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I. MENTAL HEALTH AS A YOUTH ISSUE: THE WHY
Mental health disorders are prevalent among school-aged children (aged 13-16) with one-in-five
impacted by a diagnosable mental health or learning disorder. This translates to nearly 237,000 schoolaged children statewide experiencing behavioral health disorders that potentially impact their ability to
function across multiple domains – home, school, and community. The most common mental health
issues among youth are depression, anxiety, attention deficit/hyperactivity disorder, conduct disorders,
and substance use disorders (Barrett et al., 2006; Centers for Disease Control and Prevention, May
2013).
Mental health disorders, such as depression and anxiety, often precede suicide attempts. Indeed,
mental health disorders are involved in 90% of suicides – the second leading cause of death in
individuals aged 10-24 (Centers for Disease Control and Prevention, 2016), and the leading cause of
death for girls aged 15-19 worldwide (World Health Organization, 2014). Among youth in Washington
State, nearly one-third of middle/high school-aged students (grades 8 and 10) reported experiencing
symptoms of depression, with an estimated one-in-five admitting to having seriously considered suicide
in the past year (Healthy Youth Survey (HYS), 2016). Astonishingly, more than 14,500 youth (grades 8
and 10) reported at least one suicide attempt in 2016 (HYS, 2016). These statistics underscore the
urgency to address student mental health and wellness as well as acknowledge the opportunity for
improvements in Washington State schools.
Despite growing knowledge and awareness of youth mental health issues among school-aged children,
there remains a persistent gap between the number of children needing mental health supports and
those that receive it. Shockingly, the average delay (nationally) between the onset of mental health
symptoms and intervention is eight to 10 years, with many children never receiving services (Behrens,
2013; California Health Interview Survey, 2005; Gall et al., 2000; Kataoka et al., 2002). In fact, Behrens
and colleagues (2013) found that only one-third of adolescents with mental health diagnoses received
treatment. In other words, research tells us that while more than one-in-five youth experience mental
health issues, only one-in-three receive treatment (Foster et al., 2005).
The unmet mental health needs of youth are a very pressing concern for educators especially, as mental
health issues and learning disorders have an immense impact on school success. Students with mental
health disorders experience higher rates of tardiness, absenteeism, suspension, expulsion, and dropout
(Gall et al., 2000; Kataoka et al, 2002; Kataoka et al, 2009; California Community Schools Network,
2013). These students also tend to receive lower grades and test scores, engage in disruptive classroom
behaviors, and are more likely to be involved in drug and alcohol use (Breslau et al, 2008). These issues
create substantial barriers to successful instruction and academic achievement. Failure to intervene can
have a vast and lasting impact on a child’s life.
The best possible protections for our youth are to provide interventions that reach all children and
prevent the development of behavioral health disorders. Providing interventions early and in accessible
settings (such as schools) greatly reduces negative outcomes and supports both the educational and
social emotional needs of students (Hawkins, 2009; Paternite, 2005). Because schools offer unparalleled
access to youth, the education system plays a critical role in providing children with needed behavioral
health care.
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II. SCHOOL-BASED MENTAL HEALTH SERVICES
Currently there is an unprecedented focus on children’s mental health services and supports in schools
in Washington State and nationwide. Recently, through legislative will, grassroots advocacy, and a series
of tragic events, several laws and policies have been enacted allocating funds for children’s mental
health services. This included the 2010 Patient Protection and Affordable Care Act, which increased
Medicaid coverage for children, provided funding to create and expand school-based health centers,
and renewed the Children’s Health Insurance Program (National Association of School Psychologists,
2013). In 2013, the Obama Administration also announced the Now Is the Time initiative, which called
for increased mental health promotion and awareness, and enhanced access to mental health services
for school-aged children and youth (White House, 2013).
School-based mental health supports are defined as mental health promotion, education, and the
continuum of mental health services—prevention, assessment, intervention, treatment, consultation
and follow-up. These services and supports are provided in a school setting, through the collaboration of
the school district’s student support services and the school-based and/or community-based mental
health system, in partnership with youth and families. The goal of these services and supports is to
create a seamless, coordinated, and comprehensive system of care to promote students’ emotional and
social wellbeing, to ensure early identification of mental health needs, and to offer timely access to
mental health services to address social, emotional, or behavioral issues.

III. WASHINGTON STATE PROJECT AWARE
In October 2014, as part of the Now is the Time Initiative, the Office of Superintendent of Public
Instruction (OSPI) was awarded a five-year Project AWARE (Advancing Wellness and Resilience in
Education) grant from the Substance Abuse and Mental Health Services Administration (SAMHSA). OSPI
serves as the lead agency for a consortium of three partner school districts: Battle Ground Public
Schools, Marysville School District, and Shelton School District. The following information provides a
snapshot of these district’s characteristics from the Needs Assessment Profile, Environmental Scan, and
Gap Analysis completed by Maike & Associates in 2015.
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Battle Ground Public Schools (BGPS) is situated in
the southwest corner of the state in Clark County.
The district stretches from the lowlands of
suburban Vancouver on the west, to the Cascade
mountains at the Clark-Skamania county line on the
east. The district serves the communities of Amboy,
Battle Ground, Brush Prairie, and Yacolt – with the
largest being the City of Battle Ground.
Findings from the needs assessment (Maike &
Associates, 2015) indicated that Battle Ground
students reveal a mix of behavioral health issues.
Self-reported alcohol and other drug use as well as
mental health-related concerns showed that Battle
Ground students were at relatively high risk in the
areas of their own and peer behaviors and feelings.
For example, BGPS 10th graders were more likely
than their state peers to report early initiation of
drug use and early initiation of antisocial behavior;
and 8th and 10th graders were less likely to report interactions with prosocial peers than those
statewide. Moreover, suicide risks were high across grade levels, with 8th, 10th, and 12th grade rates
above those statewide on one or more indicators of suicidal intentions (HYS, 2012).
Marysville School District (MSD) is located on the
western slope of the Cascade mountain range
north of Seattle in Snohomish County. The school
district serves the city of Marysville and members
of two federally recognized Native American tribes,
the Tulalip and Stillaguamish.
According to the needs assessment (Maike &
Associates, 2015), in general, families of Marysville
students were notable for having risk factors higher
than those of the state overall, with lower levels of
protective factors present to counter these. For
example, middle school students were significantly
more likely than their state peers to report poor
family management practices regarding supervision
and clear behavioral expectations; and adults in the
community had higher rates of alcohol and drug
related deaths as well as drug and property crime
arrests.
Self-reports of alcohol and other drug use, as well as those with mental health concerns, show that
Marysville students were at relatively high risk in the areas of their own and peer behaviors and feelings.
Specifically, 8th graders had a significantly lower level of perceived risk of alcohol and drug use as
compared to state peers. In addition, nearly one-third or more of MSD students reported depressive
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feelings; and 8th, 10th, and 12th grade students were more likely to report having made a suicide plan
or attempt than those statewide (HYS, 2012).
Shelton School District (SSD) is located in Mason County. Shelton, the county seat and the county’s only
incorporated city, is the westernmost city on Puget Sound. The school district provides services to over
4,000 students, including students from four feeder districts including Grapeview, Hood Canal, Pioneer,
and Southside as well as youth and families from two federally recognized Native American tribes: the
Skokomish and the Squaxin Island.
Needs assessment findings (Maike & Associates,
2015) indicated that student perceptions of
community laws and norms were more favorable to
alcohol and drug use than students statewide. For
example, Shelton 10th graders were significantly
more likely than state peers to use alcohol and
binge drink as well as to use other illicit drugs. In
addition, students saw the community as having
more availability of alcohol and drugs and easier
access to handguns, compared to students
statewide. Moreover, student reports of depressive
feeling were above those for the state for both 8th
and 10th graders, with 10th graders significantly more
likely to report this as compared to their state peers.
Considerations of suicide were also above those for
the state and were especially troubling because such
thoughts were common. In fact, nearly one in-five
SSD 8th, 10th, and 12th grade students considered
suicide in the past year (HYS, 2012).

