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Abstract of Dissertation 
 
 
Addressing the Mental Health of Virginia Children: How Community Service Boards and 

Local School Divisions Collaborate to Serve Students with Mental Health Needs 
 

More than 22% of youth in the United States will receive a mental health diagnosis 

before their 18th birthday (Beers & Joshi, 2020). In a world of public health emergencies 

and disasters, mental health services for youth are paramount to emergency preparedness, 

resilience and response, and mitigation of harmful effects (Danese et al., 2020). There is a 

lack of qualitative research on the effectiveness that collaboration and communication 

have in intervening in children’s mental health. The purpose of this study was to 

investigate and describe the systems in place by which local community service boards 

collaborate with local school divisions, specifically on arrangements between the two 

agencies related to prevention, evaluation, intervention, and treatment of K-12 students. 
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CHAPTER 1: INTRODUCTION TO THE STUDY 

It is not our job to toughen our children up to face a cruel and heartless world. It is our 

job to raise children who will make the world a little less cruel and heartless. 

L.R. Knost (Two Thousand Kisses A Day: Gentle Parenting Through the Ages and 

Stages, 2013) 

Introduction 

 More than 22% of youth in the United States will receive a mental health 

diagnosis before their 18th birthday (Beers & Joshi, 2020). In a world of public health 

emergencies and disasters, mental health services for youth are paramount to emergency 

preparedness, resilience and response, and mitigation of harmful effects (Danese et al., 

2020). In reaction to this, the American Academy of Pediatrics’ Recommendations for 

Preventive Pediatric Health Care (AAP, 2020) recommended incorporating depression 

screenings in adolescents as young as 12 during annual preventative care visits. This 

position was primarily influenced by the Centers for Disease Control (CDC, 2020) who 

reported for the last 6 years that suicide is the leading cause of death among individuals 

aged 10 to 24 years old. This is coupled with other mental disorders and substance use 

disorders that contribute to six of the leading 10 causes of social-emotional distress in 

adolescents (Sawyer et al., 2018; Schnyder et al., 2020). 

Despite this, the rates of youth reporting psychological distress not only remains 

high but has steadily increased (Platell et al., 2020). Minority youth fare much worse, as 

African-American adolescents are disproportionately more likely to succumb to mental 

health issues (Jon-Ubabuco & Champion, 2019). The Substance Abuse and Mental 

Health Services Administration (SAMHSA, 2019) Center for Behavioral Health Statistics 
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reported that of the 9.1% of African-American adolescents who reported a major 

depressive episode within the past year, only 40% received treatment. Heavily researched 

cultural barriers exist to regarding mental health care treatment for minorities in the 

community setting. Paradoxically, the public-school system is the primary provider for 

youth as a whole receiving mental health treatment. Yet, while the school setting is an 

indisputable optimal setting for delivering those services (Husabo et al., 2020; Lyon & 

Bruns, 2019; Werener-Seidler et al., 2017), school personnel (e.g. school psychologists, 

school counselors, school nurses, and school social workers) are frequently redirected to 

non-mental health service tasks or are inadequately trained to deliver evidence-based 

targeted prevention and intervention in schools (Husabo et al., 2020; Muggeo et al., 2017; 

Muggeo & Ginsburg, 2019). Although school personnel are typically more equipped to 

identify strengths and weaknesses in child development, unsuccessful (or unattempted) 

implementation of multi-tiered systems of support leaves youth at the mercy of 

specialized mental health settings (i.e. community mental health clinics that may or may 

not be set up to deliver services for youth) (Fabiano & Evans, 2018; Forman & Barakat, 

2011; Haugland et al., 2020). 

According to the National Comorbidity Survey: Adolescent Supplement, an 

estimated 49.5% of youth in the United States have experienced a psychiatric disorder 

(Kessler, 2017). Further, approximately 23% of those youth met the Diagnostic and 

Statistical Manual of Mental Disorders, 5th edition criteria for a severe impairment 

(Kessler, 2017). Vulnerable populations (e.g., ethnic minority youth or uninsured) are 

particularly susceptible to disorders being left untreated, often due to lesser amounts of 

access to treatment, leading to complications potentially becoming incapacitating 
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(Kessler, 2017). Across all health indicators, Black youth represent one of the most 

vulnerable groups within the United States (CDC, 2017). However, nationally the rate of 

mental health service usage is troublesome for all ethnicities (Assari & Caldwell, 2017). 

Even within specific racial groups (i.e., Black, African Americans, Caribbean Blacks), 

the utilization of professional mental health services has varied (Assari & Caldwell, 

2017). Throughout the past decade, suicide rates jumped exponentially among Black 

youth (HHS, 2016). Adolescents who identify as lesbian, gay, bisexual, or transgender 

(LGBT) have also experienced significantly higher mental health disorder rates (Shearer 

et al., 2016). The Every Student Succeeds Act (ESSA) assumes that “school-based 

mental health services providers” will provide mental health services to children and 

adolescents (P.L. 114-95). Successful implementation and coordination of school-

employed mental health practitioners and community-based mental health practitioners 

working primarily in schools require a public health approach essentially. Students 

benefit from creating a supportive coordination between mental health providers 

(Feinstein et al., 2009; Hyde, 2014; Raines, 2019; Richardson et al., 2013). 

Through litigation, educational reforms have led to court-ordered mandates, 

including desegregation, school finance reform, testing, school choice, and teacher 

evaluation (Orfield et al., 2016; Superfine, 2013; Superfine et al., 2019). A primary 

advantage of court-driven reform in education lies in the opportunity to articulate 

technical and scientific evidence that has engaged stakeholder groups from broader social 

movements (Cummings, 2017; Superfine et al., 2019). The 2004 reauthorization of the 

Individuals with Disabilities in Education Act (IDEA) allowed several intervening 

services to emerge, one of which was the Response to Intervention (RtI) framework, 
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which, although applied to the identification of specific learning disabilities, permits 

schools and states to further apply it for further eligibility determinations that could 

incorporate multi-tiered responses from prevention to robust intervention for academic 

and behavioral support services (20 U.S.C §§ 1414 (b)(6)).  

Over the last two decades, adoption of some semblance of the RtI framework has 

spread throughout 71% of school districts throughout the country for children suspected 

of having a specific learning disability; however, only 36% of those school districts 

utilize RtI for behavioral health issues (U.S. Department of Education, 2015). There is 

limited concurrence among mental health researchers regarding the efficiency and 

effectiveness of RtI to address children’s emotional/behavioral needs concerning 

adequate support for students’ learning and their available resources within their 

communities (Adelman & Taylor, 2006; Evans & Weist, 2004). Schools that serve 

students in primarily urban settings are particularly challenged by an overall paucity of 

resources and are exceptionally responsive to strategies that seek to optimize and enhance 

behavioral objectives (Farmer & Xie, 2007; Ryan et al., 2004). 

Behavioral consequences have traditionally been measured through disciplinary 

measures (i.e., exclusionary consequences such as suspensions or expulsions) as well as 

individual education classification and placement under an emotional disability label 

(American Psychological Association [APA], 2008; U.S. Department of Education, 

Office for Civil Rights, 2014; U.S. Department of Education, 2014). Approximately 3 

million youth missed instructional time due to discipline for behavior infractions (Bal et 

al., 2017; Losen & Gillespie, 2012). Native American youth and African American youth 

were over-classified as emotionally disturbed/disabled, and subsequently placed in 
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special education (U.S. Department of Education, 2014). Further, not only were these 

students subjected to disciplinary actions two times higher than their White counterparts 

at both the elementary and secondary levels, but they also were more likely than their 

White peers with an identical label to be placed in a self-contained classroom (Bal et al., 

2017; U.S. Department of Education, 2014).  

African American students have the highest suspension rate for behaviors 

nationwide (U.S. Department of Education, 2014). It is estimated that 2.6 million 

adolescents’ access mental health care (including psychopharmacological treatment) 

through community-based services (SAMHSA, 2012). Schools play a vital role in 

recognizing children and adolescents’ mental health disorders, as students spend most of 

their waking hours within school buildings. Family support and the promotion of 

community-based services have gradually expanded since the late 1980s in sections of 

the United States (Hoagwood et al., 2008). Concurrent with the development of family 

support services are increases in reported levels of parental demands and tension to 

access mental health services for youth (Robbins et al., 2008). The connection between 

schools and community-based programs, systems of care, is paramount to providing 

comprehensive services and supports which have been shown to improve academic, 

behavioral, and emotional performance (SAMHSA, 2017).  

Further, implementation of these comprehensive services amounts to lower 

dropout rates, higher graduation rates, decreases in suicidality and levels of anxiety, and 

education monetary savings (SAMHSA, 2017). Several community-based programs, 

such as Upward Bound and the Big Brothers/Big Sisters programs, focus on adult staff 

from community nonprofit or social service agencies that function inside and outside 
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schools (Woodland, 2008). These programs provide culturally relevant curriculum, social 

support, and academic assistance (i.e., tutoring) (Harris & Kiyama, 2015). However, 

despite these partnerships providing critical racial/ethnic, linguistically safe spaces for 

students, they mostly abstain from direct mental health interventions (Harris & Kiyama, 

2015; Liou et al., 2009; Woolley & Bowen, 2007; Wong, 2010). 

Community mental health centers serve millions of youths (and adults) with a 

wide range of mental health disorders in the United States (Rosenbaum et al., 2018). As 

they are publicly funded, they are accessible to individuals without insurance or the 

financial wherewithal to pay out of pocket (Anderson & Butt, 2018; Farley et al., 2018). 

As such, low-income, historically disadvantaged communities’ access to these centers has 

grown by an unprecedented 70% during the last decade, primarily due to the substantial 

increase in federal money through the Affordable Care Act. While these individuals will 

likely seek services in the local area, the absence of a community mental health center 

means that transportation difficulties and potentially receiving services in an unfamiliar 

(or unwelcoming) geographical area are distinct (Bruckner et al., 2019). Previous 

researchers suggested that coordination among local mental health organizations was 

critical for delivering comprehensive and useful services (Bunger & Huang, 2019; 

Saldana & Chamberlain, 2012). Youth, for example, potentially have multiple service 

needs that can be beyond the capacity of any single organization. Ideally, several 

organizations (e.g., in-home counseling, outpatient psychiatric treatment, and inpatient 

care) would align their services and resources to form a cohesive subgroup (Bunger & 

Huang, 2019). Consistent with network theory (Allen et al., 2017), cooperation among 

local mental health agencies is essential to patients' benefit. Successful coordination is 
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conducive to reciprocity, trust, cohesion, and a reputation for cooperation and stability 

(Bunger & Huang, 2019). 

Statement of the Problem 

There has been an uptick in demand for expanded mental health services for the 

nation’s youth (Cowan & Vaillancourt, 2013). School-based exclusive programs focusing 

on behavioral modification have been evidenced as having greater sustainability, mainly 

when strong administrative leadership is present (Cooper et al., 2013; Johnson et al., 

2004; Rohrbach et al., 2006). The stability of resources within a school organization and 

shared vision lend alignment to a school’s organizational goals (Fixsen et al., 2005; Lyon 

et al., 2011; Scheirer, 2005; Simpson, 2011). Conversely, breakdowns in infrastructure, 

limitations in the communication of critical partners, decreased prevention planning, and 

weakened program dissemination were evident when schools and community agencies 

attempted coordination on student behavior (August et al., 2006; Bumbarger & Perkins, 

2008; Greenhalgh et al., 2004; Lyon et al., 2011). Trauma-focused mental health 

education that integrated community mental health counselors with school-based 

programs fared considerably better (Briggs-King and Shaw, 2009; Habib et al., 2013; 

Kisiel et al., 2014; Weiner et al., 2009). As it happens, preventative integrated programs 

that address aggressive and disruptive behaviors, chronic stress, trauma, anxiety, 

impulsivity, attention, and risk behaviors among adolescents experienced higher teacher-

rated outcomes as well as student self-reported outcomes than researchers expected 

(Atkins et al., 2010; Domitrovich et al., 2010; Jagers et al., 2015; Masten, 2003). 

Participants and researchers lamented that these programs, though successful among 

youth in low-resource, high-crime areas (Heckman & LaFontaine, 2010, Roderick et al., 
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2009, Wodtke et al., 2011), were too few and far between. Numerous studies have 

documented inconsistencies in access to community-based services for individual youth 

and their families, with centers explicitly self-reporting as being ill-equipped to serve 

vulnerable and diverse populations (Alegria et al., 2010; Garland et al., 2005; Kataoka et 

al., 2002; Snowden, 2003). 

Service delivery networks are often responsible for delivering complex mental 

health services, especially among the most vulnerable populations (Hurlbert et al., 2014; 

Saldana & Chamberlain, 2012). The most effective mental health networks are those that 

collaborate intensively (Hurlbert et al., 2014; Ngamassi et al., 2013; Saldana & 

Chamberlain, 2012;) where they can share and generate subject knowledge necessary for 

performance and innovation (Gilsing et al., 2014). Because of this, it can be concluded 

that strong, reciprocal relationships and intensive resource sharing (Ngamassi et al., 

2013) among local organizations form strategic partnerships to access and manage 

needed resources (Park & Rethemeyer, 2014) such as funding, human capital, and 

reputations (Raeymaeckers & Kenis, 2016). Research is scant on the unintentional 

constraints that might reduce interdependence among organizations (Bunger, 2013), how 

the overlapping of services creates uncertainty and potentially compromises trust 

(Bunger, 2013; Wang, 2016), and how (and why) mental health networks without formal 

partnerships evolve and strengthen, or after partnering dissolve (Hu et al., 2016; 

Tatarynowicz et al., 2016; Varda et al., 2012). My research addressed this gap by looking 

at the role comprehensive services play in facilitating collaborative partnerships, overall 

collaborative performance, and the conditions that lead coordination’s to form and 
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strengthen. Specifically, the research addressed the inter-organizational relationships 

among community service boards and local school divisions. 

The increased involvement of the educational system in mental health 

intervention and treatment could dramatically influence the accessibility and utilization of 

services. It could result in substantial growth in the number of positive child outcomes if 

policy implementers execute models with consistent implementation. Consequently, a 

plethora of procedural initiatives reinforced by data detailing the ineffectiveness of 

decentralization of community-based mental health care for students have been initiated 

(e.g., SAMHSA’s EBP Toolkit Project, SAMHSA’s Science to Service Initiative, 

NASMHPD Evidence-Based Practice Initiative for Children and Adolescents, NAMI’s 

Choosing the Right Treatment guide) (Bruns et al., 2008; Chambers et al., 2005; Kazak et 

al., 2010; IOM, 2005; Surgeon General, 2000). Despite innovations in community-based 

prevention and treatment interventions in mental healthcare and social services, analyses 

of the implementation of wide-scale care delivery systems indicate significant areas of 

weakness (Manteuffel et al., 2008; Warren et al., 2010).  

Conversely, when implemented at the local level, specific mental health 

treatments managed through community-based mental health care systems indicate 

significant symptom reduction (Angold et al., 2000; Garland & Chorpita, 2010; Warren 

et al., 2010). Outcome measurement of system delivery at the agency level is needed to 

gain detailed information regarding community-based mental health care (Blais et al., 

2009; Liptzin, 2009).  

Also, access to mental health providers across the country concerning surrounding 

populations of youth have varied greatly, with Massachusetts ranked first for mental 
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health care provider availability per capita (i.e., social workers, counselors, psychologists, 

psychiatric nurses), and the state of Nevada has not only the highest prevalence of mental 

illnesses among youth but also the lowest rate of access to mental health services 

(SAMHSA, 2020). Nevada has consistently scored in the 51st ranking for the last 3 years 

for youth mental health. There were only 1.6 child psychologists for every 100,000 

people (Nevada Department of Health and Human Services, 2019). Inadequate training 

and high staff turnover have contributed to workforce shortages in community-based 

mental health centers and diminished quality of care, particularly within those centers in 

rural areas (SAMHSA, 2012; Schoenwald et al., 2010). Students in high poverty urban 

schools have fared far worse, as elementary school teachers cited a lack of access to 

consultation regarding mental health concerns as a significant contributor to ineffective 

classrooms and an impediment to academic learning programs (Brown et al., 2010; Raver 

et al., 2008; Raver et al., 2011). 

Coordination to deliver government services between two or more public agencies 

historically has involved the contractual relationships surrounding money, staff, or use of 

a facility (Lee & Spurlock, 2015). Further research recommendations on local 

government coordination have centered on financial strains of local governmental 

partnerships, outcomes of successful partnership initiatives, analysis of the preparations 

necessary to investigate the feasibility of entering into such coordination’s, and more in-

depth analysis of the effect state and federal mandates have on local government 

coordination (Florida City and County Management Association, 2014; Hoornbeek et al., 

2016; Lee & Spurlock, 2015). Previous research on collaborative governance at the local 

level has centered on theoretical efforts to explain the exponential growth of these 
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partnerships (Bryson et al., 2006; Gray, 1989; Huxham, 1996), case studies of specific 

partnerships within states (Artigas et al., 2009; Kellogg, 2009), or examination of specific 

policies that have driven local government agencies to invest in partnerships (e.g., 

information technology, public health, environmental management, economic 

development, public safety, etcetera) (Feiock et al., 2009). The literature on local 

government agency partnerships primarily focuses on state and federal policies and 

variables that have led to coordinations in the government sector (Chen & Thurmaier, 

2009; Kwon & Feiock, 2010; Morgan & Hirlinger, 1991). The literature largely has 

disregarded the influence of local citizens’ requests and needs, past failures of attempted 

partnerships, essential sector-focused issues, and discussions with key informants 

(including resource exchange and relationships among leadership surrounding trust) 

(Agranoff, 2006; Agranoff & McGuire, 2003; Artigas et al., 2009; Berman, 1996; Billett 

et al., 2007; Chen & Thurmaier, 2009; Hoornbeek et al., 2016; Kellogg, 2009; Kwon & 

Feiock, 2010; Morgan & Hirlinger, 1991; Radin et al., 1996; Williams et al., 2009). 

While the term collaboration is often used interchangeably with “coordination” 

and “cooperation, it is imperative to note that each term forms a continuum of 

increasingly shared decision-making processes and structures (Kagan, 1991; Konrad, 

1996; Swan & Morgan, 1993; Walter & Petr, 2000). Thus, interagency collaboration is a 

process by which service integration is achieved. Bruner (1991) further describes the 

interagency collaboration and its relationship to cooperation and coordination, as the 

terms involve some formal relations between agencies, joint activities, joint structures, 

and shared resources. O’Looney (1997) described collaboration as forming a partnership 

that is characterized by mutual benefits, interdependence, and a formal commitment of 
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working together for specific purposes and outcomes (Bailey & Koney, 1996; Harbert et 

al., 1997). Interagency collaboration requires a change of agency structures, thus 

reducing and relinquishing autonomy, where a pooling of resources and merging of 

organizational structures help in attaining the level of service integration (Jesien, 1996). 

Interagency efforts are best characterized as interagency collaboration, as they are part of 

a more extensive administrative-level collaboration that entails some degree of shared 

responsibility, resources, and authority (Walter & Petr, 2000). 

The vast majority of existing literature is restricted to either school-based mental 

health personnel (e.g., school psychologists, school social workers) interactions with 

youth experiencing mental health problems, the lack of specific school-based mental 

health interventions, or community-based professionals experiences providing specific 

interventions (Cauce et al., 2002; Hough & et al., 2003; Merikangas et al., 2010; Yeh, 

McCabe,). School-based mental health (SBMH) interventions have been introduced at the 

federal level as a means to provide early screening (i.e., prevention), assessment, and 

directed intervention through direct clinical intervention at the school level, but have 

stalled in the legislative process such as the Mental Health Access Improvement Act of 

2019 (stalled in Congress for more than 20 years) (Owens & Murphy, 2004; Protect our 

Children and our Communities by Reducing Gun Violence, 2013; S. 1588/H.R.1211 

Mental Health in Schools Act, 2013, 2017).  

The rate of young people reporting psychological distress is increasing. The issue 

is compounded by the complex nature of barriers youth face when accessing and 

engaging with mental health services (Platell et al., 2020). Tobin and House (2016) noted 

that in the school building, some states require mental health professionals to have certain 
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qualifications (i.e., degrees with specific training in the ethics and skills of psychiatric 

assessment), while others do not. Current school-based systems that deliver mental health 

services do not have a unifying theme with the school’s academic goals (Borntrager & 

Lyon, 2015; Center for Mental Health in Schools, 2011; Lyon et al., 2013), lack adequate 

alignment among data collection procedures for emotional, behavioral, and academic 

functioning in school-based mental health programs (Borntrager & Lyon, 2015; Lyon et 

al., 2013; Prodente et al., 2002), and engage in methods developed for infrastructure that 

are underutilized and inconsistent when schools and community-based organizations 

share processes for care (Bickman et al., 2011; Jensen-Doss & Hawley, 2010; Lyon et al., 

2013; Weist & Paternite, 2006; Weisz et al., 2011).  

There is an imbalance in the literature that warrants exploration of the service 

delivery relationship between investments in mental health education within public 

school divisions, specifically the exploration of available resources, the available services 

that promote social-emotional development, and the communication, coordination, and 

utilization of community-based mental health services within the Commonwealth of 

Virginia. 

Purpose of the Research  

 Documentation of the fragmented and piecemeal connections between school-

based and school-linked mental health services and the limited training surrounding the 

school-aged population is limited within the literature at the national and local levels 

(Cowell, 2019; NASN, 2019; Weist et al., 2012). To combat dwindling resources and 

rising levels of accountability, schools have partnered with various community agencies 

to provide mental health services that focus on prevention, evaluation, intervention, and 
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treatment (Weist, 2000, 2001). In the school setting, school-based mental health 

providers completed assessments such as mental health screenings, an educational policy 

that supported holistic student health (Furlong et al., 2014). This systems-level reform 

sought to provide universal prevention services and shifted away from reactive 

approaches that remediate psychological symptoms (Meyers et al., 2004). Through 

program-centered administrative consultation, school-based administrators could improve 

their school’s organizational consultation practice and provide their input for an 

executive plan of action (Caplan & Caplan, 1993; Dougherty, 2005). This proactive 

approach often overwhelmed school administrators, as it was at its core a model of school 

reform that initially required significantly more resources to support students identified as 

benefiting from early interventions (Dever et al., 2012; Jones et al., 2002). 

Schools are highly dynamic settings; students and staff have been particularly 

susceptible to societal flux in educational expectations (e.g., organizational leadership, 

policy changes) (Algozzine et al., 2009). The persistent gaps between evidence-based 

practices and mental health services that are offered underscore the importance of 

adopting and implementing mental health programs and practices (Council, 2012; See et 

al., 2016). The aim of my study was to understand the communication and coordination 

between Virginia Community Service Boards tasked with providing mental health 

services to Virginia children in need and school divisions who similarly serve Virginia 

children. Additionally, I sought to identify spasmodic processes that community mental 

health leaders (i.e., administrators and directors) perceived as paramount to coordination 

with school division personnel.  
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Research Question 

The purpose of this study was to understand the coordination between Virginia 

Community Service Boards’ tasked with providing mental health services to Virginia 

children in need, and school divisions who similarly serve Virginia children. The research 

question selected to best approach the implications of this study was as follows: 

RQ: How do Virginia Community Service Board personnel describe the way they 

coordinate with local school divisions to provide mental health services for children?  

Statement of Significance 

Community Service Boards (CSBs), mandated by Title 37.2 of the 1968 

Commonwealth of Virginia Code, are accountable for delivering proactive and reactive 

community-based behavioral health services. These boards are comprised of members 

appointed by local officials and employ over 12,000 staff members across the 

Commonwealth in each jurisdiction (Virginia Department of Behavioral Health & 

Developmental Services, 2019). Service providers include psychiatrists, psychologists, 

nurses, therapists, and additional support staff directly employed by one of the 40 CSBs 

or contracted to provide services (VA Code. §37.2-504). The urgency of mental health 

referrals by school division personnel makes understanding the school to CSB referral 

processes, protocols, and structures critical. 

Strategies to address and impact multiple system levels have facilitated the 

advancement of mechanisms through with mental health strategies impact 

implementation (Lewis, Klasnja, et al., 2018a; Lewis, Puspitasari, et al., 2018b). 

Approximately 80% of youth who receive mental healthcare in the United States do so 

within the school setting (Lyon et al., 2019). The number of ethnic minority youth 
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receiving these services is even more significant (Rones & Hoagwood, 2000). At the 

school division level, the diverse set of personnel engaging in the delivery of social, 

emotional, and mental health services are responsible for multiple levels of care (Bruns et 

al., 2016; Owens et al., 2014). As such, these personnel's perspectives who conduct much 

of the practice of implementation in schools are particularly critical (Lyon et al., 2019). 

Services to address student mental health must be viewed as fundamental to 

academic success (Durlak & Dupree, 2008; Rollison et al., 2013). While school divisions 

are frequently the vessel through which these services are provided, students' needs are 

often much greater than the schools' capacity to meet those needs (Roche & Strobach, 

2019). Although there are advocates for strong school-community partnerships to deliver 

comprehensive services (Bruns et al., 2004; Durlak & Dupree, 2008; Rollison et al., 

2013), there are strategic challenges in these coordination’s, namely that both partners 

must commit to complement and enhance services already in place, address barriers to 

educational success, and ensure favorable conditions for learning (Lyon et al., 2019).  

It is also imperative that any school division and community partnerships involve 

school district leadership (administrators) to ensure that services are appropriate and 

complementary to the academic, social-emotional, and developmental focus areas of the 

school division (Lyon et al., 2019). District leadership’s involvement is vital to safeguard 

coordination with the state education agency to ensure appropriate resources are 

maximized and targeted towards students and families most in need (Lyon et al., 2019). 

It is clear that the education and mental health realms have continuously struggled 

to apply evidence-based intervention strategies on a macro scale, and very little data 

exists surrounding standardized interventions (Costello et al., 2014; Gottfredson & 
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Gottfredson, 2002; Lyon & Bruns, 2020; Spiel et al., 2014). For example, over 60 

separate prevention and intervention frameworks have been identified over the past 

decade (Lewis, 2017; Lewis et al., 2018; Tabak et al., 2012; Williams, 2016). 

Implementation of mental health services is an inherently multilevel endeavor (Lyon & 

Bruns, 2020). Organizational capacity, organizational support, program features and local 

integration (as well as the relationships across them) are vital to successful 

implementation of research-based mental health services implementation (Lewis, 2017). 

Theoretical Framework – Systems Theory 

Systems theory, developed by Georg Hegel in1802, explores the relationships 

among entities, the quality of the links within those entities, and the usage of those 

interactions when applying knowledge throughout bodies. General systems theory 

grounded the humanistic and central focus on an individual (i.e., the individual’s culture, 

history, and future position within multiple systems larger and smaller) throughout this 

research study. I used systems theory to explore the pieces of this social structure and the 

interrelated implications of the social unit as a whole. 

Researchers have applied systems theory to examine the inter-professional 

coordination among education agencies (D’Amour et al., 2005; Koff et al., 1994; Weick, 

1976) lenses of each education agency’s philosophies, rules, and values. Weick (1976), 

when assessing heterogeneous educational groups within educational institutions, focused 

on the strength of communal bonds and the continuity and coordination across each 

organization. Clark’s (1994) use of systems theory explored professionals' capacity to 

fully understand other occupations’ values within a previously established interagency 

coordination. Clark’s use of systems theory resulted in the awareness of changes required 
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in the tenets of professional values, perceptions, and practice that would not resist 

coordinations within the educational environment. Schön (1983) examined the training 

that practitioners within the education field received, and their usage and integration of 

that knowledge with their established coordination partners’ expertise. 

Across numerous occupations, workers are placed within communal 

environments, which necessitate constant communications and interactions with others. 

These coordination’s involve sharing philosophies and cooperative action (D’Amour et 

al., 2005), leading to inter-professional coordination. Those relationships' intricacy and 

the coordination paradigm have lent itself to examining the range of organizational 

constraints (D’Amour et al., 2005).  

This theory directly related to the current research study. The operations of the 

entities studied detailed analysis of the information used to control those operations and 

evaluate interlinked organizational propositions (Ackerman, 1959; Bowen, 1978; 

Jackson, 1965; Minuchin, 1974). Systems theory slowly considers communication 

patterns, interaction patterns, connectedness, and independence of the organization as a 

whole concerning an individual instead of exploring those elements about the individual 

in isolation. Systems theory is especially relevant when applied to the school setting, as 

childhood professionals operate on a continuum involving boundaries, roles, rules, 

hierarchy, and climate (Christian, 2006). I explored interactions (e.g., the collaborative 

relationships and the challenges and strengths within those relationships) among 

community service boards and local school divisions to collect these professionals’ 

viewpoints surrounding how they work together. 
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Conceptual Framework 

 Through this study, I examined participants’ perspectives based on the systems 

theory approach, specifically the coordination, the organizational, professional, and 

structural factors affecting coordination (or social exchange), human interactions, and the 

outcomes. The organizational exchange framework (Blau, 1964), derived from 

organizational theory, served as the framework for understanding and developing 

strategies that aid in productive exchanges. Organizational exchange networks form an 

inter-organizational agency that maintains exchanges during transactions (Marchington et 

al., 2004; Miles & Snow, 1986; Williams, 2002). The organizational exchange 

framework compliments systems theory, as systems may be disaggregated into loose 

components: large, integrated hierarchical organizations with loose arrangements and 

strategic alliances (Ashkenas et al., 1995; Schilling & Steensma, 1999; Snow et al., 

1992). The loose arrangements among organizational exchange increase the number of 

possible configurations, thus increasing the flexibility of systems, although organizational 

exchange researchers note that some systems appear to follow a path towards more 

integration that discourages the addition of other components (Anderson, 1987; Blair, 

1988; Braddeley, 1986; Crain & Thornton, 1998; Qi, 1988). The adaptive perspective 

focused on the benefits and shortfalls of the transactions between community service 

boards and local school divisions through this framework. Initially, the institutional 

perspective suggested how these entities could interact more effectively to increase both 

organizations' acceptance and effectiveness. Figure 1 provides a breakdown of the 

conceptual and theoretical frameworks used in this study. 
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Figure 1 

Conceptual and Theoretical Frameworks 

 

 

 

 

 

 

 

 

 

 

 

 

 
Note. This figure illustrates how community service boards and local school divisions’ 
perceptions of their organizational knowledge influence their interactions. Hegel’s 
transdisciplinary systems theory is used to describe the relationships (systems-interactive) 
paradigm of the school-based and community-based mental health organizational 
analysis. This conceptual framework challenges openness and flexibility of logic of 
coordination versus the logic of competition (D’Amour et al., 2004). 

 This conceptual framework demonstrates the structural collaborative process 
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coordination. The model is used to analyze how local organizations collaborate, the 

central tenet of local actors that wish to work together to provide better mental healthcare 

decisions (Friedberg, 1993). Drawing on the literature, I developed a model that takes the 

issues of structure into account but focuses on the interaction between the organizational 

dimensions. Organizational knowledge, which refers to shared goals, recognizes 

divergent motives and multiple allegiances across the two organizations. Partnerships and 

interrelationships refer to an awareness by the sets of mental health professionals of the 

interdependencies and the importance of managing them, which further translates into a 

sense of belonging, knowledge of each other’s values and discipline, and mutual trust.  

Communication and decision-making are the leadership functions that support the 

coordination of the previous step. Decision-making gives direction to and supports the 

combined mental health professionals to implement the combined organizational 

knowledge related to the inter-organizational collaborative process. Together, this model 

captured the process inherent in coordination and addressed the research question's 

primary tenet. Each step is subject to the influence of external and structural factors such 

as resources, financial constraints, and policies and must be taken into accounts as 

determinants of the collaborative process. 

Summary of the Methodology 

In this basic interpretive qualitative study aimed at understanding local 

communities’ approach to mental health services for students, I interviewed regional CSB 

executive directors to gain their viewpoints on their individual agency’s communication 

and coordination with their surrounding school division, focus on early identification and 

prevention policies, and complete mental health (see Appendix D). I utilized items 
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embedded within the CSB executive director interview protocol to determine the 

Executive Director’s perception of the degree of collaborative consultation with school 

professionals. The qualitative analysis focused on “inquiry-guided” research (Mishler, 

1990). I conducted the study across suburban and rural regions within the 

Commonwealth through interviews with CSB administrators and their counterparts (i.e., 

school-based mental health providers) in the local school divisions. I used the Open Code 

software to analyze the data derived from interview responses. 

I also used semi-structured interviews via phone conference with CSB executive 

directors. I grouped the CSB executive director interview protocol questions (see 

Appendix D) into background information, family-based barriers, and community-based 

barriers. 

Statement of Subjectivity 

Reflective commentary speaks to the researcher’s evaluation and monitoring of 

each data collection session’s impressions (Guba & Lincoln, 1989). This is essential to 

establish research credibility and effectiveness of the projects’ results (Glesne, 2011). I 

am connected to the patterns and theories that inform many parts of the research 

conducted, specifically my topic of study. My experience practicing as a Virginia school 

psychologist helping children and youth succeed academically, socially, and emotionally 

(collaborating with educators, parents, and other professionals to create safe, healthy, and 

supportive learning environments for all students that strengthen connections between 

home and school) influenced my approach to mental health, learning, behavior, and 

perceived best methods to strengthen healthy and supportive learning environments. As a 

school psychologist, I worked to find the best solution for each student and situation; I 



23 

 

used different strategies to address student needs and improve school and district-wide 

support systems. As a mental health care provider, I am aware that my biases may predict 

my behavior more than I realize; unchecked, they can impact my interpersonal 

interactions, in some cases leading to biased decision-making. To mitigate my blind spots 

and their influences on my study, I took the Harvard Implicit Association Test to 

highlight my potential attitudes and beliefs based on specific characteristics like age or 

skin tone. 

