and whereas we
are striving to understand and mitigate them bwé&rd progress toward integrated
services delivery, the principle problem remaihgre is a significant and persistent gap
between the need for children’s mental health sesvand their provision in the United
States. We can begin to close this gap by invatstig avenues to integration of
behavioral health services into schools, capitadjzin the benefits of delivering these

services in settings convenient and accessibleuthy
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CHAPTER 2. LITERATURE REVIEW

Investigation of the integration, implementationdalelivery of mental health
services brings together a range of research sediapes: epidemiology of childhood
mental illness, service use data, the history ofiérad and facilitators to school mental
health including the use of evidence-based pras;temed the nature of implementation
science and translational research and the nuaftlesse as they apply to school
settings. This brief review represents an efloigather and integrate literature from
these areas as one step in the development ahawrark for school mental health

services implementation.

Epidemiology and Service Use Data

The magnitude of child and adolescent mental hgatiblems continues to
challenge resources globally. Understanding tbpesof mental disorders of childhood
and the burden of disease involves examining thegbence of disorders and their
impact, as well as the gaps in services delivégy economic costs to families and
communities, and the costs to the individual yopagson in terms of lost potential
(Belfer, 2008). Gathering data to strengthen epidigy of children’s mental health is
exceptionally complex. The difficulty in measuriggps in services delivery is a
reflection of the difficulty in appropriately assasy, diagnosing, and pinpointing the

impact on functioning respective to a wide varietynental disorders of childhood,
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within the context of the range of markers of “matuchildhood development. Facets of
this complex nature of epidemiology of children’smial health have been described.
First, mechanisms for gathering consistent epidEgical data that is meaningful across
demographic and cultural groups of children andesb@nts are noticeably absent
(Belfer, 2008).

Second, whereas impairment to routine functiomrg consistent criterion across
virtually all forms of mental illness, in childremnd adolescents there is no agreed upon
framework or measure when it comes to assessingesutibing impairment. Degree of
impairment can vary widely within the context offald’s culture as well as
environmental supports, or lack thereof (BelfelQ20 If we understand impairment in
childhood as being the absence of adaptive funictipior the child’s stage of
development and cultural context (Canino, Costé&léngold, 1999), then measures of
impairment must be culturally-specific and sensitio the latitude we apply in
describing “normal” development. Determinationslefjree of impairment must be

contextually relevant.

Third, the study of epidemiology of childhood nmedrdisorders is largely
predicated on service utilization. Indexing thk fange of services that could potentially
be accessed or offered across service sectormiglicated. Invariably the mental health
needs of children are not respecters of servicexsboundaries. Problems are all too
often first identified in systems outside healtld amental health environments, for
example in juvenile justice, education, and soeavices settings (Burns, et al., 1995),
where children are more likely to utilize servitlkan through specialty mental health

providers (Ford, 2008). In fact, an estimated 79681 children’s mental health services
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are offered in schools (Burns, et al, 1995). T#i& problem in and of itself, but also
contributes to the difficulty in collecting and aggating data. The more targeted or
specialized the service, the less likely it is ¢éaificluded in translatable systems for
correlating data. Community surveys across regidrtse U.S. have served to fill some
of the gaps in the epidemiology of mental disordershildren but there is still a dearth
of data from nationally representative samples pnavide insight into the distribution
and prevalence of DSM-1V diagnoses in children addlescents (Achenbach, 2005;
Costello, Egger, & Angold, 2005; Hudziak, Achenbaghhoff, & Pine, 2007; Marsh, &
Hunsley, 2005Merikangas, He, Burstein, Swanson, & Avenevolalet2010a).In sum,
“The majority of studies assess older children atolescents and lack uniformity in
diagnostic measures, impairment criteria, time ggnand informants” (Green-Hennessy,

2010, p. 202).

Finally, service use data is a key to generatpigeamiological data. Whereas
anywhere from 12-22% of all persons under the dd8@re in need of interventions to
address mental, emotional, and behavioral probleatgnal data has revealed that fully
80% of those who need services do not receive (K@taoka, et al., 2002; U.S. Public
Health Service, 2000). As noted, children’s mehtalth services tend to be utilized
most outside the mental health sector and, mosh p$ervices are offered through
schools (Bradshaw, Buckley, & lalongo, 2008; Carehal, 2004; Farmer, et al., 2003).
When services are accessed through specialty cotynpuaviders, they are more likely
to be accessed through outpatient versus inpatemntes (Pottick, Warner, Issacs,

Henderson, & Milazzo-Sayre, et al., 2004), witmtie toward a decrease in inpatient
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length of stay, (Case, Olfson, Marcus, & SeigeQ20and relatively brief episodes of
outpatient treatment (Farmer, et al, 2003).

Though barriers to gathering epidemiological dataevident, so too are recent
concerted efforts toward data collection. The fieldhe epidemiology of mental
disorders in childhood and adolescence has sewidavable growth in the U.S. and
abroad over the past two decades, providing dataemcidence and prevalence of
childhood mental, emotional, and behavioral discgdeederally-driven data collection
efforts along with a rise in community-based stad@egather data on rates of mental
disorders in children have enriched the database.

According to the U.S. Department of Health and ldarServices (2009), among
9-17 year olds, approximately 21% meet diagnostiera a mental or addictive
disorder. Subsequent studies of children in tH& Ultilizing both structured clinical
interviews (Roberts, Roberts, & Xing, 2007) and taEhealth screening measures
(Brown, Riley, & Wissow, 2007) support these estiesaand have revealed prevalence
rates of 17% and 21%, respectively. Moreover,iorizve children globally will
experience some form of mental illness and onennatill struggle with the impact of a
serious emotional disturbance (SED) (Belfer, 2@0&nino, et al, 2004; Costello, et al.,
2005; Romano, Tremblay, Vitaro, Zoccolillo, & Pag&001). An SED is a mental,
emotional, or behavioral disorder of childhood trestults in significant functional
impairment. As many as 5% of all children will e@nceextremefunctional
impairment as the result of a mental disorder (D&oartment of Health and Human

Services, 2000). When the wide array of childhowmhtal health conditions are
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considered, as many as one-quarter of the popuolatibhave a mental disorder in any
3- to 6-month time frame (Costello, Foley, & AngoRD06).

Onset of many categories of mental disordersghdst between adolescence and
early adulthood (Patton, Hetrick, & McGorry, 200ahd the presence of these disorders
in childhood is a clear predisposing factor to Betgs of subsequent problems in late
adolescence and early adulthood. This is partilureated for the later use of illicit drugs
(Buckner, Schmidt, Lang, Small, & Schlauch, et 2008, Hayatbakhsh, McGee, Bor,
Najman, & Jamrozik, et al., 2008, Swadi, 1999)tlker, there is a noted distinction
between child and adolescent mental disordersyraardal disorders in children and
adolescents. Whereas, according to the DiagnastcStatistical Manual of Mental
Disorders, (DSM-IV-TR) (APA, 2000), there are siiieanental, emotional, and
behavioral disorders that first appear in childhdbdre has also been a steady decline in
recent years in the age of onset for mental digertat have historically occurred later
in life (Costello, Mustillo, Keeler, & Angold, 2004A host of chronic conditions that
heretofore were considered to have their onset someén adulthood are appearing
earlier and earlier in the lifespan. Recent studi@ve in fact demonstrated that serious
mental health conditions can occur even among #&rgldind preschoolers (McDonnell &

Glod, 2003; Skovgaard, et al., 2007).

Smaller community population studies got the ballirg on meeting
epidemiology needs in children’s mental health,thatabsence of nationally
representative studies remained problematic. Tingntark Surgeon General’s Report on
Mental Health in 1999 (U.S. Department of Healtd &luman Services, 1999), along

with the Report of the Surgeon General’'s Conferemc€hildren’s Mental Health: A
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National Action Agenda (USDHHS, 2000) served aatalgst for initiatives by the
National Institute of Mental Health to addresslihets of research into child and
adolescent mental health, and for researchersamiee data from nationally
representative samples. Kataoka, Zhang, and \(28l32) looked at rates of mental
health problems and found that 15-21% of childrg@essb-17, representing more than
11,500 U.S. households across three nationalleseptative, cross-sectional samples
were assessed as having a mental disorder.

Subsequent national-level surveys followed. Imagnts were added to existing
large national surveys, to better assess preval@noental disorders in a large
population of children. The Strengths and Diffteg Questionnaire (SDQ) was included
in the National Health Interview Survey (NHIS), aselected assessment modules from
the NIMH Diagnostic Interview Schedule for Childrerere added to the National Health
and Nutrition Examination Survey (NHANES). Additigly, the National Comorbidity
Survey-Adolescent Supplement (NCS-A), a surveg oétionally representative sample
of youth ages 13 to 18, was developed as an ertensithe National Comorbidity

Survey Replication (NCS-R) (Merikangas, et al1@f).

Data from the NCS-A reveals that when lifetime plence is measured, anxiety
disorders are by far the most prominent of mentarders of those disorders surveyed in
this study (mood disorders, anxiety disorders, behalisorders, substance use
disorders, and eating disorders), with a 31.9%adesce rate (38.0% for girls and 26.1%
for boys). The survey queried for several differigmpies of anxiety disorders, including
agoraphobia, generalized anxiety disorder, soadlspecific phobias, panic disorder,

posttraumatic stress disorder, and separation gmdigorder; specific phobia represents
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the most common anxiety disorder by far (22.1%l fotavalence rate across gender and

age) (Merikangas, et al., 2010b).

The NCS-A also revealed a total prevalence ratild@% for any mood disorder,
with a depressive disorder being about 4 times rikeg/ than a bipolar mood disorder
(11.7% compared to 2.9%) and any mood disordemgoegarly twice as likely for

females as for males (18.3, compared to 10.5%)ikdegas, et al., 2010b).

As mentioned earlier, there is a distinction betwewntal disorders that are
expected to first appear in childhood versus othental disorders that typically occur in
adulthood but may have an early onset in childhdifgiS-A data (Merikangas et al.,
2010b) data reveal to some intrigue that Behavieoiders, including Attention-Deficit
Hyperactivity Disorders, Oppositional-Defiant Dider, and Conduct Disorder, all of
which are arranged in the DSM-IV as mental disadiest diagnosed in childhood, are
considerably less prevalent than anxiety disorarechildren and adolescents (19.6%
compared with 31.9%) and only modestly more preualgan mood disorders (19.6%
compared with 14.3%). However, it is also noteat thhen accounting for measures of
impairment, mood disorders are somewhat more litcelye debilitating, with 11.2% of
all children surveyed meeting criteria for sevenpairment for mood disorders,
compared with 9.6% and 8.3% for behavior and agpxdetorders respectively

(Merikangas, et al., 2010b).

Whereas the NCS-A study measured lifetime prevalghe NHANES study
provided data for 12-month prevalence rates; andtsbn was made for cases with

severe impairment, with ratings from 6 questionpersonal distress as well as social
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and academic problems (Merikangas, et al., 2010ajelve-month prevalence rates, as
reported from the NHANES study showed total rategHe following disorders (with
severe impairment prevalence rates in parenthe®&s8k (7.8%) for ADHD, 2.1%

(1.7%) for Conduct Disorder, .7% (.4%) for any atyidisorder, 3.7% (2.9%) for any
mood disorder. Total 12-month prevalence ratesilfatisorders was 13.1%, with 11.3%

meeting criteria for severe impairment (Merikanggsal., 2010a).

The NHANES study has offered some indication teatise utilization rates for
mental health services among children with a ravfghsorders is improving. The 12-
month mental health service use, described addttdwving been seen in a hospital,
clinic or office to address the study-identifiedaliders, ranged from 32.3% (for anxiety
disorders) to 47.7% for ADHD, with an overall 12-ntlo service use rate of 50.6%

(52.8% for those with severe impairment) (Merikag)g al., 2010a).

Not unlike the concern over the incidence of medtsdrders of childhood, there
is growing concern over the incidence of drug atarskthe childhood precursors to drug
abuse and mental disorders in middle to late adete (USDHHS, 2007). The National
Institute on Drug Abuse (NIDA) has been trackingityodrug abuse trends since 1975
through the Monitoring the Future Survey (MTF), adistered annually to"8 10", and
12" graders (USDHHS, 2009). In 2005, 27% of'Iaders reported having used at least
one illicit drug other than marijuana, 33% reponpedt year use of marijuana, and 28%
acknowledged binge drinking in two weeks priortie survey (USDHHS, 2006). Data
representing the most recent survey from 2007-2008ests decreases or stability in
patterns of use and abuse for most categoriesugsdHowever, there is persistence of
chronic drug abuse in a small yet sizeable fractiteens (e.g., 5% of I2yraders are
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daily marijuana users), a level unchanged sincd 206hnston, O’Malley, & Bachman,
2008). Despite declines or stability in some areas, dhuga among adolescents remains
a concern for the nation. The NCS-A study revealed1.4% prevalence rate for any
substance use disorder (abuse or dependence) d8ek®year olds and noted that a
diagnosis of substance abuse and/or dependencemtlyespeaks to some degree of

impairment in routine functioning (Merikangas, &t 2010b).

The NCS-A study demonstrated that when all categaf disorders (excluding
eating disorders) are considered, nearly half 9.&f all children and adolescents
surveyed met criteria for at least one disordeth) &7.6% assessed as having severe
impairment. Moreover, 12.4% met criteria for twasdes of disorders, and 6.9% for 3 or
4 classes of disorders (Merikangas, et al, 20l®H)agnostic condition known as
comorbidity. NHANES data also spoke to patternsashorbidity with significant
associations between conduct disorder and ADHD ,dwlisorder and ADHD, and mood

disorder and anxiety disorder (Merikangas, et @1,02).

Demographically, NCA-S data show few differencemglracial and ethnic lines,
with some noted exceptions: anxiety disorders wasee prevalent among non-Hispanic
Black adolescents, while substance use disordeas le®s prevalent for this group when
compared with non-Hispanic White counterparts. ldigtates of mood disorders were
noted among Hispanic adolescents when comparedNeitihHispanic Whites
(Merikangas, et al, 2010Db). Interestingly, poventyl urbanicity were not correlated to
any class of major mental disorder in the NCS-Algtihough research has historically
demonstrated the links between poverty and soamitienal difficulties in children and
can extensively influence psychosocial developnjg&titins, Frazier, Adil, & Talbott,
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2003; Wadsworth & Achenbach, 2005). On the otlaerdh NHANES data showed that
youth with low poverty Index Rate (PIR) had higha&tes of any 12-month disorder

(Merikangas, et al, 2010a).

The NCS-A and NHANES data represent the first largggonally representative
surveys of lifetime prevalence of mental disordereong adolescents. These data also
affirm prior research on early onset of these melasses of disorders in children
(Cohen, et al., 1993; Kim-Cohen, Caspi, & Moff203; McGee, Feehan, &Williams,
1992;); for adolescents meeting criteria for anietydisorder, 50% experienced onset
by the age of 6, corresponding to 11 years of agbdhavioral disorders, 13 for mood

disorders and 15 for substance use disorders (Blegis, et al., 2010Db).

Impact on School Performance

It is important to grasp the scope of the problémhildhood onset of mental,
emotional, and behavioral disorders as it relaiemtl impacts psychosocial, cognitive,
and physical development. Further, the relatignbletween emotional and behavioral
disorders and decreased academic achievementlidaceimented in the literature.
Children with emotional challenges earn lower gsaaled more often perform below
grade level when compared with their peers; theynaore likely to fail courses and have
higher rates of school drop-out (Kaufman, Alt, &&pman, 2004; Reid, Gonzalez,
Nordness, Tout, & Epstein, 2004). Reading has Immtified as the area of chief
concern, though students with emotional disabsdliiee shown to have deficits across all
academic content areas (Trout, Nordness, Pierégsiein, 2003). Generally speaking,

students who experience emotional and behavioedlestges are more likely to
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experience unsuccessful outcomes where academeavaatent is concerned and this
correlates to limited post-secondary educationpedaences (Trout, et al., 2003). It
stands to reason too, that instruction in requiredie-level curricula is compromised, or
may even be abandoned by educators who must fbeug¢ater share of their attention
on remediating student behavioral challenges irckagsroom (Barton-Arwood, Webby,

& Faulk, 2005).