IV. PROJECT AWARE: THREE MODELS OF SCHOOL-BASED MENTAL HEALTH SERVICE DELIVERY
The goals of the AWARE project are to: 1) Improve school climate and safety, 2) Increase access to
mental health services, and 3) Increase awareness of mental health issues. The project’s ultimate
purpose is to advance wellness and resilience in education for youth and
families by improving access to mental health prevention, connecting
An effective multi-tiered
children and youth experiencing behavioral health issues to needed services,
system results in
and increasing mental health literacy through training and promotion.
seamless service delivery
The three Project AWARE districts approached the social, emotional, and
behavioral (SEB) goals of this project through a Multi-tiered System of
Supports (MTSS) framework. This framework assumes that school-based SEB
programs, services, and supports are comprehensive and provide a full array
of services across a continuum of tiered supports (Figure 1). Specifically,
these are:

at increasingly intensive
levels of support, and
allows for efficient
identification, assessing,
monitoring, and
improvement of mental
health outcomes.

1) Universal programs and curriculum that all students receive;
2) Selective services for at-risk students; and
3) Indicated services for individual students in need of more intensive treatment.
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Figure 1: MTSS Framework of School-Based Mental Health Services

© Maike & Associates, LLC

Students move up and down the tiered levels of supports depending upon identified needs. Levels of
support are designed to be fluid and flexible, not static. Remember, the pyramid is fixed; students’ needs
are not.

These services and strategies are evidence-based, guided by families and youth, and build upon existing
school programs and services. Purposeful partnerships are established between the school and
community providers to ensure effective service delivery. In doing so, school and community-based staff
work in tandem to provide a continuum of necessary services and supports to meet the needs of all
children. Research indicates that when students with social, emotional, and behavioral needs receive
appropriate supports, positive educational outcomes are increased, school climate and safety are
improved, mental health awareness is increased, and stigma is reduced.
When universal efforts alone do not meet the needs of some students, more intensive services and
supports (Tier 2) are employed. These selective interventions include evidence-based, targeted
strategies that can be implemented quickly and efficiently for some students (as identified in Tier 1). Tier
2 interventions are administered at the group or individual level, and progress monitoring is integrated
into natural settings throughout the school day. Examples of Tier 2 services include psychoeducational
approaches (e.g., stress reduction, anger management), goal setting, and opportunities for practicing
new skills (e.g., coping skills, mindfulness). It is crucial that families are given information about the
referral system and how to access these support services.1
1

For examples of SBMH frameworks see the Colorado Education Initiative
https://www.coloradoedinitiative.org/school-behavioral-health/ or the Wisconsin Department of Public Instruction
https://dpi.wi.gov/sspw/mental-health/framework
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However, when Tier 1 and 2 supports are not enough to meet a student’s needs, indicated services and
supports (Tier 3) are delivered. In general, few students (i.e., approximately 1-5% of the student
population within the school) will require this level of intervention (Sugia et al, 2002). These ongoing
strategies are used to support students with significant mental health needs (e.g., crisis response plans,
school re-entry programs, Cognitive Behavioral Therapy, Multisystemic Therapy, and high-quality
wraparound services). (See Figure 2, page 11, for a listing of common AWARE resources and practices).
Adhering to best practices helps ensure the successful implementation of mental health services and
supports in the school setting, which benefits students and staff in several ways.2 First, and most
importantly, it increases access to mental health services for many students, as they are available within
their school, and at a significantly lower cost (if any). School-based mental health services delivered
through an MTSS approach allows both learning and emotional needs to be addressed through the
infusion of services into regular school routines and practices, while also reducing barriers to services. In
fact, school-based mental health services and supports account for more than 70% of all mental health
services provided to youth (Burns et al., 1995; Farmer et al., 2003; Rones & Hoagwood, 2000).
With this in mind, the aim of Project AWARE school-based mental health services was multifocal. First,
the program provided mental health services, including, but not limited to, screening, assessment,
individual, group or family-based treatment, referral, and case management to eligible students and
families in the school setting. In addition to Tier 2 and Tier 3 level supports, the program also offered
professional guidance, consultation, and support to school staff related to adolescent mental health
issues. The program also sought to increase access and reduce barriers to community-based mental
health services for students and families. Through referral services and a warm hand off, students and
families requiring more intensive services were linked to the appropriate community-based providers.
As outlined above, a comprehensive school-based mental health program is built upon an integrated
MTSS model and is grounded by the foundational supports. The funding provided by the Project AWARE
initiative allowed for the development and implementation of services and supports designed to meet
the mental, emotional, and behavioral needs of students. Briefly these school-based models are:
Model 1: Educational Service District 113’s School-Based Behavioral Health Services Program
In this model, the full continuum of behavioral health services (both mental health and substance abuse)
for students are supported by ESD-employed, state licensed professionals. These staff, known as
Student Assistance Professionals (SAP), are either licensed mental health or substance use disorder
(SUD) professionals that provide a variety of support services. Services include, but are not limited to,
screening, assessment, evidence-based individual, group, and family treatment sessions, and case
management. Additionally, staff act as liaisons ensuring care coordination and referral services, and
support connections between school staff and community-based personnel. SAP staff also serve as
members of school-based MTSS teams. Universal (Tier 1) and selective (Tier 2) services and supports are
designed and implemented by school staff, which include the Good Behavior Game and Check-In/CheckOut at the elementary school level. Students identified with intensive behavioral health needs (Tier 3)
are referred to school-based Student Assistance Program staff. Families can be billed through Medicaid,
private insurance, or self-pay for Tier 3 services. Students in need of acute or chronic behavioral health
services which are beyond the scope of school-based services are referred to community-based
treatment providers.
2