My previous role as a school psychologist within the state sampled may influence 

my impartiality, as I was keenly aware of how at least one school division interacts with 

its CSB. This could have posed as a potential validity threat to my research due to my 

subjectivity. However, I believed that my previous school division enjoyed a steady and 

close-knit relationship with the local CSB. I ensured my objectivity by not including the 

division in my sample. 

Limitations 

 It is important to note that in this study's original scope, I envisioned interviewing 

high-level administrators (i.e., superintendents, assistant superintendents, directors) and 

gaining their perceptions of the coordination of mental health services across local 

agencies. The school divisions' voice would have underscored the urgency of community 

agency’s need to create collaborative coalitions and foster change at the local level. 

Exploring school divisions' influence in the collaborative process, the effectiveness of 

building social capital needed to address emerging issues, and the mutual participation 

and respect among the CSBs and school divisions would have provided a framework 

through the school’s lens of collaborative partnerships. However, the sample did not 
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include a significant number of voices from the school division, and findings from this 

study cannot be generalized to school divisions based on the small sample size. 

 This study focused on specific regions within the Commonwealth of Virginia. I 

selected at least one rural and one suburban CSB, with the possibility of their 

corresponding school division being selected. I interviewed CSB Executive Directors and 

administrators.  

Definition of Key Terms 

 Administrator is defined as the school leader who engages in supervisory 

performance in school divisions (AASA, 2017). 

Social emotional is represented as peer relationships, social problem solving, and 

managing of one’s emotions (CASEL, 2003). 

 Mental health is characterized as the emotional, psychological, and social well-

being experienced at every stage of an individual’s development (SAMHSA, 2017), and 

encompasses familial history and life experiences. 

 Collaboration is defined as part of a systematic and comprehensive process of 

effective decision-making and problem solving that permeates all aspects of service 

delivery, using a consultative problem-solving process for planning, implementing, and 

evaluating all instructional, and mental and behavioral health services (NASP Practice 

Model Domain 2). 

 Community Service Boards (CSBs) are defined in § 37.2-100 of the Code of 

Virginia as “the single points of entry into publicly funded mental health, developmental, 

and substance use disorder services…includes access to state hospital and training center 



25 

 

(state facility) services through preadmission screening, case management, services 

coordination, and discharge planning.” 

Coordination (interagency) is defined as the interaction between United States 

Government departments and agencies; state, territorial, local, and tribal government 

agencies, nongovernmental organizations; and the private sector involving different 

communities of interest, structures, and authorities that facilitates cooperation in areas of 

common interest, promotes a common operational picture, and enables sharing of critical 

information and resources (Department of Defense Dictionary, CJCSI 5705.01). 
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CHAPTER 2: REVIEW OF THE LITERATURE 

“Everybody is a genius. But if you judge a fish by its inability to climb a tree, it will live 

its whole life believing that it is stupid.” 

Albert Einstein (n.d.) 

Introduction  

The National Center for Children in Poverty (2010) estimated that at least 20% of 

children within the United States live within households with incomes below the federal 

poverty line. Poverty has been documented as a critical risk factor for developing mental, 

emotional, and behavioral disorders within children and adolescents (American 

Psychological Association, 2012). Particularly vulnerable populations of children 

experience dramatically elevated levels of anxiety, depression, and suicidality (Almedia 

et al., 2009; Clements-Noelle et al., 2006; Grant et al., 2015; Haas et al., 2011). Well over 

80% of children of color identified as needing mental health services did not receive them 

(Dempster et al., 2013). Additionally, transgender youth (i.e., a child who has a binary 

identity for whom this identity is not aligned with their sex at birth) rates of 

psychopathology are three times the national average (Olson et al., 2016).  

As a result of the lack of design and delivery of accessible and appropriately 

targeted mental health services for many children, schools have in effect become the 

providers of mental health services for youth (Farmer et al., 2003; Green et al., 2013), 

providing over 80% of mental health services to students. The trends warrant the need for 

more community-based mental health services for children and youth (Torio et al., 2015). 

The Children’s Mental Health Services System of Care recommended a continuum of 

care for youth across the school and community settings following the Sandy Hook 
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School shooting (Stroul et al., 2010). Despite an influx in funding, service delivery has 

been implemented haphazardly across the country. 

Prevalent mental health service deliveries emphasize providing services after 

significant distress symptoms are already present (Dowdy et al., 2010). In contrast, best 

practice highlights a more proactive range of prevention and early intervention services. 

Mental health service providers within the school (i.e., school psychologists and school 

counselors) are trained to provide holistic goals for optimal student development (Splett 

et al., 2013). Subsequently, they are in unique positions to triage students who 

demonstrate behavioral and emotional risks and connect them with community-based 

support services. The successful collaboration of school-based and community-based 

mental health stakeholders offers youth a comprehensive and complete model of mental 

health service (Powers et al., 2008).  

A multidisciplinary approach when addressing systems-level mental health 

prevention is an idyllic consultation model. Despite this, the researchers neglect to 

examine the perspectives of community-based mental health agency personnel on their 

perception of consultation and collaboration with school-employed professionals, 

community resources, and the alignment of mental health interventions provided by 

community providers within the school environment. This literature review will explain 

how social and environmental resistance and conflict, support and financial resources, 

and cultural values, policies, and laws influence the community mental health programs 

and outcomes of the youth within their purview. Based on the critical role that schools 

play as the de facto mental healthcare provider for children, I will provide a historical 

overview of the support for students’ mental health in and out of the school setting. I will 
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review the literature on the relationships built over time among local government 

agencies and mental health agencies, and school systems. Finally, I will discuss the 

common mental illnesses and symptoms among children and young adults addressed 

through treatment in the school setting. Lastly, I will explain the systems theory 

theoretical framework as the lens that guided my study. 

Search Methodology 

 The literature review included historical sources from 1900 to 2000 to gather a 

sense of the trend that mental health services for youth within the United States have 

developed. The search window narrowed to 2000 to 2010 to explore key conceptual and 

theoretical sources. It narrowed again from 2010 to 2019 to include updated data 

regarding youth experiencing mental health disorders and their treatment levels. Key 

search terms included service delivery, psychological services, school-based mental 

health, prevention, intervention, school psychologists, school counselors, school social 

workers, school nurses, school administrators, community-based mental health, the 

continuum of services, multidisciplinary, school-based consultation, social-emotional 

development, psychological distress, LGBT students, African American students, students 

of color, universal screening, social-emotional competence, systems-level reform, 

intervention team, positive youth development, school-based practitioners, interagency 

collaboration, interlocal collaboration, education agency collaboration, barriers to 

access, telehealth, developmental disorders, communication, community collaboration, 

and perception. I used multiple databases to review the literature, including EBSCOhost, 

Education Research Clearinghouse (ERIC), Google Scholar, and JSTOR. The research 

was also obtained from journal articles reference lists. 
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 In this literature review, I will explain the theoretical framework of Hegel's 

system theory concepts and the conceptual framework of organizational exchange, 

through the lenses of labor services. I will also discuss mental health services for children 

by schools and community agencies, the research on local government agency 

partnerships, collaborations between local school divisions and community-based mental 

health agencies, and the communications between local school divisions and community-

based mental health agencies. The literature is separated into the uniqueness of school-

based mental health services, community-based services, and individuals' perceptions 

within each of their prospective organizations. Beyond reviewing this primary literature 

for conceptualization purposes, the available data also captured important dimensions of 

my topic that current segregated mental health practices are inadequate for successful 

social-emotional youth development with the absence of the contributions that 

collaboration and communication among the community and school-based agencies 

provide. 

Theoretical Framework 

 Systems theory, a narrative form of inquiry, is framed as the underlying 

assumptions regarding the identity of individuals and society (Fischer-Lescano, 2012). 

Applying the concept of 'nature versus nurture,' systems theory speaks to the underlying 

biological and interpersonal processes that emerge during an individual's formative years 

of human development (Meyer et al., 2013). Developed in the late 1940s, systems theory 

supports a focus on the whole of an organization, as opposed to one individual (von 

Bertalanffy, 1972). According to von Bertalanffy (1972), humans are systems with 

specific systemic properties, such as a hierarchical structure, adaptive self-stabilization, 
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and adaptive self-organization. Additionally, systems are defined as an intersection of 

relationships, specifically the interactions of behaviors when an outside element is 

introduced (Mele et al., 2010). This concept is also known for several tenets, such as 

open system theory, where the relationship between organizations and their exchanges of 

information is analyzed and the organization's ability to weather environmental changes 

(Mele et al., 2010). 

 Concerning organizational relationships, the identification of relationships 

through the lens of systems theory (and subsequent management of those relationships), 

recognizes and establishes communication channels, and analyzes information flow 

within the relationships (Christopher, 2007). According to Mele et al. (2010), "…ability 

to organize relationships delineates the efficiency of governmental action, which is a 

central characteristic of viable systems…" (p. 131). Further, to fully appreciate and 

understand the satisfaction of expectations among collaborating organizations, the 

compatibility, and harmonic relationship must be analyzed (Mele et al., 2010). A 

precursor to systems theory was a view held by John Dewey that an organism and its 

environment formed a system. This relationship utilized transactions and situations to 

describe the nature of that relationship (Dewey, 1884). Dewey and his co-theorist Bentley 

posited that there were two levels of inquiry into the analysis of the development of 

humans: self-action, where individuals were viewed as acting within their powers, 

explained through behavioral intentions and interaction, the behavior of specific and 

largely unchangeable, multiple autonomous agencies (Dewey, 1884). 

 There is research that speaks to the relationship between private organizational 

management (i.e., individual needs, expectations, and adoption of innovation) and 
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governmental organizations through the lens of systems theory (Angle, 1989; Baer, 2012; 

Choi et al. 2011; Choi & Moon 2013; Damanpour 1991; Klein & Sorra 1996; Dryzek & 

Tucker 2008; Maranto & Wolf, 2013; Marcus & Weber, 1989; Walker, 2008; Wu et al., 

2013). However, researchers do not speak to the extent that initiation and implementation 

of organizational agreements have on stakeholders, specifically the extrinsic and intrinsic 

processes and results on the collaborating industry stakeholders (e.g., senior leadership, 

government administrators), and is explicitly listed throughout the research as an area of 

future exploration (Baer, 2012; Behn, 2008; Boyne et al., 2005; Choi et al., 2011; 

Moldogaziev & Resh, 2016; Nasi et al., 2015; Postema et al., 2012). 

Conceptual Framework 

 I used organizational exchange, derived through systems theory as a lens to 

research this study. As I examined the relationships among community service boards 

and their involvement (i.e., communication and collaboration) in their surrounding school 

divisions, these lenses were labor services and organizational exchange. As depicted, this 

framework represents a continuous process, where evidence and practices are gathered 

and deliberated, and considered in stages, which in turn contribute to enduring 

contributions to learning.  

Labor Services 

Labor services within a mental health organization align with three central 

classifications: 

a) The referral of clients and cases; 

b) The receipt and delivery of labor services include the services of volunteers, 

administrative/secretarial, and executive/professional staff; and 
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c) Resources that supplement labor services, such as finances, equipment, and 

paperwork/documentation on client cases and procedural matters  

Organizational Exchange 

Utilizing the systems theory, organizations in themselves are piecemeal and 

wholly reliant on exchanges within their environments (Shafritz & Ott, 2005). Rather 

than individual, self-contained entities, organizations are in a constant dependent state of 

flux within the environment (Scott, 2003). Mental health agencies within selected 

communities present a unique opportunity to explore the relationships among 

organizations. As with any community agency within any community setting, variations 

exist among the types of relationships. The complexity of mental health organizations 

within communities can be viewed as a system, with each part of the system varying in 

its kind and frequency of relationship. These individual systems are entrenched within 

even larger systems. 

Individual agencies operate based upon broader objectives (Sanders, 1960), and 

typically specialize or provide resources to a specific clientele. Organizations must rely 

on an interrelated set of services for the overall mission to be met expediently and 

efficiently. These functions can be procured through community efforts with other 

agencies (Homans, 1958). The interactions among organizations through this study focus 

on the voluntary activity between community service boards and local school divisions, 

and the consequences of those interactions compared to anticipated goals and objectives. 

Organizational exchange in this study will examine the activity across the two entities. 
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Background of Mental Health 

In the fall of 2014, the U.S. Department of Health and Human Services (HHS) 

took the unprecedented step of awarding $99 million dollars in federal grant money to 

train new mental health providers, support schools and communities in recognizing 

mental health concerns in youth, and promote the expansion of mental health services for 

minority youth (HHS, 2014). According to then HHS Secretary Burwell, the grants 

would be part of a more significant effort to reduce barriers that prevent many youth from 

accessing mental health resources within their schools and within their community (HHS, 

2014). Federal funding directed towards research on effective evidence-based services, 

system structure, development of effective interventions, and implementation of said 

interventions tripled from 1991 to 2001for child and adolescent mental health services 

research (Hoagwood et al., 2018). During this time, preventive interventions, clinical 

efficacy, parenting interventions, and studies of the effectiveness of psychotropic 

medications emerged (Emslie et al., 2010; March et al., 2007; Multimodal Treatment 

Study, 1999; Riddle et al., 2013), enabling training institutes and policymakers to further 

apply this new understanding of diagnosis, treatment, and services combination within 

the clinical setting (Burns & Hoagwood, 2002; Dodge et al., 2015; Shepard, 2009). 

Simultaneously, surveys of mental disorders in children and adolescents provided 

estimates of psychiatric disorders and rates of unmet need for services for vulnerable 

demographics (Hoagwood et al., 2018). Two years later, National Institute of Mental 

Health funding (specifically for child and adolescent services and intervention research) 

decreased by 42%, and by extension made evidence-based prevention and treatment 

services more difficult to access (NSDUH, 2016) for children and adolescents suffering 
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from a wide range of disorders including, for example, anxiety, substance use, and 

psychotic symptoms.  

School administrators nationwide reported varying levels of success with primary 

mental health intervention practices (Horner et al., 2014). Inconsistency of receipt of 

mental health services is more likely than not to be noted by school leaders (Kataoka et 

al., 2002). Significant disparities exist across ethnicities, as African American and Latino 

children of both genders are less likely to receive high-quality assessments and treatments 

than their Caucasian counterparts (Bussing & Gary, 2012).  

The CDC (2015) estimated that suicide is the 10th leading cause of death for 

elementary-age children throughout the United States. For adolescents (ages 15 to 19), 

suicide is the second leading cause of death (Shain, 2016). Children and adolescents of 

racial and ethnic minorities were the least likely to seek out mental health treatment and 

receive that treatment (Nestor et al., 2016). Almost 60% of Black, non-Hispanic suicidal 

ideators, 61.6% of Hispanic suicidal ideators, and 84.1% of Asian or Pacific Islander 

youth did not utilize mental health treatment, with trends increasing over recent years 

(Bridge et al., 2006; Bridge et al., 2018; Cash & Bridge, 2009; Miller et al., 2012; Nestor 

et al., 2016). 

Historical Review of Adolescent Mental Health Services 

In the aftermath of high incidences of violence, unmet mental health needs, and 

limited school-based personnel, there has been a swell in acknowledging that mental 

health services within the United States require expansion (Cowan & Vaillancourt, 2013; 

Interdisciplinary Group on Preventing School and Community Violence, 2013). Federally 

funded efforts to abate long-recognized issues have persisted for decades; however, 
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access to a continuum of mental health services for youth and adolescents remains out of 

reach for many (Kataoka et al., 2002; Kutash et al., 2006; Stroul et al., 2010). Currently, 

youth receive access to the mental health system as a reactive measure, when prominent 

symptoms of distress (i.e., poverty, violence, homelessness) peak and impact social-

emotional development and academic development (Dowdy et al., 2010). As social 

fabrics erode in poor communities, public policies regarding mental health must be 

examined and appropriately structured to serve youth and adolescents better manifesting 

emotional disorders (Knitzer, 1993). Implementing mental health policies in the academic 

setting has implications for educators, mental health practitioners, and other individuals 

who interact with children (Knitzer, 1993). 

The emerging recognition of the importance of mental health prevention and 

proper treatment can be seen among governments and non-profit organizations 

worldwide. In 1989, the United Nations assembled a human rights treaty titled the 

“Convention on the Rights of the Child,” which bound more than 150 countries (except 

for the United States) to act in the best interests of children, concerning economic and 

social rights, among other liberties (United Nations Convention on the Rights of the 

Child, 1989). The Queen of the United Kingdom highlighted the importance of a child’s 

welfare in 1988. It resulted in the passage of The Children Act 1989, legislation that also 

requires the child’s input to be considered when decisions are made regarding welfare 

(Carroll, 2002). 

The physical, emotional, educational, and social well-being of a child has not 

always been a paramount concern, with legislative bodies worldwide largely shirking the 

responsibility (Rose & Fatout, 2003). Historically, children throughout the United States 



36 

 

have been treated as adults, with little concern for age or mental capacity and considered 

the property of their parents (Rose & Fatout, 2003). During the early colonial period, 

children without parents in Virginia took part in apprenticeships, working to become 

contributing members of society (Cohen, 2000). In 1790, the first orphanage opened in 

Charleston, South Carolina, to aid in educating and providing medical care to children 

without homes or families (Abbott, 1938).  

The rights of children came into the national spotlight towards the end of the 19th 

century. As the number of children dramatically decreased, psychologists began to 

examine the developmental stages of children critically, and social reform as a whole 

became a priority (Compton, 1980). During the Progressive Era, school-based mental 

health revolved around certain tenets, including compulsory education, concerns 

regarding immigration, public health, urbanization, and scientific advances in psychology 

and social work (Flaherty & Osher, 2003). Services developed during this era had scope 

limitations, primarily rejected by most schools, and were continually changing. 

Developed primarily along ideological grounds, these education reforms addressed a 

variety of concerns held at the time, including that a cultural disconnect existed between 

schools, staff, and students. Failure to properly educate students postured a significant 

public health concern (Flaherty & Osher, 2003). The perception of child development 

adjusted significantly with the advent of human intelligence tests in the early 20th century 

(Flaherty & Osher, 2003). 

The federal government began to take a more significant and more official role in 

the facilitation of the country’s mental health care with the passage of the National 

Mental Health Act of 1946. This legislation created the National Institute of Mental 
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Health (NIMH) in 1949, a department that was given the task of dismantling all state and 

federally funded hospitals (Grob, 2005). To aid in the creation of community-oriented 

mental health facilities, the Community Mental Health Centers (CMHC) of 1963 passed. 

This legislation was piecemeal at best. The vast majority of people discharged from large 

state-run hospitals were unable to reside in the community and be treated for severe 

mental disorders in clinics (Sampson et al., 1958). The passage of the Medicare and 

Medicaid (Titles XVIII and XIX of the Social Security Act) in 1965 provided a new 

allotment of beds available to patients being transferred between state mental hospitals 

and nursing homes. 

During the 1950s, significant developments occurred in psychological research 

and education, with racial segregation ceasing in school. Despite this, juvenile 

delinquency was the tone that the 1970 conference, entitled Children on the Move chose 

to adopt (Chandler, 1971). Concerns revolved around an increase in violent crimes, lack 

of obedience, low ambition, social apathy, political indifference, and an upsurge in gang 

activity, all of which were disproportionately placed on the shoulders of adolescents 

(Chandler, 1971). There was also unease concerning the large numbers of 

homeless/dislocated youths, migrant children, and runaways (Beck, 1973). The 

conference delegates wanted to ensure that adolescents had the potential to pursue a full 

and resourceful life (Beck, 1973).  

Recommendations from this conference were thorough and plentiful, and most 

centered on altering the education that teenagers and pre-teenagers received while in 

school. Young adults received encouragement to take part in classes that would assist in 

understanding the responsibilities of adulthood, marriage, and parenthood (Chandler, 
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1971). The conference swiftly requested that the legal age of marriage be raised to 18 for 

females and 21 for males (Chandler, 1971). This was suggested, to “strengthen divorce 

and separation laws, including a mandatory ‘cooling-off’ period with counseling” 

(Chandler, 1971, p. 99). 

The creation and mandate of the Joint Commission on the Mental Health of 

Children (Public Law 89-97) in 1969 was to conduct a thorough analysis of mental health 

in children (Joint Commission on the Mental Health of Children, 1970). The Joint 

Commission received advisement that a mental health “crisis” ensued among the nation’s 

youth the decade before, and the organization received the charge to assess and triage the 

method of care used for emotionally and mentally disturbed children (Joint Commission 

on the Mental Health of Children, 1970). The final report highlighted the unique role that 

poverty played in mental health, and focused on the difficulties that minority children 

faced, in an exceptionally candid manner given contemporary America. Appalling details 

surfaced as a result of the report, including that “at least 1.4 million of our youngsters 

under 18 need immediate psychiatric care…only about 5-7% of the children who need 

mental health are getting it” (Joint Commission on the Mental Health of Children, 1970). 

The report managed to describe the typical development of an average child, while 

simultaneously heralding schools as critical players in the development of said children. 

Numerous recommendations were given, including the creation of a Presidential 

Advisory Council on Children with partnerships at the state and local level, as well as 

specific access to treatment and preventative services to all children (Joint Commission 

on the Mental Health of Children, 1970). Upon presentation of the groundbreaking 

findings, the reception by Congress was equally astonishing; minimal legislation passed 
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to address the Joint Commission’s recommendations, and Part F of the Community 

Mental Health Centers Act was shortly disbanded a few short years later (Behar, 1985; 

Meyers, 1985). 

In 1972, Secretary Richardson, of the Health, Education, and Welfare Department 

led a task force examining the adverse problems associated with the classification and 

labeling of children (Hobbs, 1973). The task force identified that the word “exceptional” 

was being used in a negative sense, to describe children with mental retardation, 

emotional disturbance, antisocial behaviors, etcetera (Hobbs, 1973). The task force also 

examined the community perspective on labeling children and sought to identify the 

cultural opportunities (or lack thereof) of minority students. The task force warned 

against mass deinstitutionalization, without ensuring that children would be able to be 

sufficiently served in community mental health centers. The committee also stated that 

the only way to reduce the pervasiveness of the most severe disorders was to implement 

developmental and preventive programs early on in a child’s developmental period 

(Hobbs, 1973). 

In response to the President’s Commission on Mental Health in 1978, a task force 

formed to identify the implications for relevant programs with the Department of Health, 

Education, and Welfare (Rome, 1980). President Carter had concerns that the country’s 

mental health system was for all intents and purposes, severely broken, and lacked the 

necessary unification to serve the needs of individuals with chronic mental illnesses 

(Grob, 2005). Before this time, no other presidential commission ever addressed mental 

health. While governor of Georgia, President Carter and his wife Rosalynn launched the 
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Commission to Improve Services to the Mentally and Emotionally Retarded, and mental 

health reform was a top priority that both wished to duplicate on the national stage. 

President Jimmy Carter signed The Mental Health Systems Act in October of 

1980, a landmark piece of legislation that created a national program for addressing 

persons receiving mental health services, while simultaneously creating a support system 

for mental health community agencies. The law allowed for more flexible uses of funding 

and targeted underserved populations (Taff & Scallet, 1980). Under the legislation, states 

had to adhere to requirements to create appropriate mental health facilities that met strict 

federal guidelines and ensure that individuals were only placed in the least restrictive 

setting (Taff & Scallet, 1980). States received grants for comprehensive community 

mental health centers, and the duties and control of the National Institute of Mental 

Health significantly expanded. A comprehensive bill of rights developed, and states had 

to submit annual and triennial reports. The act also outlined accountability standards, and 

grants ranged from providing training to prevention programs and providing services to 

disturbed children and adolescents (Grob, 2005).  

Upon his inauguration in 1981, President Ronald Reagan immediately halted the 

implementation of the act. The Omnibus Budget Reconciliation Act became law towards 

the summer of 1981, and drastically reduced the government’s funding to states for 

mental health services (Grob, 2002). States were given sole discretion of how to 

administer services, and funding ended when social and economic problems were 

rampant across the country (Grob, 2002). The Reagan administration’s attempt to curtail 

federal entitlement programs resulted in states experiencing massive difficulty integrating 

psychiatric care and treatment. 
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In 1982, the Children’s Defense Fund disseminated a brief entitled Unclaimed 

Children: The Failure of Public Responsibility to Children and Adolescents in Need of 

Mental Health Service (Knitzer & Olson, 1982). The Children’s Defense Fund’s (CDF) 

report detailed bleak results from a survey conducted on state mental health departments 

and interviews with mental health professionals and families. The report contained 

feedback from state-level departments of behavioral health, stating that policies 

surrounding children with emotional and behavioral issues did not exist (Knitzer & 

Olson, 1982). When viewed through a public responsibility lens, children’s mental health 

was in isolation, separate from departments of child and family services or the education 

departments. The report also found that well over two-thirds of youth who needed mental 

health services did not receive, or worse, inappropriate services. Children most likely to 

suffer from improper services (or a lack of any services) tended to be adolescents, 

abused/neglected children, children of parents who abused substances, and mentally unfit 

parents (Knitzer & Olson, 1982). A continuum of services also did not exist, with the 

children who did receive services either being provided with counseling services for a 

standard 1-hour per week or the extreme of being hospitalized for weeks on end. 

In 1987, the Office of Technology Assessment explored central concerns 

regarding the availability of adequate, appropriate, and cost-effective mental health 

services for children. In 1999, the Surgeon General released a report on mental health in 

schools and the importance of increasing children’s access to mental health services (U.S. 

Department of Health and Human Services, 1999). Upon its release, policymakers 

became aware of extremely high levels of unmet mental healthcare needs for children 

across the country. Despite this, there was a minimum of guidance given on research-
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based strategies that would increase access to mental health care (Leaf et al., 1996). 

Children’s mental health services research focuses on the socio-demographics of a child’s 

family, the parents’ perceived burden, and the mental health of other family members 

(Costello & Janiszewski, 1990). This essential yet arguably misguided research heavily 

focuses on barriers to care for families as a whole, as opposed to the utilization of 

services. 

Mental Health Disorders in Adolescents  

 Researchers found that 80% of adolescents in need of mental health care in the 

United States did not receive it (Kataoka et al., 2002). According to the United States 

Office of Technology Assessment (1986), 

The majority of children with mental health problems fail to receive appropriate 

treatment. Many of the six to eight million children in our nation who need mental 

health interventions receive no care; other children, perhaps 50% of those in need 

of treatment, receive care that is inappropriate for their situation.  

During adolescence, youth undergo a precarious period where their brains are pushed 

through significant bouts of mental, emotional, and social changes. These changes will 

undoubtedly linger well into adulthood. The formation of the adolescent brain is 

strikingly dissimilar from other age groups. Individuals at this age possess a fluctuating 

amount of gray matter in their frontal cortex, the variation of which strongly influences 

thought processes and memory (NIMH, 2011). Although multiple sources of research 

(National Research Council and Institute of Medicine, 2009) indicate that the adolescent 

brain does not approach maturation until well into a young adult's early 20s, the 

emotional responses and impulsivity regulation in adolescents is typically viewed as fully 



43 

 

operational (NIMH, 2011). An adolescent's brain maturity depends on factors, including 

inborn traits, community, culture, and environment. Knowing that complex 

transformations exist during this period of development presents a unique opportunity to 

intercede when mental illness traits begin to appear. 

Many adolescents with mental disorders do not receive treatment. In a 

representative study of over 10,000 adolescents, only 45% of respondents received 

treatment for their disorder(s) (Costello et al., 2014). According to Davis et al. (2008), 

Approximately 22% of 220 participants recruited from urban hospital medical 

clinics met survey criteria for PTSD. Among the common traumas were having 

relatives/friends murdered (47%), being attacked with weapons (64% of men), 

and being sexually attacked (36% of women). Although desiring mental health 

services, only 13.3% of those with PTSD had prior trauma-focused treatment. 

Barriers to treatment included limited transportation and finances, family 

disapproval, and unfamiliarity with accessing treatment, among others. (p.) 

According to the U.S. Census Bureau, adolescents are predicted to make up over 

40% of the total population in the United States by 2050 (U.S. Census Bureau, 2009), 

well over 50 million adolescents. These adolescents will be more racially and ethnically 

diverse than any other generation before them, with the expected composition to be over 

30% Hispanic and over 47% White Non-Hispanic (U.S. Census Bureau, 2009). While it 

was reported by the U.S. Census Bureau (2005) that over 17% of adolescents (those 

under the age of 18) lived in poverty; Black and Hispanic adolescents have consistently 

lived in poverty under much higher rates. In a nationally representative survey, Latino 

children in need of mental health services were 12% less likely to receive them than 
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White and Black children (Kataoka et al., 2002). Although limited access to quality 

mental health services has often been a focus of urban research, it has been estimated that 

low socioeconomic status of over 19% of adolescents in rural areas can impede the ability 

to receive mental health care (U.S. Census Bureau, 2009).  

Significantly less treatment is sought by adolescent residents of urbanized rural 

areas (Petterson et al., 2009). For example, over 70% of Mexican Americans diagnosed 

with disorders found in the DSM-III-R reported receiving no mental health services in 12 

months, according to the Mexican American Prevalence and Services Survey (Vega et 

al., 1998). The assessment of African American and Latino youth on the Medical 

Expenditure Panel Survey indicated that African-Americans were 8.3% less likely to fill 

a prescription for an antidepressant than their White counterparts (Harman et al., 2004). 

Similarly, Mexican American residents of rural areas were more likely to seek mental 

health treatment from an available general practitioner (Vega et al., 1998). Overall, 

African American and Latino residents received fewer mental health services and office 

visits; rural Latino children were able to access fewer mental health services than urban 

White children (Zimmerman, 2005). 

In a study examining 1,600 low-income, predominately African American (93%) 

adults, 88% of the sample experienced trauma at some point in their lives (Gillespie et al., 

2009). Almost 50% experienced PTSD at some point in their life. Exposure to childhood 

trauma was a significant factor in experiencing PTSD and depressive symptoms in 

adulthood (Gillespie et al., 2009). Racial disparities in urban mental health treatment 

suggest that non-Hispanic White children and adolescents are more likely to have access 

to/and receive mental health treatment than any other race or ethnicity (Petterson et al., 
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2009). While a potential justification of these findings includes an overall barrier of 

accessing any health treatment as a rural resident regardless of ethnicity and race, another 

explanation suggests that socioeconomic disadvantages play a more complex social role 

in health services use (Alegría et al., 2002). The frequency of improper treatment among 

rural non-Hispanic Whites was a result of stigma and cultural dissimilarities between 

providers and users (Hill & Fraser, 1995).  

Additionally, across all ethnicities in rural settings, the limited quantity of mental 

health services increased conspicuousness of community members choosing to access 

these services, further propagating a belief of judgment and stigma (Philo et al., 2003). 

These barriers often result in residents relying heavily on family, friends, and informal 

support systems (Fox et al., 1999). These barriers are in addition to a lack of insurance 

coverage, insufficient modes of transportation, and misperception of recognizing mental 

illness (Fox et al., 2001). According to the National Research Council and Institute of 

Medicine (2009), an adolescent's mental health and overall well-being are affected by 

situations typically beyond their control, such as immigration, homelessness, connection 

to the foster care system, and participation in the juvenile court system. Traditionally, an 

adolescent has been considered "healthy" according to conventional medical standards; 

conversely, health problems have also been defined according to existing medical 

standards, such as mortality rates, infectious diseases, and use of health services 

(National Research Council and Institute of Medicine, 2009).  

The most predominant and widespread form of mental disorder is depression, an 

incapacitating condition that is the second leading cause of morbidity in adolescents 

(Blehar & Oren, 1997; Murray & Lopez 1996). Depression for adolescent females is 
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particularly problematic, as the condition typically manifests early within the 13 to 15-

year age range and intensifies around the 15 to 18 year age range (Hankin et al., 1998; 

Wells et al., 1996). Left untreated, this lack of identification can develop into maternal 

depression for those women who have children, many of whom may not recognize their 

symptoms like depression and may not actively seek care (Alvidrez & Azocar, 1999). 

Psychiatric issues in children and adolescents have traditionally been minimized 

by adults (Clauss-Ehlers, & Weist, 2002). Child and adolescent mental health disorders 

were not included in the Diagnostic and Statistical Manual of Mental Disorders until 

1980 (NIMH, 2001). The prevalent outlook was that as children did not undergo the day-

to-day stressors that vex adults, they did not agonize under mental disorders (APA, 

2002). 

Around the start of the 19th century, the development of networks of policies 

occurred to educate students with neurological disorders, mainly through collaboration 

from the fields of sociology and psychology (Hallahn & Kauffman, 2003). Treatment 

focused on civility and esteem with an achievable bar set for behavior expectations 

(Coleman & Webber, 2002). Through efforts spearheaded by newly formed organizations 

such as the National Committee for Mental Hygiene, public awareness of special 

education, and by extension, school-based mental health programs received promotion 

(Coleman & Webber, 2002; Kramer, 1996; Torrey, 1992). 

The Council for Exceptional Children provided some of the earliest documented 

efforts to educate students of various cognitive levels (Hallahan & Kauffman, 2003). It 

was understood at the time that students with disabilities, specifically African-Americans, 

Hispanics and Native Americans who had a pattern of lower test scores were at a 
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disadvantage based on their ethnicity and poverty levels, and could be better served 

through an alternate setting (Hallahan & Kauffman, 2003; MacMillan & Hendrick, 1993). 