Local Data

Hillsborough County is situated near the west coasentral Florida and
comprises 1,051 square miles and, as of 2010, pagwaation of approximately 1.3
million, 17% of whom are school-aged children addlascents (National Association of
Counties, 2012).

The School District of Hillsborough County (SDHG)domprised of the city of
Tampa and the surrounding county, and is homepooapnately 200,000 students — the
third largest school district in Florida and thgteh largest nationally. It consists of 254
schools for grades K-12 (142 elementary schoolsniiile schools and 27 high
schools), including charter schools, and Excepti®@tadent Education Centers. Forty-
four percent of students in the school district\Afeite/Non-Hispanic, 26% are Hispanic,
22% are Black/Non-Hispanic, 5% are Multiracial, 8% Asian/Pacific Islander, and
0.3% is American Indian/Alaskan Native (Hillsbortw@ounty Public Schools, 2010).

Hillsborough County Schools have documented rapevth of high student
mobility and other risk factors, such as high ptwand teen pregnancy rates. Over half

of School District of Hillsborough County studei§%) are eligible for free or reduced
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lunch programs. The SDHC has also identified sitsldeemed to have a high need for
mental health services, namely those 600 studéstsgbin foster care and
approximately 1,000 students being supervised tirguvenile justice probation (HCPS,
2010). Fewer than one-third of the estimated 3&08ents in special education due to
emotional disturbances receive mental health sesvié-or those who do, just 12 local

community agencies offer the 22 different servipesssently provided (HCPS, 2010).

Owing largely to a mental health services intagragirant received three years
ago by the school district, considerable progressiieen made in the integration and use
of these services for all students. Positive aue® of that effort have been cited by
SDHC and include: (1) improved awareness of tegaobiethe resources available to
students with mental health needs; teachers waireett on a new protocol for accessing
information about these resources; (2) improvesanprotocols for the transition of
students back to school following discharge from @hildren’s Crisis; and (3)
participation of SDHC personnel on the Hillsborougital Mental Health Planning
Team (HLPT), which provides a mechanism for proomo&ind sustainability of new
mental health services protocols implementatiohough progress has been marked and
the 18-month planning grant for SDHC'’s very largevices delivery system,
administrative staff recognize there is still maietaccomplish in refining and advancing
an integrated system of mental health servicesttatents in Hillsborough County.
Moreover, there is an estimated 5% annual growtthafistudents referred for special
education placement due to emotional disturbane¢élisborough County Schools, and
an estimated 70,000 instructional hours lost tpension of students with emotional and

behavioral problems (HCPS, 2010).
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In the Tampa Bay area, data on drug and alcoheaamong children and
adolescents do not reflect national trends towtaklilgy. The Florida Youth Substance
Abuse Survey (FYSAS) reported in 2009 that studeuatst 30-day drug use in
Hillsborough County increased from 2006 to 200&nmee major categories of drugs: 1)
alcohol; 2) marijuana; and 3) illicit drugs othkah marijuana (Florida Department of
Children and Families, 2009). Overall rates of osany form of alcohol or illicit drugs
increased by nearly 5% for Hillsborough County,pitesdecreases statewide (FDCF,
2009). In response to known vulnerability to aldodrad drug-related accidents among
young adults, the FYSAS also reviewed autopsy tegoym the Hillsborough County
Medical Examiner’s office for all accidental deatiipersons 15-24 years old in 2006. A
notable 43% and 31% of autopsy reports mentionszhal and illicit drug use
respectively.

The growing epidemic of youth drug abuse in thenpa Bay area is further
underscored by increasing rates of service utibmaDespite decreases in adult
admissions to all levels of treatment (residentatpatient, and detoxification) from
2006 to 2008, there have been increases in admss®o children to these services in
both Hillsborough and Pinellas Counties. Total a$ioins of children to residential and
detoxification services for these two countiespfrd006 to 2008, increased by 6.7%, and
7.3% respectively. Only outpatient admissions afdcen decreased (3.5%) during this
same period of time (FDCF, 2009).

The School Board of Hillsborough County acknowlkesithat the capacity meet
the behavioral health needs of a significant nunatbehildren is not sufficient, and has

documented its commitment to the development ofclmeisms that can produce
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effective collaboration between schools and comtyprovider agencies to increase
capacity of and access to needed services... toeasdrimprove the emotional

development of all students” (HCPS, 2010, p.1).

History of School Mental Health Services Delivery

Schools have become critical organizational sedting the delivery of mental
health and behavioral services for students, melgart promulgated on legislation
initiated in the mid to late 1960’s. It is no abent that this push in policy development
coincided with deinstitutionalization and a calt @elivery of mental health services in
community settings. What was occurring in the arehmental health services delivery
generally, set the stage for the evolution of sthealth programs to include mental
health services (Burton, et al., 2013).

Moreover, the inadequacies and limited availabtlitgerve the mental health
needs of children in traditional community mentehhh settings over the past fifty years,
have resulted in national policy development afdrne establishing school settings as a
primary venue for child and adolescent mental haaterventions (Burton, et al., 2013).

In 1964, the National Institute of Mental HealthifNH) published a major
monograph on school mental healfhe Protection and Promotion of Mental Health in
SchoolgLambert, et al.,1965) became a policy benchmadkserved as a catalyst for
major efforts and program initiatives to expandictl and prevention services in
schools. Public Law 89-10, tiiementary and Secondary Education Act of 1965
(ESEA),was one of the most far-reaching federal legista#iots affecting education.

ESEA emphasized equal access to education by ailtlyeschievement gaps between
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students by increasing opportunities to achieveaiion with in-school supports
(McDonnell, 2005). The notion of expanded serviceshildren who do not have SEDs
and who do not require special education serviasneiterated under the Bush
administration in 2001 with passageRafblic Law 107-110, théNo Child Left Behind
Act(NCLB), which expanded and re-authorized BE&EA(McDonnell, 2005).

Public Law 94-142, th&ducation for All Handicapped Children Act of 1975
(EHA), was the culmination of significant efforts ¢nact legislation requiring schools to
serve all children with disabilities and among themmldren with SEDs. Prior to the
EHA, only one out of five children with disabiliseeceived schooling through the public
education system. In fact, a number of state kexetuded children with certain
disabilities from attending public school, includiaxplicit exclusions for children
identified as “emotionally disturbed” or “mentaligtarded” (West et al., 2000). EHA
was re-authorized with expanded protections in 18%¥in 2004. The important
revisions found in the re-authorization included gmovision of mental health services to
all children, whether or not they had SEDs, ancheseling provided to parents to further
their understanding of the nature of a child’s ipatar disability (West et al., 2000).

In 1990, Public Law 101-476, thedividuals with Disabilities Education Act
(IDEA), provided for governance as to how states public agencies deliver special
education services, including mental health sesvioechildren with disabilities. The
IDEA and related policy efforts provide for widespd adoption of special education
services for all children with disabilities (IDERQ04).

In 1995, the Health Resources and Services Adtration (HRSA) and the

Maternal Child Health Bureau (MCHB) introduced tental Health in Schools
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Program a concerted effort toward advancement of mergalth services in schools.
The emphasis of thdental Health in Schools Prograoentered on increasing capacity
for schools and communities to jointly addressrttemtal health and psychosocial needs
of students. Two national centers (Center for StMemtal Health Analysis & Action
and the Center for Mental Health in Schools) wetaldished in 1995 to provide
technical assistance and training (Anglin, 200Byth theMental Health in Schools
Programand its Centers were renewed in 2000 and in 200%ddition, other
organizations, such as tResearch and Training Center for Children’s Mertiglalthin
the Louis de la Parte Florida Mental Health Inséitat the University of South Florida,
and theCenter for Child and Human DevelopmaniGeorgetown University, have
emerged as major research centers advancing stcterdél health services. They serve
as major hubs for the collection, cataloguing, disgemination of information on
school-based mental health research (Commissiofoath, 2011).

In 1999, the U.S. Departments of Education, Heatith Human Services, and
Justice announced tiSafe Schools/Healthy Students Initiativiéhis federal grant
program was developed to promote the health ardysaf students by comprehensively
addressing the social, behavioral and mental hesstles of public school students. This
program was unique because it involved the coojperand joint funding of the three
U.S. Departments and required the use of comprerereyidence-based programs to
support the healthy development of students. Ithesized ongoing cooperation between

schools and community providers (Anglin, 2003).
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Implementation of School Mental Health Services

“Education and mental health integration will beathed when the goal of
mental health includes effective schooling andgbal of effective schools includes the
healthy functioning of students” (Atkins, Hoagwod&ditash & Seidman, 2010, p. 40).
Whereas we may see the occasional model schoattisherein a mutually enhancing
agenda such as this has been realized, the faatrrertinat schools and mental health
providers are divergent when it comes to perspeston mental health integration.
Agencies and providers concerned primarily witHdriein’s mental health advance an
agenda whereby meeting the mental health needsldfen and families is facilitated by
the school setting. The perspective of schoolderother hand, is that student mental
and physical health is essential to good schodbpeance, but with the clear emphasis
on academic supports as the underlying missiohe§thool environment (CMHC,
2006a). The bridging of these perspectives igta of school mental health integration
with implications for a broader spectrum of meim@alth interventions offered in
schools, their enhanced effectiveness, early iflestiion of both mental health and
academic problems and their solutions, reducticstigina, and school wide promotion
of healthy emotional development and optimal acadg@erformance, in equal measures.

The recent federal mandates, incentives, and politigitives discussed above in
the history of school mental health are contribyitim the increased commitment of
schools to provide mental health services. Howewih the increased attention to
school mental health and an enhanced data basmastgrfrom research in this area,
school administrative and professional staff cangrodre the sheer numbers of students

whose academic progress is in peril due to themtateemotional, or behavioral health
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status. Never mind that 20% of children are indhefemental health services (USDHHS,
1999), with 11% of all children showing significantpairment in tasks of daily
functioning and 5% experiencing extreme functianmgairment. When problems
outside the realm of categorized or diagnosablerdess are accounted for and
specifically those psychosocial problems that imgabool functioning, an estimated
40% of youth are in “bad educational shape” (CMRQ0O6b, p.6). In urban areas, in
excess of 50% of students experience significamtiemal and behavioral problems,
inclusive of learning problems (CMHC, 2006b).

The building of solid foundation on which to constra unifying framework for
school-based mental health is dependent on peevasiderstanding of school and
mental health perspectives.

An educational perspective on school-based mentagalth. The fundamental
mission of schools is education. This point is caritested. While policymakers focused
on school performance may agree that studentsttier laeademically when they are
mentally and emotionally fit, performance accouiltigtpressures can offset attention to
any other matter that competes with instructiomatesses and test scores (CMHC,
2006b). Simply put, for school leaders, schoolsnatefundamentally or principally in
the mental health business. However, schools bageme primary providers of a range
of mental health services, as previously discussed school leaders therefore find
themselves in the unenviable position of balancmig instructional operations with a
school-based mental health services agenda. Hreyaibdels for school-based mental

health do this with varying degrees of success.
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Mental health services delivery within schoolsssentially driven by a tier
approach to the provision of three chief functigorgvention; intervention; and
treatmentPreventionservices target the widest range and largest nisndfestudents.
The multiple aims of school-based preventions sesvinclude social skills
development, health promotion, management of ietegmal conflict, reductions in risk-
taking behavior, and the instilling of a host oblplem-solving and decision-making
skills. Prevention programs are generally undests appropriate for all students and
not meant to be offered in response to developirapparent individualized problems.
These services may be offered by a variety of dcstadf in varied locations ranging
from afterschool events provided by resource sfistand health education staff,
screenings offered by a school nurse, to classiadivities offered by teachers.
Intervention on the other hand is meant to target the nextdismaller group of students
for whom the emergence or development of a proldeapparent or imminent, or who
are not progressing according to anticipated dgwveémntal milestones. Schools provide
counseling interventions and supports for thosklem who may need help in
overcoming life problems or setbacks or who regspecialized assistance with specific
developmental tasks. Interventions are typicalfgra@d by a range of health and mental
health professionals, including guidance counsgbmisool psychologists and social
workers, school nurses, guidance counselors, dred bealth staff. Often, such
interventions become embedded within the schodlrrewsuch that they are not
recognized as targeted mental health services (CN2GQ6b.)

Finally, schools often find themselves in the posibf offering mental health

treatmentservices to a small group of students who requimeore intensive level of care
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due to the presence of diagnosed mental, emotamthbehavioral disorders that are
causing impairments in the tasks of day to daytionmng. School professional staff
provide treatment services in a variety of waytud8&nts and their families may be
referred to community resources where they recgpeeialized and targeted treatment
protocols. Or, they may be offered services absthy school-based social workers and
psychologists who provide assessment, testinglardpeutic interventions.
Additionally, youth in this category of need areeof placed in rehabilitative services
provided at school through a mandated individudlieducation program (IEP). IEPs are
be offered through academic and behavioral suppootaded within the mainstream
activities of the school day, or in some cases Hreyprovided to small groups of
students in an entirely self-contained classroaottinge They are provided by special
education teachers and professionals in concentsgitool mental health staff.
Regardless of the fundamental academic orientatiechools, they are gearing
up in significant numbers to adapt to the growingntal health needs of students. In the
early 1990’s, the professional-to-student ratiosicinool social workers and psychologists
was estimated to average 1 per 2,500 students], samdpproximately 1,000 students for
school counselors (Carlson, Paavola, & Talley, }9B% 2000, a study conducted by the
National Center for Chronic Disease Preventiontdadith Promotion revealed that 77%
of schools had a full or part time guidance coumsé&6% employed a school
psychologist either full or part time and 44% hadeaignated school social worker,
either full or part time (CDC, 2000). Advances toned and by 2006 72% of
elementary schools, 82% of middle schools and 8BBtgh schools employed school

counselors, full or part time (CDC, 2006). Pereges of elementary, middle, and high
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schools employing school psychologists and soctakers held steady, but dedicated
phone lines for mental health and social servinegeased from 38% in 2000 to 51% in
2006 (CDC, 2006). Moreover, as mental health ses/iave become more formalized,
indicators of policy development are noted. The GBgorted that by 2006 62% of
school districts and 45% of schools had formal @mts or memoranda of understanding
with community-based providers for the deliverynoéntal health services to students.
Moreover, by the 2006 survey noteworthy numberscbbols were requiring
professional staff to have a minimum of a mastéegree (75%, 79%, and 64% for
counselors, psychologists and social workers résady) (CDC, 2006). These numbers
demonstrate that schools are increasingly dedgagisources to build personnel
resources around which effective mental healthiseswdelivery can be implemented.

A mental health perspective on school-based mentaéalth. Two major
research centers are largely responsible for theation, cataloguing, and dissemination
of information pertaining to advances in school takhealth services and research: The
National Center for Mental Health in Schools (NCNBProject of the Program and
Policy Analysis Center at the University of Califica at Los Angeles, and the Center for
Child and Human Development at Georgetown Univer3ihese centers were
established in 1995, with tidental Health in Schools Prograenconcerted effort
toward the promotion of school-based mental haaltiated by the Health Resources
and Services Administration (HRSA) and the Matef@laild Health Bureau (MCHB).
The chief aims of th&lental Health in Schools Programere to increase capacity for
schools to provide much needed mental health sssyvprovide technical assistance and

training to schools in this vein and develop cadiative ways in which school and
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communities jointly address the mental health astiposocial needs of students. Both
theMental Health in Schools Prograand its Centers were renewed in 2000 and in 2005

(CMHC 2006b; Anglin, 2003).

The development of these centers marked clear amceded efforts toward
school mental health integration and the offerihgupports to schools in the tasks of
mental health services delivery. Models for howises should be delivered emerged,
with the following approaches generally seen a®empassing the bulk of school mental
health: 1) Services are school-based with schowscing support services and
employing professional staff to delivery servicesFormal agreements are made with
community-based agencies to provide services ahdree service coordination;
services are offered through referral of studemthi¢ outside agencies, or by having the
community-based provider co-locate services orstheol campus; 3) Services are
provide through mental health units or clinics tbexttve a school district and provide a
range of health services including mental healtbrirentions; 4) Classroom-based
curricula actively integrated into the learningiaties are provided by teachers and
support staff. (These tend to be prevention orakjtt@and 5) an integrated approach in
which school divisions or districts build a netwarkmultiple providers to offer services
addressing a spectrum of health and mental hea#tisn(Brener, et al., 2001; CMHC,
2006b; Foster, et al., 2005). Whereas the modelsapproaches for delivery of
interventions are varied, indicators of effectivegramming are generally agreed upon
and include: consistency of implementation, progrdinat address multiple components
(i.e. components for children, parents, teachensjtiple approaches (i.e. skills training

along with educational or information sessionspgoams that target specific behaviors
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and skills, strategies that are developmentally@mpate, and approaches that are

integrated into classroom curricula (Kutash, et2006).