For a comprehensive approach to the development of a SBMH referral framework, see SAMHSA’s School Mental
Health Referral Pathways (SMHRP) Toolkit.
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Model 2: Battle Ground Public Schools in Partnership with Educational Service District 112’s
Community-Based Mental Health Service Providers Co-Located in Schools
In the second model, community-based mental health clinics – public or private – through
memorandums of agreement with Battle Ground Public Schools, co-locate mental health providers in
schools building to deliver direct services (Tier 3, Intensive). Families can be billed through Medicaid,
private insurance, or self-pay. Like Model 1, services include screening, assessment, and evidence-based
individual, group, and family treatment sessions. The district contracts with ESD 112 to manage and
provide oversight of school-based mental health services and to act as a liaison between the district and
the community-based provider. Tier 1 (Universal) and Tier 2 (Selective) services (e.g., Check-In/CheckOut, small group support) are supported by school-employed providers, such as School Counselors, as
part of the district’s continuum of services.
Model 3: Educational Service District 189’s School-Based Mental Health Services “Lite”
The ESD 189 model is a hybrid with ESD, district, and community-based service providers delivering
services and supports in the school setting. ESD-employed, state licensed, mental health professionals
deliver evidence-based group and/or individual therapeutic sessions to students identified as needing
mental health supports (Tier 3) during the school day. The Marysville School District also employs
licensed mental health staff that deliver Tier 2 services in school buildings that are not supported by
Project AWARE funding. Youth in need of Tier 3 supports can also be referred to community-based
mental health clinics (private and/or public) that provide clinical staff who are co-located and are able to
deliver services to students in the school setting. These community-based agencies can bill families
through Medicaid, private insurance, or self-pay, as appropriate. As with the previous two models,
Universal (Tier 1) and selective (Tier 2) services and supports, such as Second Step at the elementary
school level, are designed and implemented by school staff.
Best Practices Across Model Programs
Across programs, there are common best practices for these service delivery models. These include:
§

A common referral system (See Appendix A for Project AWARE Referral Form);

§

Routine education of school staff about services and the referral process;

§

Screening and assessment;

§

Integration of mental health staff into the school culture, thus supporting a common language;

§

Dedicated, confidential, work space;

§

Close collaboration between mental health and school staff to ensure a full continuum of
services; and

§

A warm hand-off to community-based service providers to support coordination of existing
service plans, as appropriate, thus supporting a systems of care approach to services.

For all school-based mental health programs, confidentiality and respect of student and family privacy
are critical. Students’ as well as family members’ health information are protected by federal regulations
that apply to both schools and outpatient mental health programs. Students and families need to be
assured that their information will be respected and will only be shared with others as appropriate for
treatment purposes. To protect student and family privacy while ensuring coordinated care, signed
consent-for-treatment and release-of-information documentation are required for the treatment
provider to discuss progress and treatment with others, including school staff (see Appendix B and C for
examples). Schools are also required to provide a safe, secure, and confidential space for therapists to
deliver services to students.
Implementing School-Based Mental Health Services
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Figure 2: Project AWARE Resources and Practices