These students were overwhelmingly diagnosed with mental retardation through 

intelligence testing at a rate near 80% (Dunn, 1968), and provided with diminished 

educational capital (Coleman et al., 1966).  

The upswing in over-identification and overrepresentation has not subsidized, 

despite a civil rights movement in the 1960s that sought overt efforts to protect minorities 

and students with disabilities, as Black students are still almost twice as likely to be 

identified as emotionally disturbed and selected for special education placement over 

their same age White peers (U.S. Department of Education, 1998). "Clear patterns of 

overrepresentation of minority children are found, which vary dramatically by state, by 

category of disability, and by race" (Parrish, 2002, p. 31). In a study examining risk ratios 

among races/ethnicities, every state, except Hawaii, Idaho, and Mississippi, indicated 

concerns surrounding the practice of special education placement (Parrish, 2002). The 

1998 Department of Education's Office for Civil Rights Compliance Report provided 

further examination of patters of placement disability categories indicated clear over-

enrollment trends of black students in the high need disability categories of mental 

retardation, emotional disturbance, and specific learning disabilities. 

In a study examining adolescents' use of school-based health services versus 

community-based health services, adolescents were 21 more times likely to initiate 

mental health visits at school-based centers compared to community-based ones 

(Juszczak et al., 2003). African American and Hispanic students are more likely to utilize 

school-based mental health services (Juszczak et al., 2003). Latinos are the most rapidly 
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growing population in the United States. This population has high poverty rates and 

incidences of youth victimization, leading to largely untreated mental health issues in 

Latino children (Garrison et al., 1999). The stress and dysfunction from immigration that 

many Latino children face can also exacerbate the need for intervention. Access to mental 

health services is limited to underprivileged populations in the United States, particularly 

African American and Latino children (Vega & Lopez 2001). Latinos have the lowest 

health insurance rate, which makes providing mental health treatment to Latino children 

difficult (Vega & Lopez, 2001). The language barrier and immigration are also obstacles 

for Latino children seeking mental health care. School-based mental health can be the 

only mental health intervention for this population (Vega & Lopez, 2001). School-based 

mental health services effectively address the service gaps low-income Latinos face 

(Garrison et al., 1999). They can help reduce PTSD and conduct disorder while 

strengthening the Latino family unit when done in a culturally competent fashion. 

Challenges to Expanded School Mental Health 

 Mental health programs in schools can run into problems when the views and 

motives of mental health professionals and traditional school staff clash. In order for 

mental health programs in schools to be successful, teachers and clinicians must be on the 

same page and work collaboratively to provide comprehensive support for students 

(Weist, 1999). Adolescents can be hard to treat because they can be reluctant to seek out 

or comply with mental health services. Children utilize mental health services based in 

schools more than the community and clinic-based services. The issue of consent has 

been raised by many school-based mental health services, including the Citizens 

Commission of Human Rights (Weist, 1999). 
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School-based efforts to enhance student’s well-being in school have been 

promoted as social and emotional learning (Zins & Elias, 2006). Pedagogically, 

substantial developmental research supports the proficiency of social-emotional 

competencies resulting in enhanced school performance (Eisenberg, 2006; Guerra & 

Bradshaw, 2008). Nonetheless, multiple researchers assert the creation of school-based 

interventions tailored towards prevention and the extent to which behavioral and 

academic outcomes are improved (Duncan et al., 2007; Zeidner et al., 2002). In 

collaboration and integration efforts among state and local agencies, community-based 

providers require organizations that typically operate autonomously utilizing limited 

resources are unprecedented (England & Cole, 1995). Additionally, opponents of school-

based mental health services assert that schools should not become burdened by 

addressing students’ non-academic needs by becoming hubs for services delivered by 

health professionals (The School-Based Adolescent Health Care Program, 1993). 

Teachers are usually heavily involved in providing school mental health 

intervention. In a systematic review of 49 mental health studies, 41% of the interventions 

had active teacher involvement (Franklin et al., 2012). This can involve teachers 

providing mental health-based instruction or assisting mental health professionals with 

identifying mental health problems. Eighteen percent of the studies had teachers as the 

sole provider of intervention. Fifty nine percent of the studies involved intervention 

carried out by a combination of clinicians, graduate interns, or other non-teaching 

personnel. Only 29% of the studies examined intervention that solely involved 

experienced mental health clinicians (Franklin et al., 2012). The study showed no 
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significant differences in mental health outcomes in school-based interventions due to the 

type of personnel providing it. 

Specific barriers can prevent parents from providing clinic-based mental health 

care for their children (Evans et al., 1996). Transportation to therapy can be a burden for 

busy parents. Fifty percent of parents felt that transporting their children to clinic-based 

services was an obstacle, but less than 10% of parents with students in school-based 

services cited transportation as an obstacle (Evans et al., 1996). The concern about the 

degree of confidentiality in school-based mental health services has come into question. 

Fifty two percent of parents with children in clinic-based mental health services thought 

that confidentiality would be a problem in school-based care, but 93% of parents of 

students in school-based services saw confidentiality as not being an issue (Evans et al., 

1996). 

Evans highlighted the line of passive and active consent school mental health 

services straddle. In passive consent, the school provides mental health intervention to 

students with little to no involvement of the parent (Evans, 1999). This can keep parents 

from making informed decisions about their child’s mental health. However, schools that 

utilize active consent are at risk of seeing lower rates of mental health service provision 

due to their unwillingness to have their child participate (Evans, 1999). This can impede a 

student’s future success at school, as interventions have shown to be more effective when 

parents are active participants (Schucksmith et al., 2010). 

Langley et al. (2010) examined the implementation of the Cognitive Behavioral 

Intervention for Trauma [CBIT] program in 35 schools across the country. The school-

based group intervention program focuses on psychoeducation and coping techniques for 
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middle school students exposed to traumatic events. For schools that launched a program 

run by school employees, 50% of the 12 schools reported a successful implementation 

(Langley et al., 2010). For the schools that partnered with the community or mental 

health agencies, 100% of the 10 schools successfully implemented the CBIT program. 

The schools that had difficulty implementing the program cited competing 

responsibilities, parent engagement, program logistics, and lack of support from teachers 

and administrators as barriers (Langley et al., 2010). Successful implementers cited 

proper funding and support from other schools implementing the CBIT program. 

School Based Mental Health Services 

Identify Mental Health Needs 

According to the CDC (2012), suicide ranks third amongst causes of death for 

individuals aged 10 to 24 years old. Multiple school-based assessments to gauge the risk 

of suicide in students developed, such as the Student Interview for Suicide Risk 

Screening (SISRS; Brock & Sandoval, 1996). Clinical interviews are critical components 

of discussing sensitive topics with youth, and a standard procedure diminishes the risk of 

deviation from necessary inquiries (McConaughy, 2013). The SISRS encompasses four 

domains: (a) engagement, (b) identification, (c) inquiry, and (d) assessment. It is 

currently in use by numerous school districts across several regions to address youth 

considered at a moderate to high risk for suicide.  

Self-report assessment scales are often used in schools as a general screening 

measure to identify students, although their reliability and validity vary greatly 

(Goldston, 2003). Scales such as the Suicidal Ideation Questionnaire are distributed 

throughout an entire classroom, and students meeting an established threshold are more 
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thoroughly assessed individually by a school-based mental health practitioner (Reynolds, 

1991). Additional scales such as the Adolescent Psychopathology Scale, Beck Scale for 

Suicide Ideation, Children’s Depression Inventory-2, Reynolds Adolescent Depression 

Scale – 2nd Edition, and Reynolds Child Depression Scale-2, though not guaranteed to 

predict or prevent suicide, are widely used throughout school districts (McConaughy, 

2013). Additionally, the Brief Suicide Risk Assessment Questionnaire (Miller, 2004) and 

the Columbia-Suicide Severity Rating Scale (Posner et al., 2006) provide structured 

interview-based measures used often in educational settings but lack the configuration for 

use across interview sources (Boccio, 2015). 

Policies in Place 

The 2015 reauthorization of the Elementary Secondary Education Act now called 

the Every Student Succeeds Act does not explicitly incorporate guidance regarding social 

and emotional learning, but rather provides a guide of methods that states and local 

districts can use to curb the overuse of disciplinary practices that result in students 

missing instructional time in the classroom (Every Student Succeeds Act of 2015, Pub. L. 

No. 114-95 § 114 Stat. 1177 [2015-2016]). According to Elbertson et al. (2010), except 

for Illinois, Hawaii, and New York, no state governments have explicitly written social-

emotional learning into state legislation (this does not include state standards guidelines 

set by state boards of education); however, states passed legislation that provides for 

more flexibility from traditional exclusionary discipline. Illinois, in 2003, for example, 

crafted the Children’s Mental Health Act (Public Act 93-0495), which details the 

indispensable association between academic preparedness and social-emotional learning. 

The legislation requires schools across the state to integrate social-emotional learning 
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into learning standards as a core requirement and develop policies to respond to 

sociological and psychological needs (Zins & Elias, 2006).  

California, through Assembly Bill 1729, mandates that removal from instructional 

time disrupts state public policy and should, therefore, not be the first resort. Connecticut 

legislature in 2010 removed the words “suspension” and “expulsion” from disciplinary 

options available for preschool students, and in 2015 went further to include students up 

to third grade within that classification (Connecticut State Department of Education, 

2010). The state of Oregon requires that school administrators consider a student’s age 

and previous behavior patterns before the suspension and severely curtails the ability to 

suspend or expel students in 5th grade and below (U.S. Department of Education, 2009). 

Federal Government in Special Education 

 There have been numerous pieces of state and federal legislation regarding 

education that are continually changing and evolving. While the legislative intent is to 

provide the most appropriate learning environment for students, regulations also provide 

educators with established standards to provide services. How each law evolves directly 

affects educators and the students that they are charged to educate. 

Federal legislative involvement predates the 1900s when schools specifically 

tailored to children with mental illnesses and hearing and visual impairments (Turnbull & 

Turnbull, 1979). Additionally, monies provided to states were to create “asylums for the 

deaf and the dumb and to promote the education of the blind” (Martin et al., 1982, p. 26). 

With the passage of the Elementary and Secondary Education Act of 1965, states 

received federal grants to assist with educating children with disabilities (NICHCY, 

1996). Significant federal regulation resulted once congressional hearings uncovered 
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millions of children being barred from appropriate education programs, and the 

substantial inconsistency of special education programs across the states (Zettel & 

Ballard, 1979). The Bureau of Education for the Handicapped formed within the U.S. 

Department of Health, Education, and Welfare with the express mandate to assist states 

with educating students with disabilities (Martin et al., 1982). The Child Nutrition and 

Women, Infants, and Children (WIC) Reauthorization Act of 2004 mandated that each 

school district partaking in the National School Lunch Program would need to create a 

school wellness policy (Serrano et al., 2007). The requirement of the wellness policy was 

to include goals for nutrition education, nutrition guidelines, a method for measuring 

implementation, and full involvement of stakeholders, among other provisions (Serrano 

et al., 2007). 

The Individuals with Disabilities Education Act (IDEA) is federal education 

legislation that requires public schools to serve the educational needs of students with 

disabilities (20 U.S.C. §1400 et seq. [Individuals with Disabilities Education Act of 

2004]). Under IDEA, more than 6 million school-age children receive special education 

services (Zirkel, 2015). IDEA has a specific definition of which disabilities qualify a 

student to receive special education services. It defines a “child with a disability” to 

include intellectual disability, hearing impairments, speech or language impairments, 

visual impairments including blindness, emotional disturbance, orthopedic impairments, 

autism, traumatic brain injury, other health impairments, deafness, deaf-blindness, 

multiple disabilities, or specific learning disabilities (20 U.S.C. §1400 et seq., 34 C.F.R. 

Part 300, 2006). Before IDEA, the Education of All Handicapped Children Act, P.L. 94-
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142, highlighted that children with disabilities had the right to be educated alongside their 

nondisabled peers. 

Additionally, the Elementary and Secondary Education Act (PL 89-10) of 1965 

and the State Schools Act (PL 89-313) provided grants to state education agencies to 

assist with the education of children with disabilities. The Handicapped Children’s Early 

Education Assistance Act of 1968 (PL 90-538) and the Economic Opportunities 

Amendments of 1972 (PL 92-424) authorized services, support. They advocated for 

increased enrollment in preschool programs for children with disabilities. IDEA initially 

passed in 1975 (the Education for All Handicapped Children Act) and guaranteed that 

millions of children with disabilities would be guaranteed a free appropriate public 

education (PL 94-142).  

IDEA improves access to education for children with disabilities by improving 

the process to identify and educate children with disabilities within public schools, as 

well as provide due process protections to children and their families (Pub.L. 101-476). 

Additionally, financial incentives to states to comply with the law were explicitly 

authorized (PL 94-142). The 1986 amendments to P.L. 99-457 mandated that each state 

provide preventive and intervention programs to children with disabilities starting at 

birth. The 1990 amendment to the law officially changed the name to the Individuals with 

Disabilities Education Act. 

Under IDEA, parents are required to be active participants throughout the 

eligibility and educational process, including during the development of their child’s 

individualized education program (I.E.P.; P.L. 105-17). The statutory mandate requires 

that a child with a disability must be educated in the general education environment with 
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their nondisabled peers to the maximum extent appropriate (20 U.S. C § (1412(a)(5)A); 

C.F.R. § 300.347(a)(3)(ii)(iii)). IDEA defines a child with a disability as having an 

identified, particular disability, and as a result of that disability requires special education 

and related services (34 C.F.R. Part 300, [2006]). Additionally, the burden is on state and 

local education agencies to ensure all students (i.e., migrants, incarcerated) that are 

eligible to receive special education services are evaluated (34 C.F.R. Part 300 [2006]).  

States education agencies that receive federal funding through the Individual with 

Disabilities Education Act are required to provide free and appropriate public education 

to children ages 3 to 21 with the caveat that the free and appropriate public education 

does not conflict with state law or an outstanding court order (20 U.S.C. § 1412(a)(1)(B); 

34 C.F.R. § 300.311(a), 300.122(a)). The premise of FAPE requirements was initially 

guaranteed by the Supreme Court of the United States with their ruling in Board of 

Education of Hendrick Hudson Central School District, Westchester Cty. v. Rowley, 458 

U. S. 176, in 1982. However, special education cases have continued to make their way 

to the Supreme Court, as evidenced on March 22, 2017, by Endrew F. v. Douglas County 

School District (Endrew F. v. Douglas County School District RE–1, 15-827, 2017). 

Upon taking and listening to the case, the court considered how much benefit special 

education should provide to students with disabilities (Endrew F. v. Douglas County 

School District RE–1, 15-827, 2017). Endrew, a student with an I.E.P. receiving special 

education services as a student with autism, parents removed him from his local 

education agency, as (according to his parents); the design of his I.E.P. , was inadequate 

in to aiding his progression through school (Endrew F. v. Douglas County School District 

RE–1, 15-827, 2017). Once removed and enrolled in a private institution, Endrew’s 
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parents asserted that his original school district should cover tuition expenses (Endrew F. 

v. Douglas County School District RE–1, 15-827, 2017). Although previous courts had 

all decided against the parents, the Supreme Court unanimously sent Endrew’s case back 

to a lower court, citing IDEA as the standard for providing more than the minimum 

education benefit for children with disabilities (Endrew F., slip op. at 14, 16.). The lower 

court judge, who had previously sided with the school district), reversed course and ruled 

that the school district must provide more than the minimum educational benefit for 

children with disabilities (Endrew F. v. Douglas County School District RE–1, 15-827, 

2017). The ruling had a significant impact, as the court’s ruling articulated to schools and 

states that the educational benefits provided to students with disabilities should be must 

be meaningful, but those benefits are not necessarily equal to those provided to their 

nondisabled peers (Endrew F. v. Douglas County School District RE–1, 15-827, 2017).  

To recap, IDEA’s critical requirements for states (and by extension public school 

districts) ensures that children with disabilities shall receive: (a) FAPE to all children 

between ages 3 and 21, (b) an individualized education program, the identification and 

evaluation of all children with disabilities (termed “child find” with the principal applied 

of “zero reject”), (c) access to the least restrictive educational environment possible 

education, due process safeguards (e.g., the right to mediation, request for complaint 

investigation), and (d) decision-making input by the parent (and whenever appropriate the 

student) (20 U.S.C. §1400 et seq., 34 C.F.R. Part 300, 2006). The law does not explicitly 

outline mental health, although IDEA has significantly influenced disciplinary actions for 

children with disabilities who have behavioral or mental health issues. When a student 

with a disability breaks a rule of conduct in school, the school has several options to 
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address that behavior (20 U.S.C. §1400 et seq., 34 C.F.R. Part 300, 2006). The school 

should evaluate the behavior that occurred and develop a new behavior plan (i.e., 

Behavior Intervention Plan) to be incorporated within the existing I.E.P. (20 U.S.C. 

§1400 et seq., 34 C.F.R. Part 300, 2006). The school also has the immediate option of 

removing the student from their current placement and placing them in either another 

classroom, school setting, issuing a suspension (up to a maximum of 10 days) (20 U.S.C. 

§1400 et seq., 34 C.F.R. Part 300, 2006), or placement in an alternative educational 

setting for up to a maximum of 45 days if the infraction included the use of weapons, 

drugs, or inflicted serious bodily harm to another student or staff member (this includes if 

the original placement would cause injury to the student or others). Finally, if the 

student’s behavior is determined by a multidisciplinary team to have not been a 

manifestation of their disability or the failure of the school to implement the existing 

I.E.P. with fidelity, the local education agency is permitted to implement longer-term 

disciplinary action, including expulsion (after a manifestation determination review) (20 

U.S.C. §1400 et seq., 34 C.F.R. Part 300, 2006). Outside of discipline, IDEA urges the 

use of positive behavioral interventions, and mandates that functional behavioral 

assessments must be used to determine the causes of behavioral issues and routes for 

proactive interventions (20 U.S.C. §1400 et seq., 34 C.F.R. Part 300, 2006). 

Outcomes/Effectiveness 

There are many obstacles for children that need mental health services, far beyond 

the standard insurance bureaucracy (Andersen, 1995). One such barrier is that there is no 

agreement on the triggers of childhood mental health issues or whether mental health 

treatments are effective in children (Stroul, 1996). Funding for mental health is often a 
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quagmire of disjointed pathways and the ever-present stigma of utilizing mental health 

services (U.S. Department of Health and Human Services, 1999). The lack of availability 

of providers, protracted waitlists, insufficient insurance coverage, lack of transportation, 

educators' inability to identify children in need of mental health services, belief from 

those in need that the condition can be resolved without treatment, and an overall lack of 

trust in mental health providers all successfully hinder a child's access to mental 

healthcare (Pavuluri et al., 1996). 

Costello et al. (1996) found that of 16% of children/adolescents receiving mental 

health services, over 75% of them received services through the school. The impact of the 

school's role in providing this service to students is profound (McGee et al., 1990). 

Historically, school-based mental health services have primarily been restricted to 

assessment and clinical consultation for children being referred to special education 

(Weist, 1997). Social workers, psychologists, and counselors were not considered 

fundamental to schools' academic undertaking (Paternite & Johnston, 2005). While these 

staff members may have had a presence in the building, their values, goals, and strategies 

did not align with other educators (Staup, 1999). There is strong evidence to suggest 

moving away from this traditional model towards strong associations between mental 

health and academic success while recognizing that social-emotional problems are 

barriers to successful learning (Atkins et al., 2003). 

In a study conducted by The Center for Health and Health Care in Schools (2007), 

only 16% of all children required mental health services received services, with 

approximately 80% receiving those services in the school environment. Schools are in a 

unique position to provide for the early identification of emotional and behavioral 
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problems, primarily due to their daily role in the growth and development of children 

through compulsory schooling. In Virginia alone, more than 85% of children attend 

public school (Virginia Supreme Court, 2009). The U.S. Surgeon General defined mental 

health as, "…the successful performance of mental function, resulting in productive 

activity, fulfilling relationships with other people, and the ability to adapt to change and 

to cope with adversity" (U.S. Department of Health and Human Services, 2001). 

At the most rudimentary level, schools are the settings where adolescents rehearse 

peer interactions and establish social norms, while simultaneously functioning as safe 

havens for students at risk for environmental threats (Doll, 1999). On any given day, 

more than one-fifth of the nation's population is within a school (including students and 

staff) (New Freedom Commission on Mental Health, 2003). Additionally, many children 

are already receiving non-mental health school-based services, lessening indignity that 

may be experienced in an alternate setting. 

School Interrelated Variables 

According to Hallahan and Kaufman (2003, "Some children already have 

emotional or behavioral disorders when they begin school; others develop such disorders 

during their school years, perhaps in part because of damaging experiences in the 

classroom itself" (p. ). Towards the end of upper elementary grades, one's peer group 

becomes a source of significant cultural authority (Farmer, 2000; Farmer et al., 2001; 

Harris, 1995). Several researchers speculated that student misconduct is the result of 

social imitation, with the school environment not only perpetuating conduct but also 

nurturing it (Farmer et al., 2001; Kaufman, 2001; Kauffman et al., 2002). 
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Atkins et al. (2006) evaluated a mental health clinic referral program in three 

urban, high poverty elementary schools. Teachers in these classrooms received training 

from mental health clinicians to lead their classrooms by the guidelines from a behavioral 

management framework. The students and their families had access to mental health 

services at a nearby clinic. Students in these test classrooms showed significant increases 

in academic achievement by teachers, and parents reported more positive behaviors. 

Families in the test classrooms were also more likely to be more engaged with referral 

mental health services than control families, with an 80% retention rate over 12 months. 

Schools in rural areas, the South, and the Midwest are least likely to have mental 

health services. Smaller schools are also less likely to have mental health services (Slade, 

2003). Schools with more significant numbers of high-needs populations are more likely 

to attract public attention and, therefore, more likely to receive more funding for mental 

health interventions (Slade, 2003). Schools in isolated, rural areas may have difficulty 

finding mental health service providers to do on-site care (Slade, 2003). The schools' 

ability to access Medicaid for financing health services is related to mental health service 

disparities (Slade, 2003). 

Social and emotional learning (SEL) has been shown to positively affect 

academic achievement, behavior in school, and social relationships (Zins et al., 2007). 

SEL programming in schools can lead to better academic performance outcomes and 

school environments (Zins et al., 2007). SEL reduces problem behaviors such as 

substance use, teenage pregnancy, and violence (Greenberg et al., 2003). SEL has been 

shown to enhance students' assertiveness, communication skills, self-confidence, and 

academic performance (Greenberg et al., 2003). 
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Cognitive-behavioral intervention for trauma in schools is an intervention 

program created to decrease the harmful effects of trauma primarily for ethnically diverse 

schools (CBITS; Ngo et al., 2008). In a survey of over 1,000 immigrant school children 

(87% of which were from Latin American countries), 32% reported PTSD symptoms, 

and 16% reported symptoms of depression (Jaycox et al., 2002). The program has had 

positive outcomes for primarily Latino immigrant children as well as urban African 

American and Native American populations (Ngo et al., 2008). The program involves 

racial and cultural barriers, norms, and values at every stage of the intervention (Ngo et 

al., 2008). Clinicians work from a culturally sensitive framework and involve culturally 

relevant material and community stakeholders in the program. 

In a survey examining teachers from predominately African American urban 

schools' views on school mental health, respondents cited disruptive behavior as the most 

prominent mental health issue (Walter et al., 2006). They also cited a lack of mental 

health training and information as the most significant barrier to addressing the issue 

(Walter et al., 2006). For example, 80% of the 119 teachers surveyed taught at least three 

students with a disruptive behavior disorder. However, only half of the teachers received 

consultation from a mental health professional, and 68% reported they had none or 

minimal education on the subject as a teacher (Walter et al., 2006). Many of the teachers 

taught students with mental health issues and lacked confidence in their ability to manage 

mental health problems in the classroom (Walter et al., 2006). Many African American 

communities experience high rates of violence and poverty (Jones, 2007). This can lead 

to complex trauma, which can cause complex PTSD. African American children and 
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families use a coping mechanism such as family and religion to buffer complex trauma 

(Jones, 2007). 

African American males are disproportionally disciplined in school for behavioral 

issues (Darensbourg et al., 2010). This attributes to the school to prison pipeline. As a 

result of more punishment, African American adolescents spend less time in the 

classroom, which leads to alienation and poor academic performance (Darensbourg et al., 

2010). African American students are more likely to be overrepresented in special 

education services for emotional disturbance (Gudino et al., 2008). Schools are more 

likely to report externalized mental health issues for African American students (Gudino 

et al., 2008). Exposure to violence increases African Americans' chances of developing 

negative, internalized mental health symptoms later in life (Chen, 2010). In a longitudinal 

study following urban African American adolescents, stress resulting from community 

violence and discrimination significantly increased the likelihood of aggressive behavior 

and substance abuse for boys and substance abuse for girls (Copeland-Linder et al., 

2011). African American children exposed to community violence and physical abuse are 

more than two times likely to develop PTSD symptoms (Hunt et al., 2011). 

Relying more on proactive approaches that incorporate mental health-based 

interventions can be an alternative to punitive punishment. Mental health professionals 

can use their knowledge and skills to influence communication, classroom management, 

cultural competency, and anger management in schools to address the school to prison 

pipeline. Of schools engaging in some preventative mental health programming, 89% 

engage in early identification programming (Green et al., 2013). Seventy five percent of 

schools have working partnerships with community mental health providers (Green et al., 
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2013). Forty five percent of adolescents with DSM classified disorder have used mental 

health services based on a national survey (Green et al., 2013). Students who go to 

schools that provide early identification of mental health services are significantly more 

likely to seek mental health treatment (Green et al., 2013). 

School-based intervention programs targeting mental health problems such as 

ADHD, depression, and emotional and behavioral problems have shown to be effective in 

reducing symptoms and increase the use of coping and problem-solving skills in students 

(Hoagwood et al., 2001). School-based mental health services are the sole provider of 

treatment for a majority of American students (Hoagwood et al., 2001). It is estimated 

that 54% of children and adolescents in the United States have utilized mental health 

services at one point in their lives (Farmer et al., 2003). School-based services were the 

most common entry point for this population, with 42% of children and adolescents using 

this service (Farmer et al., 2003). This was 18% more than specialty mental health 

service provider utilization and 27% more than hospital-based mental health services 

(Farmer et al., 2003). 

Mental health services are available to all students in 87% of schools via mental 

health assessments, behavioral management consultation, and crisis intervention (U.S. 

Department of Health and Human Services, 2005). Twenty percent of students received 

some school provided mental health service (U.S. Department of Health and Human 

Services, 2005). Eighty four percent provided referrals to specialized mental health 

services, while 76% provided school-based individual counseling/therapy (U.S. 

Department of Health and Human Services, 2005). Seventy one percent provided case 

management, and 58% provided family support services (U.S. Department of Health and 
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Human Services, 2005). Sixty eight percent of schools provided group 

counseling/therapy, and 43% of schools provided substance abuse counseling (U.S. 

Department of Health and Human Services, 2005). Thirty four percent of schools also 

provided medication/medication management. Schools cited the financial constraint of 

families as the most significant barrier for 58% providing mental health services followed 

by 49% of inadequate school mental health resources (U.S. Department of Health and 

Human Services, 2005). About a third of school districts used only school or district 

employees to provide services, while 25% of districts used only contracted service 

providers. Another third used a combination of school/district employees and contracted 

service providers (U.S. Department of Health and Human Services, 2005). 

Programs/Services 

In 2003, The President’s New Freedom Commission on Mental Health noted that 

at the time, no individual agency was liable for the identification and treatment of mental 

health services, special education, child welfare, or substance abuse assistance 

(“Achieving the promise,” 2003). The report indicated that schools were in a unique 

position to provide mental health services to students juxtaposed with typical general 

education (“Achieving the promise,” 2003). Additionally, the report emphasized that 

social-emotional development could be readily evaluated by the then approximately six 

million adults serving well over 52 million students (“Achieving the promise,” 2003). 

Additionally, in 1999 the Surgeon General’s final report detailed the various 

behavioral and emotional fluctuations that occur during fundamental developmental 

stages in children and adolescents. The report specified that a universal concept of 

“normal” should be disused, and that “extreme functional impairment” could surface 
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across all social classes and backgrounds (U.S. Department of Health and Human 

Services, 1999, p. 17). Similar to other federal reports disseminated during this period, 

the Surgeon General advocated for mental health disorders to be recognized in the school 

setting but stopped short of advocating for professionals trained in mental health to work 

within school settings; instead, the Surgeon General encouraged the identification of 

mental health disorders in schools and addressed a referral for children and their families 

to outside providers (U.S. Department of Health and Human Services, 1999). Oddly, 

however, the report detailed at length how persistently disabling conditions such as 

anxiety, depression, and schizophrenia in adults often manifest in adolescence and should 

be treated with adequate care during that developmental period, while simultaneously 

describing the inordinate amount of each day children and adolescents spend in school 

settings (U.S. Department of Health and Human Services, 1999). 

The No Child Left Behind (NCLB) Act of 2001 effectively rerouted a vast 

majority of scarce resources (namely monies) previously delegated for different school-

based social-emotional programs (i.e., bullying prevention, substance abuse, family life) 

towards initiatives focused on improving test scores. As regulations from NCLB were 

eventually eased and federal guidance rescinded, new school-based programs that 

focused on single social-emotional facets (i.e., unhealthy sexual practices, truancy, 

physical health, mental health) surfaced (Kress & Elias, 2006). Though commendable 

and indispensable, these programs are often established independently of comparable 

programs and operated without coordination or integration with similar mental health 

programs (Elias et al., 2008). These programs could be incorporated into diverse school-

wide educational programming to promote social-emotional learning (CASEL, 2003; 
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Fredericks, 2003; Osher et al., 2008). Examples of evidence-based mental health 

programs that have been integrated with social-emotional learning at the home, school, 

and district level include the Promoting Alternative Thinking Strategies program 

(Greenber et al., 1998), Developmental Studies Center’s Child Development Project 

(Battistich et al., 1991), and the emotional literacy in the classroom (Brackett et al., 

2008). Before addressing the creation and implementation of mental health programs in a 

school setting or on the district level, Wei et al. (2013) advocated mental health literacy 

programs. 

Mental Health Initiatives across the Country 

To curb the stigma associated with seeking mental health treatment (i.e., treatment 

avoidance), California residents passed a statewide initiative in 2004 to improve the 

state's mental well-being and funding comprehensive prevention aimed at fostering an 

increase in cultural competence (Proposition 63). The transformative act solicited the 

collaboration of state, local, and stakeholder entities to draft the act's planning, 

implementation, and oversight stages (California Department of Mental Health, 2008). 

One plan that resulted from the historic cooperation was the development of the 

California Strategic Plan on Reducing Mental Health Stigma and Discrimination 

(California Department of Mental Health, 2009), aimed at developing an advisory 

committee of diverse experts to apply evidence-based practices to reduce public, 

institutional and self-stigma within ten years. 

The state's Mental Health Oversight and Accountability Commission (MHSOAC, 

2010) invested $160 million dollars into suicide prevention, student mental health 

programs, and stigma reduction activities Towards the end of the first year of data 
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collection (June 2012), baseline data revealed that adolescent youths (aged 11-13) were 

more likely than any other demographic to have misconceptions and stereotypes 

regarding mental health (Field Research Corporation, 2012). Conversely, this same 

demographic viewed mental illnesses as relevant as medical ailments and perceived 

mental illness was significantly prevalent throughout the country (Field Research 

Corporation, 2012). 

Following the Newtown, Connecticut school shooting, the newly commissioned 

"Now is the Time" presidential initiative allocated $15 million dollars towards the Youth 

Mental Health First Aid training (SAMHSA, 2016). Nevada joined 19 other states in 

acquiring Project AWARE (Advancing Wellness and Resilience Education) with these 

funds, a mental health awareness program aimed at early identification and intervention 

for youth suffering from mental disorders manifested (SAMHSA, 2016). The project, 

spearheaded by the Nevada State Department of Education, faced numerous objections, 

and three schools’ districts piloted the program (SAMHSA, 2016). Baseline data 

collected from October of 2015 through March 2016 revealed that of the approximately 

42,000 students within the three school districts, 181 received referrals to the project's 

school-based mental health or community-based mental health programs (SAMHSA, 

2016). Ongoing surveys of school personnel, community mental health providers, and 

school district administrators indicated frustration with the high volume of students 

referred in correlation with coordinating community mental health paired with school 

mental health (SAMHSA, 2016). The state of Georgia utilizes a network of mental health 

specialists through a consumer operated training and certification program, termed the 
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Georgia Mental Health Consumer Network (GMHCN; Ahmed et al., 2011; Sabin & 

Daniels, 2003). 

Virginia Mental Health Initiatives 

In Virginia, the Commonwealth’s Health Care Decisions Act [HCDA] empowers 

adults with a serious mental illness to craft action plans (i.e., advance directives) that 

mental health care providers follow during periods of incapacity (Commonwealth of 

Virginia Commission on Mental Health Law Reform, 2008, Bonnie et al., 2009). These 

psychiatric directives promote continuity of care for adults within community-based 

mental health centers (Wilder et al., 2010). Through the creation of HCDA, the Virginia 

Commission on Mental Health Law Reform (2008) sought to bridge a connection 

between community service boards (CSBs), clinicians, family members, advocates, and 

adult mental health service users. The rationale for Virginia’s funding formula for CSBs 

proved to be a source of contention for local jurisdictions since its legislative inception. 