From a mental health perspective, these typesctdrf@signaling integration that
is organized toward effective programming and tobdws well considered
collaborations among both school-based and commpratviders are crucial. Trends in
assessing and diagnosing children suggest somepvatihems stemming from routine
emotional upsets, acting out behavior or learniraplems are being assigned diagnostic
labels that signify much more serious conditiomhis trend is contrary to the reality that
for most children with emotional and behaviorallgems, the root cause is not internal
psychopathology, but rather a response to envirataeheues, circumstances and
ongoing stressors (CMHC, 2006a). Misdiagnoses tie@&kpensive or inappropriate
treatments (CMHC, 2006a), confound problems ohséigaccess and outreach, and can

undermine research and training efforts (Watsorghi& Lyons, 2005).

So while schools may be increasingly called upopréwide interventions and
resources to large numbers of students with aal@etcornucopia of mental health
problems and service needs, the integration oficedelivery must necessarily be
guided in large part by the professional mentalthesector. Schools and mental health
providers will be called upon to reorganize andicefiize strategies, approaches, roles
and responsibilities associated with school mdrealth services delivery. These efforts
are imperative to a seamless integration of effeatiterventions that promote health and
mental health while simultaneously enhances legrimrthe naturalistic ecology of the

school setting.
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Theoretical Framework

As with most behavioral health services reseatahjriivestigation of the
processes by which model mental health and drugeaprograms and evidence-based
practices have been installed in community-bastihge is not guided by a single
theoretical model or framework. There is greatepleasis on the use of theory to
develop programs than to guide their implementatigloreover, the available literature
reveals the use of theory to guide implementatasmore support and perhaps more
utility in clinical practice settings than in noratlitional delivery systems such as
schools. Discussion of three primary theoreticafeworks follows; these have been
found congruent with the implementation of EBP<] ased to varying degrees to guide

integration of mental health services in schools.

Diffusion of Innovations Theory. Roger’sDiffusion of Innovations Theory
(DOI) was developed as a means of describing agrtifgting individuals, organizations,
and communities that do and do not successfullyfampnt new practices. It is a staged-
based theory and thus, change is presumed to ocstages through predictable
processes in the face of new innovations (Rog®332 In schools, DOI has been used
to study a number of specific areas, including the@lomotion programs, (Osganian,
Parcel, & Stone, 2003), abstinence-only curricW|son, Pruitt & Goodson, 2008),
implementation of mental health programs,(Atkinsaczyk, Frazier & Abdul-Adil,
2003; Langley, et al., 2010), and drug abuse ptemeprograms, (Dusenbury,

Brannigan, Falco & Hansen, 2003; Pankratz & Hadlf@004).
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DOl describes attributes of interventions thatgeglictive of their rate of
adoption. Programs that demonstrafative advantagéover other programs or because
of incentives)compatibility (with existing values, experience, needs), tmmplexity,
trialability (ease of incorporation into existing structure)] ahservability(visible to
others), are more readily adopted (Hallfors & GtEle2002; Rohrbach, Gunning, Sun &
Sussman, 2009; Wilson, et al., 2008). The first attabutes are utilized most often, even
for programs that do not espouse a DOI orientabamplementation. Adopters in
school settings look at whether or not intervergibave some advantage over existing
services, not the least of which is economic achgatand they also weigh heavily the
compatibility with current organizational structuaed climate. (Hallfors & Godette,

2002; Rohrbach, et al., 2009; Wilson, et al., 2008)

Organizational change theories.Organizational change theories have also been
found to be useful in the investigation of changjated to adoption of EBPs.
Organizational change theories represent concepaitiahs of how EBPs and new
innovations are translated in practice settingstaedyeneral preparedness of
organizations to adopt them. These may be stagedlzasl delineate specific processes
(Bartholomew, Parcel, Kok, & Gottlieb, 2001) or yhmay suggest strategies for
cultivating a vision of change among members obr@anization, planning for change
and evaluating change and providing feedback (Sergg®). Organizational theories
have been used in health and behavioral healiingetilone, and often in concert with
DOl to evaluate characteristics of readiness, adomutcomes, and to compare
organizations by type with regard to readinescfange (Aarons, Somerfield, &

Walgrath-Greene, 2009; Donaldson, Rutledge, & As?2004; Gale, & Schaffer, 2009).
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One commonality among organizational change theasiéhey acknowledge that
organizations are complex and that change occutifetent levels within the
organizational structure (i.e. practitioners, maagadministrators) (Aarons, Wells,

Zagursky, Fettes, & Palinkas, 2009; Proctor, ¢t24l07).

Studies of school-based prevention programs haliedron organizational
change theories to confirm the notion that charggsaccur in stages and that it is
reasonable to utilize varying strategies for chandgpending on the stage of change

(Wilson, et al., 2008; Osganian, et al., 2003).

An illustration of DOI through the lens of orgaaimnal change as an
implementation model for schools was found in agtof implementation experiences of
program administrators and mental health clinigi@oscerning a specific EBP, the
Cognitive Behavioral Intervention for Trauma in 8ols (CBITS). Roger’s DOI theory
was utilized to identify factors associated witlplementation of mental health services,
and related to characteristics across several dmmiaiterventions; practitioners; clients;
services delivery; and the organization itself (@ely, et al., 2010). A chief aim of the
study was the identification of barriers and faatbrs in these domains and to investigate
difference between successful and unsuccessfueimmgtation of the EBP. By seeking
to understand the implementation climate for adoptf an EBP, the study incorporated
measurements of leadership and organizational suggiber than investigating only
aggregate perceptions of groups of personnel. iimydso, the designers of this study
acknowledge the role and importance of organizatitactors that are specific to school
settings in the investigation of barriers and featibrs to EBP adoption (Langely, et al.,
2010).
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This is important research for a number of reasbinst, schools are now clearly
recognized as the de facto providers of the mgjofimental health services accessed by
children in the U.S. Understanding the barrierd f@&cilitators to implementation of
mental health services in schools has potentiaiimre wholesale and effective
integration of services. Further, by investigatonganizational factors that are specific to
school settings, researchers are more preparesi/edapp EBPs that are conceived of
early in their development as school-based, assgapto trying to find good-fit from

among community-based interventions that can bptaddo schools.

The Langely, et al. study (2010) also provides adgtheoretical model for this
dissertation research. The authors ofSbbool Mental Health Services Integration
Surveysought to develop a survey in which barriers auwiifators in the target area
were investigated and also to query multiple lee¢lschool staff simultaneously on
individual, school, organizational, and system®ldactors. The research by Langely et
al. (2010) gathered responses from administratuissahool mental health services
delivery personnel. The SMHSIS goes further in #eateral levels of school staff, from
school administrators to school-based mental hgatttitioners, to guidance counselors
and teachers, as well as school resource officers ®asked to participate in the survey
The Langley study on the other hand, queried thE pigram administrators (not

school administrators) and clinicians.

The Ecological Model. Beginning with Lewin and Cartwright’'s (1951)
“ecological psychology”, health behavior researstard theorists have compiled an
array of theoretical models rooted in the invesiayaof the interrelatedness of
individuals and their environments. Ecologicaldels are derived from the notion that
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environmental factors associated with behaviom@hith multiple and varied social and
psychological influences, provide the platform aodtext for all purposeful behavior.
Moreover, ecological models explicitly consider tlé levels of environmental
influence simultaneously, distinguishing them frother health behavior and health
promotion models that give priority to individudiaracteristics and proximal social

factors (Sallis, Owen, & Fisher, 2008).

From the ecological perspective, these levels delatra-and interpersonal
influences, as well as organizational, community] public policy factors. Additionally,
the contemporary notion of an ecological framewuurlds that it is the confluence of
individual- andenvironmental-or policy-level variables that promote behavioral change.
Recent acceptance of and reliance on ecologicatmad health behavior is evident in
their use in nationally-guided public health pragsaand publications, including:

Healthy People 202Q0JSDHHS, 2010); approaches of the World HealthaDization
(WHO) to tobacco control (World Health Organizati@d03); diet and physical activity
(WHO, 2004); and the Institute of Medicine’s (IOk&ports on health behavior and

promotion (Institute of Medicine, 2001).

Ecological models, though multilevel in approaate rooted in the investigation
of health behaviors of individuals, including thasedels designed to guide behavioral
interventions. These look at people at the indialdevel within the context of social and
environmental influence on program adoption. Ecfaignodels in this traditional sense
have been used to investigate school mental healthces by looking at changes in
behavior of individuals, (i.e. teachers, studepésents) and the context of environment,

in the face of adoption of new services (Astomé&if & Duncan, 1996; Haynes, Comer,
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& Hamilton-Lee, 1989; Mayer, Butterworth, Nafpaldjt& Sulzer-Azaroff, 1983).
Arguably among the most noted of these studiestinasork of Henggeler, Pickrel, &
Brondino, (1999) in the development of Multisysteniherapy (MST) as an approach to
coordinating multiple levels of services deliveoy thildren with serious conduct
problems. The development of MST was guided byett@ogical framework. Itis an
approach that recognizes that intervening at maltgvels of environmental and social
influence is optimal for engaging children withiretvaried settings in which they are

naturally and simultaneously embedded (Atkins].etLl898).

Over time, an interest in understanding groupelldynamics from the ecological
perspective emerged. Schools and other childreetst@h health services agencies were
in need of approaches that differed from internamgilike MST in their ability to manage
larger numbers of youth with behavioral problemse@odel program, Parents and
Peers as Leaders in School (PALS) was developad éffort to reach a broader number
of perhaps less seriously troubled youth whilé gtibviding for coordinated services that
were individualized, effective and flexible (Atkinst al., 1998). The PALS intervention
was an ecological model applied specifically toasiih, taking into account the school
environment; this offered an innovation over MSTiathwas concerned with affecting
the individual through coordination of care at nplé levels and settings, with school
being one of them (Atkins, et al. 1998). This wlodéference was a demonstration of the
early recognition of schools as an ideal settimgofovision of mental health services
when things such as resources (a more proporti@hatation of resources),
environmental advantage (multiple influences omdchéhavior) and convenience

(access to services) were considered (Atkins, £1998). It was also, however, an
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acknowledgement that the interaction of an entith the environment could be applied
to groups or settings as well as individuals. Tigtothis and similar service model
developments, the foray into the melding of orgatanal change and systems theory

with the ecological perspective was broached.

These recent efforts toward the application efébological perspective in
support of program implementation investigate tttenit and behavior of groups and
organizations from an ecological perspective. gahiool mental health services, this
includes the observation of a transition from triadial consultation- and clinic-based
models for school mental health services to trexmdttive, innovative models of the early
‘90s, meant to expand the capacity of schools tivess social and emotional needs of

children.

Cappella and colleagues (2008) proposed developofischool-based mental
health using the ecological model as a framewafiormed by public health and
organizational theories, and centered on the aoretion of schools: the promotion of
learning. The model focuses on how groups — ddkaders, teachers, parents, parent
advocates, and mental health providers - collabdmateduce barriers to mental health
services delivery. The complex nature of collaboraticross groups is acknowledged
and described as being related to the differeneegden groups, the varying degrees of
preparedness (training and experience) within gspapd the structure of the

organization as a whole (Cappella, Frazier, AtkBshoenwald, & Glisson, 2008).

The key to effective collaboration among thesmigs within the school

environment, as noted by Cappella and colleagaédskied to the notion that mental
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health providers should prioritize relationshipshwschool staff, and improve their
knowledge of school structure and activities. ab#hors suggest that an ecological
model used within the school setting encouragesmamication in the language of
educators, thereby supporting the core functioefschool, while also reducing barriers

to collaboration on mental health services integratCapella, et al, 2008).

The model is a good match for understanding tbgedation research in that this
study is also focused on differences between grangsunderstanding barriers to mental
health services integration at varying levels ef $khool organizational structure.
Moreover, an ecological model informed by elemeft®OI (a capacity for describing
and identifying individuals, organizations and coumities that do and do not
successfully implement new practices), and orgdiozal change theories (the general
preparedness of organizations to adopt new pragtipeovides a good framework for the
study. (Table 1. provides a summary of researcitopres and their link to the theoretical

framework.)

Table 1. Research questions and links to the thestical framework

Research Questions Link to Theoretical Framework

Role Adoption, Willingness, Implementation
Facilitators e Organizational change theories look at
strategies for cultivating a vision of change
e Which professional groups adopt which roles among members of an organization,
(e.g. facilitator, provider) in the delivery of planning for change and evaluating
mental health services to students? Are there change.(OC)
significant differences in role adoption by e Groups can collaborate to reduce barriers
professional group? to mental health services delive(iZM,
e What is the level of willingness to engage in  OC)
tasks associated with services delivery by e The complex nature of collaboration
professional group, and are there significant  across groups is related to the differences

differences in willingness by professional between groups, the varying degrees of
group? preparedness (training and experience)
e How does the perception of facilitators to within groups, and the structure of the

46



Table 1. (continued)

mental health services integration vary by
professional group?

o Are there significant differences in the
perception of facilitators to mental health

services integration by professional group? e

Utility of a modified version of the Evidence-
Based Practice Attitudes Scale (EBPAS)

e Are there significant differences in outcomes,
on the EBPAS for this group of respondents,

by professional group?

Associations between Role Adoption,

Willingness, and Implementation Facilitators toe

EBPAS Outcomes

¢ Do attitudes toward adoption of EBPs differ

by professional group?

e Which variables from the SMHSIS are
associated with higher outcomes on the
EBPAS?

organization as a wholéEM)

It is the confluence ahdividual- and
environmentalor policy-level variables
that promote behavioral chandEM)
Barriers and facilitators are identified in
the investigation of differences between
successful and unsuccessful
implementation innovationgDOI)

The EBPAS was developed to some extent
with DOI as a guiding framework.
“Attitudes toward innovation can be a
precursor to the decision of whether or not
to try a new practice...” (Aarons, 2004, p.
62) (DOI)

The adoption of innovation must account
for the complexity of real-world settings,
including aspects of organizational

context, and the attitudes of personnel who
are embedded with this conte¢®Ol, OC)

Attributes of innovations are predictive of
their rate of adoption(DOI)

The intent and behavior of groups and
organizations can be investigated from an
ecological perspectivéEM)

Organizations are complex and change
occurs at different levels within the
organizational structure (i.e. practitioners,
managers, administrator¢pC)

Key: Diffusion of Innovations (DOI); Organization@hange Theories (OC); Ecological Models

(EM)
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CHAPTER 3. METHODS

To address the aims of the study, secondary dalgsas of outcomes from the

School Mental Health Services Integration Surweyg conducted.

Preliminary Research

Setting and Background. The dissertation study was part of a larger evadnat
project conducted on behalf of Hillsborough CouRtiplic Schools, as part of a research
and policy development effort to integrate mengalth services within the school
district. In August of 2007, Hillsborough Countyl#ie Schools received a grant through
the U.S. Department of Education for enhancementasital health services in schools.
The primary goal of the grant proje@integrating Schools and Mental Health Systéms
was to establish a planning and communications er&tamong local schools and
community mental health systems, juvenile justiamily organizations and the Florida
Mental Health Institute at the University of Sofllerida (HCPS, 2010). Hillsborough
County re-applied under the same grant mechanishnesreived a second award in July
of 2010 with the primary objective of this secondntal health services integration
project to increase student access to quality rhaetdth services. The School Board of
Hillsborough County is especially interested irkhges for educators, students, families
and community provider organizations that identdgources for academic achievement

(HCPS, 2010).
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Population. The survey was uniquely designed to query multybes and
levels of professional staff simultaneously. Tes done in order to address limitations
of historical school mental health services deilasearch in which the focus was on a
profession (e.g. school social workers, psychotsgm teachers) (Atkins, Frazier,
Leathers, Graczyk, & Talbott, et al., 2008; Kratwdh 2007; Kratochwill & Shernoff,
2004; Suldo, Friedrich, & Michalowski, 2010), ospecific type of respondent (e.g.
administrators) (Langely, et al., 2010). Survespandents were employees of
Hillsborough County Public Schools representingeseprofessional group categories:
principals and assistant principals, teachers,apad counselors, social workers, school

psychologists, school resource officers, and schealth staff.