The following sections provide a more detailed review of the three Project AWARE-funded school-based
service delivery models.
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V. Model 1: Educational Service District 113’s School-Based Behavioral Health Services
Program
Background: In the Shelton School District, behavioral health services are provided through Capital
Region Educational Service District 113’s True North Student Assistance and Treatment Services. True
North is a state licensed behavioral health provider holding licensure for both mental health and
substance use treatment modalities. ESD 113 staff, known as Student Assistance Professionals (SAP), are
unique in that some staff are dually licensed to provide both mental health and substance use
treatment, allowing them to serve students with co-occurring disorders.
For each Project AWARE program year, the site increased school-based service capacity. During the
service implementation year (2015-2016), one full-time equivalent (FTE) staff and a part-time clinical
supervisor provided services at the junior high-school serving 8th and 9th grade students. During the final
project year (2018-2019), four FTE staff and a full-time supervisor will provide services districtwide (K12), serving all 7 buildings. As a sustainability strategy, the district dedicated funding in 2018-2019 to
support two FTEs, with the remaining two FTE and the cost of the full-time supervisor funded through
the Project AWARE grant. Across program years, access to school-based mental health services varied,
but were available to all K-12 students throughout the district by the final project year (2018-2019).
Referral Process: Referrals to school-based behavioral health services can be initiated by anyone in the
student’s life (parent, teacher, peer, administrator, etc.). Students may also self-refer. As a result of the
adoption of the MTSS framework, all schools in the district operate with Student Support Teams (SST).
These multi-disciplinary teams (i.e. school counselors, classroom teachers, administrative staff) meet
regularly to discuss students referred to services and identified as needing Tier 2 and Tier 3
interventions and supports.
All referrals are vetted through the building-based Student Support Team. The team reviews each
referral and members collectively decide: 1) whether a student is appropriate for school-based services;
and, 2) which school-based services would best serve the student’s needs (See Appendix D, Tiered Levels
of Support). These include Student Assistance Program services for both mental and substance userelated concerns, as well as academic supports. The SST is also responsible for assessing which tiered
level of service is appropriate for each youth, establishing intervention supports, and monitoring the
student’s progress (See Appendix E for SST Process Flow-Chart). Depending on identified needs,
students can also be referred to other school and/or community-based services.
In the Shelton School District, over the course of the Project AWARE program, school counselors have
been the primary referral source for school-based services, with the primary referral reason related to
emotional/behavioral concerns, including depression, sadness, or anxiety. The second most common
reasons for referring students to program services were due to relationship issues (defiance,
aggressiveness, withdrawn, antisocial), and for problems related to impaired school function (disruptive
behavior, defiance, discipline or academic problems).
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The following are examples of concerns identified by school staff for students referred to program
services:
Student has historical MH issues - depression. Most recently attempt at suicide. Brother walked
in and stopped. Student reports coping with substances "pills", overdosed on cough syrup;
student open to MH counseling and substance use education.
504 Plan - Currently diagnosed ADHD medication. Struggling somewhat at school academically
and emotionally. Gets angry at times. Was adopted at 2 years of age. Mom (biological) was a
known drug user, according to current mom. She felt counseling might help.
Student would benefit from support for social emotional growth. Prior to this year, she moved
frequently. This year, she has had high absenteeism. She has a disassociated affect at times and
lacks focus. She has a HUG contract and a Big Buddy for support and they have helped.
Screening and Assessment: Once a student is referred to the Student Assistance Program, program staff
screens the student for eligibility and interest in program services. During this preliminary process, the
first step is to gauge the student’s interest in services. This includes reviewing with the student the
menu of services available in both the school and community settings. For high school-aged youth, staff
complete a three-page screener aligned with the Washington Administrative Code regarding behavioral
health services (Appendix F). If the student is amenable to services, and results of the initial screening
indicate the youth is at-risk of mental/emotional issues, a full assessment is conducted using the Global
Appraisal of Individual Needs (GAIN-I) instrument. The GAIN-I is a comprehensive bio-psychosocial
assessment designed to support clinical diagnosis, placement, treatment planning, performance
monitoring, program planning and economic analysis.
At the elementary-level, staff use the same three-page screener, followed by administration of the Child
and Adolescent Needs and Strengths (CANS) assessment, if indicated. The CANS is a multi-purpose tool
developed to support decision-making, including level of care and service planning, to facilitate
quality improvement initiatives, and to allow for the monitoring of outcomes of services. Additional
needs-based assessment tools may also be administered based upon presenting symptoms, as
appropriate.
Depending upon the student’s age, the enrollment (Intake) process may be completed with just the
student, or with both the parent and the student (typical for elementary and middle school students). If
the student and/or parent refuse services, the staff reviews other options that may meet the student’s
identified needs and offer a referral to other school and/or community-based services.
For this model, the average time from referral to enrollment into school-based services is typically 10
days. However, at the elementary school level it can take longer, in large part, due to delays related to
obtaining parental consent (see below for process).
Parental Consent: According to Washington State law, any minor 13 years of age or older may request
and receive outpatient treatment services without parental consent (see RCW 71.34.530); therefore,
parental consent is not required for youth participation at the high school-level. At the elementary and
middle school levels, to appropriately navigate potential parental distrust and to establish rapport, the
SST selects a member who has a relationship with the family to make the initial contact, talk about
service options, and set up a meeting with the SAP staff.
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In general, if consent is given, an in-school meeting is scheduled with the parent. At the meeting with
the SAP therapist, the parent signs the consent form, learns about the school-based program, other
resources, and options for care, and talks to the therapist about her/his child’s need for services.
Ultimately, the parent or guardian has the authority to consent to or decline mental health treatment
services for the student.
During the 2018-2019 school year, the process to obtain parental consent will include three to four
attempts to contact parents, generally by phone. If no response is received by the fourth attempt, the
student will be referred to a community-based provider.
Treatment Services: As a licensed behavioral health treatment agency, ESD 113’s school-based
behavioral health services program provides a full continuum of supports including evidence-based
individual, group, and family therapy, as well as referral and case management services. Both individual
and group sessions are grounded in a cognitive-behavioral approach and are trauma-informed. Upon
enrollment, a treatment plan is developed. A sample plan can be found in Appendix G.
Completion of Services: A youth’s treatment progress is determined by achievement of goals outlined in
the youth’s treatment plan; students are exited from mental health services when they have completed
their treatment plan and services are no longer medically necessary. Treatment goals are based upon
student’s individual needs; thus, achievement and/or completion is also determined on a case-by-case
basis.
Assessment of Progress: As part of the evaluation of Project AWARE-funded program services,
school-based mental health staff were asked to share information that they believed may have
contributed to the student’s progress, or lack thereof. Following are several examples which provide
some context to the challenges and successes of program services for these youth.
Client was engaged in sessions and is always respectful and seeks out help when he needs to.
However, he lacked motivation to change his life choices such as his marijuana use. He feels
positive about treatment at the school and stated that it has been helpful and not feeling the
pressure to be forced to participate.
Client was struggling with medication stabilization which cause major panic symptoms. She was
unable to attend school starting middle of May and family is seeking psychiatric support.
This student identified several natural supports and pro-social activities, addressed barriers,
improved self-efficacy and presents quite differently than he did when he first came to
treatment. Overall, his treatment appears to have been very effective! This student has a plan to
manage depression symptoms if they should return.
Client has extensive support in school for his homeless status such as transportation to school,
and help to get food etc. Family has now found stable living home. Challenges arise when family
(mom) doesn't have consistent way to make contact or reliable transportation to get to
appointments.
Youth Satisfaction: The evaluation also sought information from youth served in program services.
Students engaged for at least eight (8) treatment sessions were asked to provide comments and
feedback regarding their satisfaction with services (See Appendix H for Project AWARE Student
Satisfaction Survey). By and large, students expressed positive experiences and shared lessons learned
because of service participation. Others noted the benefits of having access to mental health supports
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that were free, available, and in an accessible location. One student noted the benefit of “Having an
outlet to freely talk about my feelings without fear of being judged.” While another recognized that,
“There are people who will help me and do help me.” As a learned coping mechanism, this youth
shared, “Punch a pillow, not a tree.”
Considerations Unique to This Model:
Direct billing: For insurance purposes, clinicians need to establish “medical necessity” to bill for services,
which can be challenging. This is especially difficult given that many students served by school-based
programs do not meet the “medical necessity” criteria or may need to be kept on “recovery care status”
which is not typically covered by insurance. Other types of services that are not reimbursable, but
oftentimes necessary are case management and discharge planning.
Relationship building: Establishment of a relationships between ESD behavioral health staff and
district/school staff at all levels – administrative and classified – is crucial. Oftentimes providers are not
considered “school staff,” and may be viewed itinerant and perceived as “threatening” or “less
invested;” thus, relationship building, which takes time to establish is key. Trust and patience are
necessary when navigating these relationships.