The Commonwealth’s allocation criterion served as a cautionary tale for other states 

(Jenkins, 2008; Seiber et al., 2012). 

Several researchers examined family involvement in schools concerning a youth’s 

social-emotional development (Barnard, 2004; Hill et al., 2004; Hoagwood, 2005; Jensen 

& Hoagwood, 2008; Jeynes, 2005; Marcon, 1999; Vanderbleek, 2004). Some researchers 

used quantitative methods, specifically using interrater agreements that explored impacts 

on knowledge and attitudes toward evidence-based practices and clinical self-efficacy 

(Aarons, 2004; Chorpita & Daleiden, 2007; Glorfeld, 1995; Guadagnoli & Velicer, 1988; 

Hazler & Mellin, 2004; Hunter et al., 2004; MacCallum et al., 2001; Rickwood & 
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Braithwaite, 1994; Stumpf et al., 2009; Sutton & Fall, 1995; Weist et al., 2005, 2006a, b; 

KEBSQ; SMHQAQ;).  

Concerning community involvement in youth’s social-emotional development, 

research detailed the transition of youth with disabilities aging out of the public education 

system to adult community-based services in Virginia (Autism Society of America, 2001; 

Wehman et al., 2003). Continuity of care settings, inflexible appointment scheduling, and 

interpersonal relationships with clinicians within CSBs for adult recipients of care has 

been examined extensively throughout the Commonwealth (Black, 2013; Boardman, 

2006; Burnett-Zeigler, 2011; Hatzenbuehler, 2008).   

How Mental Health Surfaces in District Policy 

Suicide Prevention Policies 

Coy (1995) summarized judicial guidance indicating that students are inherently 

assured of a safe school environment; it is the administrator’s as well as staff 

responsibility to ensure each student's health and safety. Additionally, Coy (1995) 

concluded that suicide prevention education falls within the realm of not only oft advised 

prevention programs but also school risk management and should ultimately be under the 

purview of school-based administrators. These school-based administrators are 

encouraged to develop printed suicide prevention policies with appropriate mental-health 

based staff and disseminate the policies to staff in combination with regular suicide 

prevention professional training (Coy, 1995). 

Katz et al. (2013) acknowledged that a plethora of school-based suicide 

prevention programs incorporate a variety of health promotion, prevention, intervention, 

and postvention are being utilized in schools throughout the country. However, these 
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programs rarely are based on evidence-based data or employ best practice guidelines 

(Katz et al., 2013). Katz et al. conducted a search using MEDLINE (a database housing 

academic journals) as well as Scopus (a database of peer-reviewed literature) to identify 

specific programs used within schools within the last four decades. A review of 

approximately 1,200 articles that included criteria such as knowledge of suicide, 

decision-making skills, and gatekeeper behavior change resulted in multiple programs 

surfacing. Katz et al. examined five extensive school-based suicide prevention programs 

types, including those that focused on "awareness/education curricula, screening, 

gatekeeper, peer leadership, and skill training" (p. 1032). The researchers conceded that it 

was impossible to label a program(s) as the "best"; they did, however, recognize that 

specific programs resulted in significantly reduced suicidal behaviors such as Signs of 

Suicide, The Good Behavior Game, and CARE (Katz et al., 2013). Drawbacks to 

conducting a universal review of this nature surround the limitations of being able to test 

outcomes of suicidal ideation and attempts within a school population (Katz et al., 2013). 

Students in rural settings face unique social-emotional challenges, such as less 

accessibility of healthcare services, lower rates of health insurance, and fewer resources 

present in schools (Heck et al., 2004; Robertson & Husenits, 2007). Several researchers 

highlighted stressors strongly related to rural youth, while noting that a correlation to 

suicide risk did not exist, including indecisiveness of future goals, depression, loneliness, 

difficulties in the home environment, suicidal thoughts, or lack of close friendships 

(Puskar & Martsolf, 1993; Puskar et al., 2008; Puskar et al., 2003; Puskar et al., 1999a; 

1999b).  
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An analysis of female adolescents in rural Virginia (conducted by use of data 

from the Youth Risk Behavior Survey and the Teen Assessment Project) found that those 

who reported smoking within the previous month experienced higher rates of suicidal 

thoughts, as well as increased suicide attempts (Huebner et al., 2005). According to the 

Virginia Department of Health (2012), suicides in the state are the 11th leading cause of 

death, and are three times more common than homicides, although male suicide rates 

among the 10 to 14 year old age group have steadily decreased. Youth that identify as 

transgender experience a unique type of distress and discrimination compounded by 

gender, ethnic, racial, and class factors (Poteat et al., 2011). Trans students reported 

feeling "unsafe at school because of their sexual or gender orientation" almost 20% more 

than lesbian, gay, bisexual, and questioning youth (Kosciw et al., 2010, p. 87). Less than 

13% of LGBT students reported that a school staff member would intercede during in-

school victimization (Gay, Lesbian, and Straight Education Network survey [GLSEN], 

2009). There was a correlation between victimization in school, lower self-esteem rates, 

and higher rates of depression and anxiety amongst trans adolescents (Kosciw et al., 

2010). A survey conducted by the Virginia Department of Health's HIV Community 

Planning Group and the Community Health Research Initiative (CHRI) of Virginia 

Commonwealth University examined how trans individuals accessed medical and mental 

health services (Bradford et al., 2013; Xavier et al., 2007). Fourteen percent of student 

participants who reported experiencing in-school gender-based victimization credited the 

hostility as a contributing factor of withdrawing early from high school (Goldblum et al., 

2012). Additionally, over 28% of students reported a history of suicide attempts and were 
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four times as likely to indicate a history of at least one suicide attempt (Goldblum et al., 

2012). 

Threat Assessment 

Characteristically, suicidal behavior is preceded by various warning signs (Miller, 

2011). A school-based risk assessment’s fundamental functions are to determine the 

existence and extent to which a student is at risk for suicide and determine the 

appropriate intervention to utilize based upon the level of risk (Miller, 2011). Suicidal 

risk levels span a continuum, and potential interventions correspond accordingly (Rudd, 

2006). The differentiation of suicide risk levels typically begins with the extrication of 

non-suicidal self-injury [NSSI] from suicidal behavior (Miller & Brock, 2010).  

NSSI (previously referred to as self-mutilation) behaviors frequently surface early 

in youth and can potentially persevere many years without accurate identification and 

treatment (Lieberman & Poland, 2006; Miller & Brock, 2010). Walsh (2012) identified 

nine areas of focus for school-based practitioners to determine if exhibited behavior(s) 

represent suicidal ideation. However, differentiation is multifaceted as youth who engage 

in NSSI are at an increased risk for suicidal behaviors but do not necessarily engage in 

potentially harmful behaviors (Jacobson & Gould, 2007; Joiner, 2005). For example, the 

student engaging in suicidal behavior is seeking to cease all feelings and emotions, while 

a student engaging in NSSI behaviors are often pursuing a form of coping and self-help 

(Miller & Brock, 2010; Walsh, 2012). Though not necessarily causal, longitudinal data 

indicate tenacious ideation will result in a more significant reason for alarm (Bridge et al., 

2006; Goldston et al., 1999; Thompson et al., 2009). The more frequent the ideation, the 

higher the probability of a suicide attempt (Lewinsohn et al., 1996). 
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Highly publicized school shootings and incidents of serious violence spanned the 

late 1980s into the 1990s and prompted law enforcement, education officials, and mental 

health professionals to collaborate on a multifaceted approach to threat assessment 

programs (Fein et al., 2002; O’Toole, 2000). Supported by data provided from the U.S. 

Department of Education (2013), the APA (2013), and the National Association of 

School Psychologists School Safety and Crisis Response Committee (2014), a federal 

push to utilize structured risk assessments began (Cornell et al., 2017). Threat 

assessments, initially designed for use in protecting authority officials, and subsequently 

adapted for use in the workplace, and to prevent terrorism and domestic violence (Meloy 

& Hoffmann, 2014), were to distinguish between substantive and non-serious threats 

(Vossekuil et al., 2002). Threat assessments by nature, do not apply consistent penalties 

regardless of the threat and instead allow for malleable response development (Cornell at 

al., 2017). For example, data obtained from the Youth Risk Behavior Surveillance 

System (Kann et al., 2016) indicated that almost 20% of high school students reported 

being bullied, slightly less reported being involved in a physical altercation, and 6% 

indicated being threatened with a weapon while on school grounds. Additionally, over 

64% of the nation’s public schools reported “criminal victimization” taking place on 

school grounds. In comparison, over 10% of public school teachers reported being 

threatened or physically attacked by a student on school grounds (Zhang et al., 2016). 

The perceived seriousness of the threats varied greatly among students, as only 23% of 

those threatened perceived the threat as credible (Nekvasil & Cornell, 2012). 

At the state level, the University of Virginia developed the Virginia Student 

Threat Assessment Guidelines based upon recommendations provided by the FBI and 
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Secret Service, with cooperation field-tests conducted in various Virginia public school 

buildings (Cornell & Sheras, 2006; Fein et al., 2002; O’Toole, 2000). The guidelines 

counsel that schools utilize a multidisciplinary approach to determine the urgency of a 

threat and utilize alternative recourse methods, such as a referral to counseling or 

requesting law enforcement to intervene (Cornell et al., 2017). In numerous studies of 

Virginia public high schools, rates of physical aggression among students decreased, the 

out-of-school suspension employed less frequently as an option by administrators, and 

overall school climate was enhanced (Cornell et al., 2009; Cornell et al., 2011; Cornell et 

al., 2012; Nekvasil & Cornell, 2015).  

School-based administrators are in unique positions to institute building policies 

and serve as leaders and make severe administrative judgments. Bernes and Bardick 

(2007) outlined multiple stages in the evolution of a threat assessment where building 

administrators wield power. In addition to selecting the makeup of participants on the 

threat assessment team, school-based administrators can gather valuable data through 

teacher and student interviews, conduct searches of lockers and students’ property, and 

facilitate dialogue across professional domains (Bernes & Bardick, 2007). 

Advisory Boards/Community Involvement 

Weist et al. (2007) concurred with previous researchers that when the various 

mental health needs of youth and adolescents are addressed within the school setting, 

academic, behavioral, and social-emotional needs are concurrently 

addressed. Additionally, research advocates a robust school-home partnership in 

developing and maintaining fruitful academic achievement (Hill & Craft, 2003; Wang & 

Sheikh-Khalil, 2013). Barriers to parental involvement include community poverty, a 
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disadvantage that severely influences developmental milestones (Levanthal & Brooks-

Gunn, 2000; Wickrama & Bryant, 2003; Wickrama et al., 2005).  

Multiple researchers documented the developmental gains and setbacks that 

community factors play on academic success (Gordon & Cui, 2014; Hill & Tyson, 2009; 

Wentzel, 2009), including attendance and social-emotional learning. Socioeconomic 

factors play a significant role in parental participation, and parental involvement declines 

with parental income level on average (Hill & Tyson, 2009). These parental factors are 

attributed to insufficient resources and an uncompromising work schedule (e.g., working 

multiple jobs) (Archer-Banks & Behar-Horenstein, 2008). The social disorganization 

theory and ecological theory address these factors' influence (Shaw & McKay, 1942). 

Gordon and Cui (2014) identified that the higher the poverty level surrounding a school, 

the lower the rate of school-related parental involvement. 

Additionally, academic achievement is affected across the developmental 

spectrum until age 21 by parental involvement in school or lack thereof (Eccles, 2004). 

Of note, lower socioeconomic status affected Blacks and Hispanic students' academic 

performance at much higher rates than their White counterparts, according to a study 

done by Ferguson (2002). A similar study conducted by Alton-Lee and Praat (2001) 

found that in addition to variations in ethnicities, adolescent males' academic 

performance was consistently weaker across all levels of schooling than their female 

counterparts. Several vital gaps in the literature remain surrounding parental involvement 

and its influence on academic achievement and social-emotional learning, chief of which 

being that adolescents may over self-report their parent's involvement in school activities 

based upon their community norms (Tillman, 2008) or over-report in an attempt to 
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improve community aesthetics (Rescorla et al., 2003). It was my goal to explore and 

examine the policies, programs, strategies, and practices that are being used to address 

social-emotional functioning in school divisions in the Commonwealth of Virginia. 

Intergovernmental Collaboration 

 Collaborative problem solving is a crucial challenge among groups (i.e., groups, 

boards, and agencies) mandated to respond to disasters (McEntire, 2002) reactively. Fritz 

(1961) defined disaster as: 

…an event, concentrated in time and space, in which a society, or a relatively 

self-sufficient subdivision of a society, undergoes severe danger and incurs such 

losses to its members and physical appurtenances that the social structure is 

disrupted and the fulfillment of all or some of the essential functions of the 

society is prevented. (p. 655) 

Historically, research surrounding local government agreements centered on 

explaining why localities would enter into agreements as a means of economic 

development (Lackey et al., 2002; McGuire, 2000; Olberding, 2002). More recently, 

researchers focused more on the participants within those agreements, and policy 

functions (Blair & Janousek, 2013; Cleave & Arku, 2014; Hawkins, 2009, 2010; 

Hawkins & Feiock, 2011; I. Lee et al., 2012; Y. Lee et al., 2012; LeRoux & Carr, 2010; 

Minkoff, 2013). Collaboration agreements among local governments and nonprofit (or 

private) organizations, estimated to be in the millions, is now a frequent occurrence 

(Warm, 2011). It is increasingly done to address community challenges that surfaced due 

to financial stress during the Great Recession. These agreements are often formal and 

informal, ranging from mutual aid treaties (such as agreeing to assist a neighboring 
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jurisdiction with major utilities) to ad hoc meetings, traffic control, parks and recreation, 

and mutual natural resource preservation (Benton, 2013; Perlman & Benton, 2012; 

Warm, 2011). Multiple organizations promote intergovernmental collaboration for 

service delivery, such as the International City/County Management Association, 

National League of Cities, and the National Association of Counties (Benton, 2013). 

Local government collaboration results in a multitude of positive outcomes, such as cost-

sharing, improvement of the level of services provided, a bottom-up approach when 

addressing regional issues, accountability for service quality and stewardship of public 

funds, and increased opportunity for economic success (Benton, 2013; Franzel et al., 

2013). Local government collaboration is not without transaction risks; however, 

coordinators can frequently encounter divisions and defections (Carr et al., 2017). 

Throughout the country, emergency management agencies are varied in their 

operations, including their relationships with local emergency-relevant community 

organizations within their jurisdiction (Mileti, 1999). Planning in isolation (such as 

centralizing command and control of written policies) reduces emergency management 

agencies' ability to respond successfully to hazards (Mileti, 1999). For example, police 

agencies often handle emergencies by revising their daily emergency procedures secluded 

from other community organizations (Wenger et al., 1989). Fire departments plan 

internally by expanding training to respond to a crisis with the integration of field 

medical services (Wenger et al., 1989). 

Bromberg and Henderson (2014) described the complex relational contracting 

that emerged over the past decade in the government service environment. Relational 

contracting is a transaction that provides plain language detailing the mutual trust and 
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commercial relationship, with mechanisms focusing on that trust and partnership 

(Colledge, 2005). These deeply entrenched interconnected relations highlight the 

significance of collaboration and dependency in that relationship (Colledge, 2005). For 

example, emergency medical services represent a critical public service that many 

midsize, and smaller governments may enter into collaborative agreements with 

contracted agencies (Bromberg & Henderson, 2014). Macneil (1997) described that trust 

among those relationships are built, while Van Slyke (2007) found that government 

officials are often leery of fully trusting partnerships with outside stewards. Trust levels 

are substantially higher when public entities contract and collaborate (Lamothe & 

Lamothe, 2011). 

Inter-organizational governmental collaboration across sectors allows parties to 

provide joint solutions through problem-solving (Agranoff & McGuire, 2003; B. Gray, 

1989; Huxham, 1993). O'Leary et al. (2008) noted that although analysis of the 

intersection of collaboration activities is relatively new and scarce, internal characteristics 

that lend themselves to examination include the affinity of shared goals among agencies, 

the nature of partnership agreements, indicators from legislative authorities as well as 

directors of government agencies, and the nature of the interchange within the partnership 

(Foster-Fishman et al., 2001). 

Current literature revolves around how recipients benefit or agonize from the 

intersectional relationships that currently exist (Gazley & Brudney, 2007; Huxham, 1993; 

Kumar et al., 2007). Benefits include the economic efficiency of collaboration, the 

possibility of enhanced service quality, the ability for organizational learning and primer 

of new skills, less risk, value-added public accountability, and the avoidance of conflicts 
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of interest (Gazley & Brudney, 2007). Despite the numerous advantages to 

intergovernmental collaboration, there are several potential drawbacks according to 

Gazley and Brudney (2007), including "…mission drift, loss of institutional autonomy or 

public accountability, cooptation of actors, greater financial instability, greater difficulty 

in evaluating results, and the expenditure of considerable institutional time and resources 

in supporting collaborative activities" (p. 392). 

Inter-local collaboration among cities aides in the successful delivery of services 

and management of problems across borders (Hawkins, 2009). Agreements range from 

voluntary to bilateral (Feiock & Kim, 2001). Interlocal government agreements offer 

numerous advantages and address several local and regional issues, such as increasing 

access to resources and supporting local growth through economic development (Feiock 

et al., 2009). 

State governments allocate significant monetary aid to local governments, and by 

extension, school districts (Hawkins, 2009). Therefore, when state governments 

apportion public services provisions between state and local agencies, the responsibilities 

of the fulfillment of those services (as well as funding) are also decided (Hawkins, 2009). 

According to transaction cost theory, voluntary cooperation can be applied when 

transaction costs are high, and joint arrangements among localities are difficult to 

institute, lending themselves to an unconventional governing agreement (Feiock 2004, 

2007; Lubell et al. 2002).  

Cities and, by extension, local governments often enter into indentures primarily 

focused on opportunities for cost savings (Morgan & Hirlinger, 1991). Opportunities for 

the expansion of existing infrastructure that enhances service delivery aids two or more 
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local governments with sharing the encumbrance of development, funding, and execution 

of services (Advisory Commission on Intergovernmental Relations, 1985). The 

establishment of intergovernmental agreements becomes problematic when rules of 

governance of responsibilities for enacting policies do not contain scenarios that benefit 

both parties (Hawkins, 2009). Even when government officials from both contenders are 

knowledgeable about cost and benefits, the creation of divisions of responsibility is 

limited without considering various individual preferences and temperaments (Feiock et 

al., 2003). Disputes also arise when agencies disagree on allocating expenses 

(Heckathorn & Master, 1987), and when contracts do not include provisions to allay 

defection complications (Maser, 1998). 

Throughout the Commonwealth of Virginia, CSBs are tasked with providing 

public services, including publicly funded mental health services (Wanchek et al., 2011). 

Established in 1968 by the Code of Virginia (§ 37.2-100), CSBs function as local 

government agencies with board members (no less than six and no more than 18) 

appointed from within each of the Commonwealth's localities. CSBs are part of the 

Commonwealth's mental health system. They function as extensions of the Virginia 

Department of Mental Health, Mental Retardation, and Substance Abuse Services 

(Powell, 2002), though not technically part of the department. Instead, CSBs enter into 

inter-local performance contracts with the department and local governments, a 

requirement in Title 37.2 of the Code, and the State Board of Behavioral Health and 

Developmental Services (§ 37.2-100). These performance contracts dictate the 

monitoring, licensing, guidance, and leadership the department provides to all CSBs 

throughout the Commonwealth (§ 37.2-100). 
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The Code of Virginia outlines the types of CSBs permitted: operating, 

administrative policy, and policy-advisory to localities (§ 37.2-100). Additionally, 

Chapter 6 of the Code sanctions a behavioral health authority in three localities. Through 

an established formula, each of the 40 CSBs receives funding from the state and often 

acquires additional monies via grants (Wanchek et al., 2011). Due to this, funding (and 

by extension resources) of the individual CSBs are imbalanced. Each CSB budget is 

crafted based on its workload, organizational intricacy, and size (Virginia Department of 

Behavioral Health and Developmental Services, 2015). By law, each CSB must provide a 

combination of emergency services and case management; however, each CSB provides 

varying levels of local inpatient care, outpatient care, day treatment support, employment 

support, residential support, and prevention and early intervention (Wanchek et al., 

2011). Thirty CSBs operate infant and toddler intervention services through additional 

agreements with the department (§ 37.2-500). CSBs replaced mental hygiene clinics that 

opened in the 1940s operated by the department. Board members are appointed by their 

jurisdictional governing bodies and are by design a representation of their surrounding 

communities. 

Wanchek et al. (2011), using a multivariate regression methodology, analyzed 

Virginia's Medicaid claims files and county-level public records available on CSBs to 

understand how individuals living in regions with fully resourced CSBs utilized those 

services. They also compared this data with the use of outpatient services and length of 

hospitalizations (Wanchek et al., 2011). Results indicated that the greater availability of 

services correlated with a reduced need for hospitalization among residents with 

diagnosed mental illnesses (Wanchek et al., 2011). The researchers acknowledged that 
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more comprehensive data, such as admissions policies, would have provided a better 

indicator of service usage (Wanchek et al., 2011). 

The authority to invoke the involuntary commitment of individuals experiencing a 

mental health crisis is delegated to evaluators employed by CSBs under Virginia law 

(McGarvey et al., 2013). Individuals of any age can be referred for an emergency 

evaluation by a family member, friend, or health professional (McGarvey et al., 2013). If 

a CSB clinician determines that the individual poses a significant risk of self-harm (or 

harm to others), the process of requesting and implementing an emergency custody order 

commences (McGarvey et al., 2013). This extensive (but rapid) sequence of events 

involves law enforcement officers, emergency department clinicians, a court magistrate, 

and a plethora of locations to assess the individual in crisis actions (McGarvey et al., 

2013). CSB clinicians must also locate an available bed while simultaneously petitioning 

for temporary detention. The turnaround for this course of action is 48 hours per state law 

(Faris, 2008), the shortest detention period in the United States. 

Shortly after enactment by the General Assembly in 1968, Arlington and Prince 

William counties developed CSBs per Chapter 10 of Title 37.1. The department now 

guides 40 CSBs in 133 cities or counties (Virginia Department of Behavioral Health and 

Developmental Services, 2015). The Fairfax-Falls Church CSB serves the highest 

population within the Commonwealth. In contrast, the Alleghany Highlands Community 

Services Board serves the lowest population (Virginia Department of Behavioral Health 

and Developmental Services, 2015). Initially, the department dispersed over $480 

thousand dollars in fiscal year (FY) 1971; that disbursement grew to over $174 million 
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dollars of federal and state aid in FY 2014 (Virginia Department of Behavioral Health 

and Developmental Services, 2015). 

Additionally, before 1998 when the General Assembly redefined the classification 

of CSBs, distinctions based on the number of jurisdictions they served occurred (Virginia 

Department of Behavioral Health and Developmental Services, 2015). For analytical and 

comparative purposes, the department now classifies CSBs based upon their interagency 

relationships with local government, the population density of their surrounding 

communities, and overall budget (Virginia Department of Behavioral Health and 

Developmental Services, 2015). The Fairfax-Falls Church CSB and Hampton-Newport 

News CSB command the most massive budgets, with both being allocated $147 and $59 

million dollars, respectively. In comparison, the Dickenson County Behavioral Health 

has apportioned the smallest budget at $3 million dollars (Virginia Department of 

Behavioral Health and Developmental Services, 2015). By far, the Alexandria CSB 

serves the most extensive urban population as denoted by subdivision A.6 of § 15.2-3602 

of the Code of Virginia's definition of urban areas and the Rockbridge CSB serves the 

least residents in a rural area. 

Per section 37.2-500 of the Code, each city and county within the Commonwealth 

are mandated to create or join an existing CSB or BHA, and subsequently, label the type 

of CSB it has made or joined. Administrative policy CSBs members are appointed and 

report to the governing body within the city/county that established it (§ 37.2-500 et 

seq.). They do not have staff hired directly by the CSB and delegate mental health and 

other services through contracts with outside organizations and providers. Ten such CSBs 

exist between city/county government departments (Virginia Department of Behavioral 
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Health and Developmental Services, 2015). The second type of CSB is classified as a 

Behavioral Health Authority (BHA) with powers in § 37.2-605 not granted to CSBs. 

BHAs provide services such as mental health assistance through their staff and contracts 

for the jurisdictions of Chesterfield County, the city of Richmond, and the city of 

Virginia Beach; only Richmond currently utilizes a BHA (Virginia Department of 

Behavioral Health and Developmental Services, 2015). Operating CSBs, with authority 

provided through section A of § 37.2-504 and § 37.2-505, provide direct services through 

their staff and agreements with outside organizations and providers. These types of CSBs 

are independent of local governments; there are currently 27 throughout the 

Commonwealth. The final designation of Policy-Advisory CSBs have no operational 

powers or duties and serve merely as advisory boards to local governments according to 

subsection A of § 37.2-504 and § 37.2-505. Currently, the Loudon County Department of 

Mental Health, Substance Abuse and Developmental Services, and the Portsmouth 

Department of Behavioral Healthcare Services are the only two governmental 

departments utilizing Policy-Advisory CSBs (Virginia Department of Behavioral Health 

and Developmental Services, 2015). 

Currently, 10 Administrative Policy CSBs and two Policy-Advisory CSBs utilize 

local government departments to deliver services in directly operated programs (Virginia 

Department of Behavioral Health and Developmental Services, 2015). CSB configuration 

is delegated by Sections 37.2-501 and 37.2-502 of the Code of Virginia. Appointments to 

the board must be broadly illustrative of the community, with one-third of the members 

being current or past recipients of mental health, developmental, substance abuse 

treatment, rehabilitation, and habilitation services (Virginia Department of Behavioral 
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Health and Developmental Services, 2015). While Section 37.2-100 defines the 

credentials of individuals who are direct recipients of services, it stops short of mandating 

additional board appointments. It instead explicitly states that on the advice of their 

CSBs, local governments are liable for filling their board with members who meet 

statutory requirements (Virginia Department of Behavioral Health and Developmental 

Services, 2015). 

Obligations, influence, and accountabilities are established in sections 37.2-500, 

37.2-504, 37.2-505, 37.2-506, 37.2-508, and 37.2-512 of the Code of Virginia. Among 

these, the CSB is mandated to prepare a written discharge plan for any individual being 

discharged from emergency mental health services identifying, among other treatment 

services, educational needs and preferences of the individual and the public or private 

agency that has agreed to provide that service (Virginia Department of Behavioral Health 

and Developmental Services, 2015). Additionally, each CSB is mandated to develop 

written agreements with local school divisions stipulating the services they provide, and 

these agreements must be reviewed annually (Virginia Department of Behavioral Health 

and Developmental Services, 2015). Board rules also specifically dictate in sections 37.2-

500, 37.2-504, 37.2-505, 37.2-506, 37.2-508, and 37.2-512 of the Code of Virginia that 

the CSB must provide individualized services and provisions to individuals in all facets 

of community life, including schools (Virginia Department of Behavioral Health and 

Developmental Services, 2015). Linkages between school divisions in the 

Commonwealth and CSBs are key, as the department’s FY 2014 reported payments of 

over $450 million  dollars to private providers who contracted with CSBs for mental 

health services far outweighs payments for other services (Virginia Department of 
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Behavioral Health and Developmental Services, 2015). Individuals receiving mental 

health services through CSBs have increased significantly, compared to varying 

treatment sought for developmental and substance abuse services (Virginia Department 

of Behavioral Health and Developmental Services, 2015). Multi-jurisdictional, 

community-based services provide screening and mental health assessments through 

contracts with private community providers (§51.5-169).  

There is a lack of qualitative research on the effectiveness that collaboration and 

communication have in intervening in children's mental health. There are no formally 

documented studies of the extent of or reasons for the gap between community-based 

mental health services for youth in its relation to school-based mental health services for 

youth. Many studies have systematically documented and then addressed policies and 

structures in both areas separate of each other (Adelman & Taylor 2006; Evans & Weist, 

2004; Kratochwill et al., 2007; Reschly & Bergstrom, 2009) but did not analyze the 

provider's perceptions of the efficacy of interagency collaboration between the two. 

Evidence-based practices in the community for youth in mental health assessment, 

prevention, and behavioral interventions have been documented extensively (Hoagwood 

et al., 2001). The expansion of school-based health centers under the Patient Protection 

and Affordable Care Act (ACA, 2010) can optimize mental health benefits to youth. 

However, the broad language within the legislation has led to competing viewpoints on 

how to blend school-based services with community-based services (Nastasi et al., 2017). 

Existing descriptions of school-based services and community-based services 

explicitly present the professions as siloed entities (Rones & Hoagwood, 2000), and a gap 

exists in the literature to demonstrate how high-quality school-based services as well as 
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community-based services present insular child-centered, family-focused, and culturally 

competent services (Natasi et al., 2017). The overlap between the two entities has been 

independent of each other, and the skills, resources, and service delivery overlay signify a 

potential partnership that previous researchers have advocated exploring (Dryfoos, 1994; 

Harris, 2009; Roberts et al., 2008). There is evidence to suggest that the integration of 

these services would "eliminate duplication, ease bureaucracy for families, and distribute 

a community's mental health resources more equitably" (Doll et al., 2000). 
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CHAPTER 3: METHODOLOGY 

“Education is the most powerful weapon which you can use to change the world.” 

Nelson Mandela (Speech, Madison Park High School, Boston, June 23, 1990) 

Introduction 

 The purpose of this chapter is to detail the methods and components involved in 

conducting this research, including population, population frames, and sampling 

techniques. This chapter also provides a detailed explanation of the selected mode of 

analysis used and the data collection method. According to Maxwell (2012), a quality 

research methodology is one in which the various components work harmoniously and 

successfully. I captured the experiences and perspectives of CSB personnel as they 

described their role as leaders and shared how they collaborate with local agencies, 

specifically local school divisions. 

The qualitative methodology has a clear home within the study of mental health 

research (Peters, 2010), as case studies have long been used to present a detailed analysis 

of novel treatments (Goffman, 1961). Whereas with quantitative research, key 

assumptions are that facts exist that should be examined as objectively as possible 

(Peters, 2010), to understand the experiences of an individual is undeniably qualitative in 

nature (McBeth & Cordingley, 2009). Further, the complexities of mental health research 

and the multidisciplinary (and multifactorial) services coupled with topics that may be 

highly sensitive or private mean that meaningful research should be based on a subjective 

inquiry to give a voice to participants (Peters, 2010).  

Qualitative research offers an effective way to develop interventions for mental 

health problems, which is ultimately beneficial for stakeholders and potential new users 
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of mental health services (MRC, 2008). The manner of research is incredibly valuable 

when understanding youths’ concepts of mental illness of mental health services (Nelson 

& Quintana, 2005). Generating an understanding of a phenomenon by capturing how 

individuals talk about a lived experience is invaluable in providing rich qualitative data 

(Mavaddat, 2009; Schulze & Angermeyer, 2003). 

Statement of the Problem 

There is evidence to suggest that access to promotion, prevention, or intervention 

services in communities and school-based services affect children’s functioning and 

competencies in school (Lewallen et al., 2015). The aim of this study was to understand 

the collaboration and communication between Virginia CSBs tasked with providing 

mental health services to Virginia children in need and school divisions who similarly 

serve Virginia children. Meeting the social and emotional needs of students is conducive 

to effecting instruction (Lewallen et al., 2015). Critical factors to a positive social and 

emotional school include providing child-centered, family-focused, and culturally 

competent service options to meet youth’s needs. Barriers to collaboration that affect 

inter-local stakeholder’s perceptions of joint venture’s successes require systematic 

examination. 

Purpose of the Study 

I sought to understand the collaboration and communication between Virginia 

Community Service Boards tasked with providing mental health services to Virginia 

children in need, and school divisions who similarly serve Virginia children. The 

literature indicated that mental health systems of care specifically tailored to youth’s 

needs directly influence the youth’s emotional, behavioral, and social-emotional 
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functioning (Doll et al., 2017). The integration of mental health services has shown an 

increase in access to these services, a reduction in duplicative services, and a more 

equitable distribution of services (Bickman, 1996; Doll et al., 2000; Doll et al., 2017, 

Dryfoos, 1994). Historically, once successfully coordinated, these entities become 

victorious allies and establish vital partnerships (Rones & Hoagwood, 2000), although 

costs and bureaucracy are frequently cited as hindrances. 

While cultural differences across agencies can negatively impact interagency 

coordination, legal constraints on the sharing of classified data, and communication 

problems stemming from an initial lack of trust and familiarity (Eyerman & Strom, 

2005), there is ample evidence of local, state, and federal governments intersecting in 

reaction to most large-scale emergencies (Committee on Guidance for Establishing Crisis 

Standards of Care for Use in Disaster Situations, 2002). Interagency collaboration is a 

critical strategy in providing comprehensive human services to youth and their families 

(O’Looney, 1994; Walter & Petr, 2000). Abramson and Rosenthal (1995) defined 

interagency collaboration as a fluid process through which autonomous organizations 

undertake joint initiatives, solve shared problems, and achieve common goals.  