Instrumentation. The first task of the evaluation project wasdlegelopment of
the School Mental Health Services Integration Surviéye survey was modeled after
similar research efforts and the investigationrad planning for implementation of
mental health services (Aarons, 2004; Armstrongs$édg, & Boroughs, 2003; Langley,

et al., 2010).

The survey was designed to gather information famademic, student services,
and administrative staff members including guidacmenselors, school social workers,
school psychologists, health educators, schooluresofficers, teachers, principals and
assistant principals. The survey assessed thearstahding of roles and responsibilities,
willingness to engage in implementation activitiasd perspective on facilitators
regarding implementing, mental health servicesiwithe schools. The final survey was
the result of multiple iterationsThe survey developers, Dr. O. Tom Massey, and Donna

L. Burton finalized items based on their experiewtth school mental health services

49



integration, knowledge of implementation sciences\vaew of the literature associated
with similar research studies, an understanding®theoretical models utilized in
school services research, and consultation withgmerel of the School Board of
Hillsborough County. Selected school board persbread the survey and provided

recommendations. The SMHSIS was then created @uiadfrics® software.

The SMHSIS was conducted by email, and includegrallessional service staff
and a random stratified sample of teachers. A witd|044 school staff received the
email invitation with the link to the Qualtrics®rsiey. The survey was voluntary and no
inducements were offered for participation. Ken @au the Supervisor of School Social
Work Services for Hillsborough County Public Screosérved as the primary contact
representing school professional staff and dissataththe email through appropriate
email lists, according to a single-level, multiggtigemailing process. Reminder emails
were written during the time frame allotted for queting the survey, during April and

May of 2011, to encourage participation from thrgéded groups.

Chief objectives of the survey were to:

e ask for opinions from school services staff asrgganization and delivery of
mental health and drug abuse services for students;

e elicit information as to role identification for iaus groups of school services
staff as regards mental health and drug abusecssrintegration;

e determine to what extent school services staffadliang to adopt other
responsibilities, roles and tasks associated wehtal health and drug abuse

services integration;
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e elicit perceptions of school services staff onltheriers and facilitators of
mental health and drug abuse services integration

e provide information to SBHC mental health serviadministrators as to the
outcomes of the first evaluation projehfegrating Schools and Mental
Health Systeni} and

e gather information from multiple levels of schoehdces staff about attitudes

related to the adoption of evidence-based practices

Each bullet above describes a distinct segmetiteo$urvey and these are

described in greater detail here.

1. Vision for mental health and drug abuse sewprovision.The
survey developers determined “vision” for provismirservices to be the respondents’
description of the ideal locations for serviceswa®ly, manner for organization and
delivery of services, and the persons responsarleroviding them. There were 6 items
in this domain. This domain first asked respondémtsonsider three combinations of
service locations: a.) referral to outside agenwigh agency staff providing services; b.)
provision of services in the school setting by camity service provider with expertise
in these areas; and c.) provision of serviceserstthool setting by school-based
professional staff. Respondents selected oneesktthree categories for each of the first
two items in this domain, representing visionrogntal health assessment and
counseling servicesindmental health prevention and early interventgsvices,
respectively. These categories were selected lmasktdrature associated research on
typical services provision (Langley, et al., 201Gems were also written to gather
information about delivery of services in the ctassn setting, integration of services
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into an overall health plan for students, parertdt in deciding on services delivery and
the role of juvenile justice in services deliverfhe responses to these remaining four
items were on a 5-point Likert Scale from strongjlsagree (1) to strongly agree (5).
Outcomes related to this segment of the survey haea evaluated with results
disseminated to Hillsborough County Public Schothlese outcomes are not related to

the dissertation research.

2. Role identification among school personnidiis section of the survey
asks respondents to speak to the degree to whighysstatements match their current
roles and responsibilities. Survey items weregtesi to address roles and
responsibilities among school staff that promotegbamless delivery of behavioral
health services delivery in the school settingesghinclude items that address: searching
for, developing, and delivering interventions thed effective and appropriate to meet
student needs, working toward the developmentsyséem for referral to or provision of
services, being one who refers students to sereicpsovides services directly to
students, being one who provides prevention sesyvemesuring that the mental health
needs of students are met, facilitating studenes@.e. adjusting student schedules) to
services and linkage of services to an overallthgdan, serving as a member of a team
that works to solve service needs, and using datiaite mental health needs. There
were 12 survey questions in this domain, with resps on a 5-point Likert Scale from

strongly disagree (1) to strongly agree (5).

3. Willingness to engage in tasks associate¢l sarvices deliveryln
this section of the survey, respondents were agkedlicate their level of agreement

with statements about their willingness to be imedlin activities associated with
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services delivery. Items included questions aballingness to search for effective
interventions, acting as a member of a problemilsglieam, supporting school staff who
provide mental health services, referring studemtsutside providers, being involved in
the direct provision or integration of serviceghe school setting, being involved in the
integration into the school setting of serviceetl by outside providers, and meeting
with parents to assist in referral and servicevaeji protocols. There were 9 survey
items in this domain, with responses on a 5-poikeit Scale from strongly disagree (1)

to strongly agree (5).

4. Facilitators to services deliverytems in this section of the survey
asked respondents to indicate their level of agesg¢with statements that describe
various facilitators of school mental health intggyn. Again, review of the literature
has resulted in identification of barriers and litatiors to school mental health
integration (Langley, et al., 2010; Powers, et2010) and this review along with
knowledge of the dynamics and structure of mergalth services for Hillsborough
County Public Schools informed the writing of syngiestions. Items included
opinions from respondents in areas such as encennexg and support from
administrators and the school district, teamworloagnprofessionals, the importance of
mental health services to academic success, wovkithin teams and networks of
professionals, clear and designated referral potédor mental health and drug abuse
protocols, shared responsibilities in addressindesit needs, communication with
community agencies, structural supports, scheddlaxgpility, and training. There were
23 survey questions in this domain, with resposea 5-point Likert Scale from

strongly disagree (1) to strongly agree (5).
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5. Outcomes of the “Integrating Schools and tdEHealth Systems”
project During development of the SMHSIS items wereeesd with school personnel
who were working closely with USF on the projethey requested that items be added
to assess outcomes from the first School Mentalthl&ervices Integration study.
Responses to the five items in this domain of threesy were on a 5-point Likert Scale
from strongly disagree (1) to strongly agree (3)t@@mes related to this segment of the
survey have been evaluated with results dissendriatglillsborough County Public

Schools; these outcomes are not related to therthsi®n research.

6. Evidence-based Practices Attitudes Schle2004, Greg Aarons,
Departments of Psychiatry and Psychology, UniveiitCalifornia, San Diego, first
reported on the Evidence-based Practice AttituddeS¢EBPAS) a measure that he
developed to assess mental health provider atsttayeard adoption of new treatments
and interventions that are evidence-based (Aa&O}). Studies utilizing the EBPAS
(Aarons, 2004; Aarons, et al, 2007) have shown gotinal consistency reliability for
the total score (Cronbachis= .77 and .79, respectively). Subscale scores bhgwn
good internal consistency reliabilitg fange of = .78 —.93 on scales measuring appeal,
requirements and openness), with somewhat lowiabikty for the divergence scale (
= .59 and .66, respectively).

This EBPAS was appended onto 8&hool Mental Health Services Integration
Surveywith the intent that outcomes of this instrumentid be used to assess attitudes
of Hillsborough County School’s professional stafivard the use of evidence-based
practices, and to look at associations between EB&®res and scales on the SMHSIS.

The EBPAS was developed for use with mental hgaltkiders and therefore, had to be
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adapted for use with school professional staffe thanges were minor and consisted of
the following: the term “clients” which appearettivo questions was changed to
“students”; the terms “therapy” and “treatment”,igthappeared in eight questions and in
a portion of the instructions, were changed totéhe “services”; and the term “agency”,
which appeared in one question, was changed totdthThese changes were made
following a discussion of them with the instrumerduthor, Dr. Greg Aarons.
Additionally, there are two items on the EBPAS tta produce a double negative,
depending on the response, and challenge reagakijairdless of the response.

The SMHSIS and the EBPAS (original and modifiedsians can be found in

Appendices A, B, and C respectively.

Data Management and Cleaning

Data were received from the PI of the evaluatiamget, Dr. O. Tom Massey, as
an IBM SPSS Statistic 21.0 dataset.

In April of 2011, The SMHSIS was sent to 2,044 silstaff by email and the
dataset received contained 1,040 responses. e&¢ (260 respondents did not complete
any survey items beyond the preliminary demogragplsipecifically, these respondents
did not complete items on survey domains that wekee used in data analyses and they
were removed from the data set, leaving 780 ca8asadditional 45 respondents began
completion of survey items, but completed less ©®@¥h of the survey, and did not
complete items pertinent to survey domains thaeweibe used in data analyses; and
these cases were also removed, leaving 735 suegppmses. Finally, 25 respondents

self-selected the “other” category for professiagraup. These cases were re-classified
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into groups that most closely matched their protesd group according to thwrite-in
description provided by the respondents, as descrbelow in the section on descripti
statistics. Rre of the cases could not beclassified die to lack of consensus, aney
were removed from the samplThe final sample size of 730 cases representsva\s

response rate of 35.7%igure 1. is a representation of the data cleapiogess

P P>

not he reclassified were removed.

The final sample size of 730 cases represents a survey
response rate of35.7%.

1

Figure 1. Data cleaning process

Data Analysis
Descriptive statistics. Descriptive statistics include only the responde
identification of their current job titleA preliminary step t@nalyzing profession:

group belongingnessasthe reclassification of respondents who seliected the “othel
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professional group category into the groups thadtrolmsely match their professional
group belongingness. A preliminary step to analyzrofessional group belongingness
was the reclassification of respondents who sddfesed the “other” professional group
category into the groups that most closely matelr gprofessional group belongingness.
This was done by distributing the list of 25 caséh respondent’s write-in descriptions
to the study PI, and two administrative personreghfHillsborough County Public
Schools who participated in the survey developm@itiese three individuals were
provided with the list of professional group catege from the survey and asked to
reclassify these cases, based on the written géiseriprovided by respondents. Twenty
of the cases were re-classified. In 5 cases, thaseno consensus as to reclassification
and the cases were therefore removed from theetatakhe rational here was to
improve, if even slightly, the power for analyzibgtween group variance. Moreover,
the “other” category was thought to be likely tovd@reater within-group variance;
because this set of respondents did not see thesssas fitting neatly into one of the
identified professional groups, they are less likelbe similar to one another. By
eliminating the “other” category and re-classifyihgse respondents, a portion of the
error associated with between group variance caslitmenated. The re-assignment of
respondents from this category can also improvegpdar any professional group

represented by a low or margimal

Distribution of scores Because data were to be used in parametric
statistical techniques, they were assessed foraldynof distribution of scores.
Skewness, which indicates the symmetry of the samgdpective to a normal

distribution bell curve, was negative for this ds¢h (-.324, SE=.097), suggesting a
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sample distribution with on the right side of thragh, (i.e. some clustering of scores high
end). The ‘peakedness’ of the distribution, orntdsis, was positive (.715, SE=.193),
indicating scores clustering in the center withrshkails, suggesting few cases in the
extremes (Pallant, 2010). Kolmogorov-Smirnov &hépiro-Wilk tests of normality

were both significant for violation of assumptidmnormality (K-S test = .04, p<.05;
W=.99, p,.05, respectively). However, by inspegtime frequency histogram for the
dataset, and taking into account the large sanigpdeod 200 or more cases (Tabachnick
& Fidell, 2007), it was determined that the dewias from normality were modest and

would not have a substantive effect on analyses.

Factor Analysis. Exploratory Factor AnalysiEFA) is a data reduction
technique used to reduce large numbers of variatiesmaller components or sets of
factors based on their intercorrelations (Palladi,0). EFA was conducted for three
sections of the survey per Aim 1. of the study,alihivas to describe indicators of mental
health integration preparedness. Survey itemseaddd school staff beliefs about mental
health services integration formed around constrinciuding theolestaken by school
personnel in the implementation in mental healtkises, thewillingnessof school
personnel to become engaged in mental health atiegractivities, andlacilitators to
services integration. EFA was utilized to anstherfirst question related to Aim 1:
What factors are produced on each of three scad@suming Role Identification,

Willingness, and Implementation Facilitators?
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Assumptions.

Sample size. Tabachnick and Fidell (2007) suggest at lea6t 30
cases for factor analysis. EFA is feasible forrallesample sizes of 150 or more, with a
ratio of 5 cases for each variable (Pallant, 20t all three scales, cases with missing
variables were deleted listwise. Given that theda sizes were more than adequate for
EFA, (Role Identification, n=656; Willingness, n=8%nd Implementation Facilitators,
n=538), listwise deletion as a conservative apgrdaacnissing data was selected.
Exploratory Factor Analysis is meant to evaluageuhderlying structure of survey
domains and theoretically, imputation of missingadaay force a false factor solution.
Further, the ratio of cases for each variable viss @xamined. The number of variables
for Role Identification, Willingness, and Implematibn Facilitators were 12, 18, and 23,
respectively and even with a conservative ratid@€tases per variable (Nunnally, 1978)

the dataset was determined suitable for EFA.

Correlation matrix factorabilityThe correlation matrices for all

three sets of variables were examined for factbtabiFor all scales, sufficient numbers
of adequate correlations (r = .3 or greater) am@rgbles were noted (Pallant, 2010).
Further, Bartlett's Test of Sphericity was statially significant at p < .05 for all scales;
this is to be expected with the large sample sgieen that this test of factorability of
variables is notably sensitive to the null hypothésat variables in the matrix are
uncorrelated (Tabachnick & Fidell, 2007). The KaiMeyer-Olin Measure of Sampling
Adequacy (KMO) value was also examined as a detenmbiof factorability. The KMO
statistic is a means of comparing the magnitudexsbeérved and partial correlation

coefficients; large values indicate that factorlgsia is appropriate. In this case, the
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KMO statistic was greater than .6 for all scalesléRdentification, KMO = .911,
Willingness, KMO = .913and Implementation Facilitet, KMO = .902) (Pallant, 2010;
Tabachnick & Fidell, 2007). Taken together, thiests of factorability meet the

minimum recommendations to indicate that theseinestiare factorable.

Factor extraction methodsGiven that the aim of the EFA was not only
data reduction, but the detection of underlyingatrre and factor intercorrelations,
Principal Axis Factoring (PAF) was selected asekteaction method (O’Rourke,
Hatcher, & Stepanski, 2005). Because factors wepected to correlate, oblique
(Promax) rotation was applied (Tabachnick & Fid2llQ7). Factor solutions were
determined by examination of eigenvalues, and ictspe of the screeplot initially. A
parallel analysis was then run for all three ER#sing Monte Carlo PCA for Parallel
Analysis (Watkins, 2000). For all factors, itethat loaded at least .32 on a primary

factor were retained (Tabachnick & Fidell, 2007).

One-way analysis of variance.The remaining research questions associated
with Aim 1 of the study, as well as Aim 2 were agkfred through tests of one-way
analysis of variance. One-way analysis of varidaeaesed to uncover significant
differences in mean scores on a dependent vardabbss a categorical independent
variable with two or more groups or levels (Pall&i10). The objective of this set of
guestions was to examine significant differencegioyessional group for survey
constructs uncovered in EFA and for attitudes toveatidence-based practice. One-way
ANOVA was used to investigate questions of sigatficdifferences by professional

group in:
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role identification,

willingness to engage in tasks of mental healtkises implementation,

perceptions of facilitators to implementation ofntad health services, and

attitudes toward evidence-based practice.