VI. Model 2: Battle Ground Public Schools in Partnership with Educational Service District
112’s Community-Based Mental Health Service Providers Co-Located in Schools
Background: In Battle Ground Public Schools (BGPS), the district contracts with two local communitybased agencies to deliver services, with seven (7) licensed mental health clinicians splitting time
between 16 school buildings. The district also contracts with Education Service District 112 to provide
oversight and management of school-based mental health services. The ESD’s Mental Health
Coordinator works in partnership with the district’s Director of Social Emotional Learning, acting as a
liaison between the schools and the service providers to build a common language and ensure
continuity of services across systems.
During the school year, school-based mental health services are available districtwide to all youth (K-12).
A community-based therapist is assigned to deliver services at least one day a week in all school
buildings except for the three alternative schools. Services at these three buildings are provided on an as
needed basis. During the summer months, services continue, on a limited basis, with therapists colocated in various buildings throughout the district. To accommodate an increased request for services,
over the course of the project, some schools have opted to increase therapists’ time from one to two
days a week. For example, in the upcoming 2018-2019 school year, the two comprehensive high schools
will each have one full-time therapist assigned to deliver school-based services.
Moreover, to ensure sustainability beyond the grant period, the district established the BGPS Provider
Agreement for any licensed mental health provider within Clark County (Appendix I). The agreement
created a process that allows community-based providers to co-locate services in a school building and
to deliver services to children served by those agencies; thus, reducing access barriers. For example, in
addition to the two contracted providers discussed above, the district added an additional layer of
services with a community-based agency in the 2016-2017 school year. Although this agency does not
receive funding through Project AWARE, because of the Provider Agreement, the agency is able to
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deliver school-based services to students on their caseload at the school where the student is enrolled.
In addition, this provider acts as a secondary referral source and fills the gap for non-Medicaid and
private pay students and families.
Referral Process: A referral for school-based mental health services can be initiated by anyone in the
student’s life (parent, teacher, peer, administrator, etc.) (see Figure 2). Students may also self-refer.
Referrals for services occur across Battle Ground Public Schools in a manner similar to the Shelton
School District process. District-wide, schools have implemented PBIS and are operating within a multitiered system of supports. Tier 2 Teams, comprised of building administrators, teachers, counselors and
para professional staff, meet regularly to discuss students identified as needing Tier 2 and Tier 3
interventions using the Team Initiated Problem-Solving (TIPS) process. TIPS is a problem-solving model
designed to be used during school-based team meetings. One of the main features of the TIPS process is
the embedded use of data to inform decision-making. Using data from the School-wide Information
System (SWIS), an online database used to track and report office discipline referrals, the team
collectively selects from the menu of services in each building and determines the most appropriate for
each youth. This team is also responsible for monitoring the student’s progress and adjusting
interventions as needed.
The district also established a school-based “Point of Contact” (POC) (see, Figure 3) to coordinate mental
health services with the district’s community-based providers. Using the POC system ensures that the
agency’s therapist has a consistent school staff member for whom to work with and report to and allows
for accurate tracking and feedback of all referrals from the building. The POC is typically a school
counselor or school psychologist and all referrals flow through this person. Weekly, the agency therapist
and POC meet to review information about referrals (both new and pending). If the student is eligible
for services, the agency offers an appointment, or makes a referral to another provider, when
necessary. The POC then informs school staff (as appropriate) of the outcome of the referral, while the
agency communicates the outcome of the referral to the individual and/or guardian. Implementing this
model across the district has significantly closed the gap between date of referral and service
enrollment and improved school staffs’ knowledge of the outcomes of each referral.
Across program years, in Battle Ground, the most common referral source was school counselors,
followed by school psychologists. The primary reason for a referral to school-based mental health
services was related to concerns regarding emotional/behavioral issues. These could include issues of
anxiety, depression, attention deficits, or impulsivity. The second most common reasons were related to
impaired school function (e.g. disruptive behavior, defiance, discipline or academic problems) and
relationship issues (e.g. defiance, aggressiveness, withdrawn, antisocial). The following are examples of
concerns identified for students referred to program services:
[Student] has a history of behavioral concerns, but has recently became more withdrawn,
engaging in passive work refusal, saying he doesn't care about anything. Teacher is worried
about depression like behaviors. He also bullies frequently.
Emotional distress and behavior concerns that continue to impact relationships with peers and
adults as well as academic progress.
Seems very withdrawn. Sits alone at lunch, doesn't seem connected with peers. Tries to play
aggressively with others - doesn't understand that others don’t enjoy that. Difficulty reading
social cues.
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Parent agrees to referral

Parent declines referral

Point of Contact or designee contacts parents for permission to make the referral

OPTIONAL: Faxes Service Request form to mental health agency

Hand deliver referral forms to MH therapist

Mental Health Agency=
*Columbia River Mental Health for
PVMS and PVP
*Children’s Center for all other BGPS
schools