While the term collaboration is often used interchangeably with “coordination” 

and “cooperation, it is imperative to note that each term forms a continuum of 

increasingly shared decision-making processes and structures (Kagan, 1991; Konrad, 

1996; Swan & Morgan, 1993; Walter & Petr, 2000). Thus, interagency collaboration is a 

process by which service integration is achieved. Bruner (1991) further describes the 

interagency collaboration and its relationship to cooperation and coordination, as the 

terms involve some formal relations between agencies, joint activities, joint structures, 
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and shared resources. O’Looney (1997) described collaboration as forming a partnership 

that is characterized by mutual benefits, interdependence, and a formal commitment of 

working together for specific purposes and outcomes (Bailey & Koney, 1996; Harbert et 

al., 1997). Interagency collaboration requires a change of agency structures, thus 

reducing and relinquishing autonomy, where a pooling of resources and merging of 

organizational structures help in attaining the level of service integration (Jesien, 1996). 

Interagency efforts are best characterized as interagency collaboration, as they are part of 

a more extensive administrative-level collaboration that entails some degree of shared 

responsibility, resources, and authority (Walter & Petr, 2000). 

Research Question 

The aim of this study was to understand the collaboration and communication 

between Virginia CSBs tasked with providing mental health services to Virginia children 

in need and school divisions who similarly serve Virginia children. An increasing number 

of school divisions have sought to broaden their mental health supports beyond special 

education into a continuum of multi-tiered supports, including community-based mental 

health treatment (Brock & Brent, 2015). Studying the culmination of processes and 

structures in this continuum of universal mental health could empower families, 

educators, and community leaders to work in tandem to develop and maintain the bridge 

between school and community services (Walter & Petr, 2000). 

To obtain the most comprehensive details of current collaboration efforts, I 

analyzed community-based providers' perceptions about how they deliver systems of care 

and culturally competent practices internalized and integrated into every aspect of its 

organization and functioning (Pumariega et al., 2005). I reviewed the current knowledge 
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about the mental health of culturally diverse youth in the United States, in addition to 

detailed discussions with experts and stakeholders, an analysis of health education, health 

services, psychological and social services, healthy school environments, and community 

involvement. In this basic interpretive qualitative study, the aim was to understand local 

communities’ approach to mental health services for students. I interviewed regional CSB 

executive directors to gain their viewpoints on their individual agency’s communication 

and collaboration with their surrounding school division, focus on early identification and 

prevention policies, and complete mental health (see Appendix D). I utilized items 

embedded within the CSB executive director interview protocol to determine the 

executive director’s perception of the degree of collaborative consultation with school 

professionals. The qualitative analysis focused on “inquiry-guided” research. I conducted 

the study across suburban and rural regions within the Commonwealth through 

interviews with CSB administrators.  

I used the Open Code software to analyze the data derived from interview 

responses. I also used semi-structured interviews via phone conference with CSB 

executive directors. I grouped the CSB executive director interview protocol questions 

(see Appendix D) into background information, family-based barriers, and community-

based barriers. This qualitative research design involved collecting audiotaped in-depth 

interviews, and my notes received support from the transcription. 

The research question selected to best approach the implications of this study was 

as follows: 
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• How do Virginia Community service board (CSB) personnel describe the way 

they collaborate and communicate with local school divisions to provide 

mental health services for children? 

To explore the interdependence that occurs when local entities collaborate with 

local school divisions within Virginia, I selected (from the eight established regions) 11 

CSBs to collect information regarding their partnerships and collaborations and the 

factors that they perceived to influence their collaboration with surrounding school 

divisions. I selected participants who could inform the research question under study. I 

contacted the CSBs through email correspondence; I obtained contact information from 

publicly available email addresses. I selected Virginia because it has a statutory provision 

for creating CSBs, and those CSBs coordinate with local Virginia school divisions to 

provide mental health services for children. I invited all 40 CSBs to participate in my 

study. With an attempt to engage geographically different regional CSBs, of these 40, 11 

responded and participated in my study. 

The second step in the data collection process consisted of me reaching out again 

by publicly accessible email to the executive director of the CSBs who consented to 

participate. After making this subsequent contact with the executive director, I asked if 

the executive director would personally consent to participate in the study. If not, I 

requested the director to identify a separate individual employed within the CSB. I 

offered the director and other CSB personnel an optional opportunity for an initial face-

to-face meeting to develop rapport. None of the participants requested or consented to a 

brief initial face-to-face meeting, and all consented to telephone interviews. At no time 

during the initial or subsequent interactions with the participants did I ask for any 
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treatment plans, treatment notes, individual education plans, Section 504 plans, or any 

documents that personally identified a child. During the subsequent contact, I asked the 

executive director, or the designated mental health counterpart identified within the CSB 

the questions within the CSB executive director interview protocol (see Appendix D) via 

phone conference. Table 1 provides the demographic information about the 11 

participants. 

 
Table 1 

Study Participants Demographic Information 

 

Theoretical Framework 
 
 Development of interactions between individuals and their environment including 

societal and cultural beliefs, community factors, family factors is a hallmark of systems 

theory (Brofenbrenner, 1979). The mental health's impact on a child’s cultural, economic, 

and familial traits vastly affects the youth’s overall well-being (Berman, 2001; Cole, 

1998; Elbedour et al., 1993). I integrated systems theory by analyzing the social 

environment and cycle of exchange between organizations and external stakeholders, 

community resources, and other organizations. 

Participant CBS County 
Location 

Participant’s 
Name 

Size of Region 
Served 

Geographic 
Area 

1 Atchison 
Berkeley 
Big Horn 

Champaign 
Cleburne 
Dakota 

Escambia 
Escambia 
Escambia 
Escambia 
Escambia 

Crawford 195 sq mi Suburban 
2 Randolph 152 sq mi Suburban 
3 Gaines 210 sq mi Rural 
4 Early 144 sq mi Rural 
5 Clinch 404 sq mi Rural 
6 Marion 168 sq mi Rural 
7 Baker 441 sq mi Rural 
8 Lumpkin 441 sq mi Rural 
9 Morgan 441 sq mi Rural 
10 Alma 441 sq mi Rural 
11 Lexington 441 sq mi Rural 
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Ontology 

The ontological security described by Giddens (1991) has profound implications 

for a youth’s trust in the world. Saunders (1990) noted that for youth to have trust in the 

world, they require more than tolerable sustenance and accommodations to live a 

rewarding life. This includes an awareness of their place in the social order (i.e., society), 

and an awareness of the possibility of their character and personality. Youth must feel in 

control of their environment (e.g., owner-occupation); advancement in society is 

contingent on psychosocial wellbeing (Dupois & Thorns, 1998). Figure 2 presents a 

model for understanding the interactions of adverse childhood. 
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Figure 2 

Ontological Model Demonstrating the Interactions of Adverse Childhood 

 

 

Epistemology 

Epistemology concerns the nature of knowledge itself and its relationship to 

perceived truths and beliefs (Slade, 2009). It is intimately intertwined with values, as well 

as ethics. Constructivist epistemology principles in mental health encompass nomothetic 

and idiographic knowledge (Slade, 2009), and integrates the two perspectives. Figure 3 

gives a depiction of the process and socialization of youth’s behavior. 
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Figure 3 

Primary and Secondary Socialization and Individual Youth Behavior 

 

 

 

 

 

 

 

 

 

 

 

Research Procedures and Design 

 In my study, I investigated the similarity among the CSB executive director’s 

perceptions of the comprehensive services they provide for students and the 

recommended components of comprehensive services presented in the relevant literature. 

I used a basic qualitative methodology. The qualitative methodology allowed the 

exploration of attitudes, thoughts, and motivation (i.e., human phenomena) in detail. 

There is a consensus among researchers that qualitative methodology is an acceptable 

means to gain a complex and holistic understanding of a subject or an informant’s 

perspective (Morse, 1992). Qualitative research is uniquely sensitive to describing the 

culture and behavior interpreted, experienced, and generated by individuals (Carr, 1994).  

Primary 
socialization: 

Family 

Secondary 
socialization: 

School 

Youth’s 
behavior 
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Qualitative methodology was the best fit for this study, as it utilizes exploration 

and understanding of an individual’s culture and behavior. Qualitative research as 

opposed to statistical generalizability endeavors to reflect the diversity within a given 

population (Kuzel, 1992). A basic qualitative methodology has long been established as a 

transparent approach to the study of mental health observation. Mental health 

management as mental health problems, particularly in children, is a complex 

phenomenon with lasting effects on children, their families, and society (Crawford, 2003; 

Goffman, 1961; McBeth & Cordingley, 2009; Peters, 2010). The fundamental qualitative 

methodology identifies concepts and builds theory from data obtained through qualitative 

means (Corbin & Strauss, 2008).  

Further, it focuses mainly on the psychological processes behind an individual’s 

behaviors, explicitly explaining how and why individuals behave the way they do 

(Charmaz, 2006; Corbin & Strauss, 2008; Dey, 2008). The primary qualitative 

methodology approach allows for a research question with openness to multiple 

explanations from the data gathered (Foley & Timonen, 2015). Participants selected as 

part of the basic qualitative methodology are explicitly selected for their insight into the 

phenomena under study (Foley & Timonen, 2015; Morse, 2007; Sbaraini et al., 2011). 

That means, only a select few participants with characteristics previously known to the 

researcher that have been deemed relevant to the study would be chosen (Foley & 

Timonen, 2015). Additional participants are often chosen after interviews are conducted 

with initial selectees based upon the information gathered (Foley & Timonen, 2015). 

 I used telephone interviews for my qualitative methodology, as it provided a way 

of generating empirical data about the mental health world by asking participants to talk 



100 

 

about their work (Holstein & Gubrium, 2003). I quickly established rapport as there was 

an inability to respond to visual cues, which could have quickly resulted in a potential 

loss of contextual data (i.e., the ability to observe the participant's work environment). 

There were logical conveniences of conducting in-depth telephone interviews, including 

enhanced access to geographically dispersed interviewees, increased privacy for 

participants, reduced self-consciousness for myself, and reduced distractions for 

participants, allowed for greater flexibility in scheduling. Before initiating telephone 

interviews, I made efforts to facilitate ease of communication with prospective 

interviewees. I read the participant consent letter to communicate the study's purpose and 

the importance of participant contribution. I offered to provide the interview question 

protocol at least 24 hours in advance of the interview. The detailed interview protocol 

also allowed for preparation for addressing possible distress among respondents. Thus, I 

conducted qualitative in-depth work history interviews over the telephone, with 11 

participants recruited initially as part of a potential sample size of 40. The response rate 

was 100% (11 interviewed, 11 complete transcripts) of those participants who opted to 

participate. My qualitative research design involved collecting audiotaped, in-depth 

interviews, and was supported by transcription and supplemented by my notes. 

Sampling 

 To analyze the perceptions of CSB executive directors in the form of basic 

qualitative research, I used patterns and relationships across the data (i.e., categories in 

the data) to understand the social contexts of the participants’ viewpoints, which was 

essential for interpretation. As with most qualitative research, the choice of research 

subjects was purposive and strategic, to allow for flexibility of sampling strategies 
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throughout the study’s process. The samples selected were representative of the study’s 

population, although not from a statistical viewpoint. 

I used theoretical sampling, which relies upon the concepts and variables that 

emerge during data analysis. I offered prospective participants who fit sampling criteria 

(i.e., executive directors of CSBs) valuable insight into these concepts and categories. 

Saturation, which is typically used in grounded theory research, was not used for 

pragmatic reasons, as saturation is dependent on no new significant insights emerging 

from the data (Corbin & Strauss, 2008) and when categories have been well-described 

(Foley & Timonen, 2015). Figure 4 depicts the different areas of the state of Virginia. 

Figure 4 

Areas of Virginia 

 

Note. Derived from The Demographics Research Group 2020. 
Interviews 

 I conducted interviews with local CSB executive directors or a staff member of 

the CSB that the executive director identified as a knowledgeable substitute. Through 
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their respective interview protocols, I asked each informant to provide their perceptions 

and experiences with the mental health process for youth to attain the effectiveness of 

their mental health collaborations and communications. I gave each participant an option 

to complete the interview protocol via a 60 to a 90-minute telephone interview or 

videoconference. Participants consented to my interview or recommended another 

individual in their agency/department who would be an appropriate contact. Eleven total 

interviews across different CSBs took place during individual telephone interviews. 

Interview questions from the protocols via telephone conference with participants 

to determine their perceptions and experiences after they agreed to participate. As a 

qualitative study, individual interviews help understand facets and perspectives of the 

mental health of K-12 youth. Creswell (2009) described data saturation as the number of 

participants necessary to appraise the researcher of all crucial elements fully.  

I adapted the interview protocol partly from the Oregon Public Health Division’s 

(2011) community health initiative aimed at developing and improving access to 

healthcare coverage, as well as the systems theory framework, which emphasizes the 

plurality of perspectives, contexts, realities, and meanings. The systems theory 

framework developed by Patton and McMahon (1997) aligns with Bronfenbrenner’s 

(1979) conceptualization of the elements of the participant's environment in which they 

have regular contact (e.g., the local school division), the participant’s ideological and 

social influences (e.g., local government) and the participants’ career at all levels, in 

addition to their intra-personal interests, principles, and proficiencies. I developed my 

interview protocol around these tenets to capture each participant's unique perspective 

and their situation. The systems theory framework literature emphasizes an individual’s 
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interests, skills, values, attitudes, beliefs, and knowledge of the world; I incorporated all 

social concepts into the interview protocol.  

My adapted interview protocol for this study sought to identify community 

agencies' social contexts and the workplace, including the strategic issues, strengths, and 

challenges within the existing collaborative relationships of CSBs and school divisions 

(Bronfenbrenner, 1979). The protocol focused on identifying current community health 

problems, measured the amount of information and education dissemination from the 

CSBs, identified the plans that supported individuals within the community, and gained a 

sense of perceived effectiveness, accessibility, and quality of mental health services. My 

interview protocol secondarily drew from the interagency collaboration literature, 

specifically the theoretical discussions on policy networks, collaborative decision-

making, and network management. It was through this additional research to inform the 

interview protocol I established the definition of communication (a process through 

which an organization sends a message across a channel to another part of the 

organization). Table 2 provides the research question’s variables, theoretical basis, and 

how both were applied to the interview questions. 

Table 2 

Research and Theoretical Basis and Application for Interview Protocol Questions 
Research Question 

Variable 
Theoretical Basis Applications Interview 

Question 
Collaboration Systems theory Embeddedness in the 

structure of the network 
Q.4 
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Table continued 

Collaboration Systems theory Mission and constituency Q.2 
Collaboration Systems theory Established and 

standardized procedures 
Q.4a 

Collaboration Systems theory Established and 
standardized procedures 

Q.4b 

Collaboration Systems theory Actions of the 
participating agencies 

Q.4c 

Communication Systems theory Interorganizational 
communication 

Q.4d 

Communication Systems theory Communication patterns Q.4f 
Collaboration Systems theory Modes of connectivity Q.4g 

Communication Systems theory External environment 
communication 

Q.4h 

Collaboration Systems theory Resiliency of the 
community 

Q.4j 

Collaboration Systems theory Social capital Q.4k 
Collaboration Systems theory Structured communication 

channels 
Q.4l 

Collaboration Systems theory Current status of the 
community 

Q.4n 

Communication Systems theory Effective flow of 
information across 

organizational boundaries 

Q.5 

Collaboration Systems theory Social capital Q.5a 
Communication Organizational 

exchange 
Interorganizational 

communication 
Q.5b 

Collaboration/Communication Systems theory Communication channels 
to form networks 

Q.5c 

Communication Systems theory Communication of the 
current status of the 

community 

Q.6 

Collaboration Systems theory Local relationships Q.6a 
Collaboration/Communication Systems theory Boundary spanners Q.6b 

 

Note: While the term collaboration is often used interchangeably with 
“coordination” and “cooperation, it is imperative to note that each term forms a 
continuum of increasingly shared decision-making processes and structures (Kagan, 
1991; Konrad, 1996; Swan & Morgan, 1993; Walter & Petr, 2000). Thus, interagency 
collaboration is a process by which service integration is achieved. Bruner (1991) further 
describes the interagency collaboration and its relationship to cooperation and 
coordination, as the terms involve some formal relations between agencies, joint 
activities, joint structures, and shared resources. O’Looney (1997) described 
collaboration as forming a partnership that is characterized by mutual benefits, 
interdependence, and a formal commitment of working together for specific purposes and 
outcomes (Bailey & Koney, 1996; Harbert et al., 1997).  

My interview protocol (see Appendix D) is directly linked to my study’s research 

question of assessing the level of mental health service utilization and the provision of 
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mental health care services available. My questions elicited participants’ ideas and 

experiences in how they coordinated with public school divisions. I conducted interviews 

with different CSB personnel to explore the accessibility, perceived level of 

effectiveness, and quality of coordination to provide community-based and school-based 

mental health services.  

Finally, the interview protocol allowed for participant insight and innovative solutions to 

mental health problems and the possibility of the collected data from participants to be 

disseminated to additional interested stakeholders. 

Researchers have analyzed the lens of systems theory by enhancing the 

relationship between youth and mental health professionals (e.g., school psychologists, 

child psychologists) and focusing on those relationships' social and academic potentials 

(Pianta, 1999). The interview protocol questions are closely aligned with role 

development questions asked through previous preventive intervention studies. The 

characteristics of mental health providers influence community-based mental health 

program sustainability, access to mental health services, youth, and behavioral 

improvement, and mental health provider turnover (Glisson et al. 2008; Glisson et al. 

2006; Glisson & James 2002; Glisson & Green 2006; Glisson 2007; Glisson & 

Hemmelgarn, 1998; Schoenwald et al. 2008).  

I applied the systems theory to the modification of the interview protocol to 

emphasize the character of social behaviors within the prospective organizations under 

study, the feedback processes of those organizations as social systems, and the multiple 

levels of participant, organization, and environment within the systems model (Katz & 

Kahn, 1966). By carefully crafting the protocol through the empirical lens of systems 
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theory, interview questions sought to emphasize the dynamic quality of community-based 

and school-based organizations as social systems and their potential to continuously alter 

and adjust to changes within and outside those organizations (Scott & Mitchell 1967; 

Thompson, 1967). I selected the qualitative research design instead of quantitative, as this 

allows for deeper analysis in-depth and detail without predetermined categories. 

Specifically, systems theory suggests that an organization is an open system interacting 

with its environment and directly influenced interview protocol questions 3 and 4. The 

interaction between CSBs and local agencies is crucial in shaping the organization's 

communication strategies and is embedded in interview protocol questions 5 and 6. The 

success of those communication strategies in emergencies, according to systems theory, 

is determined by its effectiveness in gathering knowledge and available resources, 

resulting in interview protocol question 6. 

Data Collection and Storage Procedures 

 The conceptual framework informed the interview protocol which I developed to 

gain a detailed understanding of participants’ descriptions of their experiences and 

organizational knowledge. This qualitative research design involved collecting 

audiotaped in-depth interviews which received support from the transcription and my 

notes. A transcript reproduces a verbatim recording of the conversation that took place 

during the interview. Within the transcription, specific speech patterns, vernacular 

expressions, and intonations are recorded, but the use of telephone interviews necessarily 

limited my ability to observe body language and facial expressions.  
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Data Management 

 In terms of data management, I did not view participant transcripts as stand-alone 

products; instead, each transcript had an identical structure and appearance to efficiently 

locate specific questions within the transcript and focus on interpreting the document. I 

saved digital audio recordings on a computer-based system to ensure that the audio 

quality remained clear and audible. I tracked, managed, and processed data through a 

computer system, and I backed it up throughout the data analysis process. I kept 

electronic copies of all essential materials on a password protected computer program. 

Further, I labeled and logged each transcript, and I cataloged and indexed documents and 

artifacts. I assigned to each transcript a file name and record number unique names or 

identifiers, and I performed cleanup and recoding simultaneously while engaging in 

coding analysis. 

When an interview participant provided detailed sensitive information (e.g., 

names of others, details of their own lives) that could have resulted in personal or social 

harm or resulted in a breach of confidentiality, I replaced the real names of individuals, 

organizations, and settings with aliases that helped retain contextual and referential 

information. This aided in retaining that critical information while protecting the 

identities of participants and other stakeholders.  

The George Washington University Institutional Review Board (IRB) defines 

privacy as "control over the extent, timing, and circumstances of sharing oneself 

(physically, behaviorally, or intellectually) with others" (Office of Human Research, 

n.d.). In contrast, confidentiality is defined as "the treatment of information that an 

individual has disclosed in a relationship of trust with the expectation that it will not be 
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divulged to others in ways that are inconsistent with understanding the original disclosure 

without permission” (Office of Human Research, n.d.). All audio recordings and any 

other data with personal identifying information will be destroyed 10 years after the 

study's completion or the specified time warranted by the IRB. 

Data Analysis 

 The underlying rationale for the analysis of interviews involves coding and 

thematic analysis and the creation of vignettes (Seidman, 1998). Narrative analysis is a 

holistic and interpretive process that distinguishes the connection and interactions of 

categories (Maxwell, 2008). The first step in this process was to analyze the data from 

this study from four perspectives to ensure participants addressed the research question. 

By doing so, I examined the collaborative relationships described by participants and 

compared these to the collaborative components found in the literature. The process of 

examining relationships primarily allows for the descriptions of the multiple relationships 

among the constructs of essential variables (O’Leary, 2014).  

I utilized open coding to examine emerging themes throughout the interview 

transcripts and grouped them into categories for further analysis. This coding and 

category construction helped to evaluate transcripts. I used CSB personnel participants' 

responses as primary research data that helped contextualize what they understood and 

how they collaborated on mental health services with local school divisions. This ensured 

that the primary method of data collection was comprehensive.  

The rationale for conducting a qualitative methodology and extension of 

qualitative analysis was to evaluate the data's meanings. Coding is a problem-solving 

technique that allows for a rigorous interpretation of concepts, themes, and data 
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summation that links ideas to that data (Richards & Morse, 2007). I utilized first cycle 

coding and data analysis through descriptive coding. I coded interview data using the 

open coding process, which resulted in an assortment of open codes (categorizing 

strategies). Open coding allowed me to analyze interview transcripts by writing down 

concepts and frequent terminology used to capture the text. I then used open codes, to 

group and label each category (i.e., selective coding). This helped determine how I linked 

the categories to each other, resulting in a final theory or hypothesis. I used specific 

recurring themes for coding purposes, including emotional, psychological, 

communication, social well-being, childhood, partnership, and adolescence. Additionally, 

interviewees discussed federal and state legislation frequently cited in the literature. 

Validity and Trustworthiness 

 The concepts of validity, according to Maxwell (2013), "consist of…strategies 

used to discover plausibility in actual research situations" (p. 123). Further, identifying 

anticipated and unanticipated validity threats through control groups and randomized 

sampling is recommended to ensure the validity of qualitative studies. My study evoked 

participant viewpoints, which enhanced my study's overall validity, as I was able to 

compare their perceptions of actuality. Additionally, Creswell (2000) wrote that it is the 

researcher's responsibility to determine data saturation, and by extension, establish the 

credibility of the study by drawing inferences from that data. 

I used triangulation as a validity measure for this study to draw inferences from 

available sources of information (i.e., participant responses) to form themes and 

categories. Triangulation allowed me to sort participant responses to determine common 

themes while simultaneously eliminating overlapping areas. Additionally, individual 
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viewpoints and experiences derived from participants’ responses allowed for the analysis 

of the participants' ideas and experiences. Credibility also termed how well the study 

measured what I intended, referring to the level of confidence of how accurately the 

phenomena under scrutiny had been recorded. To achieve this, I developed an early 

familiarity with participating organizations. This helped gain a proper understanding of 

the community-based and school-based organizations and establish a relationship of trust. 

Figure 4 provides a diagram that displays how I coded the triangulated data. 
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Figure 4 
Diagram of Coded Triangulated Data 

 

I addressed the reliability (techniques to show that if the study is replicated with 

the same methods, participants, and within the same context, similar results would be 

obtained) through triangulation. To better promote the consistency of understanding my 

interpretations as a support for my findings' status, I produced documentation of the 

techniques I used to code so that the data can be reanalyzed. Transparency of my 

techniques allows for reanalysis and comparison of my original findings. 

Statement of Subjectivity and Reflexivity 

 "Reflective commentary" (Guba & Lincoln, 1989) speaks to the researcher's 

evaluation and monitoring of each data collection session's impressions. This is essential 

to establish research credibility and effectiveness of the projects' results (Glesne, 2011). I 

am connected to the patterns and theories that inform many parts of the research 

conducted, specifically my study topic. My experience practicing as a mental health 

Purpose
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practitioner influenced my approach to mental health, learning, behavior, and perceived 

best methods to strengthen healthy and supportive learning environments. 

I also kept in mind that it could not be assumed that categories and themes that 

developed from the data were identical to well-established concepts described in the 

literature. Meaning, the language of interagency collaboration and mental health may not 

have the same meaning as my everyday language. In my data analysis, I also provided a 

comparison of how phrases that participants described either resembled or were 

dissimilar from the manner that the researchers in the literature used the term. As 

reflexivity emphasizes my own presence in the research process, I envisioned myself in 

my study’s setting, context, and social phenomena. I explored these evolving dispositions 

in my personal notes within my field journal. Within that journal, I noted that I should 

continue to be aware that my involvement with participants could influence the direction 

of the research. For example, I decided what I wanted to research, how I wanted to frame 

the research questions, what questions I would ask in the interview, and how to probe the 

answers. This was particularly important as my study mostly focused on the rules 

governing communication between agencies and participants' cultural and experiential 

knowledge of interagency collaboration and coordination, and youth mental health 

services in everyday life. Per Mason (1999), to attain a reflexive stance, I kept a field 

journal, wrote in it regarding fieldnotes, and recorded logical and methodological 

decisions in memos to exemplify the reflexive process. This helped to reveal aspects of 

my understandings that existed but had not been consciously expressed, encouraging 

greater insight into my perspectives, allowed me to challenge and clarify conflicting 
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understandings, and demonstrated the need to communicate the direction of my work 

more explicitly.  

Participant Protections and Ethical Considerations 
 
 The potential risks to CSB participants in this study were minimal. Further, I 

utilized and abided by the university's IRB policies and procedures as a guide for 

conducting this study. I ensured commitment to procedural ethics by submitting this 

study to the university's IRB for approval and conducting the study in accordance with 

the approved protocols. Additionally, I maintained a separate dimension of research 

ethics by abiding by my professional organization's code of ethics, which mirrored 

general guidelines for ethical practice (“Professional Ethics,” n.d.). 

I advised study participants of the study's objectives and purpose as full disclosure 

before obtaining informed consent. This provided additional safeguards that protected the 

participants' welfare and dignity. No research involved children or participants who had 

impairments that would limit their understanding or communication to provide consent. 

Additionally, I avoided any and all intentional deception of participants regarding the 

study's purpose and general nature.  

Participants who consented to the interview had a right to expect that I would treat 

the information they provided confidentially. I did not identify participants by their 

personal, work, or home email addresses or phone numbers. While all interviews took 

place by phone, the participants selected interview locations on their end that minimized 

stress, potential harm, or concern related to their employment. The risks and protections 

appear in detail in the informed consent form. 
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Figure 1  

Ethical Issues in Qualitative Research 

 

Note: Adapted from Mitchell, Slowther, Coad, et al, 2018. 
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CHAPTER 4: RESULTS 

“Whether an illness affects your heart, your leg or your brain, it’s still an illness, and 

there should be no distinction.” 

Michelle Obama (U.S. First Lady, speaking at mental health summit, 2019) 

 

Introduction 

 The purpose of this study was to investigate and describe the systems in place by 

which local community service boards collaborate with local school divisions, 

specifically on arrangements between the two agencies related to prevention, evaluation, 

intervention, and treatment of K-12 students. Further, this study sought to examine the 

extent of mental health service integration amongst the two agencies and their 

perceptions of the level of exchange of information amid these partnerships (including 

organization of events, activities, and decision-making). Data collection and analysis 

addressed one research question: 

• How do Virginia Community Service Board personnel describe the way 

they coordinate with local school divisions to provide mental health 

services for children? 

Two critical themes emerged from qualitative analysis: (1) individualized 

treatment, wellness, and prevention services that are managed and accessible by youth 

within the purview of CSBs and (2) the collaboration of services provided by CSBs and 

schools to youth within the surrounding community. The first theme, the overall care 

model and social determinants (prevalence of risk factors), covers how youth received 
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mental health care for behavioral issues, utilization of mental health services, 

accountability for access to mental health care, emotional issues and routine care within 

CSBs. The second theme, collaboration between community mental health 

agencies/providers and schools, captures the person-centered practices involved in youth 

receiving coordinated care between community (e.g. outpatient) mental health services 

and school-based mental health services. This chapter provides a brief description of the 

CSB and school administrators who participated in this study and the themes that 

emerged from qualitative analysis of interview data gathered during semi-structured 

phone interviews with participants. 

This research contributed to a better understanding of the actual and fundamental 

integration of community mental health services between community service boards and 

local school divisions. The Commonwealth of Virginia has encouraged and mandated the 

use of mental health services, with numerous implications for refinement and 

amelioration. There is a gap in the research about the collaboration efforts between 

community service boards and their surrounding school divisions. Collaboration among 

local government agencies has been researched but not collaboration amongst agencies 

that provide mental health services to youth (i.e., community service boards) and school 

divisions.  

Purpose of the Study 

This study adds to the more significant body of knowledge on how mental health 

services are delivered to youth in Virginia's commonwealth. Stakeholders (i.e., 

legislators, school boards, local commissioners) must recognize and intercede in 

remedying the substantial challenges and barriers identified by those in the field. 
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           For this study, I utilized a basic interpretive qualitative approach. This method best 

explores how participants in both the community service boards and school divisions 

interpreted and constructed meaning from their experiences surrounding the mental 

health of students (Merriam, 2009). This resulted in a highly inductive research 

methodology with the ability to use open coding and thematic analysis (Lim, 2011). The 

generic qualitative methodology permitted the use of semi-structured interviews with 

CSB directors and school administrators on their interpretations of experiences with 

providing mental health services to students. Using a qualitative research design, data 

was collected (through semi-structured interviews) and analyzed concurrently using 

codes generated from the data. Specifically, the use of codes that used language drawn 

directly from the data (i.e., in vivo codes (Sandelowski, 2000)). A generic qualitative 

study provides a means to understand and examine the current system of collaboration 

and communication across the two agencies (CSBs and school divisions), and practices 

currently employed to enhance regular care. We can then reflect on the interview data's 

inferences and the outcome that this data has on the ability to effectively and equitably 

support the affected population.  

Research Question 

 The research question selected to best approach the implications of this study was 

as follows: 

• How do Virginia Community Service Board personnel describe the way 

they coordinate with local school divisions to provide mental health 

services for children? 
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Theoretical Framework 

I derived the theoretical framework for this study from systems theory, which 

seeks to investigate the interrelated social structures of a social unit as a whole. This 

theory directly related to this research, as the operations of the entities being studied 

involved analysis of the information used to control those operations, and evaluation of 

interlinked organizational propositions (Ackerman, 1959; Jackson, 1965; Minuchin, 

1974; Bowen, 1978). Clark's (1994) use of systems theory explored the capacity of 

professionals to fully understand other occupations' values within a previously 

established interagency collaboration. Systems theory primarily considers communication 

patterns, interaction patterns, connectedness, and independence of the organization as a 

whole concerning an individual, as opposed to exploring those elements about the 

individual in isolation.  

The importance of collaboration across local entities is identified in the 

development of structure, rules, and responsibilities early within the partnership's 

development, which enables the collaboration to operate effectively. These structures 

benefit from developing clear mission statements for the partnership through written 

policies, bylaws, and policy and procedure manuals.  

Systems theory is especially relevant when applied to the school setting and a 

community agency that provides services to children and adolescents, as childhood 

professionals operate on a continuum involving boundaries, roles, rules, hierarchy, and 

climate (Christian, 2006). The competence of the coordination across leadership has 

played an essential role in the functioning of said partnership. The systems theory 

framework is particularly relevant to community coordination. It shows that the goals and 
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activities are responsive to youth's mental health needs within the community. Therefore, 

if mental health needs change, the collaborative partnership’s planning and action must 

also change. 

Conceptual Framework 

 The conceptual framework for this study encompassed notions of the benefits and 

shortfalls of the exchanges between community service boards and local school divisions. 

This adaptive perspective of organizational exchange is derived from systems theory, 

which serves as the selected framework for understanding and developing strategies that 

aid in active exchanges. In community agencies, these concepts are linked to increasing 

technological, social, political, and institutional complexities. These large but diverse 

components reflect families, the classroom, the community, and local government 

agencies in schools.  

           These findings are organized by themes with the research question at hand. Table 

1 indicates the demographics of the participants (i.e., CSB Executive Directors, and 

school administrators), while Table 2 includes geographic details and pseudonyms for 

participants. This study specifically sought to understand the collaboration, and 

communication between Virginia Community Service Boards tasked with providing 

mental health services to Virginia youth in need, and school divisions who similarly serve 

Virginia children.  Additionally, this study examined the actions that are perceived as 

paramount to community mental health leaders concerning their collaboration with 

school division personnel. I used all participants' data. Participants whose interview 

anecdotes that appear more frequently provided lengthier interviews yielding more in-

depth data. This chapter will initially introduce participants, followed by an examination 
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of the research question with findings separated according to emergent themes and data 

that did not rise to the level of finding but is interesting and important, nonetheless. 

           Findings for the sole research question of this study describe the pooling of 

resources, sharing of communication, and integration of services among CSBs and their 

local school divisions. After completing the study, additional insight was gained on how 

local community mental health agencies collaborate; namely, how these agencies seek to 

overcome the fragmented nature of the community's major players, including the 

surrounding school divisions.  