In each set of ANOVAS, the independent (groupirey)able represented the 7
respondent groups by profession (principal or gmsigrincipal, teacher, guidance
counselor, social worker, school psychologist, stiesource officer, and school health

staff).

Prior to conducting ANOVAs by professional groupanescores were computed
for the factors associated with each EFA. Mearsuwition was used for missing
variables prior to conducting one-way ANOVAs by fesssional group. Mean
substitution as a method for managing missing adiaconservative approach; this
method does not alter the mean for the distribudi®a whole. Variance of the variable
is reduced, and consequently correlation betweaahitas is also theoretically reduced
(Tabachnick & Fidell, 2007). In this analyses, hgeme mean substitution was used in
computing the mean scores for each case, for dable tactors that resulted from the
three EFAs. Mean scores were computed only farscaswhich respondents had
completed 80% of the variables associated witliabwr. Consider the following
example: The EFA for the survey domain addressigidentification produced a two-
factor solution with 5 and 7 items for factors Hahrespectively. The first factor was
comprised of survey items 15, 16, 17, 18 and Ihta& in SPSS written as MEAN.4(15,
16, 17, 18, 19) calculated the mean of items fohease in which 4 of the 5 items were

completed. In this way, a mean score for the fastas calculated based on how that
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respondent answered other variables related tdabtr. And, cases for which
respondents answered fewer than 4 items were del&g using a criteria of 80% of
completed items for each factor, the approach esdhiat large amounts of data are not
substituted, but that cases with only a few misgegs were included, improving

overall power for conducting the ANOVAs. This apgech to managing missing values
remains conservative (over inserting a group meayrand mean), (Tabachnick & Fidell,
2007). Further, the amount of missing data foraldes related to these 6 factors was
small, with no more than 9% missing values for ang variable. The same method was
used for computing the mean scores for the EBPAShwiepresents the dependent

continuous variable in the ANOVASs.

Finally, analyses were repeated with and withowsing data to ensure

confidence in the results as reported in Chapter 4.

AssumptionsThe SMHSIS was completed individually by respondent
in an online format, with assurances provided akeovoluntary and confidential nature
of responses and the aggregation of data. The a$sumof independence of
observations is therefore presumed to have not bietated. As mentioned earlier, the
assumption of normal distribution is violated wilis dataset. However, sufficient
sample sizes (n 541) for all ANOVAs, mitigate the effects of a nranrmal distribution.
Levene’s test for homogeneity of variance was usatktermine violations of the

assumption of homogeneity of variance in total ss@cross groups.

Output was examined to determine if there wereit@nt differences on mean

scores (p < .05) for dependent variables for eaellyais. Statistically significant
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differences were found in each ANOVA and resultpadt hoc tests (multiple
comparisons using Tukey HSD tests, means plots} therefore examined. Finally, eta
squared was calculated for each ANOVA (sum of segpibetween groups / total sum of

squares) to determine effect size.

Multiple linear regression. To address Aim 2. of the study a regression model
was used to determine which variables developed the SMHSIS were associated with
outcomes on the EBPAS. Multiple regression candsal to investigate the relationship
between a continuous dependent variable, (in #es the sum scores on the EBPAS)
and multiple independent predictor variables (P&lla010). The independent variables
used in the regression model included the sum sdordghe variables obtained from
EFA of three survey scales, namely: Role Identifora(2 factors), Willingness (1
factor), and Implementation Facilitators (3 facjpfer a total of 6 predictor variables.
Standard multiple regression was used initiallitpfeed by a hierarchical multiple

regression model, following examination of the fesaf the standard regression.

Assumptions.

Sample sizeln regression models, sample size is important to
generalizability of results and recommendationsceamng sample size vary (Pallant,
2010). Stevens (1996) recommends 15 cases peactoredariable. The formula for
sample size given by Tabahnick and Fidell (200H 50 + 8m, where m = the number
of independent variables. When the number of inddpnt variables (6) is taken into

account, the minimum sample size needed would Hera8is regression model. That is
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N > 50 + 8(6), or 98. In this analysis, cases witkgimg values were deleted listwise

leaving a total N of 536 cases which is a more #dgguate sample.

Multicollinearity and singularity.The relationship among
independent variable was examined for violationsafticollinearity. No two variables
had a bivariate correlation greater than .7, ahdaaiables were therefore retained
(Pallant, 2010; Tabachnick & Fidell, 2007). Wh#ygard to singularity, all variables in
the regression model represent scales that arpendent of all other scales. There are
no variables that were produced from subscalesenhertotal score of a scale is also

used (Pallant, 2010).

Outliers, normality, linearity, and homoscedatyic Tabachnick

and Fidell (2007), identify outliers as those dadents with standardized residual values
of £3.3. Only 1% of cases in a normally distributeohpbe are expected to fall outside of
this range (Pallant, 2010). Standardized resiploas and casewise diagnostics
(examination of standard residuals) produced inS8fatistics 21.0 for the regression
model were examined for outliers, and three owtheere identified, representing less
than 1% of all cases. Also, inspection of thedhesls statistics, and specifically Cook’s
Distance (maximum=.036) indicate that this maximemd 1, and is therefore not likely
to be having an undue influence on the results@fégression model (Pallant, 2010).

No action was taken therefore, with regard to tluegbers.

Deviations from normality and linearity were evatled by examination of the
scatterplot and the Normal Probability Plot (P-P$tandardized Residuals (Pallant,

2010). For this regression model, points on tledability plot are arranged in a
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generally straight and diagonal line; scatterptmh{s are aggregated in the center and
distributed in a generally rectangular shape, diygb the left of center. As mentioned,
only three cases fell outside of the range®B for residual values and the scatterplot

confirms that assumptions of linearity are met.

Multiple regression. Standard multiple regression was conducted fif$te
model was evaluated through examination of the &aBxvalue to assess the variance in
the dependent variable explained by the model.e@as the results which called into
guestion hypotheses on which the survey was deed|aphierarchical multiple
regression was conducted to control for certaimabées and to determine if the
remaining variables add to the explained variarased on their own point of entry into

the regression model (Tabachnick & Fidell, 2001).
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Table 2 summarizes the study aims, research questitd data analysis methods.

Table 2. Study aims, research questions and anags

Research Aims Questions Analysis
Describe indicators of SMH integration
readiness » Exploratory Factor
* Role Identification Analysis (EFA)
* Willingness » Tests of reliability of
* Implementation Facilitators domains and factors
produced
Assess between group differences * One-way ANOVAs by

professional group with
post hoc Tukey tests
» Paired sample t-tests*

Assess the utility of the EBPAS and *  One-way ANOVAs by
outcomes professional group with
a post hoc Tukey test

Evaluate association between indicators of * Multiple regression
integration readiness and the EBPAS

* paired sample t-tests were conducted with the Relldentification indicator only

Protection of Human Subjects

Based on the determination of the University ofitBd-lorida Division of
Research Integrity and Compliance that the prajethot meet the definition of human
subjects research, the study was not within theigwrof the USF IRB. A letter to this
effect can be found in Appendix D. Nonethelespstvere taken to ensure protection of
survey respondents. Instructions to the survelded a brief statement of background,
followed by a statement of evaluation of the surasyow risk. Survey participants were
informed of the voluntary nature of the survey #meloption to stop the survey, or skip

items, if any questions provoked unease. They akseinformed of confidentiality of
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survey data, the aggregate nature of data repothegle-identification of data, and the
restrictions of access to data limiting the viewaiglata to the study’s principal
investigator and assistant researchers. Respandent also informed of protocols for
securing and storing data. Finally, survey partiots were provided with contact
information for the principal investigator for usethe event of questions about the
survey and they were given contact informationtifier USF IRB in the event of
guestions about their rights, or to file complaiatb®ut the research. Participants were

asked to indicate their understanding of theseopad$ prior to beginning the survey.
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CHAPTER 4. RESULTS

Study population by professional group

Survey respondents were employees of Hillsborougin@ Public Schools
representing 7 professional group categories:cjpats and assistant principals, teachers,
guidance counselors, social workers, school psydists, school resource officers, and
school health staff. Principals and assistantogpals represent the largest group of
respondents (N=224), however, school resourceesffibad the highest response rate of
100%. School health staff represent the group thighlowest response rate (15.4%), and
consequently also the smallest group size (N=43).

Table 3 summarizes the survey response rates Iigsgronal group.

Table 3. Survey response rates by professional grpN=2,044)

Professional group N Total Response rate % of total sample
surveyed

Principal or assistant 224 630 35.5% 30.7

principal

Teacher 61 300 20.3% 8.5

Guidance Counselor 103 375 27.5% 14.3

Social worker 95 175 54.3% 13.2

School psychologist 120 210 57.1% 16.7

School resource 74 74 100.0% 10.3

officer

School health staff 43 280 15.4% 5.9

Missing 10 -- -- 1.4
Total 730 2,044 35.7% 100
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Exploratory Factor Analysis

EFAs were conducted on scales assessing Roldfidatndn, Willingness, and

Implementation Facilitators.

Role Identification. The EFA for the 12 items on the Role IdentifioatScale
produced a two-factor solution; this was determibg@xamination of the eigenvalues,
scree plot, and a parallel analysis using the M@ado PCA for Parallel Analysis
(Watkins, 2000). All 12 items were retained anel BFA accounted for 50.4% of the
variance (44% contributed by factor 1 and an adii#i 6.5% by factor 2). Five items of
the 12 items scale loaded on factor 1and 7 itenfaanor 2; these factors were then
evaluated for their representation of role conssiu®kecall that this section of the survey
was designed to address roles and responsibdgitresg school staff that promote the
seamless delivery of mental health services irsth®ol setting. The first factor
represents Rroviderrole and includes items that are related to thectidelivery of
services to students in the school setting. Therskéactor, thd-acilitator role is
representative of functions that support, promatéfacilitate services and that may also
be related to overall administration of servic&be factor solution was generally
consistent with the dimensions that were hypotlegisduring development of the survey,
with a couple of noted exceptions. First, it wa@pated that there may be a third role,
that of mental health services administration. eehof the 4 items that were related to
administration of services loaded on factor 2,Rheilitator role. Also, one item that
would seem to be clearly within the dimension afvder (providing prevention

programs), loaded on the Facilitator factor andveosely, an item that was hypothesized
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as a Facilitator function, (referring students temal health services) loaded onto the

Provider role. However, all variables loaded sabtally on just one factor.

Willingness. The 9 items of the Willingness scale were aldgexied to EFA.
This scale was developed to assess the willingnfesshool professional staff to be
involved in activities associated with mental heakrvices delivery or integration.
These items closely matched survey items on the Rientification scale to understand
the extent of willingness regardless of an indialtkiinterpretation of their role. Items
on theWillingnessscale loaded onto a single factor, also determiryegikxamination of
the eigenvalues, scree plot, and a parallel arglgisd the factor accounted for 55.1% of

the variance.

Implementation Facilitators. An EFA of 23 items on the Implementation
Facilitators scale produced five factors, accountor 47.5% of the variance and
explaining 31.6%, 6.1%, 5.0%, 2.8%, and 2.1% ofvidm@ance respectively. Two of the
factors had only two variables, and three scafastdid not load on any of the factors.
Examination of the scree plot showed a clear badtst the third factor. Consideration
was given to retaining just these three factorsaapdrallel analysis was then conducted
which supported this decision. In the parallellgsia, the first three factors had
eigenvalues that exceeded the corresponding ontealues for a data matrix that was
randomly generated for the same number of variabidssample size (23 variables x 538

cases).

A second EFA forcing a three-factor solution wasnt conducted on the

Implementation Facilitators scale. The three-fastution accounted for 41.5% of the
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variance with the three factors contributing 31.3/4%, and 4.6% respectively. In this
case, the three factors included 13, 4, and 5eo28variables, respectively and only one
variable did not load on any of the factors; it wlaarefore removed. Recall that this
section of the survey was designed to elicit partspes from respondents on things that
facilitate school mental health services integrgtguch as encouragement and support,
teamwork, working within networks, clear and desigual protocols, shared
responsibilities in addressing student needs, camgation, structural supports,
scheduling flexibility, and training. Individuagkeims were reviewed carefully with
respect underlying dimensions and the three fatabeded: Overall Structure and
Support, Individual Support, and Shared Profesdidtesponsibility Given the
exploratory nature of the study and the aim of stigating dimensions of mental health
services in schools, the three-factor solution aNeeemed a better representation of

underlying constructs. Factor loadings for all @ims can be found in Appendix D.

One-way analysis of variance (ANOVA)

Research questions pertaining to investigatiogigsfificant differences by
professional group in perception of mental heaitbgration preparedness were
addressed through one-way analysis of varianceaoln ef the six factors uncovered
through EFA (Provider Role, Facilitator Role, Wiljiness, Overall Structure and
Support, Individual Support, and Shared Profes$iBeaponsibility). All ANOVAs
were significant for between group differences Hrete are detailed below. Table 4

summarizes the results of ANOVAs for these sixdes;tby professional group.
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Table 4. Results of ANOVAs for role identification willingness and implementation
facilitators by professional group

Domain

Role Identification

Willingness

Implementation Facilitators

Factor df
Provider Role
Between Groups 6
Within Groups 705
Facilitator Role
Between Groups 6
Within Groups 705
Willingness
Between Groups 6
Within Groups 689
Overall Administrative Structure
Between Groups 6
Within Groups 650

Individual Support
Between Groups 6

Within Groups 650
Shared Professional Responsibility

Between Groups 6

Within Groups 650

F
40.89*

17.37*

55.32*

4.76*

17.65*

15.08*

Note: *p < .001

Role identification by professional group. One-way ANOVASs were conducted

to explore differences in role identification byfessional group. Significant

differences at the p < .05 level were noteg8, 705 = 40.89 p = .000, for tiikrovider

group;F(6, 705) = 17.37, p = .000, for thacilitator group. Effect sizes, calculated

using eta squared were considered large foPtbgiderrole at .26, and medium to

large for theFacilitator role, at .13 (Pallant, 2010).

Several signiftbadifferent mean

scores were indicated among the 7 professionalpgroupost-hoc comparisons using

the Tukey HSD test, and paired sample t-tests w@nducted to determine if
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professional groups endorsed one role more strahgly the other. Guidance
counselorsN! = 3.80,SD=.66),t(101) = 5.02p < .001, social workerdM = 4.16,SD=
.54),t1(93) = 6.35p < .001), and psychologists(= 4.17,SD= .52),t(119) = 6.78p <
.001) all endorsed tHeroviderrole, and principals and assistant principals gap
(M =3.76,SD=.59),t1(220) = -8.58p < .001) endorsed tHeacilitator role. For
teachers, school resources officers and schodihhsialff, there were no significant
differences in roles endorsed.

Willingness by professional group. This section of the survey queried
respondents on their willingness to be involvedadtivities associated with mental
health services delivery. Items included questatmsut willingness to search for
effective interventions, acting as a member ofabl@m solving team, supporting school
staff who provide mental health services, refershglents to outside providers, being
involved in the direct provision or integrations#rvices in the school setting, being
involved in the integration into the school settofgervices offered by outside
providers, and meeting with parents to assistfierral and service delivery protocols.

A one-way ANOVA was conducted to explore differenagewillingness by
professional group and significant differenceshatp < .05 level were noteB(g, 689)
=55.32, p =.000). The effect size, calculatadgista squared was consider large at
.33. Several significantly different mean scoresenindicated among the 7 professional
groups in post-hoc comparisons using the Tukey HSD

Among the highest scoring groups on this scale wecel workers and school
psychologists, with no significant differences beén these two groups, but differences

between them and all other groups. Likewise, thaee statistically significant
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differences between the three lowest scoring gréi@ashers, school resource offic
and school health staff) and all other groups. r&of guidance counselors fell in 1
mid-range of scores and this group was significanfiieint rom all other groups
Principals and assistant principals as a groupesiceimilarly to school health worke!
but were significantly different from all other gnos. Graph 2summarizes the me:

differences by professional group the Willingnessscale.

4,504

425

4.007

Willingness Mean Score

3.757

3.509

1 T T T T T T
Principal or Teacher Guidance Social Worker  School School  School Health

Assistant Counselor Psychologist Resource Staff (RN /
Principal Officer ARNP)

What is your current job title for the above named school?