Point of Contact hand delivers AWARE
Referral Form to MH agency therapist

OPTIONAL: Signed BGPS Release of Information

Point of Contact delivers forms to mental health therapist

AWARE Referral Form

Point of Contact or designee completes referral forms

MH Agency Service Request Form

Complete referral without
contacting parents

Students 13 and over can
request no parent contact

Staff complete and deliver AWARE Referral Form to Point of Contact

School staff identify or student self refers for mental health services

AWARE MENTAL HEALTH REFERRAL PROCESS

Figure 3: Battle Ground Public Schools - Mental Health Referral Process
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Screening and Assessment Process: In Battle Ground Public Schools, the screening process includes the
agency receiving and reviewing the referral, calling the family to ensure they want services, (after the
school has made initial contact with the family), and reviewing the funding options available (insurance,
private pay, etc.) to each youth. If the primary agency is unable to serve the youth due to insurance, or
other eligibility issues, the youth/family is referred to another school and/or community-based provider.
If the student is eligible and consents to services, the student/family are then scheduled to complete an
assessment. The assessment determines whether the individual has a diagnosis and if the service is
medically necessary. Typically, community-based agencies use an assessment tool that has been
internally developed by the agency and follows WAC and RCW requirements. The WAC requires an
agency to initiate an assessment within 10 working days from the date in which the individual requested
services. For agencies serving youth in Battle Ground, an attempt is made to follow-up within 5 working
days. Factors that may affect this timeline include getting calls returned from the individual/guardian to
set up the appointment for intake, insurance requirements, and obtaining parental consent for those 13
and under.
Parental Consent: As stated previously, according to Washington State law any minor 13 years of age or
older may request and receive outpatient treatment services without parental consent (see RCW
71.34.530); therefore, parental consent is not required for youth participation at the high school level.
At the primary and middle school levels, members of the Tier 2 Team decide the best person to contact
the parent/guardian to obtain consent. The first contact is made by a school staff member who is known
to the parent(s). Once this initial contact is made, school staff do a “warm hand-off” to the mental
health therapist, who then follows up to discuss services and treatment options.
Treatment Services: All providers serving youth in Battle Ground Public Schools are licensed mentalhealth therapists operating within the parameters of their respective agencies’ treatment protocols.
These community-based agencies, co-located in the schools, offer a full continuum of supports and
services including individual trauma focused therapy, rooted in the cognitive-behavioral treatment
approach. For younger youth, elements of play therapy may also be included. Additionally, the providers
offer and often require family therapy sessions as well.
Completion of Services: Students are exited from mental health services when they have completed
their treatment plan and services are no longer medically necessary. Because engagement in treatment
services is voluntary, students/guardians can also choose to exit services at any time. By and large,
youth are exited from school-based services at the end of each school year, however, individuals can
choose to continue services during the summer in a community-based setting. As noted, some schools
provide space for the continuation of services during the summer months.
Assessment of Progress: As part of the evaluation of Project AWARE funded services, mental health staff
were asked to share information that they believed may have contributed to the student’s progress –
both negatively and positively. Following are several examples:
Due to grant funds, this student was able to be seen and it has helped her tremendously. This
student's anxiety has significantly decreased since prior to treatment and she is able to
participate in her classes, group projects, and presentations with minimal interruption from her
anxiety such as a panic attack. She is engaging with others more consistently, talking in
discussion groups, taking classes that are normally out of her comfort zone, and is even
considering college options post-high school which she was not open to previously. She has
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learned calming skills to help her through anxious times and has a significant increase in
confidence.
Student met treatment goals when more school services were in place. She improved with a
functional behavioral plan and teacher's aide working with her. Therapist collaborated with the
teacher's aide to support student in her progress. She continued to show non-preferred behaviors
during non-structured times and with her peers.
[Individual] has made significant progress and no longer experiences auditory hallucinations.
However, significantly struggles to manage depression and anxiety and mood fluctuations.
[Student] presents with mood fluctuations that should be addressed by psychiatry for diagnostic
clarification and possible medication management. However, parent feels that [student's]
behavior and mood fluctuations are developmentally appropriate.
Student greatly improved with teacher creating helpful plan in the classroom. There was a
decrease in unsafe behaviors until the end of the school year. Lots of changes have taken place
in the home at the last half of the school year.
Youth Satisfaction: Students engaged in AWARE program services for at least 8 sessions were asked to
provide comments and feedback regarding their experience in with services. In addition to the survey
provided by AWARE, individual agencies may use their own tool. For example, one of the providers in
this district uses Session Rating Scales and Outcome Rating Scales developed by Scott D. Miller to
determine satisfaction with services.
The following are several examples from the Project AWARE Youth Service Satisfaction Survey;
The most helpful thing has been having a counselor I can go to at school. It has helped very
much, and my attendance has gotten better ever since.
This program overall helped a lot. I learned new techniques that help me in my everyday life.
Being able to do this at school is very nice because it is easier than having to drive somewhere
else.
It's helped me overcome my bad thoughts about killing myself.
Considerations Unique to This Model:
Provider Agreements: The establishment of a memorandum of agreement (Provider Agreement) that
clearly outlines the roles and responsibilities of the district and provider, establishes a “common
language” and outlines expectations, ensures the needs of all parties are met.
Point of Contact: Each school building has a designated point-of-contact (POC), typically the school
counselor, that is assigned to work collaboratively with the mental health professional. This POC assists
the therapists in navigating through the school system, while ensuring that a feedback loop mechanism
is in place, and reduces the likelihood that students referred to services “fall through the cracks.” The
routine communication between the school POC and the therapist provides the needed time to learn
about each other’s systems and to refine referral processes as needed.
Third Party Liaison: Having a third party with knowledge of both the education and mental health
systems (in this case ESD 112) that provides monitoring and oversight of the community-based providers
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allows the district to focus on the development of Tier1 and Tier 2 services and supports. The liaison
works collaboratively across systems to ensure the coordinated delivery of Tier 3 supports.