Organization of Interview Process 

 This study of the communication and collaboration among local Community 

Service Boards utilized semi-structured interviews to collect information from 

participants regarding their practices, beliefs, and opinions. Participants selected were 

considered subject-matter experts on policies under their purview. The semi-structured 

interviews with open-ended questions allowed the interviewees to have a larger share of 

control over the interaction. 

Participants 

 CSB participants were recruited from the eight regions identified by the Virginia 

Department of Education (Virginia Department of Education, 2019). Random judgment 

sampling from the defined population was utilized – that is, individuals with knowledge 

of the topic, and therefore whose opinions were paramount to the research were selected. 

One participant each was initially randomly selected to be contacted by email from 

Region 1 – Central Virginia, Region 2 – Tidewater, Region 3 – Northern Neck, Region 4 

– Northern Virginia, Region 5 – Valley, Region 6 – Western Virginia, Region 7 – 
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Southwest, and Region 8 – Southside (Virginia Department of Education, 2019). Each 

region encompasses at least one of the 40 CSBs identified by the Virginia Department of 

Behavioral Health and Developmental Services. Each of the 40 CSBs provides some 

level of public mental health, developmental, and substance abuse services to all 133 

cities and counties within Virginia.  

Table 1. Demographic Information 

Participant Geography Length of Tenure Position 
1 Suburban 18 years CSB Executive Director 
2 Suburban 6 years CSB Executive Director 
3 Rural 36 years CSB Executive Director 
4 Rural 20 years CSB Executive Director 
5 Rural 30 years CSB Executive Director 
6 Rural 1 year CSB Administrative Director 
7 Suburban 27 years CSB Prevention Manager 
8 Rural 20 years CSB Executive Director 

9 Rural 15 years 
CSB Mental Health Screening 
Manager 

10 Rural 33 years CSB Crisis Management 

11 Rural 32 years 
CSB Outpatient Services 
Coordinator 

 

 Six CSB Executive Directors, one CSB Administrative Director, and four CSB 

managers ultimately agreed to participate in the study. Participants identified their 

geographic areas as either suburban, urban or, rural. Length of tenure for the CSB 

Executive Directors ranged from 18 years to 36 years. Although this study was intended 

to focus on CSB Chairpersons and their interactions with local school division 

administrators, a conversation with a CSB Chairwoman who declined participation in this 

study revealed that Chairpersons monitor the financial operations of CSBs, while 

Executive Directors direct, guide, and review of activities conducted within CSBs: 
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“…the day-to-day operations of the CSB are the purview of the ED, while the 
involvement of the citizen-board is much more limited to fiduciary responsibility, 
high-level oversight of the ED, etc.” 

Therefore, snowball sampling was utilized immediately after this interaction. This 

allowed for a single, and networked group suggested from a potential (but discarded) 

participant to be included in an accurate sample. An email was distributed to all CSB 

Executive Directors requesting participation in the study. 

 

Table 2. Geographic Information 

 

 

Participant 

 

CSB County 
Location 

Participant 
name 

Years in 
mental 
health 

Years in 
this district 

Geographic 
Area 

1 Atchison Crawford 27 18 Suburban 

2 Berkeley Randolph 9 6 Suburban 

3 Big Horn Gaines 33 36 Rural 

4 Champaign Early 20 19 Rural 

5 Cleburne Clinch 30 20 Rural 

6 Dakota Marion 27 30 Suburban 

7 Escambia Baker 27 27 Rural 

8 Escambia Lumpkin 24 20 Rural 

9 Escambia Morgan 19 15 Rural 

10 Escambia Alma 33 33 Rural 

11 Escambia Lexington 32 32 Rural 
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Figure 2. School division student population 

 

Note: The number of full-time students that were actively enrolled in Virginia Public 
Schools on September 30th of 2019. 

 

Table 3. Participant school division by number of economically disadvantaged 
students 

School 
Year 

Division Name Disadvantaged Total 
Count 

2019-2020 Atchison County Y 3,942 
2019-2020 Berkeley County Y 810 
2019-2020 Big Horn Y 205 
2019-2020 Champaign County Y 2,941 
2019-2020 Cleburne County Y 2,066 
2019-2020 Dakota County Y 21,223 
2019-2020 Escambia County Y 444 

 

Table 4. Participant school division by number of students in foster care 

School 
Year 

Division Name Foster 
Care 

Total 
Count 
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2019-
2020 

Atchison County Y 23 

2019-
2020 

Berkeley County Y 5 

2019-
2020 

Big Horn Y 1 

2019-
2020 

Champaign County Y 26 

2019-
2020 

Cleburne County Y 1 

2019-
2020 

Dakota County Y 122 

 

Table 5. Participant school division by number of homeless youths. 

School 
Year 

Division Name Homeless Total 
Count 

2019-
2020 

Atchison County Y 51 

2019-
2020 

Berkeley County Y < 

2019-
2020 

Champaign County Y 187 

2019-
2020 

Cleburne County Y 11 

2019-
2020 

Dakota County Y 556 

Note: “ < ” when the data is suppressed because there are fewer than 10 students 

in the group. 

Table 6. Participant school division by number of migratory youth 

School 
Year 

Division Name Migrant Total 
Count 

2019-
2020 

Dakota County Y 47 

 

Table 7. Participant school division by number of ELL students 

School 
Year 

Division Name English 
Learners 

Total 
Count 
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include 
Former 
ELs 

2019-
2020 

Atchison County Y 1,170 

2019-
2020 

Berkeley County Y 27 

2019-
2020 

 Big Horn Y 257 

2019-
2020 

Champaign County Y 1,013 

2019-
2020 

Cleburne County Y 73 

2019-
2020 

Dakota County Y 5,360 

2019-
2020 

Escambia County Y 52 

 

Table 8. Participant school division number of special education students 

Division Name Special 
Education 

Total 
Count 

Atchison County Y 921 
Berkeley County Y 158 
 Big Horn Y 333 
Champaign County Y 1,586 
Cleburne County Y 726 
Dakota County Y 6,659 
Escambia County Y 186 

 

All participants revealed that they held dual positions within their respective 

offices. They acted as practitioners, in addition to their position as administrators; this 

overlap of duties allowed participants to serve as significant resources for students with 

mental health disorders, substance use disorders, or developmental disabilities. Further, 

participants held roles that included responding to substance abuse (i.e., opioid 

epidemic), community crisis intervention, reporting and compliance, geriatric mental 

health care, and community crisis stabilization. Altogether, the participants’ years of 
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mental health involvement totaled 257 years, 232 years for rural participants, and 25 

years for suburban participants. Collected demographic information about the participants 

is presented in Table 1, while geographic information is presented in Table 2. Statistics 

on the number of students enrolled in public school on September 30, 2019, as collected 

by the Virginia Department of Education is represented in Figure 6. 

Individual school division data provides context to participant experiences, 

perspectives, and current reality. Six different tables describe each participant’s school 

divisions that are served by the CSB, organized by county, to illustrate students’ 

characteristics and demographics data. One table (Table 3) identifies the number of 

students as economically disadvantaged if they meet any one of the following: 1) is 

eligible for Free/Reduced Meals, or 2) receives Temporary Assistance for Needy 

Families (TANF), or 3) is eligible for Medicaid, or 4) identified as either Migrant or 

experiencing Homelessness.  

Another table (Table 6) identifies students who are or whose parents are 

migratory agricultural workers, including migratory dairy workers or migratory fishers, 

and who, in the preceding 36 months, in order to obtain or accompany such parents or 

spouses in order to obtain temporary or seasonal employment in agricultural or fishing 

work (A) have moved from one Local educational agency (LEA) to another; (B) in a state 

that comprises a single LEA, have moved from one administrative area to another within 

such LEA; or (C) reside in an LEA of more than 15,000 square miles, and migrate a 

distance of 20 miles or more to a temporary residence to engage in a fishing activity.  

One table (Table 5) identifies children and youth who lack a fixed, regular, and 

adequate nighttime residence. Homeless children and youth include: 1) children and 
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youth who are sharing the housing of other persons due to loss of housing, economic 

hardship, or a similar reason; are living in motels, hotels, trailer parks, or camping 

grounds due to the lack of alternative adequate accommodations; are living in emergency 

or transitional shelters; are abandoned in hospitals; or are awaiting foster care placement; 

2) children and youth who have a primary nighttime residence that is a public or private 

place not designed for or originally used as a regular sleeping accommodation for human 

beings; or 3) children and youths who are living in cars, parks, public spaces, abandoned 

buildings, substandard housing, bus or train stations, or similar settings. A table labeled 

Engish Learners identifies students A) who were aged 3 through 21; (B) who were 

enrolled or preparing to enroll in an elementary school or secondary school; (C)(i) who 

were not born in the United States or whose native language is a language other than 

English; (ii)(I) who were a Native American or Alaska Native, or a native resident of the 

outlying areas; and (II) who came from an environment where a language other than 

English has had a significant impact on the individual’s level of English language 

proficiency; or (iii) who were migratory, whose native language is a language other than 

English, and who came from an environment where a language other than English is 

dominant; and (D) whose difficulties in speaking, reading, writing, or understanding the 

English language may be sufficient to deny the student—(i) the ability to meet the 

challenging State academic standards; (ii) the ability to successfully achieve in 

classrooms where the language of instruction is English; or (iii) the opportunity to 

participate fully in society ((McKinney–Vento Homeless Assistance Act of 1987, Pub. L. 

100-77, July 22, 1987, 101 Stat. 482, 42 U.S.C. § 11301 et seq.)). 
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The participants were varied in their experiences in providing mental health 

services. Crawford, Marion, and Baker, the CSB Executive Directors for Atchison, 

Dakota, and Escambia counties, respectively, had the longest tenure in the mental 

healthcare realm of any of the participants. Gaines had the longest tenure by far with the 

same CSB location (Big Horn county). Participants Baker, Lumpkin, Morgan, Alma, and 

Lexington (all from Escambia county) have worked together for at least 15 years in the 

same CSB. This proved notable, as these participants enjoyed strong ties built over 

several years with community personnel and educators within their region.    

 

Table 2. Geographic Information 

 

Participan
t 

 

CSB County 
Location 

Participant 
name 

Years in 
mental 
health 

Years in 
this district 

Geographi
c Area 

1 Atchison Crawford 27 18 Suburban 

2 Berkeley Randolph 9 6 Suburban 

3 Big Horn Gaines 33 36 Rural 

4 Champaign Early 20 19 Rural 

5 Cleburne Clinch 30 20 Rural 

6 Dakota Marion 27 30 Suburban 

7 Escambia Baker 27 27 Rural 

8 Escambia Lumpkin 24 20 Rural 

9 Escambia Morgan 19 15 Rural 
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10 Escambia Alma 33 33 Rural 

11 Escambia Lexington 32 32 Rural 

  

Marion, the CSB Executive Director of suburban Dakota county, had the least 

amount of experience, followed by Executive Director Randolph of suburban Whitman 

county. Marion described difficulty forging relationships with local school divisions. 

Simultaneously, Randolph noted that her CSB acted in a passive role with their school 

counterpart, and typically deferred to the Whitman county schools to request services. 

           Data analysis revealed several themes that explicated the participants’ perception 

of the communication and collaboration of service delivery for students. Based on 

limitations in the sample size of school divisions, the researched question initially sought 

was modified to reflect the CSB personnel experiences, perspectives, and current reality. 

This section of the findings addresses the sole revised research question: 

• How do Virginia Community Service Board personnel describe the way 

they coordinate with local school divisions to provide mental health 

services for children? 

Summary of Participants 

 Participants in this study had a wide range of experiences that they reflected on to 

share how they have answered the increasing calls for interagency collaboration of 

mental health access and services for youth. Participants had careers in mental health, 

ranging from 5 years to 33 years and served in their current roles between 1 year and 36. 

CSB demographic data and geographic data (in Table 1 and Table 2) provided additional 

information in understanding each participant's experiences and perspectives. 
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Interview Process 

 The semi-structured interview utilized open-ended questions, as this was 

determined to be the most effective mechanism of gathering data that involved beliefs 

and values. Further, the inclusion of open-ended questions allowed participants to 

formulate a verbal response in their own words and avoid steering participants in a 

particular direction. The selection of a semi-structured interview format allowed 

participants to express their opinions freely and in their own words, to express criticism 

or make comments, and to gauge the participants' level of interest in the topic discussed. 

           Before asking interview questions, I provided participants with a brief synopsis of 

the research study. Eight participants requested a copy of the prospective interview 

questions. Additionally, before starting/recording the interview, I stated the likely length 

of the interview session, the upcoming question topics, and I reminded respondents that 

they had the option to refuse to answer any questions. I also reminded participants of the 

IRB's guidelines regarding confidentiality, anonymity, and consent. Further, although 

acknowledged by the participants once the consent forms were signed, they gave me 

permission to audio record the sessions and approved the audio recording. Seven 

participants requested an opportunity to review the completed study once the final 

publication process took place. The formal interview took place once each participant 

indicated that they had no further questions or concerns.   

Summary of Interview Process 

           I asked several questions out of the intended order to conform with the flow of 

participants' responses. As I built rapport with participants, the sequence of my interview 

protocol was validated; however, I always asked each question within each topic section. 
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This was ensured by reviewing the protocol periodically throughout the interview and 

checking off each question as it was addressed. I concluded the interviews by thanking 

the respondents for their participation and asking if each participant would like to add 

additional information. Two participants took this opportunity to elaborate on previous 

responses. I left my contact information with each participant if they wished to share 

additional data or documents later. 

Researcher Memos and Bracketing 

 Throughout the interview process, I made a concerted effort to remain neutral in 

probes and verbal and nonverbal cues, as unconscious cues can bias an interview. This 

was of utmost importance, as my previous professional role overlapped substantially with 

each participant's duties. Without a noted effort to remain neutral, there may have been 

undue influence or biased data by affecting how each participant interpreted a probe. I 

was also aware that inflecting my views could lead to respondents seeking to provide 

preferable answers. Despite this, I made notes of when I stated phrases such as "this is 

good information to know", as this could lead to participants thinking other responses had 

led to "bad information." 

Per Mason (1999), to attain a reflexive stance, I kept a field journal, wrote in it 

regarding fieldnotes, and recorded analytic and methodological decisions in memos to 

exemplify the reflexive process. This helped to reveal aspects of my own understandings 

that existed but had not been consciously expressed, encouraging greater insight into my 

personal perspectives, gave me the opportunity to challenge and clarify conflicting 

understandings, and demonstrated the need to communicate the direction of my work 

more explicitly. 



 

132 

The Coding Process and Analysis 

 The respondent's use of terminology active in the mental health and education 

fields aided the coding process. The process began with journal notes that included the 

date and time of the interview. I also noted the respondent's geography while being 

mindful of confidentiality requirements barred the use of additional identifiers, such as 

the participants' names or organization. I used both deductive and inductive analysis to 

transcribe the interactions from participants into a written version of our interactions. 

According to Maxwell (1995), these interviews lend themselves to transcription, as they 

are frequent qualitative research interactions. 

           The practice of transcribing, as accurately as possible, began with a fair written 

version of the verbalizations generated during the research encounter by utilizing 

professional transcription services. Subsequently, I reviewed the transcription for pauses, 

laughter, scoffing, sighs, emphasis, and talking over each other. I evaluated each 

transcript to determine if any misinterpretation of sounds and verbalizations were listed. 

The professional transcriber was not familiar with local place names, acronyms, technical 

terms, and other specialty references throughout the interviews. Knowledge of those 

place names, acronyms, and specialized terms was articulated when interacting with 

participants. I also discerned the implied meanings of pauses and other results. 

Emergent Themes Summarized 

 Moving through each transcript, I constructed a system of codes as a way to 

comprehend the data. This was done to categorize data and themes, allow for more in-

depth data examination, and group the data based on similarities (e.g., all mentions of 

“crisis collaboration”). I assigned each category a code based on instances related to 
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themes that were important to the research question (e.g., themes of mental health or 

collaboration). I further divided the codes into a structured coding system, distinguishing 

between descriptive and analytic codes (Corbin and Strauss, 2007). I expanded the 

analytic approach provided by Coffey and Atkinson (1996), where coding is used to 

expand, transform, and reconceptualize data instead of merely simplifying data. 

          During the next stage of the process, while entering essential topics and themes 

into an excel sheet, new and unexpected themes emerged from the data. For example, 

rural participants expressed less interference in the modes of communication among 

CSBs and school divisions than their suburban counterparts. Thus, as I examined coded 

data, I paid particular attention to the communication methods that participants indicated 

(which served as its code) and how that method of communication fit into the hierarchy 

of effectively collaborating on service delivery. 

Table 9. Main categories 

Main Themes 

Collaboration 

Communication 

Intervention 

Prevention 

Referrals 

Resources 

Services 
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The following section will describe the individualized treatment, wellness, and 

prevention services managed and accessible by youth within the purview of CSBs, as 

revealed through participant interviews. These perceptions are woven into the factors that 

compose systems theory, exploring the holistic insights, attitudes, and perceptions that 

comprise the structure of the selected mental health system. 

Prevention 

 When providing services to youth, all participants noted many factors that 

influenced the strategies for prevention. CSB participants noted that the mediated effects 

of prevention included youth-level factors, such as family and peer relationships (and 

quality), and “childcare, schools, and parental involvement.” Crawford added: 

In my mind, I'm a huge believer in prevention. So, I believe the work we're doing 
with our young... our youngest kids... Getting in there and really assuring that 
they're having a strong start. 

All participants acknowledged that schooling, neighborhood conditions, and 

classroom environment influenced a student’s social adjustment and mental health. Early 

indicated that prevention services were not a stand-alone effort. They were rather 

carefully orchestrated through collaboration with the Department of Juvenile Justice 
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(DJJ), the probation and parole offices, and local primary care physicians, the 

Department of Social Services (DSS), and the Department of Health. While CSB 

participants Marion, Baker, and Lumpkin (all rural participants) echoed prevention 

efforts through collaboration with their DJJ, DSS, Health Department, and foster care 

programs, they all indicated that they found self-described success utilizing marketing 

campaigns through social media, targeting the youth population.  

Marion: We also provide some prevention services…of course we provide 
outpatient services, substance use services. We were one of the few CSBs that 
provides the substance use services for teens. That's the ACRA model, A-C-R-A, 
which is, I believe, the only evidence-based SAMHSA-approved substance use 
program. 
 
Baker: Well we like all the cities basically, we have staff that are involved in 
outreach efforts typically through our prevention department. So we identify staff 
through a lot of our community activities… 
 
Lumpkin: We have prevention people in the schools. We see clients, of course, at 
the school or in the community. Plus we have a center-based TDT program, 
which, we're with them all day long, therapeutic day treatment we have in 
These CSBs (Marion, Baker, and Morgan) reported that they collaborated to… 
 
Lexington: We're doing some prevention groups, particularly substance use 
prevention groups in the schools. We do outpatient services. 
 
Gaines: So we have health department, juvenile justice, school system, parks and 
rec, and through our prevention activities we do a lot of work in the community 
including with coalitions like the Franklin Coalition and especially around certain 
kinds of problems like suicide and substance use disorders. 
 
Clinch: This is my 27th year of prevention program and it's made up of high 
school kids from all across [redacted] County. So that's been a collaborative 
effort. They write their own shows and perform throughout the schools and the 
community. So, and our services are year-round. So it's pretty cool. 
 
Early: And we also provide prevention services to the community. So that's not 
only selective prevention to kids who are targeted as being maybe first-time 
offenders through drug screens in one of our Counties. But that's often a universal 
prevention. 
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Baker: And we work regionally in this part of the state with 13 other counties and 
four other CSDs. So we do a lot of universal prevention and that targets alcohol 
and drug prevention in the community. And those campaigns trickle over into the 
school. We have suicide prevention campaigns, very universal where we do 
mental health first aid and adverse childhood experiences training. And we do 
adult mental health first aid and youth mental health first aid. 
 
Morgan: I will say that back in 1990, when we started prevention services in the 
school first, what we found was we weren't necessarily going there to help kids. 
We were there in the schools to be better problem solvers. They would call us in 
and go, let me discuss the situation with you, what you think, and what do we 
have, and what is the resources, and what do we need to do, and help me deal with 
this family. And so, as they got to know us and they began to be better problem 
solvers, they became much more comfortable handling things in the school 
setting. And our caseloads dramatically dropped. 
 
Alma: And then we started writing prevention grants in the community in the 
school. And what we saw was we had kind of a finger in all the pies. And it was 
nice to see what a child was like when they were two and three and we're able to 
help them modulate their way into the public-school system, and then give the 
school a heads up to what was going on. 
 

These CSBs also reported that they collaborated to launch “community prevention 

campaigns” through Facebook, with well over 7,000 members/followers on their 

collective social media site. Participants described using the site to work with the 

community to address trauma, youth mental health first aid, alcohol, and drug prevention. 

Early indicated that they partner with a neighboring CSB (who declined to participate). 

Through that partnership, they provided prevention services in collaboration with DJJ and 

a mobile child psychiatry unit.  

Summary of Prevention Services  

 Schools are an ideal setting for a range of interventions to prevent students from 

developing psychological problems. Participants noted that early intervention could 

positively change the mental health trajectories for youth at risk of mental illness, 
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particularly in underserved areas. Preventions efforts are reported to target the whole 

school, an entire classroom, or selective interventions targeted to population subgroups. 

Services  

Generally, participants spoke favorably of the quality of services provided or 

received, while simultaneously voicing concern that the quantity, scope, and extent of 

those services were severely restricted. Participants attributed limitations to political 

restrictions, staffing levels, and low buy-in from school district leaders. All participants 

noted that one service provided did not supplant another. 

Suburban agencies indicated that prevention services ranged from “in-house” 

services to youth-based services provided within the school setting. These services 

included consultation, parent services, emergency services, immunizations, physicals, 

dental care, nutrition counseling, reproductive health care, asthma management, crisis 

counseling, substance abuse counseling and prevention, and suicide prevention. 

Table 10. Services Provided 

Consultation 
Parent services 
Emergency services 
Immunizations 
Physicals 
Dental care 
Nutrition counseling 
Reproductive health care 
Asthma management 
Crisis counseling 
Substance abuse counseling and prevention 
Suicide prevention 

 

Crawford: So in prevention services we provide parent education…We provide a 
broad array of parent education through workshops, multi-session classes, and 
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what we call consultation…We also provide a range of prevention programs in 
children's skills building groups, primarily in school settings, but also in the 
community. We are the mental health consultant to our Head Start classrooms. 

Randolph: We provide services everywhere, thing from outpatient services, case 
management services, intensive care coordination, to crisis services, whether it be 
crisis stabilization services, emergency services 24/7… if I pull one of those 
services out, then other things will be weakened because of that…you need to 
have a balance of all of that continuum if you really want to have success in 
serving and treating the individual. 
 
Alma: It's all that work up front. And in the beginning you can't just go in and be 
everywhere all the time. You go where people want you. You offer the 
opportunity. 
 
Baker: But when you identify our specific services, and what's our responsibility, 
and what's theirs, and the expectation and types of things…we have licensed 
people in those programs as well as bachelor level people. But we have a higher 
standard I think than most CSBs because we are center-based, and we own the 
program, and we collaborate with the teacher and the principal, and the school 
provides central busing to these programs we have in central on the counties, and 
the school provides the transportation. I mean it's a lot of work. So I think it's 
worth it. And I don't think any of that would happen if we didn't have such a 
strong partnership. 
 
Morgan: We've also added on crisis stabilization services in that building. The 
school operates the building, provides the teacher. We provide the license and 
bachelor's level folks, and then we have nursing and psychiatric services that go 
along with that. Of course, we transport kids to those services in our offices, 
which are a few minutes away. But we do most of our work on site with the 
school, so it's real collaborative. Then we have of course community coalitions 
that the schools are heavily involved with us. And then we do work in the schools, 
and I also have a volunteer after school drama program that I've done. 
 
Lexington: Case Management is kind of a core service, to where we build upon 
what a child needs. And it's very rarely that a kid comes through our doors or on 
call at night that we don't already know about, unless they've just moved here, 
transient. Most kids we know about. So we're kind of a gatekeeper to services and 
kind of hold all the puzzle pieces in order to help things progress in the 
community, I think. 
 
Lumpkin: You have Comprehensive Community Services Act in Virginia which 
started in about 1992, where all special needs money from the four or five core 
agencies, DSS, Health Department, Court Service, CSB and schools. School had a 
little bit of special placement money. We had hospital money. Juvenile court had 
correctional placement money. Foster care money from DSS and Health 
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Department contributions. We were all mandated to come together under CFA. So 
when kids come to the community that need special services or money, that's all 
problem-solved on the community level. And then a plan is developed on a track 
team, family assessment and planning team level, then it goes to the next level 
with the same representative to approve those services. That's called management 
team. 
 
Clinch: And so whatever services are approved, there's a state match. And then 
your local board of supervisors have to make the other half of that match. 
Whether it's the foster care placement or the correctional placement, special 
education type of placement. That's been going on since 1990. 
 
Marion: Well, all of the services that we provide are regulated by two principles. 
One is the department of behavioral health office of licensing, so they promulgate 
regulation around what is required for the service provision itself. Which includes 
needing to have the venue or the site that the services provided registered. And 
the second of course is regulation that's promulgated by the insurer. Since most of 
our services to youth are through Medicaid, it is the Medicaid regulations. 
 
Gaines: …the individual school division usually have their own expectations and 
sets of caveats. And those are typically less formal in the sense that school board 
policies, what school board policy is, normally you make arrangements to provide 
services to youngsters either through the school superintendent and or through 
principals who then obtain permission from the school superintendent. We always 
do an orientation with staff regarding service provision in the school because 
unlike most other venues we're mindful that not only are we guests in the school, 
but it's actually youth that we're working with, they're minors. 
 
Gaines: And when you say serve, we're... Community services boards provide 
services public, obviously it's public mental health. We provide services to all the 
families within our catchment areas, but that doesn't mean we're actually within 
each school division proper. 

 
 Conversely, rural agencies remarked that services were restricted and stretched in 

their communities, and explicitly stated that services were less accessible in their regions 

than their suburban counterparts. This was frequently attributed to funding. 

  
Gaines: Well our counselors here do... probably 80 or 90% of their time doing 
what the state outlines as counseling duties…we don't do a lot of non-counseling 
stuff...Again, 15, 20 years ago we were doing a bunch of other non-counseling 
type stuff, 
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Key findings were noted by school administrators and CSB participants on the 

array of developmental and situational support services available for youth and the 

distinction between those provided to adult services. New models of care are being 

explored in Gaines’s region and Early’s region, as a clinically and cost-effective strategy 

to combat strained resources, with the rollout of telemedicine specifically cited. 

Gaines: For instance, the telehealth services that we're doing in the three school 
systems, was a result of just, conversations… 

Services were reported by five participants to promote a high level of family 

participation, and seven participants reported mental health services as a fast-growing 

component of school-based health care. Providing services in the schools were noted as 

being popular primarily with parents, followed by school administrators, and then 

teachers. Participants Marion, Baker, and Lumpkin attributed this to the no-cost aspect of 

mental health centers (primarily in the high-school setting) within schools. School-based 

health centers were staffed by combinations of mental health professionals supplied by 

community service bards, clinical psychologists, counseling psychologists, and clinical 

social workers. 

Rural participants noted additional service hurdles for youth under their purview 

and expressly noted geographic, demographic, and cultural characteristics. Barriers 

reported were increased costs associated with transportation, difficult recruiting service 

providers specially trained to work with youth, lack of adequate funding, and an increase 

in requests for services. Participants Marion, Baker, Lumpkin, and Alma noted that 

economic crises, coupled with significantly high levels of adolescent substance 

abuse/illicit drug use, have contributed to the at-risk population. This led these 

participants to offer (or attempt to offer) services in not only schools, but also social 
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service agencies, mental health centers strategically placed throughout the county, and 

the juvenile justice system. No concerns were reported regarding resistance to public 

assistance programs, an area highlighted within the literature as a common barrier to 

effective care in rural areas. 

Table 11. Barriers to access 

Barriers to Access 

Geographic hurdles Lack of adequate funding 
Demographic characteristics Transportation 
Recruitment of staff Increase in referrals 
High levels of substance abuse Cultural stigma 

Summary of Services Provided  

Participants in this study expressed the belief that a range of preventive and 

corrective services oriented to students' needs and problems exist. Some CSB participants 

described these programs as being provided throughout a school district, while others 

noted that services were carried out at or linked to specific schools. As participants spoke 

about the organization of services, they reported that the school division's ownership 

could be varied by the school division, with some resources "owned" by the schools and 

others by the community agency. Schools that opted to provide their own services offered 

them through their pupil personnel services department or support services departments. 

Referrals  

The referral process varied greatly among the CSBs and the school division, with 

the single commonality that no further follow-up takes place after the schools refer a 

student to the CSB, and the CSB either sending the student back to the school or for 

additional treatment. 
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Early: …we at least, we'll call them, let them know what's coming, and then 
they'll at least let us know that the student and the parents showed up, which is an 
improvement over the past, which is sad to say…As far as follow up and all that, 
no. It's very rare. Anything beyond that they got there, and they met with them... 
If a student gets hospitalized, if a student gets referred for stuff, we typically have 
to follow up with the student to see what came of it. 

Crawford: It's interesting the school system will sometimes send someone over 
here without calling us and they all have a whole backstory and the family will be 
like, "I don't know. The school told us to come." You know? And so, it would be 
lovely for you to share…We always encourage a phone call, even if it's just a 
backstory. We always say we can listen to whatever you have to say. We just can't 
share back. Unless there's really signs. 

Randolph: …we're in outpatient services. So usually when someone gets care 
with us, they're still going home. It's not like they stop going to school where it's 
like an in-house state treatment program or a residential program. There's really 
kind of not that same need. Our social workers and therapists will coordinate with 
the school based social workers and counselors if there's something significant 
they think will be impacting their education and behavior inside the school, they'll 
do that. But there's not typically a transition plan back to school if you will that's 
needed. 

Gaines: …what we're doing in terms of referrals and different things like that. 
We're starting to move to where we're going to be putting a therapist in the 
schools, as much as our resources will allow. 

Early: There's ethical guidelines that say if you know a student is working with 
one counselor and you're working with them that you're supposed to contact that 
other counselor. I've said this in meetings before and it doesn't always please 
people, but every CSB counselor and every private counselor in this community 
knows that the kid is in school. 

Baker: Schools differ depending on the level of schooling, so in elementary 
schools it's not uncommon for the principal to be aware of youngsters that are 
having problems and often times they are the ones making a referral directly or 
the assistant principal is making a referral directly middle schools and high 
schools because of their size, because of the number of youngsters, they rely more 
heavily on their assistant principals and guidance counselors or school counselors 
to be able to help with the referral process. 

Lumpkin: We follow what the school prefers and most school systems, they 
prefer that the referral for counseling come directly either from administration or 



 

143 

school guidance. Now, depending on the school system, they refer to that 
individual as a school counselor or guidance counselor, as opposed to directly 
from the teacher or somehow bypassing administration. And the reason for that is 
because administration is ultimately accountable to the parents and the school 
board for the behavior of any provider or support that's within the school system. 

Clinch: …we really prefer to have that referral through the school counselor 
ourselves. We prefer that because they're professionals, they know how to take 
information from different teachers. They also know if the youngster is having 
difficulty with more than one teacher, possibly, if they've had difficulty in a grade 
before this, possibly even a school before this. And they're able to help share the 
support that the youngster might need when we come in and actually start meeting 
with them. 

Alma: …because they're going to want to make sure that anytime they're referring 
a youngster for support, that the family is apprised of that referral. They're going 
to typically either call the family or have us call the family and then provide a 
retroactive assurance that we've gotten up with the family. We're going to have to 
do an intake with the family to provide any services for them, so that's where it 
also gets complicated. 

Morgan: The routine process for a referral is, let's say a teacher has a concern, she 
will voice it to the counselor or to the case manager or to the school counselor. If 
she voices it to the case manager first, they will bring it to the school counselor. 
They will agree on a potential need for services or at least for an intake to screen 
the youngster for service need. The school counselor typically will take the 
initiative to contact the family. Sometimes depending on the school level, like for 
example with high school it might be that they ask us to do so. 

Lexington: …so in terms of the particular way that we receive referrals from 
within the schools, I am not sure that we have a standard way of doing that. But I 
do believe the referrals can come from anywhere within the school. Certainly the 
school counselors that are employees of the school system can refer if they notice 
that a particular student is having an issue at any age. And they certainly in the 
high schools they provide us in kind services or in kind office space to make sure 
that we have a place to work, as well as providing the connectivity so we can get 
into our electronic health record to do the intake and do the documentation of the 
services we provide. 

Interconnections of complex systems, in this scenario, the CSBs and school 

divisions within a more extensive system, align with the interrelationships and interaction 
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vital elements of systems theory. The relationships are functions of a whole. The referral 

process from school staff to community agencies is an additional gap in the research, and 

ill examined. Participants reference meeting the complex needs of youth within their 

purview by providing simultaneous and coordinated services through multiple agencies. 

Results indicate that school staff are consistently the primary source of referrals for 

simultaneous services. Community service boards guide the coordination and integration 

of child-serving services past the referral stage. 

As outlined by the participants, the referral process seemed to vary quite a bit, but 

each referral was reported to initiate within the local school building. The source of 

referral (the audience that has deemed a youth’s behavior in need of intervention) was 

typically made evenly on voluntary and involuntary bases (with exceptions noted for 

court-ordered mandates). It was primarily made by professionals in the school 

environment, and secondarily by family members. 