Figure 2. Results of ANOVA and post ho¢ Tukey test of mean score
between group differences for the Willingness domain

In a follow-up onesample ttest, the mean score of the lowest group, tea¢M

= 3.43) was compared with a test value of 3.0, Wwingpresents a neutral respor
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neither agree nor disagree. The one-sample tr@istited that the mean score was
significantly different from the neutral test val(M = 3.43,SD=.81,t(57) = 4.00,
p<.001).

Implementation facilitators by professional group. Iltems in this section of the
survey asked respondents to indicate their levabotement with statements that
describe various facilitators of school mental treadtegration. Items included opinions
in areas such as encouragement and support fronmiathators and the school district,
teamwork among professionals, the importance oftahéealth services to academic
success, working within teams and networks of msifeals, clear and designated
referral protocols for mental health and drug alprsg¢ocols, shared responsibilities in
addressing student needs, communication with corignagencies, structural supports,
scheduling flexibility, and training. The EFA rét®a in a three factor solution and after
review of individual items with respect underlyidgnensions the three factors labeled:
Overall Structure and Support, Individual SupparidShared Professional

Responsibility

One-way ANOVAs explored differences in these inatign facilitators by
professional group and statistically significarftetiences at the p < .05 level were
noted:F(6, 650) = 4.76, p = .00®%(6, 650) = 17.65, p = .00andF(6, 650) = 15.08, p
= .000 forOverall Structure and Support, Individual SuppardShared Professional
Responsibilityrespectively. The effect sizes, fOverall Structure and Support
calculated using eta squared was considered smadidium at .04, large fandividual
Supportat .14, and medium f@hared Professional Responsibiliat .12. Several

significantly different mean scores were indicaa@tong the 7 professional groups in
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post-hoc comparisons using the Tukey HSD test.s& laiferences are summarized in

Table 5.

Table 5. Results of ANOVA and post hoc Tukey testfanean score between group
differences for the Implementation Facilitators donain

Implementation Facilitators

Overall Shared
Professional Grou Administrative Individual Support Professional
P Structure M(SD) Responsibility
M(SD) M(SD)
Principal and Assistant 3.83(.48)*** 3.30(.65)** 4.04(.48)**
Principal
Teacher 3.53(.72)* 2.93(.75)* 3.94(.58)**
Guidance Counselor 3.53(.61)* 3.47(.72)** 4.14(.46)***
Social Worker 3.56(.58)* 3.68(.57)*** 4.28(.49)***
Psychologist 3.64(.63)** 3.83(.49)*** 4.40(.43)***
School Resource 3.68(.45)** 3.44(.66)** 3.84(.51)**
Officer
School Health Staff 3.65(.51)** 3.18(.72)** 3.95(.44)**

* Lower scorers ** Mid-range scorers *** Highecarers

With regard tadOverall Administrative Structuras an implementation facilitator,
principals and assistant principals were the higbesrers; mid-range scorers, that is,
psychologists, school resource officers and schealth staff were more similar to each
other, but still not significantly different fronripcipals and assistant principals. Mid-
range scorers were significantly different fromlaWer scorers (i.e. teachers, guidance

counselors and social workers).
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For thelndividual Supportacilitator, social workers bridged the mid- andhs
range scores; they scored similarly to the highesting group, psychologists, however,
they were not significantly different from the miaRge scorers. Teachers on the other
hand spanned the mid- to low-range scores, in #sahe lowest scorers for this
implementation facilitator that were significandifferent from all higher scorers with
the exception of school health staff.

Finally, with regard t&shared Professional Responsibilispcial workers and
psychologists were the highest scoring groupswitit guidance counselors bridging
the high- and mid-range score. That is, their scarere not significantly different from
those of social workers, nor were they differentdrprincipals and assistant principals,
teachers or school health staff. The lowest sgaginoup, school resource officers were
similar to all of the mid-range scorers with theepgtion of guidance counselors.

EBPAS by professional group.An preliminary step to data analysis with this
portion of the survey was to assess the reliallitthe scale in light of the
modifications. Strong internal consistency waseddbr the scaleo(= .90) with this
group of respondents, suggesting that change®tiatiguage did not affect overall
reliability of the scale. The final ANOVA was camtted to explore difference in
EBPAS outcomes by professional group. Mean sagegs highest for social workers
and psychologists and lowest for school resourfieen$ and school health staff. Mid-
range scorers included principals and assistantipals, and guidance counselors, with
social workers bridging the high- and mid-rangereso Teachers were also mid-range
scorers, but their mean scores bridged both higtid@wv-range scores; they were

significantly different from only school resourc#icers, the lowest scoring group.
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Figure 3 Summarizes the results of the -way ANOVA for EBPAS outcome:

by professional group.

4.00+

3.80

3.60

3.40

EBPAS Mean Score

3.204

3.00

T T T T T T T
Principal or Teacher Guidance Social Worker School School School Health

Assistant Counselor Psychologist Resource Staff (RN /
Principal Officer ARNP)

What is your current job title for the above named school?

Figure 3. Results of ANOVA and post hoc Tukey test of mean score
between group differences for the EBPAS

Multiple Regression

Standard multiple regression A standard multipleegression model weaused
to examinghe relationship betweesix independent variables and a single contint
dependent variable. The independent variables insbé@ regression model included
meanscores for the variables obtained from EFA of tlm@eey scales, namely: Rc
Identification (2 factors- ProviderandFacilitator), Willingness (1 factc - Willingness,

and Implementation Facilitators (3 fac—Overall Structure and Support, Individu
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SupportandShared Professional Responsibilityfor a total of 6 predictor variables.
The dependent variable was total scores on the EBEArrelation and regression
analyses were conducted. Examination of Pearswalaton coefficients showed
sufficient relationships among scales, with mogftcents above .3. There were no
bivariate correlations above .7 suggesting no exadef multicollinearity. This was
confirmed through examination of collinearity ssétis; there were no small tolerance
values observed (all were above .10) and no vagiaftation factors (VIF) above 10

(Pallant, 2010).

A summary of the model indicates that 29.0% ofwhgance in EBPAS (R=
.29, F(6,529) = 36.16, p<.001) is explained bydixepredictor variables. Examination
of standardized coefficients (Beta values), rexethat thewillingnessvariable f = .42,
p<.001) made the strongest unique contributiorréalipting EBPAS outcomes. One
other variableShared Professional Responsibilt{go made a significant unique
contribution to the variance in the dependent \dei&; = .22, p<.001). None of the

remaining four variables approached statisticatificance.

By looking at the semipartial correlation coeffitig, we see that th&illingness
variable uniquely explains 7.6% of the total vadan This is found by squaring the Part
coefficient (.277) and expressing the resultingigas a percent; ttfghared Professional
Responsibilitywariable uniquely contributes 2.9% of the totaiaace (Pallant, 2010).
We also note that these two variables are reasps#bigly correlated (r = .54),
suggesting shared variance that is then statisticahoved with both variables in the

model.
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Table 6 provides results for the standard linegrassion.

Table 6. Results of multiple regression analysi§ ®MH predictors of outcomes on
the EPBAS

Variable B SE B B
Provider Role -0.06 0.04 -
0.0
8
Facilitator Role 0.03 0.04 0.0
3
Willingness 0.36 0.05 0.4
2*
Overall Administrative Structure 0.02 0.05 0.0
2
Individual Support -0.02 0.04 -
0.0
2
Shared Professional Responsibility 0.26 0.06 0.2
2*

Note: R°=.29, F(6,529)=36.16*
*p <.001

Hierarchical multiple regression. In view of the hypotheses related to study
guestions, that there are multiple and varied faatelated to implementation of mental
health services in schools, the notion of the regjosm model producing only two unique
variables seemed conservative. Therefore, hieaicmultiple regression was
conducted to determine if the remaining block afalales could account for the
additional variance in the dependent variable, aheegegression controlled for

WillingnessandShared Professional Responsibility
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The independent and dependent variables remaneesbime in the hierarchical
regression model. In the regression analWilingnessandShared Professional
Responsibilityvere ‘forced’ into the first block to statisticalépntrol for these variables.
The remaining items were then entered togethdrarsécond block. Hierarchical
regression produced similar results, with Modet@&oanting for 29% of the variance in
EBPAS & = .29,F(2,533) = 107.46p<.001). Model 2, accounted for 29% of the
variance, R = .29,F(6,529) = 36.16p<.001) with the change in varianc&Rf) equal to
.004; this did not represent a significant chamg&®i. Again, only two variables,
WillingnessandShared Professional Responsibilihade a significant unique

contribution to the EBPAS outcomg £ .42,p<.001 angs = .22,p<.001, respectively.)
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CHAPTER 5. DISCUSSION

Findings

Generally, this study represents a successfulteffateveloping a survey to
investigate readiness for SMH integration in a urigvay for a large urban school
district. Multiple levels of school personnel wetgveyed simultaneously with the
benefit of being able to evaluate between groujedihces on key domains related to
readiness for integration of mental health serviceschools. Constructs were identified
through EFA, with strong reliability on most factpand on related survey domains.
One-way analysis of variance elicited findings ighgficant between group differences
on variable such as role identification, willingade participate in tasks associated with

SMH integration and implementation facilitators.

Role identification. Professional groups within HCPS do endorse adoyuf
roles related to school mental health integratiBimdings of the present study are in line
with the research on roles of school staff in tekvery of mental health services.
Administrators such as principals are typically ected to take facilitative roles school
mental health services delivery (Cowan, VaillantoRossen, & Pollitt, 2013). They
provide leadership and establish service deliveoggdures (Brown, Dahlbeck, &

Sparkman-Barnes, 2006; Stephan, Weist, Kataokdsheien, & Mills, 2007), select and
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appoint direct services staff, and also encouragedaect training (Brown, et al, 2006;
Zalaquett, 2005). One-way ANOVA with a post hokéwtest, and paired sample t-
tests showed that principals and assistant pritecgsma group uniquely identified with
the facilitator role, with other professional greugndorsing either a provider role, or no
significant difference between roles. Furthewadis anticipated that social workers and
school psychologists would place themselves higlitlyin both theProviderrole (Weist,
Ambrose, & Lewis, 2006) and th&cilitator role (Brown, et al, 2006) and mean scores
show that this was in fact the case. Further amabprough paired sample t-tests
however, showed that these two groups more straglprsed th@roviderrole.

As school mental health and the roles of suppodthers expand, guidance
counselors are being viewed as having holisticsrttat address not only academic and
vocational guidance, but personal, social and heha\issues as well (Cowan, et al,
2013; Watts, 2005). Guidance counselors are vieagdaking supportive in the
implementation of school mental health throughmais (Chandra & Minkovitz, 2007)
and provision of prevention services, (Cowan, £2@l3), but also in some cases and
direct providers of mental health counseling (Chrar& Minkovitz, 2007). The current
study supports this view with mean scores showirdance counselors in the mid-range
of scores on both tHeroviderandFacilitator roles. However, as with social workers
and psychologists, paired sample t-tests showgthidance counselors more strongly
endorse th@roviderrole.

We can speculate about the remaining professgnoalps (teachers, school
health, and school resource officers) that didmote strongly identify an affiliation with

one role over the other. Mean scores for thesepgrondicate some role identification.
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For example, with regard to ti@cilitator role, scores for teachers and school health
staff were not significantly different from thoseguidance counselors who were mid-
range scorers. According to recent findings, teexdo in fact play a part in SMH
services delivery (Paternite & Johnson, 2005; Ratbavey & Best, 2008). They are
expected to have knowledge of resources availaldéudents (Stormont, Herman, Puri,
& Goal, 2011) and to be able to recognize warniggssor early symptoms of mental
health problems in their students (Loades & Mastnmyppoulou, 2010). Teachers are
also seen as being in a position to make appreprédiérrals to mental health services
(Rothi, et al, 2008). The role of school healtffsand specifically school nurses has
also been studied, and they too are have beerifiddras potentially playing a part in
identifying problems and symptoms and offeringliertassessment as well as referral
(DeSocio & Hootman, 2004; Pryjmachuk, Graham, Hddd&aTylee, 2012; Puskar &
Bernardo, 2007). These tasks for both groups nratu$t closely with &acilitator role

on the SMHSIS.

Finally, for all professional groups, even amoogyeér scorers, N0 mean scores
were in the 1.0 — 2.0 range. According to the ttilkeale used for this survey, scores in
this range would suggest that these groups seestiees as non-participants in tasks of
SMH integration. For this survey, there were nougrs that placed themselves in a non-

participant category.

Willingness. It is noted that while there were significant difaces between
groups that scored highest on this scale and tihasecored lowest, mean scores for all
groups suggest endorsement of willingness to engeaigesks related to SMH services

integration. Mean scores were all significantlifetent from a ‘neutral’ test value
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indicating that all groups endorsed agreementrongtagreement with willingness to
engage in specific tasks related to SMH serviceegmtion. There has been some
investigation into factors that may promote or ioy& willingness to integrate mental
health services within schools (Han & Weiss, 200%ens & Murphy, 2004), but
willingness as a construct and as factor in readifer SMH integration in schools has
not been widely studied. The SMHSIS has showityinl better defining willingness as
a construct and the results of outcomes across$sioinal groups with regarding to the
Willingnessdomain may provide a link to better understandiag a key factor in SMH

integration.

Finally, the role of th&Villingnessvariable played as a predictor of attitudes
toward EBPs cannot be overlooked. Aarons (200&s36Although structured
approaches (e.g. manualization) may aid in theecigzation of EBPs, additional factors
must be considered in order to most effectivelyngfeatreatment practices”, (p.71). He
goes on to point out that “provider individual @ifénces and contextual variation are
important in understanding potential attitudes t@ah\@BPs” (p.71). The SMHSIS takes
a step toward understanding willingness to engagaplementation activities as an
indicator of attitudes toward EBRegardlessof provider individual differences (i.e.
professional group belongingness), contextual tiaridi.e. school level), and other
intervening factors (i.e. role identification, aadministrative and individual support).

Implementation facilitators. The SMHSIS showed utility in identifying
facilitators to SMH integration, and also in undargling levels of perception of these
facilitators among professionals groups. Meanessuggest a trend toward recognition

of implementation facilitators generally, despigngicant differences between groups
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that scored highest and lowest on these scales.Individual SupporandShared
Professional Responsibilitgocial psychologists and social workers are higherers,
and school resource officers and school healtl @taflower with administrators and
guidance counselors in the mid-range. It is nteéa@dhers scored lowest on the scale
measuringndividual Support This factor included variables related to traghas an
element of support. Studies have shown that wbdehers generally recognize that they
have a role in mental health services deliveryy the not necessarily perceive
themselves as having adequate training with refgareécognizing mental health
problems among students (Alisic, 2012; Reinkd.eR@11; Rothi et al., 2008; Walter,
Gouze, & Lim, 2006). That teachers were low scogr this domain of the SMHSIS is
therefore not surprising and supports existingdiiere.

With regard tadOverall Administrative Structuras an implementation facilitator,
it was principals and assistant principals as agtbat scored the highest. As mentioned
HCPS has been actively engaged in SMH integratiamning since 2007.
Administrators may therefore have a sense of geperparedness for mental health
services delivery in their schools and a perceptian the structure and protocols for
services delivery are in place.

EBPAS. One of the aims of the study was to investigateuthiy of a modified
version of theevidence-Based Practice Attitudes SqEBPAS) for use with school staff
respective to school mental health services amngtermine if there were in fact
significant differences in outcomes on the EBPASits group of respondents, by
professional group. Mean scores do show thataddtaff responding to this survey

trend toward overall positive attitudes toward adopof EBPs. Mean scores for
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teachers as a group were in the mid- to high-ravge though they were among low
scorers on other survey domains. As the roleaifiters in SMH integration is more
closely studied, outcomes for this group may signedadiness factor for HCPS that can
be utilized in expanding interventions that arergddoward the classroom.