VII. Model 3: – Educational Service District 189’s School-Based Mental Health Services “Lite”
Background: In Marysville School District, services are provided through Northwest Educational Service
District 189’s Behavioral Health and Prevention Services program. Two Mental Health Specialists (2.0
FTE) were assigned to serve several different secondary school campuses over the program years.
During the first two-years of Project AWARE, the District also received school-based mental health
services (2.0 FTE) from Victim Support Services, hired to provide additional support in response to the
school shooting at Marysville Pilchuck High School (October 2014) (These services were in place for
approximately 18 months).
Over the project period, the district has expanded capacity to address students’ social, emotional, and
behavioral health needs. Specifically, during the 2017-18 school year, the district received grant funding
from Snohomish County for 2 FTE Student Support Specialists, tasked with supporting youth through
referral and case management. In the 2018-19 school year, the district is funding two additional similar
positions to support students and staff through a mental health/trauma-informed consulting role (see
Appendix J for Job Descriptions). In addition, the Tulalip Tribe committed to hiring a school-based
mental health provider for the 2018-19 school year to serve students at Heritage High School located on
the Tulalip Campus. The decision to sustain services was based upon the level of needs identified as a
result of AWARE program services.
Referral Process: As with the other two program models, a referral to school-based mental health
services can be initiated by anyone, including the student. Once a referral is received, the Mental Health
Specialist (MHS) determines eligibility. However, depending upon which building services are offered,
the decision-making process related to service provision differs. For example, in schools with an active
Student Support Team, the MHS reviews the referral to determine eligibility, then forwards the
information to the SST to make decisions regarding appropriate services and supports. In buildings
without an SST, the MHS works primarily with the school counselor to review the referral and other
supporting information to determine the appropriate services and supports for each student of concern.
Like the other sites, the most common referral source is the school counselor, followed by self-referrals.
By and large, the most likely reason for referral to school-based mental health services was related to
concerns regarding emotional/behavioral symptoms, such as anxiety, depression, attention deficits, or
impulsivity. Secondary referral reasons were related to impaired school function (e.g. disruptive
behavior, defiance, discipline or academic problems) exposure to trauma (e.g. physical abuse,
community violence) and self-harm (e.g. self-harm, suicidal ideation, suicide attempts). The following
are several examples of behaviors of concern as reported by the referral source:
“I feel like I'm hitting some low points. I want to come back as myself but [I’m] struggling".
“I bottle up everything and don't talk to anybody. Having someone to talk may make me feel
better."
Shut down for extended time. Mom drug issues, mom drug induced psychosis, mom and dad
previous incarcerations. Dad departed.
Depression and anxiety, family minimizes his feelings, open/wants services and requested MHS.
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Screening and Assessment: Once a referral is received by the mental health staff, students are screened
for eligibility and interest in program services. Because students do not need to meet the medical
necessity criteria, (e.g., a mental disorder diagnosis), MHS has the ability to serve all youth in need of
mental health supports. The screening process typically includes the use a combination of a CBT
trauma/anxiety checklist (See Appendix K), the GAIN-SS and the CANS for assessment. MHS staff also
frequently collect collateral information from others who may have additional insight into the student’s
life such as school staff, teachers, and parents.
In this model, the time between receipt of a referral and intake is typically one week. The initial program
protocol had required a three-day follow up, however, this was modified to a 7-day window by the end
of the first program year. The change in practice came because of the difficulties mental health staff
encountered in following up with referrals, which included high rates of absenteeism among students of
concern.
Parental Consent: In this site, mental health services have exclusively been provided on secondary
school campuses to students 13 years of age or older. However, in the rare circumstance in which a
youth under the age of 13 seeks services, parents are contacted by the MHS. Staff inform the parent of
the referral for service and needs of the youth. Consent paperwork is then either sent home with the
youth, or a meeting is set up between the MHS and the parent to sign the necessary documentation at
school. At least three attempts are made to contact the parent when consent for services is needed. If
consent is not obtained, the youth is referred to other school and/or community-based services.
Treatment Services: Although ESD 189 is a licensed substance use treatment provider, this service model
does not include diagnosis and treatment of behavioral health issues for students, but rather
management and support of mental health symptoms. For example, in the Project AWARE program
model, MHS have been trained in the use of evidence-based practices that may include, as appropriate,
motivational interviewing, dialectical behavioral therapy and trauma focused Cognitive Behavioral
Therapy. Services are designed as a brief intervention with the length of service tailored to the need of
each child/family. The program works to coordinate academic supports with mental health services and
other school and community-based services available to best meet student and family needs.
Completion of Services: Students are exited from program services based on progress toward treatment
goals and/or the improvement of behavior(s) of concern. These are determined with the assistance of
the mental health clinical supervisor, feedback from the student’s teacher/other school staff, and the
student themselves. In this model, service completion is client and clinician determined. There are no
limitations on services, but MHS are required to close out all cases at the end of each school year, with
the option to re-enroll the following school year. As needed, staff may also refer youth to other school
or community-based services, if desired by the youth.
Assessment of Progress: As part of the evaluation of Project AWARE mental health program services,
staff were asked to share information that they believed may have contributed to the student’s progress
– both negatively and positively. Following are several examples:
This student was incredibly engaged in services. She participated last year and had formed a
strong relationship with this worker. Unfortunately, this student's living situation is in constant
fluctuation. When she returns to the care of her parents her attendance always becomes poor to
non-existent, as was the case last school year. When student is attending school regularly she
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has regular access to MH services, which often decreases problem severity. Unfortunately, when
her living situation becomes compromised so do her coping skills.
Student participated in individual and group services last school year. Student was successful in
these services and requested support this year. Student was placed in another group setting.
Student was having a little difficulty prior to group. She participated in group and showed that
she possesses positive coping strategies and was no longer in need of intervention. Student
requested support near end of school year to assist with outside services.
Student became more sociable and confident upon participation in services. Student continues to
struggle with diagnosis but has developed coping strategies to help when feeling low or
isolated.”
Student benefitted greatly from having a trusted adult, however due to her poor attendance she
did not progress therapeutically as services were inconsistent. Student would come for session
even when not attending the school day. Student demonstrated that intervention was important;
however, the disconnection from school ultimately had a negative effect on delivery of services.
Youth Satisfaction: As noted previously, the Project AWARE evaluation also sought information from
youth served in program services. Following are some of their comments:
It's helped to give me better skills during anxiety and depression moments and has given me
honest and positive feedback for everything I've wanted to talk about.
I wouldn't change a thing. This really helped me. I do appreciate how it's separate from school
and kept confidential.
To be able to have someone that I trust to talk and help me with my family problems or stuff that
happened in the past.
I loved getting better grades, so this program helped me a lot. I'm on track to graduate with my
class now and that makes me and my family happy.
It was great because I had someone to talk to without having to worry about insurance/money
or transportation. I think this program is very beneficial for a lot of students.”
Considerations Unique to This Model:
Treatment without Clinical Diagnosis: Because this model does not require a behavioral health diagnosis,
services can be provided to all youth. The elimination of the “medical necessity” requirement reduces
access barriers as well as other billing and/or insurance requirements.
Trauma and the System: The Marysville School District’s level of readiness was high at the onset of this
project with district partners engaged in the development of the grant proposal. However, the school
shooting that occurred shortly after the grant award (October 2014), significantly impacted the district’s
capacity to move forward. In fact, the district’s focus shifted from one of prevention and intervention to
response and recovery. Although a multitude of services and supports were dispatched to the district as
part of the response and recovery efforts, the trauma continued to impact students, staff, and the
system, well beyond the scope of these efforts. As a result, the role of the ESD and Project AWARE
services shifted and changed, eventually evolving into supporting existing internal structures, and
enhancing mental/behavioral health supports, with a focus on the social, emotional, and behavioral
recovery processes of students and staff.
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VIII. LESSONS LEARNED AND PROGRAMMATIC CONSIDERATIONS
In the following section, we summarize lessons learned and offer considerations to ESDs, districts, and
schools who may be interested in the development and implementation of a school-based mental
health program model.
Readiness: Across program sites, there was variability in the level of readiness
“If you build it, they
at the launch of the Project AWARE initiative. Implementation of school-based
will come.”
behavioral health services, including the development of a referral system,
requires extensive planning and collaboration among key stakeholders. What
we learned however, without exception, is that once a referral system and the supports and services are
in place, children will be referred, and services will be utilized.
To prepare for the setting up of a school-based behavioral health model using the MTSS framework,
districts and schools should ensure that a solid foundation is in place that supports the implementation
of tiered levels of services. These foundational best practice components include, 1) Family-SchoolCommunity Partnerships, 2) Mental Health Promotion and Awareness, 3) Staff Professional
Development, 4) Positive School Climate and Culture, 5) Accountability Systems, and 6) Data-Based
Decision Making. (See Appendix L for a summary overview of these components). Programs that lack
these fundamental components are less likely to be successful and may be overwhelmed by an influx of
students referred to Tier 2 and Tier 3 services.
Buy-in: It is critical to have district and building-level understanding of the infrastructure and
administrative supports needed to successfully implement direct services (Tier 2 and Tier 3). Prior to
implementation, school administrators should be fully aware of, and committed to, the provision of the
basic requirements of a school-based service delivery model. These include: 1) a confidential work
space; 2) access to phone and internet services; and 3) sufficient room to conduct group and/or
individual services.
Moreover, ensuring that school staff fully understand the who, what, when, where, why and how of
school-based mental health services is essential to both implementation and sustainability. Conducting
brief professional development trainings that increase understanding of program services including
confidentiality and the referral process, and awareness and identification of the signs and symptoms of
behavioral disorders, ultimately reduces start-up challenges upfront and improves service accessibility
over the long-run.
Workforce: Difficulties hiring and keeping skilled mental health
professionals was challenging across each of the Project AWARE
districts, with this even more so in rural communities. It is important, at
the state and local levels, that partners work collaboratively to increase
access to a qualified workforce if comprehensive school-based services
are to be realized. Strategies should include identifying workforce
barriers, prioritizing workforce development, including alternative
credentialing options, and changing existing laws to allow graduate
students to complete practicum requirements (similar to teachers) in
the school setting.
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In addition, to reduce the burden of service delivery on a single staff person, and to build in
sustainability, schools should consider utilizing existing staff (e.g. Student Assistance Professionals,
school counselors, social workers) to deliver Tier 1 and Tier 2 services. Moreover, provide adequate
training, supervision, and oversight, as appropriate, to these staff to increase their skills in relevant
areas.
Evidence-Based Practices: Each Project AWARE district selected a variety of evidence-based practices
(EBPs) to support both the social emotional and academic needs of students. However, the use of
Student Support Teams or other school-based teams to monitor progress and assess fidelity was
inconsistent, not only from district to district but also from building to building within districts. As
districts and schools move through the stages of implementation – Exploration/Adoption, Installation,
Initial Implementation, Exploration, and Continuous Improvement/Regeneration – it is important to
support the sustainability of the MTSS framework through the identification of evidence-based practices
(EBP). These EBPs should address both academic and non-academic barriers to learning through the
intentional layering of student supports in the MTSS framework.
Model Fidelity: Across districts and programs, there was variability in the extent to which EBPs were
implemented as intended. To maximize system and individual-level change, districts and schools should
focus on implementation/installation fidelity. This is best accomplished through continuous quality
improvement and databased decision making, per standard practices, and the evaluation and
documentation of program outcomes
Universal Screening: An essential component to successful Tier 1 programs and supports includes the
use of universal screeners (e.g., BASC-2 Behavioral and Emotional Screening System; Student Risk
Screening Scale) that can assist schools in the identification and referral of students in need of more
intensive services (Tier 2 and/or Tier 3). Screeners, or brief assessments, are used to identify students
who are at risk of emotional/behavior disorders and are especially useful for identifying students with
less overt internalizing behavior (e.g., withdrawal, depression, anxiety).
Communication & Collaboration: In effort to address challenges that often stem from confidentiality
issues, it is important to establish communication and feedback mechanisms between the referral
source and the practitioner. Doing so, at the onset, improves information sharing, ensures that all
parties involved in the development and delivery of these services are heard, and that problems are
solved in a thoughtful and meaningful manner.
Consistency & Relationships: To the best ability, strive for consistent delivery of services to building(s)
across school years. Relationships between providers and clients, as well as providers and other school
staff, takes time. Both students and staff need time to learn and understand the available services and
how to access them. Students also need time to build trusting relationships with providers. Multiple
providers or inconsistent availability/scheduling can hinder this relationship building process.
District-to District Coaching/Peer-to Peer Learning: Schools and/or districts
may find it beneficial to seek support from ESDs to connect with other districts
in their region implementing this work. Through the coordination of a site
visit(s), districts can find out about best practices, and hear about lessons
learned, as well as partner with and/or pool community resources to expand
services in the region.
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IX. SUSTAINABILITY