Summary of the Referral Process 

 Participants in this study indicated that the referral for a mental health evaluation 

varies and could be through a school counselor's recommendation or a private referral 

(i.e., parents). Pediatric providers often serve as default mental health providers. 

However, participants reported that screenings at the school level uncover distress in 

youth, findings that are consistent with the literature. The referral process was described 

as a multistate decision-making process that encompassed recognition of a concern, the 

youth readiness to engage, and treatment. 
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Collaboration  

Collaborative care emerged as a priority for a school administrator and CSB 

participants with varying levels of implementation. Crawford noted that evidence-based 

care coordination and supporting treatments are coordinated through several community 

agencies and the school. 

Crawford: My prevention consultants collaborate at the school level and then I get 
all sorts of meetings with the heads of school counseling, school social work, 
psychology. I happen to serve on the Board of Communities and Schools…we 
have a really highly collaborative community…we collaborate with social 
services and our health department, and our juvenile domestic relations courts, 
and our probation, and victim witness. All those guys. We have a really active 
systems of care in [redacted]. We have a systems of care committee which 
probably helped our detention. Detention police. And we have a really active, 
both suicide prevention coalition and substance abuse coalition and both of those 
are highly collaborative. Libraries, our libraries are extraordinary. They 
collaborate on all of our environmental campaigns too. Parks and Rec…They 
always put out our information and help us with that. 

Randolph indicated that their agency had adapted a dynamic systems approach. 

They noticed how their interactions with the local two school divisions affected one 

another as well as the prescribed treatment model and changed their practices due to 

those past interactions. This was primarily attributed to the school division's vast 

financial resources. 

Randolph: …the relationship is different in that we collaborate on things, but 
quite frankly, we collaborate up to the point that the school system wants to 
collaborate with us…they have a significant number of resources that most 
public-school systems don't have. With that, they like to handle a lot of their 
things in house. But when it comes to certain things, they will reach out to us for 
collaboration and partnerships. In crisis situations, we do cooperate and 
collaborate. If there's a youth suicide or a teacher that gets killed or something, in 
helping to deal with that. The school typically handles the onsite crisis 
intervention at the schools, and then we as an organization handle the community 
fallout if you will. 
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 This category includes staunchly conflicting responses from one CSB and the 

school system that provides services to. While the CSB noted that, despite their 

limitations, they were able to provide intensive support to their surrounding school 

division, one of their school divisions bemoaned a significant lack of coordination. 

Early: we have constant contact with the schools throughout the school year. And 
then, during the summer too, we run a summer program and the schools 
collaborate with us on their summer program, as well…our interface with those is 
quite good… 

Early: It's a mixed bag over the years. We've been trying for years to get more 
interaction with them to come here and do stuff. But working with CSB is 
extremely difficult because they don't really want to come here to do anything. It's 
very difficult to get parents to take young people to them. So, outside of like 
serious, suicidal, ideation and plans and having them screened for that, it's very 
difficult to get them involved. It's just been very difficult. 

 The above example of weaknesses in not only the communication but the 

collaboration and divergence of perception of services can be seen from a systems 

perspective as a potential opportunity for improvement in the feedback process. Amongst 

rural and suburban participants, the coordination of systems of care appeared to be much 

more informal. Conversely, suburban participants provided access to formal documents 

(i.e., CPMT, FAPT, MOU) shared between leadership teams within the collaborating 

agencies; analysis of these documents revealed custom workflows outlining expectations 

and a broad roadmap for compliance. Additionally, these documents revealed that 

monthly meetings are built into each coordinating agency’s schedule, with regular 

attendance by the school superintendent and CSB Executive Director, among other high-

level leaders. 

Gaines: …there are a lot of superintendents that have retired or moved on. And, a 
lot of school folks that had been with us, you know, for 30, 25, 30 years, they're 
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getting ready to retire. So, it's important for my staff to get to know the new folks 
and develop those same kinds of relationships that we've had. So, we've been 
doing this for over 45 years, now. So, it's important to nurture those 
relationships…[with] some it’s a handshake. Honestly, that's how we all started 
out, was a handshake…At some point though, it's probably going to take on a 
more formal relationship. 

Baker: So we're also of course a partner with the school systems in each of the 
jurisdictions setting on both the CPMT and the fact teams. And we work really 
closely with the school systems. We have really good relationships with the 
school systems. 

Lumpkin: We work really closely with DSS, social services, both for schools and 
also the health department. It could be we're working closely with their primary 
care physician. Again, it depends on what the presentation is and what the needs 
for collaboration are. But it could be the health department, it could be the 
department of social services, it could be courts, it could be judges, it could be the 
primary care physician, churches, their natural resources could be part of it, like 
sports and art, dance class, those types of things. Because of course you want 
these kids to have increased positive social non... well, positive social 
experiences. 

Morgan: …all our drug and alcohol work tends to be community collaborative 
work. So there's many, many different stakeholders that are involved, and there 
are standing collaboratives that meet, for example, the [redacted] Coalition, the 
[redacted] Coalition. These are groups that routinely meet, will include folks from 
housing and development, juvenile justice, social services. We're very intimately 
tied with social services, the health department, and of course mental health. In 
Virginia we have the CPMT process, which includes stakeholders from all the 
major sister public agencies, and they routinely meet in order to be able to case 
manage children that are in need of supports, that could be basically being 
referred by any one of those school systems. 

Alma: …the collaborative with the [redacted] public school system, I think it's 
relatively unique. So to the point where we've actually had some people from the 
state come and preview what we're doing and asked that we come to other school 
divisions and be able to highlight the work. 

Lexington: There's a lot of interest in working more closely with the schools. I 
think you know that the general assembly recently we directed some of the work 
of the actual school counselors to target providing counseling support to 
youngsters. But the community services boards, our involvement with the schools 
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isn't really what it could be, should be and there's a number of reasons for that, but 
it would be wonderful if we were able to partner more intimately with them. 

Clinch: We also help the schools and the teachers. Just kind of a real collaborative 
effort, and how we can be a piece of a puzzle as needed. So there's a lot of 
training, there's a lot of interrelatedness in service training, or just constant talking 
about how to make that system work better. And again, when you're in a rural 
community, we're in the mountains. A lot of our community is a lot of the 
traditional [redacted] culture. We get along well, and people talk, and if you mess 
up you're also going to be under a microscope. 

Marion: Libraries, our libraries are extraordinary. They collaborate on all of our 
environmental campaigns too. They always put out our information and help us 
with that. Parks and Rec. So same thing. They serve on most of our coalitions and 
we do, some summer programing with them. So we'll go in and do some 
prevention programs. Maybe in their summer schools and for their after school 
program. 

Summary of Collaboration Across Agencies 

 The themes of collaboration, services, resources, intervention, and prevention 

emerged from the interview process to answer the theorized research question. Additional 

themes of the referral process, funding, and transportation concerns significantly 

contributed to understanding the systems of care. Specific anecdotes were included to 

enhance further trends of cohesive intervention and integration of mental health in 

schools. Participants indicated that community-based agencies frequently augment 

existing behavioral health supports for students.  

Consultation in mainstream schools by mental health providers can assist with 

case conceptualization, differential diagnosis, or considerations for community care. 

Some schools employ or have links with community-based partners to provide onsite 

individual, family, and group treatment for students with identified problems such as 

anxiety, depression, disruptive behavior disorders, and traumatic stress. Intensive 
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treatment often occurs during the school day, which can be more time-efficient for both 

students and parents. 

           The fruitful dialogue provided by participants highlighted gaps in the accessibility 

of mental health services. Funding inequities and fragmentation in services lead to a more 

substantial opportunity to examine school service equity. School leaders and CSB 

administrators verbalized efforts to offer data-driven school mental health services 

tailored to students' academic and psychosocial characteristics and the communities they 

serve. Programs and services with adequate buy-in impact students' attitudes, family 

members, and clinicians, and school staff. Resources that have been offered were 

reported by participants to have positive effects on academic engagement/achievement, 

social skills, substance use, depression, school climate, and attendance. 

Communication 

 Effective communication is described through empirical literature as crucial to 

joint problem-solving, active involvement and shared decision-making. As a key 

component of my theoretical lens, communication patterns emerged as vital in 

expectations and goals. A lack of communication was noted by some participants as the 

root of frustration and misunderstandings among students, families, and providers and 

was posited to undermine efforts to support students. Other participants indicated that 

inadequate communication can further divide and separate families in addition to 

straining the community-school partnership. 

Gaines: …we're not then legally able to share back the details of what those 
counseling sessions look like. And so I'm virtually certain that we do not provide 
back the information that we learned about within the counseling session or even 
the intake. I think there's adequate follow-up that occurs from our staff within the 
schools. 
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Clinch: But let's say they referred them cause the child looked depressed and we 
found out the child has been traumatized. Most of the time, we would never be 
communicating that to the schools. 

Marion: And what we do is we provide running data logs for the school system 
about the habits of the different folks involved with that youngster in terms of 
mental health or substance abuse services. So there's actually a lot of 
communication. 

Randolph: Typically what you have is a business associate's agreement 
specifically to ensure confidentiality but also to communicate who's going to do 
what…. It's not a big secret. It just basically says, "This is the contract for 
provision of services in [redacted] and the rationale for that." 

Morgan: I will say that at our executive director level, she does point me directly 
with... She'll have contact with the Superintendent. And I'll occasionally be in the 
room with him, but that happened. You know, it's the highest level there, but 
those things do happen. 

Early: When we meet, we're talking more about systems level things and things 
where if we're going to make change, how it's going to have a more longer-term 
impact on services and care. My staff, when they meet with them, they're talking 
typically more about more day to day collaboration things, improving the quality 
of care and communication from a day to day standpoint. 

Alma: Yeah. Usually, to the superintendent, I'll communicate with the 
superintendent. 

Lexington: I bet, like I'm in a meeting with someone from the school system, once 
a week. You know, one week is suicide and one week is opioids, and one week 
is... We're... I don't know if you've ever heard of the Boston Basics. The Boston 
Basics is a campaign. It's sponsored school recognition in young children. As I 
said, we're implementing the basics here. So, different topic, but yeah, I'd say, 
yeah. 

Lumpkin: At the district level, generally the head, like me personally, I would be 
communicating with the...We call them instructional specialists. That would be 
the supervisor for school psychology, school counseling, school social work. And 
the person above them, is like the assistant director for student support and equity 
or something. She's got one of them big jobs so that's generally, you know. And 
then also the head of school health nurses. 
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Summary of Communication 

The communication and partnerships among CSBs and schools as reported by 

participants revealed varied mechanisms in place for families, school personnel and CSB 

personnel to communicate back and forth about student academic performance, behavior 

and social or mental health concerns. Notably, key components of the empirical literature 

indicate that evidence-based student centered, and family interventions must include 

successful communication (as well as collaboration) to support and enhance outcomes for 

students (Christenson & Carlson, 2005; Sheridan et al., 2019). The partnerships 

established between CSBs and their local school divisions come in a variety of 

configurations and have diverse perspectives, expectations and communication styles. 

Just as varied are the open communication mechanisms across CSB and family 

interactions. 

Resources 

Mental health resources for youth encompasses the availability of mental health 

services, prevention and promotion activities, allocation of funding for mental health 

services, funding for family interactions, parental health, school, and after-school 

experiences and neighborhoods' safety. The literature advocates that these services 

include mental health treatment for children dealing with a problem originating from an 

emotional or behavioral nature, psychological harm, maldevelopment, and intellectual 

and social developmental concerns. 

Similar to previous tenets, the ability to provide these services within the Virginia 

law context varied significantly with the topographical demographic of the school 

division and CSB. This includes a dearth of rural service providers needed to disseminate 
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those services and an abundance of providers (and, by extension, more comprehensive 

services) in rural areas. 

 
Crawford: So, in prevention services we provide parent education…We provide a 
broad array of parent education through workshops, multi-session classes, and 
what we call consultation. And consultation is one, two, maybe three sessions 
with a parent that is generally focused on something that might be beyond the 
scope of a school helping professional or a pediatrician, but sub-clinical…We also 
provide a range of prevention programs in children's skills building groups, 
primarily in school settings, but also in the community. We are the mental health 
consultant to our Head Start classrooms. And then we also have a home visitation 
program. Healthy families and parents with teachers, home visitation, we use 
those models. Healthy families and parents and teachers home vising models for 
kids’ birth through five. So that's generally in prevention. 
 
Randolph: My assessment is that it's really the fact that we have a 
number of different services to be able to provide care to individuals based 
upon their individual needs. Because if I pull one of those services out, then 
other things will be weakened because of that. So, I can't say that okay, our 
outpatient therapy is more important than our psychiatric and medication 
services, or that our crisis services are more important. Because I see that you 
need to have a balance of all of that continuum if you really want to have 
success in serving and treating the individual. 
 
Gaines: We have a whole division of youth and family services. We have 
outpatient therapy, intensive outpatient therapy, psychiatric services. We have 
intensive in-home services. We have therapeutic day treatment services, case 
management services, mobile crisis stabilization services. We have a system of 
care grant, that works with families whose children are in front of the CSA 
process. We have a therapist that works with children who have been survivors of 
sexual abuse. So, that's available to them. We have a substance abuse treatment 
program for adolescents, that we just got started. 
 
Early: I think just counseling services. There are some systems out there, 
throughout the state of Virginia, where if they're worried about a 
student's safety, they'll call CSB and CSB will come out and do an evaluation at 
the school. That makes it a whole lot... in a rural community, getting students 
and parents to take someone to them is a lot more difficult than if they had the 
capability of sending somebody out to a school to just do a quick assessment. 
So, that would be the biggest thing. Just some kind of emergency service where 
they would come to the school and do that. 
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Inadequate funding was a recurring theme across rural participants and attributed 

mainly to the difficulty of developing suitable care systems. A result of the limited 

funding was reportedly an exodus of experienced clinicians from rural areas, which leads 

to a lack of a trained workforce and a stigma of mental health being a low priority for 

local and state legislatures. 

Participants noted that resources included health clinics in the high schools, with 

two participants noting that pilot mental health programs were being implemented at the 

middle school level on a school-by-school basis (i.e. “targeted schools”). Within the high 

schools, resources are offered to all students in the school building. In the elementary 

school setting, where providers from CSBs are present, activities are implemented by 

individual classrooms and tailored to specified grades. Participants reported an extensive 

range of preventive and reactive mental health activities within the schools, albeit varied. 

Participants equally noted a dearth of personnel and interventions, and prevention 

resources within the elementary schools were notably lacking. All CSB participants 

indicated that they only provided personnel (counselors, psychologists, social works, and 

other mental health care specialists) when invited to do so by the school division 

superintendent or his/her designee. Rural participants noted mixed reception to 

contracting with mental health practitioners. A common theme was the tenure of the 

school division superintendent (or designee) and the level of trust built with CSBs. 

CSB participants reported that when approaching district-level administrators 

about prospective resources, they initiate the conversation by offering brief consultations 

and referrals to community resources. They noted that “buy-in” is vital and has led to 

prevention programs such as health education and advocacy. As programs are built up 
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within schools, CSBs work toward the service integration model recommended (and 

several participants referenced) in the legislation. Examples of these “school-linked 

resources” were addressing school avoidance, substance abuse, gang activity, depression, 

work and recreation programs, school-family service centers, and school clinics.  

Summary of Resources  

Every CSB participant emphasized that coordination of services and resources 

(including staff specializing in mental health and psychosocial concerns) require an 

attitudinal and motivational change from the perspective of systems, including the diverse 

range of cultural and behavioral differences amongst parties. Fragmentation of “school-

linked services” (commonly referred to as “wrap-around” services) surrounded whether 

resources are considered social services, personal services, clinical services, as well as 

the interchanging of “services” versus “resources.” Participants also interchanged 

“school-linked services” with “systems of care,” a term used by the literature to reference 

comprehensive collaborations between community agencies and school divisions at the 

division level. The coordination efforts of both to harmonize resources, increase 

effectiveness, and streamline education support programs. 

Limited and Missing Nuances in the Data 

 Through thematic analysis, participants' views, opinions, knowledge, experiences, 

and values from the qualitative data provided answers to the research question. 

Additional topics surfaced that did not rise to the level of a theme due to insufficient 

triangulation and saturation. Limitations related to the methodology and research process 

which surfaced as more subtle elements, and that did not wholly support the research 

question are described in the following section. 
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Confidentiality 

The CSBs noted restrictions surrounding their ability to share mental health 

treatment and counseling programs across agencies, due primarily to barriers embedded 

in the law and liability and insurance issues. The challenges facing the relationships 

between the schools and mental health providers suggest a potential conflict with the 

informative lens of a systems-oriented approach to problem-solving. 

Early: we kind of look at the state law and we kind of look at other guidelines and 
ethical considerations. For the most part, we consider almost everything to be 
confidential. If it's an issue for student outside of... if they're a danger to 
themselves or a danger to others, we'll break that. If we think they're being abused 
or neglected... if it's not a parent, we would inform the parent, like if another 
caregiver. 

Randolph: Typically what you have is a business associate's agreement 
specifically to ensure confidentiality but also to communicate who's going to do 
what 

The CSBs indicated that there were internal policies that guided confidentiality 

regulations and guidelines, and specifically mentioned the Health Insurance Portability 

and Accountability Act (HIPAA) Requirement, which covers information sharing of a 

student’s medical record, including treatment and payment. CSB participants also 

referenced the Family Educational Rights and Privacy Act (FERPA), which governs the 

access and the release of educational records and citing HIPAA. CSB participants 

Marion, Baker, and Morgan also referenced the Federal Drug and Alcohol Law (42 CFR) 

Requirement, which governs releases of information for a student’s alcohol or drug abuse 

treatment.  
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Figure 7: Source: Center for State, Tribal, Local, and Territorial Support, Public Health 
Law Program 

When asked, all participants indicated that they had no specific agreement 

between the school division and the partnering community service board regarding what 

information could be shared. The CSBs indicated that the complexity of confidentiality 

regulations and a lack of release-of-information agreements in place had hindered the 

ability to discuss student progress and treatment. Participants also noted a lack of 

understanding of the connection between mental health and the school environment 

among stakeholders. It was noted that despite the admission that confidentiality impedes 

the delivery of services and coordinated care, most participants voiced strong 

endorsement that students, as well as their families, should have the right and expectation 

that their information is only shared as appropriate, and with their consent. 

Transportation and Scheduling  

Transportation and scheduling proved to be a notable barrier across some rural 

and suburban participants, preventing access to holistic care for youth and thwarting rural 

CSBs to provide services within their communities. The literature frequently notes that a 
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significant barrier to mental healthcare for youth is an inability of families to access 

transportation. Gaines and Randolph raised issues related to an internalizing systems 

theory approach of part of the mental health holistic system breaking down, resulting in 

an interpersonal low perceived benefit of programs in low-resource communities. These 

are also cited as external barriers to youth’s mental health care, scheduling difficulties 

with CSBs across geographies, and the ever-present financial concerns. 

 
Gaines: …we're 300 square miles larger than the state of Delaware. So, a lot of 
our services, if you don't need clinic-based services, we deliver those 
services in the community. And, there isn't much in the way of a transportation 
system in our area, at all. We have, each individual county, it's called, has a 
transportation system called [redacted] Transit. But they have limited hours. They 
stop running after six o'clock at night, and they only run from like six to six 
maybe, something like that, in the counties. You have to schedule a ride with 
them like, 48 hours in advance, something like that. And, other than that, we don't 
have anything. Now, you have Medicaid taxi. If they have Medicaid, and they 
need to get to an appointment, they can, families do that…transportation in our 
area is a major, major barrier. Now, one of the things that we're doing, is we're 
using telehealth services in three of our school systems. 
 
Randolph: Overall [redacted] public transportation system is not the best. Since 
we're a suburb of DC, all the public transportation is geared from getting people 
from the suburbs into the city. Our system from going one part of the county to 
another part of the county is not as strong. We do have the metro system, and we 
do have both the subway as well as the bus. We also have a [redacted] bus that's 
called [redacted]. Those are kind of the two mass transport options. There's also 
metro access for individuals with disabilities that qualify for that. In addition, if 
the individual has Medicaid, Medicaid has a third-party transportation vendor. But 
quite frankly, they get not the best ranking, and we consistently have people that 
miss appointments because their Medicaid transportation either didn't show or are 
late…. A lot of our folks rely heavily on private vehicles. Getting rides with 
friends, family, if they don't have their own. 

Early: Transportation in many areas, not just rural, but urban included can pose 
challenges for families. When you're talking about youth, obviously for the most 
part they're dependent on public transportation of which there is insufficient 
routing in our localities or adult drivers being able to transport them. That poses 
other sorts of problems that you don't have in adult treatment areas. So for us to 
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treat a youngster, for a family member to bring them, it might mean that they need 
to make childcare arrangements, they have to bring other children with them, they 
need to arrange if they've got a second job to be able to work through that. 

Baker: Of course, we transport kids to those services in our offices, which are a 
few minutes away. But we do most of our work on site with the school… 

Lumpkin: …and that's the difference between us and an urban area. We're not on 
some busy street corner, we're very rural. It can take two hours to go from one, 
two and a half hours end of our catchment area to the other. People want to be 
able to plan their transportation. If they're coming out of a holler for an hour or 45 
minutes, then they want to make sure when they come to have an appointment. 

Morgan: …it's not uncommon for people to call, ask for help, and arrange their 
appointments. We're here if they need to come in and they ask us, but often for us 
it's being able to call and get an appointment time that meets their arrangement. 
We have a public transit, but it's pretty sparse. It's pretty sparse. It's only certain 
hours of the day, and only in certain parts of their area. So more of our town-like 
environment. So in [redacted] County area, it's really only mostly our [redacted] 
area, which is the town. And that's pretty much it. So public transportation is not 
really that available. A lot of our folks use their insurance provider for like a 
Medicaid taxi or religious care taxi. Those are the kind of ways they usually get to 
us if they don't have their transportation. 

Alma: … this requires a lot of planning, and that's not necessarily doable for some 
folks...It's hard for them to organize and make that happen. And again, we have 
very rural areas where, taking the taxi in might mean you're late, that sort of 
thing… 

Marion: Our survey last year, we asked the question on intake, about 
transportation… 50% might not have a working all the time car. They're not going 
to drive in here. They want to make arrangements and make sure all those things 
are ready. It's very different when you live in this rural part of the state compared 
to other parts of the state. 

Lexington: …transportation is an issue. And so we literally put boots on the 
ground and we go to them. That's how we get to folks and help meet their needs. 
It's not just the schools. Sometimes we're going to the house and making the 
things happen. Same for crisis, the crisis intervention staff, or crisis stabilization, 
do a lot of work out in the community and just getting out there and doing it, 
because some of the folks can't get to us. 
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Baker: …and the school provides central busing to these programs we have in 
central on the counties, and the school provides the transportation. 

Crawford: You can't just walk in, you have to make an appointment because we 
have limited staff, and then just cultural barriers. You know, cultural barriers in 
kind of the view of accessing mental health treatment in that community. That 
community also has, often, transportation issues, and so it's been, sometimes 
difficult. 

Duties  

Crawford lamented that there was very little wiggle room in the official duties 

mandated by their respective agency while postulating that their obligations remained 

enormously fluid: 

Crawford: At one time I was the prevention coordinator, the emergency services 
coordinator, and the substance abuse coordinator, all in one. 
 
This overlap in duties, or “existing infrastructure,” was reported to result in 

logistical difficulties concerning implementation success of mental health initiatives. This 

runs contrary to the literature, which indicates that when there are fewer competing 

responsibilities, a greater focus can be given to the implementation of mental health 

programs. Further, this emphasizes the need for mental health practitioners not only to be 

present in the schools but also for those roles to be clearly defined. 

Intervention  

The literature overwhelmingly encourages the dissemination of evidence-based 

prevention services, coupled with intervention services within schools. The successful 

implementation of those mental health services has been associated with enhanced 

outcomes for youth and adolescents. CSB and school-based participants indicated 

knowledge of evidence-based programs, and all participants voiced affirmation of the 

benefits of providing these services early within the human developmental stages. 
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Randolph noted that buy-in was varied based upon leadership and management support 

within the local cities and at the state level, resulting in an implementation climate that is 

highly susceptible to funding and politics, and moderately susceptible to organizational 

climates such as individual schools or community agencies. 

 
Randolph: It's more so about the politics in [redacted] because things get really 
political between the school board and the board of supervisors in the county. 
Both of them are elected board, so you have to think that we're dealing not with 
employees but with elected officials. 

 
Suburban participants reported the ability to proactively provide separate school-

centered prevention and intervention programs, consistent with a systems perspective 

viewing solutions through an entire structure. However, their rural counterparts noted 

severe limitations to provide the services they perceived as critical, while explicitly 

noting the substantial difference in funding that they received from the state of Virginia 

compared to their suburban counterparts. 

Summary 

           Resource coordination differed from systems of referral and mental health 

activities across rural and suburban regions. A higher rate of coordination with local 

government agencies was reported for rural participants, as well as a robust focus on 

substance abuse (high rates of depression, alcoholism, sexual abuse, and substance abuse 

coupled with low rates of educational levels in rural communities has been documented 

in the area). The geography of rural participants disparagingly limits the availability of 

mental health services, and transportation to mental health sites was reported as difficult 

and expensive. 
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 Based upon my theoretical lens and conceptual framework, I expected to see 

cultural stigma as a barrier to accessing mental health care, as well as cross-agency 

training emerge as themes in the data. It is also important to note that the sample size of 

my study impacted my ability to find additional significant relationships from the data, as 

a larger sample size may have ensured a representative distribution of the population. The 

size of my sample and scope of my analysis is an opportunity for future research. 
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CHAPTER 5: DISCUSSION, CONCLUSIONS, AND IMPLICATIONS OF FINDINGS 

“The root of the black man’s hatred is rage, and he does not so much hate white men as 

simply wants them out of his way, and, more than that, out of his children’s way.” 

James Baldwin (I am Not Your Negro, 2016) 

Introduction 

 This qualitative study aimed to examine how community service boards 

collaborate with local school divisions to provide mental health services for children: 

individually, the relationships among community service boards, and their involvement in 

their surrounding school divisions. 

           Based upon a review of the literature, a report from the U.S. Department of 

Education’s Office for Civil Rights (2020) estimates that 1.7 million students attending 

public schools have no access to school-based or community-based mental health 

providers (e.g., school counselors, psychologists, nurses). Concerning mental health 

needs, the National Center for Education Statistics (2020) estimates when school-based 

mental health providers are present, they are typically front-line responders to youth who 

present as stressed, traumatized, sick, or abused. Nevertheless, the Centers for Disease 

Control estimates that over 72% of students will experience a traumatic event before 18. 

This study served to address the gap in the literature regarding disparities between the 

collaboration of community-based mental health resources and local school divisions. 

           Through organizational exchange theory, local community agencies (e.g., mental 

health agencies) have joined together to interact with other governmental, health, and 

religious institutions. Within open systems theory, these community agencies seek 

strategies for active exchanges with their surrounding school divisions. Systems theory 
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holds that organizations (i.e., community service boards and school divisions) are 

incomplete and dependent on exchanges with their environment. Instead, these 

organizations are envisioned as means in exchange with the environment, as opposed to 

self-sufficient entities. 

           Research regarding community service boards, intergovernmental collaboration, 

school division coordination, local, state, and federal efforts to promote mental health 

access for youth, and trends for successful implementation have all contributed to better 

education of the relationship between youth and mental health issues, as well as the 

implications of lack of access. Without the research examining the linkage between 

mental health services provided by community service boards and school divisions, the 

collaboration relationship would be incomplete (Moksnes et al., 2016, Suldo et al., 2015). 

           Theoretical sampling and the purposeful selection were applied to select local 

community service Executive Directors and school leaders who met the criteria for this 

study. Themes emerged from the semi-structured interview as participants introduced 

terminology, past experiences, education, relationships (i.e., political and institutional) 

that led to a collective overview of collaboration between the two entities. This study will 

assist in understanding the collaboration and coordination of resources, services, and the 

sharing of communication. 

Discussion of Findings 

 Collaboration emerged from the data as the most constant theme to understand 

and respond to the research question: How do Virginia Community Service Board 

personnel describe the way they coordinate with local school divisions to provide mental 

health services for children? The themes of prevention and intervention addressed topics 
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of effective treatment and prevention programs for youth through professional and 

systematic efforts, particularly those who are at risk of developing some of the most 

common mental health issues. Additional themes revealed through the interview 

transcripts included resources and services, transportation and scheduling, and duties – a 

series of externalizing and internalizing factors within the systems theory theoretical 

framework. 

           According to Schaffalitzky et al. (2014), as youth experience mental health 

symptomology, it becomes difficult to seek aid, particularly when those difficulties are 

coupled with social isolation and a fear of stigmatization. Without early intervention, 

mild indicators become severe symptoms, teetering on crises (Dundon,2006). Youth in 

socially deprived rural areas are reported to encounter particularly negative behaviors and 

stressful conditions; thus, their social evolution and educational development gravely 

impact the strong potential for healthy adult lives (Steptoe, 2001; Ceballo & McLoyd, 

2002). Their urban counterparts are also highly at risk for developing disorders that other 

socioeconomic groups are less susceptible to (Connolly et al., 2012). 

           Qualitative research plays a preeminent role in approaching mental health 

research. According to Creswell, qualitative methods evoke the viewpoint of those being 

studied and evaluate the process of intervention (2011). The rigor applied to the 

assemblage and examination of qualitative data are characteristics of the unique scientific 

understanding of mental health services and their impact on youth (Robins et al., 2008; 

Hopper, 2008, Scarpinati Rosso & Bäärnhielm, 2012). For this study, a qualitative 

approach was especially useful for identifying a research question based on too little 
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previous research. This qualitative proposal allowed the research to explain how various 

community and school-based programs operated (Harris et al., 2012). 

           A review of the current literature suggested that millions of students struggle with 

emotional and behavioral issues that affect their learning and the learning of others. 

These students struggle to attend school, exhibit difficulty with completing assignments 

and engage in more conflict with peers and educators. As students spend most of their 

day in schools, this is ideal for community mental health agencies and schools to partner 

in the delivery of coordinated mental health services. 

           According to Sapthiang, Van Gordon, and Shonin (2019), between 10 and 20% of 

adolescents experience mental health problems. The World Health Organization (2019) 

estimates that the average age for the onset of mental illness is approximately 12 years of 

age, with 50% of all mental health disorders documented before the age of 14. While 

many school districts have access to a mental health professional, the services offered 

(e.g., assessment, counseling, crisis interventions) within the school setting vary greatly 

(Kline et al., 2018). Further, there is a critical need to understand the practices and 

perspectives among individuals who provide mental health services in schools. The data 

from my study generally supports this literature. 

Theoretical Framework 

 The theoretical foundation for this study emerged from the literature on youth 

with mental health concerns colliding with barriers in access to proper diagnosis and 

treatment. The early assessment of youth with known academic, behavioral, or emotional 

concerns leads to rapidly preventative interventions and specialized treatment plans 

(Kline & Schiffman, 2014; O'Connell et al., 2009). Mental health services created 
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through partnerships with local agencies and rooted within school systems create a 

sequence of integrative care that fosters improvement of not only mental health for youth 

but also successful educational fulfillment. This study of the coordination of the 

integration of mental health and education was conceived and informed through the lens 

of systems theory. Within the context of coordination between community service boards 

and their surrounding local school division, the saliency in delivery of mental health 

services within the school setting, as well as perspectives of leadership through the 

organizational exchange, the mental health needs in schools has been presented through 

the vantage points of those in the field. 

 Contributors to this study identified through their specific strategies, their efforts 

to promote student wellbeing, avert the expansion or deterioration of mental health 

troubles, and the difficulties of solely external mental health services and advantages of 

tiered universal approaches (Barret et al., 2013). 

Mental Health Promotion 

“So, in prevention services we provide parent education…We provide 

a broad array of parent education through workshops, multi-session classes, and what we 

call consultation…We also provide a range of prevention programs in children’s skills 

building groups... And then we also have a home visitation program. Healthy families 

and parents with teachers, home visitation, we use those models (Crawford). 

 Many of the study participants espoused the importance of youth development 

within the school environment. The educational benefits of mental health campaigns in 

schools led to increased educational benefits and social-emotional growth in primary and 
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secondary schools. These youth are in a better position to use interpersonal assets and 

skills, resulting in a stronger ability to cope with life’s adversities. 

           Despite the ambition of integrating and promoting mental health education within 

schools and schools serving as the de-facto sites to provide these services, the consensus 

and implementation of school-based services continue to be fragmented, similar to 

findings in the literature. 

Institutional Emissaries of Change (or Resistance)  

  Scott (2008, 2014) indicated that power resides within the leaders of an 

organization, and by extension, that power influences the organizational theoretical 

platform for how agencies can accomplish change. Successful organizational change is 

carried out by those who hold enough power to enact changes (Lockett et al., 2012). The 

power of these agents of change in leadership positions includes the creative and strategic 

use of resources, activities, and other social actors. Leaders, by definition, are sources of 

isomorphic organizational change – holding prominent roles within their respective 

organizations, placing them in unique roles to influence their institution through 

normative power (Scott, 2008). Community mental health leaders hold significant power 

in guiding school leaders, while school leaders leverage their power in facilitating and 

regulating a broad range of mental health services and activities. 