Overall impressions. It was anticipated that other variables wouldtieng
predictors of outcomes on the EBPAS scale, andcpéatly, role adoption by
professional groups and specific implementationlifators that are supported in the
literature and being important to implementatianr,gxample training and administrative
support (Perez, 2002; Paternite & Johnston, 200&)reover, the notion of willingness
in school mental health integration has been dssdibroadly as a general willingness to
try new interventions (Aarons, 2004), and willinga&o implement specific interventions
(Han & Weiss, 2005). Recall that for the SMHSIllingnessdoes not represent
general willingness to improve, adopt, integrategrmdorse the idea of school mental
health in broad stokes, or the willingness to imat a specific intervention, but rather
willingness to take on specific vital tasks relatedntegration of school mental health
services. The SMHSIS looked at the construdVdlingnessas a facet of role
identification. In fact, the segment of the measiedicated to willingness was written
parallel to the section on role identification, lsukbat the survey would in essence ask,
“What tasks are associated with your current roble® “What tasks are you willing to
take on?” with regard to mental health servicesgrdation. This was done in
recognitionthat in the delivery of mental health servicesahals, a) there are certain
vital tasks to be accomplished, and b) all taskstrha covered by someone. The survey

was also constructed in this manner undeptiesumptiorthat, a) all professional groups
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within schools take on roles to achieve these taskds b) given the opportunity, they will
self-identify those roles. Finally, the surveyters aimed to answer one more critical
guestion: Given the likelihood of role confusianrole conflict in covering tasks of
integration (Weist & Paternite, 2006), would schsialff across professional domains
endorse willingness to engage in mental healtlgrateon tasks regardless of perceptions
of certain roles? The survey bears out positivwralendorsement &illingness
defined and constructed in this way. Perhaps mmopaitant to highlight, however, is the
notion that as an indicator of readiness to adojokeace-based practices, tallingness
indicator surpassed all other indicators as hasaistrong and unique predictive value.

Taken together, these outcomes form the basisliettar understanding the
current environment for integration of mental hiealkervices delivery in a large urban
school district, and indicators for readiness topcekvidence-based practices. Survey
outcomes provide useful information to school adstiators and EBP developers on
characteristics that can facilitate services irdgégn, and call attention to training and
policy needs. More broadly, outcomes potentiatigtdbute to the development of a
formalized framework for mental health serviceswa#l in schools. Finally, areas of
divergence in beliefs about services delivery, al as congruence in the attitudes of
groups of professional staff have been examinedergjaging various levels and types
of school staff simultaneously on a single surtbg,survey design has the added value
of addressing the need for more complex researthats in the investigation of mental
health services in schools.

Study limitations. The SMHSIS is a new survey tool and as suatpitasents

first generation research. The study exploreditigerlying constructs and structure of
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the instrument and reliability of some segmentthefsurvey that were utilized
informally as scales. Further research can heimpoove and refine the instrument,
apply techniques for validating it and improveutsity overall. Whereas the survey is
unique in its capacity for studying the respondeseweral professional groups
simultaneously, it may prove somewhat unwieldySMH integration questions that
seek to answer more specific implementation questath a single group.

It is also noted that through two rounds of gfantding, HCPS has been engaged
in directed efforts to develop avenues to SMH iragn. School personnel are likely to
be more engaged in mental health delivery tasksvaore familiar with practical action
steps toward improving student access to servi¢asrefore, good outcomes reported
here as a result of the SMHSIS may not be generddie to other school districts. HCPS
also represents a large urban public school distnd generalizability of results to
smaller districts, rural locations or other typésachool (i.e. private schools) is not
known. Strategies for improving SMH services &ty based on the results of this

survey may apply uniquely to HCPS.

There were also two limitations noted with regerdurvey methods. First,
response rates were low for some groups. Scheadthhgtaff in particular has a very low
response rate of just 15.4%. In light of conced#drts toward the expanded school
mental health, school health centers, and mengdihhas an integrated arm of school
health centers, it would seem imperative that schealth staff are engaged in the tasks
of SMH integration. Efforts should be made theref target these groups in the
conduct of studies such as this one, to betterrstatel the role of school health staff and

their perceptions of implementation facilitatots would seem that school mental health
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cannot be successfully located within the largendim of school health without the

active engagement of school health staff.

Second, sample sizes were very different acrodegsional groups. One issue in
using unequal sample sizes for one-way ANOVA is ihean affect the assumption of
homogeneity of variance, (Tabachnick& Fidell, 2087} in these analyses, the
assumption was in fact violated. This can leadrtancreased rate in Type | error
(rejecting a true null hypothesis), and so resaréstherefore reported conservatively.
However, it is also noted that ANOVA is robust toee violation of homogeneity of
variance; there is no established rule of thumib wegard to heterogeneity of variance
becomes problematic with unequal sample sizes (&efpf93). Naturally power for the
analyses is affected, since power is based omtlalesst sample size. If other types of
analyses were to be conducted with these sampkswo-way ANOVA), where more
than one independent variable are being comparédgaity of results may increase
(Tabachnick & Fidell, 2007). There are methoddexling with unequal sample sizes
when necessary, such as randomly deleting casesgiroups with a larger sample size,
or using unweighted means analysis (Tabachnickd2IFi2007). However, it is
important to note that, “differences in sample siedlect true differences in numbers of
various types of subjects” (Tabachnick & Fidell0Z0p.49). In this study, principals
and assistant principals had the largest sampde thiey were also the largest group
surveyed. We might postulate that as a grouprémesents school administration
generally, they wield the most influence over hoental health services are structured
and delivered. The generalizability of results rhaylost if methods to artificially

equalize sample size are used (Tabachnick & Fide0dy).
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Directions for future research. The current study has potential for uncovering
opportunities to design formative studies that iowerthe capacity of schools to provide
mental health services. By identifying characterss(needs, interests, perspectives and
behaviors) of target groups, formative researchsestablish the basis for the
development of communication networks, effectiverise implementation strategies,
and for influencing change. Research and progratuation efforts that include
methods such as key informant interviews, and fgraaps around the outcomes of the
SMHSIS would be a practical next step in understapceadiness for school mental
health integration for this target setting. Furtfedfinement of the instrument is also in
order, including efforts to validate instrumentlssahrough methods that address the fit
of underlying constructs with similar notions oéffe constructs by knowledgeable

experts.

Implications

Implications for school mental health. Integrated school mental health is not
new. The past two decades have seen significaranadment in the development of
school mental health programming. Three vitallgata for the advancement of school
mental health have continued to be 1) recogniticth@ unmet treatment need for
children with mental, emotional and behavioral digos, 2) the good fit that schools are
perceived to have in answering this need, ande8atknowledgment that in addition to
providing access to children in need of prevenéind treatment interventions, integrated
school mental health also reduces barriers toilegurrmNoam and Hermann (2003) state,

“There is growing recognition that we particulanged programs placed directly in the
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natural ecology and developmental context whereli@n grow up...” (p.862). If
schools are to be one such context for childreréstal health services delivery, then
studies that support school mental health integmadire imperative. The SMHSIS
survey helps to inform this specific school didtuath regard to its good fit for meeting
the unmet need in school mental health servicegattgl

As mentioned, schools are not traditionally arrahfge delivery of mental health
services. Further, there is no agreed upon framewith which we might ease the
integration of mental health services into schedtisgs (Burke & Paternite, 2007).
These challenges notwithstanding, we can furthefrmight into how schools might
become more prepared for mental health integratasrexample, by looking at
perspectives across professional groups. AdelmdrTaylor (2003) outline major
delivery formats for mental health services in s#hp(e.g. mental health units within
school districts, services coordinated with anddlgh community-based providers, and
so forth). These formats, along with an understandf professional role functions, and
policy mandates at various levels form the contexschool mental health services
delivery (Adelman & Taylor, 2003). The SMHSIS lso&t some of the organizational
factors, role functions, and implementation faatlirs and as such can help inform this

school district of its indicators for mental heahkegration readiness.

The study has potential for promoting the developinoé surveys that can elicit
information about critical indicators for school mi& health integration, particularly
where there is interest surveying multiple levdlsahool staff simultaneously. The
SMHSIS also has value in looking at organizatidaetors specific to school settings,

and perhaps advancing a framework at the orgaaizatievel for mental health services
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delivery in schools. There are opportunities Heralesigning more formative studies
that improve the capacity of schools to provide takinealth services. Finally, the
survey represents a positive effort toward dematisty the utility of the EBPAS with a
new group of respondents in a novel setting, scholwl this way, evidence-based
practice becomes more relevant and apparent tmkpkeosonnel who are being charged

with implementing services that can effectively e mental health needs of students.

Implications for children’s mental health. Recall that only about one-third of
children with mental health needs receive servacesthat schools are de facto providers
of services to children who do receive them. Rebal the primary objective of HCPS
in initiating this second mental health servicdsgnation project was to increase student
access to quality mental health services. Impipeiccess has in fact been identified as
critical to addressing the crisis in children’s taealth care. Problems with access are
especially relevant to ethnic minorities and faeslvith limited financial resources
(USDHHS, 2000). Investigation of indicators of SNtiegration potentially means
improved access to mental health services for @mlénd locating mental health
services within schools may serve to level theiplafield of access to care. Further,
SMH integration research can move us away frondéhfactoschool setting for mental

health care, to schools beidg jureproviders, or rightful providers by deliberate ides

Children’s mental health is addressed directly iaddectly in the President’s
New Freedom Commission Report which has identiiey objectives that impact how
we proceed with efforts in children’s mental healft) promotion of the mental health of
children; 2) improving and expanding school mehtadlth; and 3) advancing evidence-

based practice (Hogan, 2003). The report is ccagtgiag, and advances the notion that
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improving children’s mental health is linked to #gansion of school mental health and
the promotion of evidence-based practice. Thegmtestudy is also cross-cutting, and
touches on each of these directives in the promatichildren’s mental health. Even
with small studies such as this, there is potetdigontribute incrementally to the
knowledge base on readiness to engage in integ&ttland to adopt those practices
that have been identified as effective.

Implications for public health. Some of the barriers to school mental health
integration have been discussed. Let’s also censisl barriers, the trend for schools to
target children at the highest levels of need, loo are at greatest risk (Adelman &
Taylor, 2003), and a tendency toward a narrow facugactors of risk, to the exclusion
of activities that are about health promotion, ectibn and resilience (Sheridan &
Gutkin, 2000). Hillsborough County Public Schosl€ngaged in the promotion of a
public health, three-tiered model which accountpfamary (universal) prevention,
secondary (targeted) interventions, and tertiarie(isive) approaches. This study helps
to locate school mental health and children’s mdrgalth within a Public Health Model,
thereby advancing the model in these areas. Kidhkgpeet al., (Kia-Keating, Dowdy,
Morgan, & Noam, 2011) call for “renewed and sustdiattention to this model” (p.225),
if we are to promote the healthy development oldcan.

Also note that public health is primarily concedrveith reducing the overall
burden of disease, particularly for those popuretithat are most vulnerable to it.
Evidence-based practices are those interventiamsrsko be effective and that have the
capacity for producing desired outcomes with redarithe prevention or treatment of the

conditions and with the populations for which thesre developed. With widespread
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adoption of EBPs we may therefore expect reductiomscidence and prevalence of
those conditions for those populations.

More broadly, mental disorders contribute sigmifitty to long-term disability
and mortality. The contribution that mental disosdmake to the extent and progression
of disability is complex, and their interaction wibther health conditions confounding
(Prince, et al., 2007). Prince and colleagues{2@dirm that there is “no health without
mental health” (p. 859). As such, mental healtbdseto be wholly integrated into all
facets of health care, but perhaps especiallyhetith policy development and the
planning of health care delivery systems. Schoahtal health integration research tells
us something about where schools are in the ama@igieof mental health services
delivery. It provides a platform for policy devploent in the interest of wholesale

school mental health integration.
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Appendix A: School Mental Health Services Integrabn Survey

School Mental Health Services Integration Survey
University of South Floridae College of Behavioral and Community Sciences
O. Tom Massey, Ph.D- Donna L. Burton, Ed.M.

This survey asks you to consider various aspects wfental health services delivery
in school settings.

Consent

Q1 I have read and understood the above consentdndesire of my own free will to
participate in this study

O Yes O No

Q2 Please give the name of your base school for wochare providing information.

Q3 Provide the area number for your base school.

Q4 Select one of the following school types.

O Elementary O Middle O High O Other

Q5 What is your current job title for the above namsetool?

O Principal or Assistant Principal O School Psychologist

O Teacher O School Resource Officer

O Guidance Counselor O School Health Staff (RN / ARNP)
O Social Worker O Other

Vision of Mental Health Services The next questions ask about the organization an
delivery of mental health services. For each qoesthoose the answer that best reflects
your vision for services.

Q6 Mental health assessment and counseling servicpblasize individual, group or
family interventions to students with mental, eranél or behavioral disorders or
concerns. These services are best provided:

O through referral to outside agencies that hayesise in these areas.

O at the school by professionals from communityeldasrganizations who come onto
school campus to provide services.

O by school-based professionals whose job-relaskbtare integrated into the student’s
regular school day.
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Q7 Mental health prevention and early interventiorvises (i.e. Assertiveness Training,
Problem Solving Skills) emphasize education, awessrand resistance skills to a broad
range of students. These services are best paivide

O through referral to outside agencies that hayesise in these areas.

O at the school by professionals from communityeldagrganizations who come onto
school campus to provide services.

O by school-based professionals whose job-relaskbtare integrated into the student’s
regular school day.

Q8 Mental health services should be offered in tlassrloom setting when necessary to
meet student needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q9 Mental health services should be integrated im¢ostchool's overall health plan for
students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q10 Mental health problems are a private, individuaizsue about which parents
should make decisions without the involvement efsbhool.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q11 Mental health problems that result in infracti@mschool should be referred to
juvenile authorities and not managed by schoof.staf

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Roles and Responsibilities - Organizational Structte Please indicate the degree to
which each of the statement matches your curreporesibilities.

Q12 Searching for effective interventions that arerappate to student mental health
needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q13 Developing specific interventions that are effegtand appropriate to student
mental health needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q14 Assisting in the development of a system by whicigdents in need of mental health
services can be referred to the appropriate inteives.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree
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Q15 Referring students to mental health services.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q16 Providing mental health services to students.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q17 Providing prevention programs such as health ptmmgrograms, violence or
bullying prevention programs, or self-esteem buaidprograms to students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q18 Ensuring mental health needs of students are met.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q19 Assisting in the delivery of mental health servibgshelping with scheduling and
facilitating student access to services.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q20 Linking mental health services to an overall Healan for students.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q21 Making students available to receive mental haat#rventions by adjusting their
schedules.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q22 Serving as a member of a team, working to solveestumental health service
needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q23 Using data to drive decision-making around meméallth needs.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q24 1 have confidence in my ability to carry out myr@nt responsibilities related to the
provision of mental health services to students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree
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Professional PerspectivesPlease indicate your agreement / disagreemeéhttiae
following statements.

Q251 am willing to look on-line for interventions thhave been shown to be effective in
addressing mental health problems for students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q261 am open to acting as a member of the Problemi@plvweadership Team (PSLT)
in the delivery of services and programs to addnesstal health problems in schools.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q271 am willing to support school-based staff whoypde mental health interventions.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q281 am willing to refer students to outside provilef services to address mental
health needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q291 would like to be involved in the direct provisiaf mental health services to
students at school.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q301 would like to be involved with outside provideacshelp integrate mental health
services in the school setting.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q311 am open to meeting with parents to assist inréffierral of a child for outside
mental health services.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q321 am open to meeting with parents to assist inrtegration of mental health
services with the student’s overall school program.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree
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Q331 am willing to work to integrate mental healtmgees into an overall health plan
for students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Vision of Substance Abuse Services The next questions ask about the organization
and delivery of substance abuse services. Foraaestion choose the answer that best
reflects your vision for services.

Q34 Drug abuse treatment (i.e. assessment and cougselivices) emphasizes
individual, group or family interventions for stutte with substance-related problems.
These services are best provided:

O through referral to outside agencies that hayesise in these areas.

O at the school by professionals from communityeldasrganizations who come onto
school campus to provide services.

O by school-based professionals whose job-relaskbtare integrated into the student’s
regular school day.

Q35 Drug abuse prevention and early intervention ses/{i.e. Too Good for

Drugs) emphasize education, awareness and regstéills to a broad range of

students. These services are best provided:

O through referral to outside agencies that haypesgise in these areas.

O at the school by professionals from communityeldasrganizations who come onto
school campus to provide services.

O by school-based professionals whose job-relaskkstare integrated into the student’s
regular school day.