One of the biggest challenges related to the implementation of school-based mental health services and
supports is the need to sustain program services for the long-term. Oftentimes, these efforts are initially
supported by an influx of funds (usually grant awards) that have a limited life cycle. As such, it is
important that sustainability planning is embedded along with program planning from the beginning.
We offer the following insights from lessons learned locally and nationally to assist ESDs, districts and
schools to plan for long-term sustainability of these school-based models.
•

Buy-in is a must. Engage district and school leadership and community partners (including
parents) in the development of the SBMH model at the onset. Include both short-term and longterm sustainability plans.

•

Implement strategically. Ensure foundational components are stable, partners are engaged, and
that the capacity to move forward exists before scaling up. Implementing an MTSS framework
requires starting with a solid foundation and building up as capacity allows (i.e. don't skip steps,
don’t jump to the end (Tier 3) first).

•

Embed mental health into the school system. Weave school and community-based systems and
supports into district/school culture. The message is: “This is just how we do business now.”

•

Braid funding sources. Sustainable models braid together multiple and diverse funding streams,
including fee-for-services, and state and local funding sources (e.g., 1/10 of 1% local tax
initiatives); focus on long term funding options versus short-term. (See Appendix M; Overview of
Common Funding Opportunities).

•

Integration and partnerships are key. Leverage existing funding strategies through integration
and partnerships among schools, community-based behavioral health organizations, and private
organizations.

•

Maximize existing resources. Maximize resources through utilization of Medicaid Administrative
Claiming and School-Based Health Services funds.

•

Collaborate, coordinate, and integrate across systems. Work in collaboration with other childserving agencies (e.g., behavioral health, juvenile justice, child welfare) to identify and leverage
funding opportunities that support school-based mental health across systems of care.

•

Address gaps in the State Medicaid Plan. In collaboration with state and local stakeholders,
research Medicaid Plans in other states to identify how best to tap into existing resources. Work
with state partners to address gaps in the current State Plan including the integration of
behavioral health as a priority in the state.
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APPENDIX

(as separate attachments)
A. Project AWARE Behavioral Health Referral Form
B. Informed Consent Forms (ESD 113, ESD 189)
C. Release of Information (ESD 113)
D. Tiered Levels of Support (Shelton School District)
E. Student Support Team Process Flow Chart (Shelton School District)
F. Student Support & Treatment Services Screener (ESD 113)
G. Treatment Plan Example (ESD 113)
H. Project AWARE MH Student Satisfaction Survey
I. Battle Ground Public Schools Provider Agreement
J. Marysville School District Job Descriptions
K. CBT Anxiety and Trauma Checklist
L. Foundational Best Practices
M. Overview of Common Funding Opportunities
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