Q36 Drug abuse prevention programs are a necessanyauwnt of a school-wide
intervention effort for all students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q37 Drug abuse problems are a private, individualisede about which parents should
make decisions without the involvement of the sthoo

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q38 Drug abuse services should be intergated intodhedat's overall health plan for
students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q39 Drug abuse treatment services should be offerad imternative school setting.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree
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Q40 Drug abuse problems that result in infractionscaiool should be referred to
juvenile authorities and not be managed by schadfl. s

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Barriers and Facilitators For the following items, you are asked to inticthe degree
to which you agree or disagree that the statemantthas your school.

Q41 School administrators encourage school persoongbtk together to address
student mental health needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q42 Mental health services are important in the scBetiing independent of academic
success.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q431 can approach other professionals (teachersalsworkers, school psychologists)
when | have questions about student mental heaklds

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q44 There are clear, designated procedures or aalghority for referral when students
have mental health needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q45 There are clear, designated procedures or a aldaoraty for referral when students
have drug abuse services needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q46 Student service professionals share responsibilitieen addressing student mental
health needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q47 Teachers share in the responsibility for the @glivof mental health services.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q48 The school district supports or encourages eftorfgovide mental health services.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree
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Q49 When it has been necessary, | have been abléeiieély communicate with
mental health agencies in the community.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q50 Structural supports exist (i.e. resources, fundomganization) to support mental
health services for students at this school.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q51 The school offers flexibility in my schedule osagiment to adequately assist
students who have mental health needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q52 Administrators are willing to help if I have comos about a student’s mental health
needs.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q53 My school has made a commitment to support mémalth services.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q54 My school has made a commitment to support drugebarvices services.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q55 I see mental health services as important to ac&Edsuccess.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q56 Administrators see mental health services as impbfor academic success.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q57 There is effective communication among profesdowndgthin my school regarding
mental health services.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree
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Q58 If a student exhibits mental health crisis symmpenSchool Resource Officer
(SRO) is consulted.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q59 I receive the training | need to address studeanitad health needs.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q601 receive the training | need to address studdnstamce abuse issues.
O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q61 The schools responsibility for mental health ssggishould only include addressing
needs for students with a diagnosed mental heaittiton.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q62 Mental health services are available for all stusleeven if they do not have a
diagnosis.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q63 School leadership groups, such as The Problemrfgolleadership Team (PSLT)
and the Professional Learning Community (PLC) #iec@ve in resolving mental health
problems of students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

Q64 Who do you believe should participate on a teacotrdinate mental health service
needs of students? (Check all that apply.)

O Principal or Assistant Principal O School Psychologist

O Teacher O School Resource Officer

O Guidance Counselor O School Health Staff (RN / ARNP)
O Social Worker O Other

Q65 Who should take the primary lead in the coordimatbmental health services
delivery for students in the school setting? (&elee best answer.)

O Principal or Assistant Principal O School Psychologist

O Teacher O School Resource Officer

O Guidance Counselor O School Health Staff (RN / ARNP)
O Social Worker O Other

2008 MHI Follow-up Please answer the followingestions which have to do with the
first mental health services integration grant @ctjthat ended in 2009. if you were not
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yet employed during this first grant project, pkeasswer N/A to questions 1 and the
survey will skip you to question 3 in this section.

Q66 Since the first mental health services integratjeant project, | am more aware of
the mental health needs of students.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree

O Strongly Agree

O N/A

If N/A Is Selected, Then Skip To | know how to access the tools available...

Q67 Since the first mental health services integragjaant project, | am more familiar
with the resources at my school.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q681 know how to access the tools available to edusgtdental Health Integration
website and the Mental Health Toolbox).

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q69 | am familiar with the Protocol for Facilitatingg®irn to School from the Crisis
Center.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree

Q701 am familiar with the Protocol for Educators tddsess Health Concerns.

O Strongly Disagree O Disagree O Neither Agree nor Disagree O Agree
O Strongly Agree
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Evidence-Based Practice Attitude Scale The following questions ask about your
feelings about using new types of services anavatgions for mental health and drug
abuse problems among students in school settingis.these questions manualized
services, treatment, or intervention refers toiabtgrvention that has specific guidelines
and/or components that are outlined in a manudbaridat are to be followed in a
structured or predetermined way. Indicate ther@xto which you agree with each item
using the scale shown.

Q711 like to use new types of services / intervergitm help my students.
O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q721 am willing to try new types of services/interti@ms even if | have to follow a
treatment manual.

O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q731 know better than academic researchers how tofoaray students.
O Not at Al

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q741 am willing to use new and different types ofvsegs/interventions developed by
researchers.

O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q75Research based services/interventions are useful.
O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent
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Q76 Professional experience is more important thangusianualized
services/interventions.

O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q771 would use manualized services / interventions.
O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q781 would try a new service/intervention even ivere very different from what | am
used to doing.

O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

For questions 9-15: If you received training ireavges or intervention that was new to
you, how likely would you be to adopt it if:

Q79it was intuitively appealing to you?
O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q80it "made sense" to you?
O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent
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Q8L1it was required by your supervisor?
O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q82 it was required by your school?
O Not at Al

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q83it was required by your state?
O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q84 it was being used by colleagues who were hapgy @t
O Not at Al

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q85 you felt you had enough training to use it cotlgért
O Not at All

OTo a Slight Extent

O To a Moderate Extent

O To a Great Extent

O To a Very Great Extent

Q86 My school has used manualized services/intervestiomddress student mental
health issues in the past.
O Disagree O Uncertain O Agree

This ends the Mental Health Services Integratiorv&u Thank You for your assistance.

Q87 If you have any closing comments you may retioedh below:
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Appendix B: Evidence-based Practice Attitude Scaldems and Scoring

Instructions

EVIDENCE-BASED PRACTICE ATTITUDE SCALE ITEMS AND
SCORING INSTRUCTIONS

Instructions The following questions ask about your feelingswthgsing new types of therapy,
interventions, or treatments. Manualized theramatment, or intervention refers to any
intervention that has specific guidelines and/anponents that are outlined in a manual and/or
that are to be followed in a structured or predeteed way. Indicate the extent to which you
agree with each item using the following scale.

0 1 2 3 4
Not at All  To a Slight Extent  To a Moder&xtent To a Great Extent To a Very
Great Extent

ltem Subscale Question
1. 3 | like to use new types of therapy/intervemsieo help my clients.

2. 3 I am willing to try new types of therapy/intentions even if | have to
follow a treatment manual.

| know better than academic researchers haar®for my clients.

3 I am willing to use new and different typestafrapy/interventions
developed by researchers.

Research based treatments/interventions adimically useful.

Clinical experience is more important thamgsnanualized
therapy/interventions.

| would not use manualized therapy/intervergio

| would try a new therapy/intervention eveit iere very different from
what | am used to doing.

For questions 9-15: If you received training imerapy or intervention that was new to you, how
likely would you be to adopt it if:

9. 2 it was intuitively appealing?

10. 2 it “made sense” to you?

11. 1 it was required by your supervisor?

12. 1 it was required by your agency?

13. 1 it was required by your state?

14. 2 it was being used by colleagues who wereyhayih it?
15. 2 you felt you had enough training to use it@ctly?

Note: Subscale 1 = Requirements; 2 = Appeal; 3 = Opendes®Pivergence.
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Scoring the SubscalesThe score for each subscale is created by compatiatal or mean score
for the items that load on a given subscale. Farmgte, Items 11, 12, and 13 constitute subscale
1.

Computing the Total Scale ScoreFor the total score, all items from the Divergesabscale
(Sub-scale 4) must be reverse scored before bsigjin computing the EBPAS total score.

Aarons, G. A. (2004). Mental health provider atfiés toward adoption of evidence-

based practice: The evidence-based practice atgcaleMental Health Services
Research6(2), 61-74.
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Appendix C: Evidence-based Practice Attitude Scalénodified) Items and Scoring
Instructions

EVIDENCE-BASED PRACTICE ATTITUDE SCALE (MODIFIED) ITEMS AND
SCORING INSTRUCTIONS

Instructions The following questions ask about your feelingswthgsing new types of services
and interventions for mental health and drug alsesmseling and prevention. Manualized
services, treatment, or intervention refers toiatgrvention that has specific guidelines and/or
components that are outlined in a manual and/arafeato be followed in a structured or
predetermined way. Indicate the extent to which ggree with each item using the following
scale.

0 1 2 3 4
Not at All  To a Slight Extent  To a Moder&xtent  To a Great Extent To a Very
Great Extent

ltem Subscale Question
1. 3 | like to use new types of services/intervemdito help my students.

2. 3 I am willing to try new types of services/intentions even if | have to
follow a treatment manual.

3. 4 | know better than academic researchers haar®for my students.

I am willing to use new and different typessefvices/interventions
developed by researchers.

4 Research based services/interventions anasefl.

Professional experience is more important tisimg manualized
services/interventions.

| would not use manualized services/interoaTsti

3 | would try a new service/intervention eveit Wwere very different from
what | am used to doing.

For questions 9-15: If you received training ireavices or intervention that was new to you,
how likely would you be to adopt it if:

9. 2 it was intuitively appealing?

10. 2 it “made sense” to you?

11. 1 it was required by your supervisor?

12. 1 it was required by your school?

13. 1 it was required by your state?

14, 2 it was being used by colleagues who wereyhajigh it?
15. 2 you felt you had enough training to use it@ctly?

Note: Subscale 1 = Requirements; 2 = Appeal; 3 = Opendes®Pivergence.
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Scoring the SubscalesThe score for each subscale is created by compatiatal or mean score
for the items that load on a given subscale. Farmgte, Items 11, 12, and 13 constitute subscale
1.

Computing the Total Scale ScoreFor the total score, all items from the Divergesabscale
(Sub-scale 4) must be reverse scored before bsigjin computing the EBPAS total score.
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Appendix D: Factor Loading Tables

Exploratory factor analysis loadings for Role Identfication domain

Factor
Item (statement matches current 1 2
responsibilities) (Provider) (Facilitator)
Searching for effective interventions that are 932 -.138
appropriate to student mental health needs.
Developing specific interventions that are .889 -.038
effective and appropriate to student mental
health needs.
Assisting in the development of a system by 498 .235
which students in need of mental health
services can be referred to the appropriate
interventions.
Referring students to mental health services. 464 .043
Providing mental health services to students. .616 .056
Providing prevention programs such as health 157 408
promotion programs, violence or bullying
prevention programs, or self-esteem building
programs to students.
Ensuring mental health needs of students are 187 .600
met.
Assisting in the delivery of mental health .079 .699
services by helping with scheduling and
facilitating student access to services.
Linking mental health services to an overall .067 .763
health plan for students.
Making students available to receive mental -.256 .796
health interventions by adjusting their
schedules.
Serving as a member of a team, working to .289 447
solve student mental health service needs.
Using data to drive decision-making around 159 .603

mental health needs.

Extraction Method: Principal Axis Factoring. Ratat Method: Promax with Kaiser

Normalization?
a. Rotation converged in 3 iterations.

Exploratory factor analysis loadings for Willingness domain
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Iltem

I am willing to look on-line for interventions thhive been shown
to be effective in addressing mental health proklémn students.

| am open to acting as a member of the Problemit@plv
Leadership Team (PSLT) in the delivery of serviaed programs
to address mental health problems in schools.

I am willing to support school-based staff who pdavmental
health interventions.

I am willing to refer students to outside providefservices to
address mental health needs.

I would like to be involved in the direct provisiaf mental health
services to students at school.

I would like to be involved with outside providdshelp integrate
mental health services in the school setting.

| am open to meeting with parents to assist inréfierral of a child
for outside mental health services.

| am open to meeting with parents to assist inrtegration of
mental health services with the student’s overdibs| program.

I am willing to work to integrate mental health\gees into an
overall health plan for students.

Factor
1
(Willingness)
734

.798

.594
.673
.680
770
.802
.815

.786

Extraction Method: Principal Axis Factoring. a.acfors extracted; 4 iterations required.
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Exploratory factor analysis loadings for Implementaion Facilitators domain

1 (Overall
Administrative
ltem (the statement matches your school) ~ St™cture)
School administrators encourage school .697

personnel to work together to address student

mental health needs.

Mental health services are important in the
school setting independent of academic
success.

| can approach other professionals (teachers,
social workers, school psychologists) when |
have questions about student mental health
needs.

There are clear, designated procedures or a
clear authority for referral when students
have mental health needs.

There are clear, designated procedures or a
clear authority for referral when students
have drug abuse services needs.

Student service professionals share
responsibilities when addressing student
mental health needs.

Teachers share in the responsibility for the
delivery of mental health services.

The school district supports or encourages
efforts to provide mental health services.

When it has been necessary, | have been able

to effectively communicate with mental
health agencies in the community.

Structural supports exist (i.e. resources,
funding, organization) to support mental
health services for students at this school.
The school offers flexibility in my schedule
or assignment to adequately assist students
who have mental health needs.
Administrators are willing to help if | have
concerns about a student’s mental health
needs.

My school has made a commitment to

443

.284

574

728

.259

494

450

.014

472

.183

.638

732

Factor

2

(Individual
Support)

-.152

-.075

-.022

278

.203

.094

.072

.166

478

.250

331

-.071

-.038

3 (Shared
Professional
Responsibility)

173

.097

403

-.130

-.349

375

-.061

.109

.235

-.116

314

273

169
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support mental health services.

My school has made a commitment to .683
support drug abuse services services.

| see mental health services as importantto  .014
academic success.

Administrators see mental health services as .675
important for academic success.

There is effective communication among 587
professionals within my school regarding
mental health services

If a student exhibits mental health crisis .153
symptoms, a School Resource Officer (SRO)
is consulted.

| receive the training | need to address -.229
student mental health needs.
| receive the training | need to address 130

student substance abuse issues.

The school’s responsibility for mental health  -.187
services should only include addressing

needs for students with a diagnosed mental

health condition.

Mental health services are available for all 118
students, even if they do not have a

diagnosis.

School leadership groups, such as The 537

Problem Solving Leadership Team (PSLT)
and the Professional Learning Community
are effective in resolving mental health
problems of students.

.029

.034

-.176

126

201

.866

.631

.089

.348

.209

-171

.662

281

140

-.020

.268

-.158

452

234

-.138

Extraction Method: Principal Axis Factoring. Ratat Method: Promax with Kaiser Normalizatidn.

a. Rotation converged in 14 iterations.
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Appendix E: IRB Letter

DIVISION OF RESEARCH INTEGRITY AND COMPLIANCE

Institutional Review Boards, FWA No. 00001669
12901 Bruce B. Downs Bhd. MDCO35 o Tampa, FL 336124799
UNIVERSITY OF (313)9743638 o FAX (513)9745618

SOUTH FLORIDA

April 7, 2011

Oliver Massey

Division of Policy, Services Research and Evaluation
13301 Bruce Downs Blvd

MHC 2-331

RE: Not Human Research Activities Determination
Activity Title: Mental Health Integration Evaluation
Dear Oliver Massey,

I have reviewed the information you provided regarding the above referenced project and have
determined the activities do not meet the USF definition of human subjects research activities; therefore,
IRB approval is not required. If, in the future, you change this activity such that it becomes human
subjects research activities, prior IRB approval is required. If you wish to obtain a determination about
whether the activity, with the proposed changes, will be human research activities, please contact the IRB
Office for further guidance.

All research activities, regardless of the level of IRB oversight, must be conducted in a manner that is
consistent with the ethical principles of your profession and the ethical guidelines for the protection of
human subjects. As principal investigator, it is your responsibility to ensure subjects’ rights and welfare
are protected during the execution of this project

Also, please note that there may be requirements under the HIPAA Privacy Rule that apply to the
information/data you will use in your activities. For further information about any existing HIPAA
requirements for this project, please contact Vinita Witanachchi, J.D., HIPAA Program Coordinator, at
813-974-5478.

We appreciate your dedication to the ethical conduct of human subject research at the University of South
Florida and your continued commitment to human research protections. If you have any questions
regarding this matter, please call 813-974-5638.

Sincerely,

TR,

John A. Schinka, Ph.D., Chairperson
USEF Institutional Review Board

Cc: Steven Kim, USF IRB Staff
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