           Participants in this study noted that they, as well as their counterparts, were 

powerful agents of stability and change. They describe the influence that maintaining the 

institutional status quo held, while community practitioners already working to some 

degree within the school system noted they were able to use their embeddedness as a 

resource to enact change. Results indicate that leaders who are successful change 
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emissaries (and are willing/able to take advantage of their unique source of power can 

achieve goals within their settings. 

Organizational Arrangements Emerge 

 Within the past two decades, significant legislative mental health reform (e.g., 

§37.2-504) triggered major structural reform with the abolition of centralized mental 

health services in the Commonwealth and city or county development level core 

comprehensive services. Examples of these services include “inpatient, outpatient, day 

support, residential, prevention, early intervention, and other appropriate mental health, 

developmental, and substance abuse services” (§37.2-500). In essence, decentralized 

mental health services for the regional population became the responsibility of local 

entities. This has led to a modification in governance structure and mechanisms for 

culpability through the organization exchange lens. 

Systems Theory Conceptual Framework 

 A comparison of the themes and findings that emerged from data analysis reveals 

areas of alignment between the themes, and while some findings were consistent with the 

systems theory conceptual framework, several expected areas that did not appear require 

the anticipated framework to be refined to reflect the findings from this study accurately. 

As initially described by Ludwig von Bertalanffy (1940), the conceptual framework 

served as a lens to better understand the dynamic multi-actor interactions, complex power 

differentials, and uneven resource and information exchange between community mental 

health agencies and their surrounding school divisions. First, the particular aspects such 

as power, difference, conflict, influence, knowledge, diverging problem identification, 

and labeling emerged within the data to align with the framework. 
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           The second broad aspect of this conceptual framework concerns the critical 

analysis of the CSBs collaborative planning practices that seek to channel conflict, 

emanating from diverse interests, into consensual processes of solution building (von 

Bertalanffy, 1940). CSB leaders acknowledged that power differentials impacted which 

school divisions opted to participate in partnerships, how that partnership took place, and 

what collaborative issues were identified and moved forward. CSB leaders indicated that 

a fundamental tenet of successful collaboration requires skills in understanding, 

anticipating, and responding reflectively to complex policy problems, in understanding 

and mediating differences of opinion and values, and in fostering policy innovation and 

entrepreneurialism. Skills in dialogic interaction surfaced in the data are especially 

sensitive to the philosophical and methodological assumptions referenced in systems 

theory that informs the CSBs work. 

           The research posits that systems theory can be used as a lens to understand these 

social interrelations through which community mental health agency society relationships 

with schools can be better managed. In other words, systems theory adds an explanatory 

dimension to planning and policymaking processes. While the literature on successful 

mental health collaboration among community mental health agencies and schools 

addresses themes such as confidentiality, transportation, and scheduling, these themes 

were less prominent within the research. They need to be further explored to address 

systems theory fully. After completing the study, additional insight was gained on how 

local community mental health agencies collaborate; namely, how these agencies seek to 

overcome the fragmented nature of the community's major players, including the 

surrounding school divisions. An understanding of the sustainability of community 
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coalitions is particularly crucial given the current international pandemic. An updated 

conceptual framework is provided below to provide a complete understanding of the 

factors that facilitate successful collaboration. 

 

 

 Through this revised framework, the CSB board is tasked (through legislation) to 

build collaboration and respond to a particular community need (i.e., mental health 

prevention, intervention, and treatment). The CSB board identifies and recruits the CSB 

membership (staff members, including CSB Executive directors) who develop the 

agency's operations, processes, and structures. Operations and processes are the agency's 

communication mechanisms among CSB staff, decision-making, and conflict 

management. Simultaneously, structures involve the formal rules and procedures used to 
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facilitate collaborating agencies (i.e., school divisions). These various components make 

synergy within the local community agencies likely. 

           With CSB membership (staffing) in place, the collaboration moves into a 

maintenance stage of pooling resources with local agencies (i.e., school divisions) to 

maintain activities, engage the community, and participate in effective planning 

strategies. When the successful collaboration between the CSB and school division 

moves into the Institutionalization stage (assuming successful collaboration of strategies 

such as community policies, activities, and practices), the CSB agency can facilitate 

community change outcomes with the school divisions.  

Change outcomes increase the agency's ability to respond to the community's 

mental health needs and create mental health and social outcomes. The CSBs and school 

divisions can and will revert to earlier stages of this process when responding to changes 

internally or through collaboration are necessary. The community context can affect the 

collaboration at any stage. 

Forms and Functions – Who Leads? 

“So, it's important to nurture those relationships…[with] some it’s a handshake. 

Honestly, that's how we all started out, was a handshake…At some point though, it's 

probably going to take on a more formal relationship.” (Gaines)  

Participants all voiced that they were achieving functional changes within the 

formal and informal relationships built within local partnerships and existing 

organizational boundaries. The combination and coordination of large-scale mental health 

services and pooled budgets require leaders to shift perspectives and linkages to 

community and social services fundamentally. As a result, participants reported facing 
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coercive pressures from political influence, power relationships, and dictations from state 

and federal actors. 

Collaboration 

 According to participants, the key to creating satisfactory shared goals is close 

collaboration and coordination in which each local agency involved utilizes a high degree 

of interdependence. Organizational innovation results from alliances (legal or informal) 

formalized to deliver specific services (Shortell et al., 2010). These inter-organizational 

alliances are the result of collaboration and trust between partners for the day-to-day 

management of services outlined in the contracted scopes. 

           School and community service board leaders in this study discussed the overall 

accountability for commissioned services, the terms of sub-contracts, and culture 

management. Participants also noted that a drive for greater integration of mental health 

service delivery came from constituents and those within the relevant profession. The 

objective of collaboration and coordination among community service boards and school 

division is to meld and mesh both parties' cultures to achieve the best possible fit between 

the two (i.e., synergy). A key challenge noted the impact of competing or overlapping 

programs, and their impact on specific cultures within the regions (cultural diversity). 

           The collaborative performance included the accountability of community service 

board directors and manager's relationships with school administrators, clinician-patient 

communication, integration of mental health care, team building, access to services and 

resources, and the development (or lack thereof) of the coordination and continuity of 

care. This study found that community service boards with more collaborative 

cultures/relationships with local school divisions reported relationships of trust, fewer 
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silos of communication (unstructured and opportunistic interactions), inter-departmental 

collaboration, and inter-professional collaboration. 

           Table 1 presents a summary of the study findings related to the research question 

and themes that emerged during the interview process. 

Table 1. Summary of Findings 

RESEARCH QUESTION AND THEMES FINDINGS 

HOW DO COMMUNITY SERVICE 
BOARDS AND LOCAL SCHOOL 
DIVISIONS IN VIRGINIA 
COLLABORATE AND 
COMMUNICATE TO PROVIDE 
MENTAL HEALTH SERVICES FOR 
CHILDREN? 

Collaboration emerged as the strongest 
theme in the participants professional 
viewpoints. 

COLLABORATION Clinical managers bridge critical role 
between professions and management. 

 Professional interactions provide 
significant perspectives on the extent of 
autonomy, power, professional control 
and accountability. 

 Participants in mental health agencies and 
schools engage in pooling leadership – 
jointly leading from the highest levels of 
the organization. 

 Leadership emerges through the 
connections between and interactions 
among organizational actors. 

MENTAL HEALTH 
PROMOTION 

Practitioners noted that social marketing 
campaigns and public communication 
interventions contributed to a decrease in 
skepticism and an increase in enthusiasm 
for services.  
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 Mental health promotion examples 
include smoking control, healthier diets, 
and mental health care across primary, 
secondary and tertiary care. 

 Successful intersectoral mental health 
promotion by community mental health 
agencies is achieved by working across 
multiple organizational cultures with 
possible discrepant ideologies. 

INSTITUTIONAL EMISSARIES OF 
CHANGE 

The ability of community service board 
and school division leaders (institutional 
actors) influences the process of 
successful change in resources and 
interests. 

 Actionable familiarity of the organization 
improves the delivery of institutional 
logistics. 

 Power dynamics embedded within the 
professional workplaces of community 
service boards facilitate meaningful 
change. 

 Change initiatives at the local level are 
successful when well-positioned leaders 
exist across agencies. 

 An understanding of interrelationships is 
essential to resiliency. 

ORGANIZATIONAL ARRANGEMENT Regulatory changes have resulted in a 
stronger role for management, and a 
stronger influence of managerialism. 

 Participants found that successful change 
initiatives were developed by engaging 
with professionals to drastically alter 
institutional pressures that preserve the 
old way of work. 
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 The overall structure of the organizations 
(e.g. size, governance, arrangement of 
divisions) are driven by economic, 
political, clinical and demographic 
challenges. 

 Change is drive by demand for greater 
transparency of data and accountability 
for results. 

FORMS AND FUNCTIONS To be successful, participants report that 
organizational reform is accomplished 
through fundamental changes within 
existing organizational boundaries. 

 Community service board participants 
noted that specific practices were adopted 
based on political influence, power 
relationships, and legislative demands. 

 Fundamental norms (i.e. finances) restrict 
changes and as a result compromised 
organizational solutions develop. 

 Ongoing alliances and enduring networks 
do not neatly fit within existing 
frameworks. 

 Complex external drivers affect planning 
innovations, community and social 
services, care coordination, and 
patient/family engagement activities. 

Implications 

 The combined anecdotes from community mental health practitioners and leaders 

have significant implications for policy advisors and practitioners responsible for 

establishing, maintaining, and promoting the expansion of mental health function of 

youth within the Commonwealth of Virginia. The implications for school leaders who are 

held accountable for seeking to promote not only academic learning, but social-emotional 
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development and decision-making skills are equally significant. Virginia addresses 

primary treatment responsibility of mental health service needs for youth through 

deinstitutionalizing (i.e., community service boards). Policies were put in place in the late 

1960s for CSBs to change their service delivery format for severely emotional or 

behaviorally disturbed youth.  

           Community-based youth programs are fragmented, with budgets crafted through 

old formulas based on locale. While some services are provided throughout a school 

division, others are targeted towards schools, specific grades, or youth deemed at risk. 

Few schools (or CSBs) come close to an ideal amount of resources given the increase of 

psychosocial episodes that impede a student’s learning and performance. Rural outliers in 

the state rely on long-ago forged relationships to meet basic needs and offer schools more 

than bare essentials. 

           School-community agency collaboration is an opportunity to counter the 

fragmentation of services, and increase access to community health and social services, 

youth development, and community development. In many states (e.g., California, 

Florida, North Carolina, New Jersey, Oregon), experiments with state-wide initiatives 

that provide wraparound services are growing, while other states remain firmly 

decentralized. Establishing this range of resources is undoubtedly a daunting task; still, a 

reasonable inference from this study is that the collaboration amongst schools and 

community agencies eases access for youth and their families, particularly underserved 

students, who may benefit from enhanced opportunities in the school environment. 

I recommend that policymakers recognize the need for integrated services while 

considering the ineffectiveness that results from fragmentation. Funding sources should 
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adequately address barriers to development and student learning and reframe/restructure 

the work of educators responsible for psychosocial and health programs within schools to 

impact more substantial numbers of youth. Further, merely linking community mental 

health services to schools is insufficient. Services should be integrated at all school levels 

– that is, rather than have “outside professionals” offer services for students, services 

should be solidly consolidated within schools. 

Local Government Services 

 The ideal scale for mental health service delivery rarely aligns with the plethora 

of political jurisdictions, neighboring communities, and public economics. However, 

addressing these shared problems typically involves collaboration between one or more 

localities (Hansen, Mullin & Riggs, 2020). Best practice to optimize the benefits of 

collaboration mechanisms involves dividing servicing delivery responsibilities across 

geographically and functionally diverse jurisdictions (Hansen, Mullin & Riggs, 2020). 

Collective action agreements, that emphasize economies of scale and minimize common 

pool resource problems stem to gain far more efficient and effective service delivery 

(Mullin, 2014; Foster, 2001; Kwon and Feiock, 2010). The transaction costs of 

collaboration will vary depending on the nature and regularity of the actual collaboration 

mechanisms, such as networks, contracts, and ad hoc partnerships (Andrew and Hawkins, 

2012, Feiock and Scholz, 2010). 

 Local government organizations that take a proactive attitude towards engaging 

with other local and non-local entities benefit from social capital in a range of endeavors 

(Phelps and Kelly, 2020). Contrariwise, government agencies that do not initially see the 

value or understand the potential shared benefits of collaboration miss out on connections 
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with local communities, local groups, and residents (Phelps and Kelly, 2020). Reactive 

approaches to collaboration will result in missed opportunities for the wealth of 

knowledge and expertise that is grounded in local communities, resource constraints, and 

a lack of knowledge of how to navigate and engage in the local government network 

(which directly counters the spirit of systems theory) (Bush Heritage Australia, 2020; 

Queensland Government, 2019; Kelly and Phelps, 2019). With regard to CSBs, who are 

tasked with preserving and enhancing mental health services for you as resources often 

become more constrained, these agreements serve to proactively consider long-term 

opportunities (Kearney & Meynhardt, 2016; Singla, Stritch & Feeney, 2018; Deslatte & 

Swann, 2020). 

 While any new partnership across public and private sectors involves a level of 

financial risk (Singla et al., 2018), the fiscal resources available to public organizations in 

general allows for more flexibility to think creatively and explore new avenues for 

solving problems (Nohria & Gulati, 1997; Singla et al., 2018). The existing literature on 

local government collaborations describes the transaction costs as being a direct result of 

partners willing to pay higher costs even when future gains are not assured (Feiock, 2013; 

Carr & Hawkins, 2013; Gerber, Henry & Lubell, 2013). 

Limitations 

 Study participants were either community service board leaders/directors or 

school division leaders who had met the following criteria: (a) worked in the 

Commonwealth of Virginia, (b) were considered leaders (management, authority, 

influence, or control) within their organization. One of the limits of this study relates to 

low buy-in from school divisions. Though participation from community service board 
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leaders led to results with a degree of generalizability, school division personnel were 

encouraged (but ultimately declined) to participate. While this limitation restricts scope 

and generalizability to a degree, the findings are still considered a springboard for future 

researchers to look at this population, given the evidence from this study. 

Recommendations for Further Study 

 This exploration of the school division and community collaboration addressed a 

gap in the literature regarding widespread fragmentation of and access to community 

mental health services and various initiatives for school integration of these resources. 

Despite the growing interest and piecemeal implementation of school-community 

collaboration, this is much more left to understand school-linked services, coordinated 

services, and full-service schools. 

           It is critical to affirm the challenges with establishing collaborations between 

school divisions and community mental health agencies where no existing framework 

exists. By integrating mental health agencies with staff in schools, the number of 

services, resources, and assistance afford easier access for youth and their families, 

particularly those in underserved areas. By extension, schools become beacons for greater 

family involvement.       

Future Action Plan for Wraparound Mental Health Services in Schools 

 Mental health disorders among youth in the United States is widespread, yet the 

systematic distribution of services to address those disorders is largely deficient (Siceloff, 

Barnes-Young, Massey, Yell & Weist, 2020). Mental health services in school are 

documented by the literature and the current research as being a particularly valuable 

source of overall healthcare in rural and urban areas, despite being in short supply. This 
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critical public health task requires that collaborative efforts of policy makers, mental 

health professionals, researchers, families, and community stakeholders (including 

educators and school administrators (Siceloff et al., 2020).  

At the federal level, numerous policy reports have been published on an almost 

annual basis to emphasize the need to expand school mental health programs and services 

(e.g. such as those composed by the U.S. Surgeon General on Mental Health and the 

Children’s Mental Health report written by the U.S. Department of Health and Human 

Services). Healthy People 2020 (an initiative of HHS) provides a framework for mental 

health promotion targeted to those at a socioeconomic disadvantage. It emphasizes the 

role that social hierarchies, geographic conditions, sparse populations, high rates of 

poverty and unemployment, low levels of educational attainment, and high proportions of 

elderly individuals play in the challenges to address emotional and behavioral needs of 

rural youth (HHS, 2020). Ideally, mental health services targeted to youth in these 

locations would be tailored differently than services targeted to those in urban 

metropolises. This includes acknowledging a rural vs non-rural dichotomy, timely 

follow-up care, adequate infrastructure, facilities for youth with more severe issues, and 

an increased quantity of trained service providers. 

Similarly, an idyllic urban model would incorporate a larger number of 

professional providers (e.g., licensed professional counselors, marriage and family 

therapists, social workers, psychologists), less reliance on hospital emergency services 

and residential placements. While establishing therapeutic alliances between urban youth 

receiving services and their families is tantamount to successful rapport among 

stakeholders, the increased use telehealth (including telepsychiatry) can significantly and 
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immediately address this immediate barrier. It is important to note however, that the 

increased use of telecommunications in the delivery of mental health services requires an 

investment in the technology infrastructure (e.g. reducing and updating existing insurance 

barriers, reducing fee-for-service reimbursement, issues related to licensing of 

professionals, access to broadband Internet). If the technology aspect is successfully 

implemented (especially in a COVID-19 world), transportation barriers will be one less 

hurdle (i.e. fee-based transportation to sessions, competing demands for work or other 

children, scheduling restrictions). 

Finally (but certainly not least), among rural and urban youth is the extent to 

which mental health services are acceptable to youth and their families. Across both 

demographics, stigma is repeatedly cited as a barrier to mental health services (including 

negative stereotypes, perception that behavioral health problems may be treated as a law 

enforcement or legal issue, and a general lack of knowledge of mental health). A cultural 

shift is required to appropriately identify and aid youth that may be in distress. A fully 

staffed, readily accessible and culturally sensitive/representative interdisciplinary team 

(e.g. psychiatrists, psychologists, social workers, advanced practice nurses, school 

counselors) can be the link to elevate and address the needs of children and adolescents 

across the country. 

Closing Reflection 

 I would be remiss if I did not address the many worries troubling educators and 

students arriving for the new school year deeply affected by the COVID-19 pandemic or 

by ongoing racial injustice in the United States. The distressing "new normal" of school 

and community life accentuates the need for programs that help educators and students 
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process stressful situations with more ease and remain open-minded about and 

empathetic toward students. Research suggests that educators can and should screen for 

and respond to trauma (even when trauma is not evident, students benefit from mental-

health protection), even virtually as we now know that many schools have begun the new 

school year only. Existing research from face-to-face settings is an excellent place to 

start. 

           Sensitivity, consistency, trust, and scaffolding support students' engagement and 

effort, more peaceful relationships with peers, academic outcomes, and fewer risk-taking 

behaviors. While healthy relationships with educators can be especially protective for 

some students, as with so many features of American education, the students who most 

need this resource may not be the ones who most often get it (in some research studies, 

nonwhite students reported worse teacher-student relationships than white students in the 

same school). 

           During the ongoing pandemic, educators' mental health should not be neglected, 

and courses mindfulness courses shown to reduce teachers' implicit bias and foster their 

provision of emotional, instructional, and organizational support to students. Throughout 

the coming school year, educators will face monumental challenges. Amid the 

disruptions to come, motivating students to engage and persist will be more critical than 

ever. By emphasizing kindness, compassion, and managing one's own emotions, this 

approach aims to create emotional bonds between teachers and students. While not 

overtly pedagogical, these techniques help educators to process stressful situations with 

more ease. The design of these techniques should be strongly culturally responsive to 

elicit more cooperation from students. 
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           Families (specifically parents) play a large role in helping students through healthy 

routines and habits as children, adolescents, and teens find their emotional or mental 

health worsening during the pandemic. Quarantine, social isolation, scary headlines, and 

the disruption of everyday life have added stress and anxiety on many during the 

pandemic; children are not immune from that emotional toll. A chief concern among 

parents may be the lack of socialization and the isolation that students are currently going 

through, particularly those who will not be returning to face-to-face instruction 

immediately. Adolescents and teenagers are at a significant risk of developing depressive 

symptoms as they have been forced to distance themselves from friends, family, and 

others physically (Telehealth & Telemental Health: Everything You Need to .... 

https://www.relias.com/topic/telehealth). This is particularly true of children and young 

adults who have more severe symptoms and were receiving treatment before through a 

mental health provider or group therapy. That mental health treatment came to a sudden 

halt or switched to virtual treatment. 

           The world is changing, and mental health and mental health care is the collateral 

damage of the COVID-19 virus. It has brought to light the plight in this country with 

mental health. Dr. Ann Contrucci, a board-certified pediatrician, noted that when youth 

require psychiatric care and must visit an ER during the pandemic, they are not allowed 

to have a parent with them to explain their medical history or worse, were released from 

the ER without receiving needed help to make way for patients with COVID-19. This 

puts added pressure and difficult on families. The stress that the pandemic is putting on 

students – in the form of social isolation, family financial volatility, or death of loved 

ones – does not disappear when classes resume virtually. Surveys of students conducted 
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by the nonprofit groups Common Sense Media and America's Promise Alliance have 

found that the pandemic has disproportionately affected Black, Latino, and Asian youth's 

mental health (Tompkins et al., 2020). 

           Administrative teams will face a unique pressure this school year. The ongoing 

debate over going back to school or not is palpable and politically charged. In addition to 

COVID-19, there are states such as California where wildfires are forcing evacuations of 

people who are simultaneously dealing with extreme heat, power outages, dangerous air 

quality, and states like Iowa and Louisiana aftermath of hurricanes have ravaged homes 

and schools. While social media posts frequently highlight the weight of the stress that 

teachers are under, very few resources (including mental health resources) have emerged 

for school leaders. During the pandemic, they are often looked to for all of the answers. 

These are unprecedented times, and with the massive amount of essential duties (district 

meetings, IEP meetings, etc.), many principles are likely very close to their breaking 

point. Queen and Schumacher (2020, p.18) found that "as many as 75 percent of 

principals experience stress-related symptoms that include fatigue, weakness, lack of 

energy, irritability, heartburn, headache, trouble sleeping, sexual dysfunction, and 

depression." 

           There is a mental health dimension of this pandemic. Anxiety and uncertainty go 

hand in hand; the pandemic is the perfect storm of uncertainty. As fatalities from the 

pandemic rise, so does the likelihood that schools will have to confront the death of a 

staff member, parent, or student. While educators and school mental health staff alike 

will face unique challenges in helping students navigate their grief and fears in the era of 

stay-at-home orders and social distancing, the school need not reinvent the wheel 
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(Helping Students Grieve From a Distance - Education Week. 

https://www.edweek.org/ew/articles/2020/05/19/helping-students-grieve-from-a-

distance.html). Educators must maintain their mental health, and a daily routine of light 

physical exercise and deep breathing are light steps to calm the body and promote sleep. 

Limiting negative self-talk ("this is bad") helps keep anxiety from getting in day-to-day 

functioning. Empowering caregivers by supplying them with informational documents on 

how children and adolescents grieve will help families address common reaction across 

all ages. Schools should prepare parents with tools to help their children regarding coping 

strategies, community resources, and mental health support for students in the community 

(Helping Students Grieve From a Distance - Education Week. 

https://www.edweek.org/ew/articles/2020/05/19/helping-students-grieve-from-a-

distance.html). 

           Best practices for tending to students' social, emotional, and mental well-being 

emphasize equal attention paid to academics and social, emotional learning. The 

literature consistently indicates that youth cannot process and retain new information if 

their brains are overwhelmed with anxiety. This is especially true in our current 

environment, as students feel deeply stressed by the coronavirus, the economic recession, 

and the racial unrest that is sweeping the country (Teaching Social-Emotional Skills 

Amid COVID-19 - Education .... https://www.edweek.org/ew/issues/reopening-

schools/teaching-social-emotional-skills-amid-covid-19.html). Weaving comprehensive, 

evidence-based social, emotional learning into the school day without overhauling 

established plans is deeply rooted within the literature. Ensuring that students are 

connected to their peers and have strong supporting relationships with adults in school 
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will go a long way toward helping them cope and getting them to a place mentally where 

they are ready to learn (Teaching Social-Emotional Skills Amid COVID-19 - 

Education .... https://www.edweek.org/ew/issues/reopening-schools/teaching-social-

emotional-skills-amid-covid-19.html).
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As a provider of student support services, the study of possibly restructuring 

education and community mental health services presented as a daunting yet 

indispensable undertaking. Among the most prominent discoveries while conducting this 

research, was that concerns of sparse availability and access to mental health services are 

well known to participants. Consequently, student support staff at schools, division 

leaders, and community agencies appear committed to offering the resources they have 

available, often stretching their resources to the limit. 

           While conducting interviews, my desire to appear neutral yet passionate proved to 

be an exercise in self-restraint. I was always on guard to not engage in “turf wars” with 
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community agencies, as they described their experiences with tensions between local 

school personnel and their counterparts within mental health agencies. Conversely, my 

connection allowed for a bilateral process involving an exchange of questions and 

answers between myself and participants. I made a concerted effort to adhere to the semi-

structured protocol to avoid exposing participants to unanticipated harm, which would 

invalidate the study and undermine the future benefits to others. I maintained the highest 

ideals of beneficence and respect for persons while engaged in this study.  

           The upcoming decade, with its initial quagmire of political, environmental, and 

educational bedlam, will mark a turning point for how schools and communities address 

the myriad of mental health concerns for youth. School leaders and policymakers will 

have to decide what direction our schools should go, and what support staff should be 

included at the table. 
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Appendix B: Evidence of Current CITI Training 
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Appendix C: Informed Consent Form 
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Appendix D: Community Service Board Executive Director Interview Questionnaire 
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Appendix E: School-Based Mental Health Provider Interview Questionnaire 
 

School-Based Mental Health Provider Interview Questionnaire 
 

I. Respondent Information 
 

Your Name: __________________________ 
 
Your Position: 
 
School Division Name: ____________________________ 
 
School Division Address: __________________________ 
 
School Division Geography (Urban, Suburban, Rural): 

 
II. School-Based Provider Interview Protocol 

 
1) Can you tell me how you came to be appointed to this position? 

a. What are the day to day functions of your position at the CSB 
2) What types of mental health issues do you typically see? 

a. Any of these issues more frequent now than before? 
b. How much time is typically spent with any given student? 
c. What role do parents play for minor children? (parent involvement 

goes way beyond the referral process) 
3) What does the coordination process with the school system look like when 

given a referral, if any? Can you tell me about the process of coordinating 
with the school system? 

a. Do you work with other service providers once receiving referral? 
b. What type of confidentiality is observed? 
c. What type of follow-up is done with the school division? 
d. Do you provide any other services to the school beyond referrals 

(e.g. in-service to employees, meeting with school psych, 
counselors)? 

4) Do you involve yourself with Section 504/The Individuals with 
Disabilities Education Act (IDEA) referrals/meetings? 

a. Do you ever attend these meetings? 
5) If you could make any recommendations about improving the relationship 

between schools and CSB’s, what would those be? 
6) This concludes the questions I have prepared for today; if you have 

anything that will add value to this discussion/research, please feel free to 
share. 

 
  



 

289 

Appendix F: Site Recruitment and Participant Recruitment Email – Community Service 
Boards 

 

Site Recruitment and Participant Recruitment Email – Community Service Boards 
 

Date 

Mr. X 

Head of CSB IRB 

Address 

RE: Permission to Conduct Research Study 

Dear Mr. X: 

I am writing to request permission to conduct a research study at your Community 
Service Board agency. I am currently enrolled in the Educational Leadership program at 
The George Washington University in Washington DC., and am in the process of writing 
my dissertation.  

Interested staff members, who volunteer to participate, will be given a consent form to be 
signed and returned to the primary researcher at the beginning of the interview data 
collection process.  

If approval is granted, staff participants will complete the survey via videoconference or 
telephone, whichever is their preference. The interview process should take no longer 
than one hour. The individual results of this study will remain absolutely confidential and 
anonymous. Should this study be published, only pooled results will be documented. No 
costs will be incurred by either your agency or the individual participants. 

Your approval to conduct this study will be greatly appreciated. I will follow up with a 
telephone call next week and would be happy to answer any questions or concerns that 
you may have at that time. You may contact me at my email address: 
cjenkins8@gwu.edu. 

If you agree, kindly sign below and return the signed form in the enclosed self-addressed 
envelope. Alternatively, kindly submit a signed letter of permission on your agency’s 
letterhead acknowledging your consent and permission for me to conduct this study at 
your agency. 

Sincerely, 
Charles Jenkins, The George Washington University  
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Appendix G: Site Recruitment and Participant Recruitment Email – School Division 
 

Site Recruitment and Participant Recruitment Email – School Division 
Date 

Mr. X 

Head of School Division IRB 

Address 

RE: Permission to Conduct Research Study 

Dear Mr. X: 

I am writing to request permission to conduct a research study at your local school 
division. I am currently enrolled in the Educational Leadership program at The George 
Washington University in Washington D.C. and am in the process of writing my 
dissertation.  

Interested staff members, who volunteer to participate, will be given a consent form to be 
signed and returned to the primary researcher at the beginning of the interview data 
collection process.  

If approval is granted, staff participants will complete the survey via videoconference or 
telephone, whichever is their preference. The interview process should take no longer 
than one hour. The individual results of this study will remain absolutely confidential and 
anonymous. Should this study be published, only pooled results will be documented. No 
costs will be incurred by either your school division or the individual participants. 

Your approval to conduct this study will be greatly appreciated. I will follow up with a 
telephone call next week and would be happy to answer any questions or concerns that 
you may have at that time. You may contact me at my email address: 
cjenkins8@gwu.edu. 

If you agree, kindly sign below and return the signed form in the enclosed self-addressed 
envelope, or via a scanned email. Alternatively, kindly submit a signed letter of 
permission on your agency’s letterhead acknowledging your consent and permission for 
me to conduct this study at your school division. 

Sincerely, 

Charles Jenkins, The George Washington University  
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Appendix H: Subjectivity Memo 

Subjectivity Memo 
 

 Subjectivity will be kept in check by creating follow-up memos after each 

interview, and after receiving and reading each document. It will also be useful to trace 

back my trajectory and show how my thoughts and the study come together and evolve. 

My experience practicing as a mental health practitioner has influenced my approach to 

mental health, learning, behavior, and perceived best methods to strengthen healthy and 

supportive learning environments. 
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Appendix I: Recruitment Email 
 

Recruitment Email 
 
Greetings. 
 
My name is Charles Jenkins and I am a doctoral student at the George Washington 
University. I am conducting a research study about Community Service Boards. I am 
emailing to ask if you would like to take approximately one hour to complete an 
interview via video conference or phone for this research project. Participation is 
completely voluntary and your answers will be anonymous. 
 
If you are interested, please do not hesitate to contact me (cjenkins8@gwu.edu; 404-788-
8234). 
 
Thank you for your time. 

 

Charles Jenkins 

Doctoral Student 

The George Washington University 

 
 
 

 

 

 

 

 

 

 

 

 

mailto:cjenkins8@gwu.edu
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Appendix J: Va. Code § 37.2-500. (Effective until July 1, 2019) Purpose; community 
services board; services to be provided. 

 
This Appendix contains statutes from Title 37.2 and Title 51.5 of the Virginia Code, as 
passed by the Virginia General Assembly, that govern the creation, operations, 
organization, duties, obligations, and responsibilities of Cooperative Service Boards. 

Va. Code § 37.2-500. (Effective until July 1, 2019) Purpose; community services 
board; services to be provided. 

The Department, for the purposes of establishing, maintaining, and promoting the 
development of mental health, developmental, and substance abuse services in the 
Commonwealth, may provide funds to assist any city or county or any combinations of 
cities or counties or cities and counties in the provision of these services. Every county or 
city shall establish a community services board by itself or in any combination with other 
cities and counties, unless it establishes a behavioral health authority pursuant to Chapter 
6 (§ 37.2-600 et seq.). Every county or city or any combination of cities and counties that 
has established a community services board, in consultation with that board, shall 
designate it as an operating community services board, an administrative policy 
community services board or a local government department with a policy-advisory 
community services board. The governing body of each city or county that established 
the community services board may change this designation at any time by ordinance. In 
the case of a community services board established by more than one city or county, the 
decision to change this designation shall be the unanimous decision of all governing 
bodies. 

The core of services provided by community services boards within the cities and 
counties that they serve shall include emergency services and, subject to the availability 
of funds appropriated for them, case management services. Subject to the availability of 
funds appropriated for them, the core of services may include a comprehensive system of 
inpatient, outpatient, day support, residential, prevention, early intervention, and other 
appropriate mental health, developmental, and substance abuse services necessary to 
provide individualized services and supports to persons with mental illness, 
developmental disabilities, or substance abuse. Community services boards may establish 
crisis stabilization units that provide residential crisis stabilization services. 

In order to provide comprehensive mental health, developmental, and substance abuse 
services within a continuum of care, the community services board shall function as the 
single point of entry into publicly funded mental health, developmental, and substance 
abuse services. 
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1968, c. 477, § 37.1-194; 1972, c. 498; 1974, c. 404; 1975, c. 200; 1976, cc. 41, 671; 
1977, c. 90; 1980, c. 582; 1982, c. 295; 1984, c. 653; 1998, c. 680; 2002, cc. 51, 278; 
2005, c. 716; 2010, c. 28; 2012, cc. 476, 507; 2017, cc. 458. 

Va. Code § 37.2-500. (Effective July 1, 2019) Purpose; community services board; 
services to be provided. 

A. The Department, for the purposes of establishing, maintaining, and promoting the 
development of mental health, developmental, and substance abuse services in the 
Commonwealth, may provide funds to assist any city or county or any combinations of 
cities or counties or cities and counties in the provision of these services. Every county or 
city shall establish a community services board by itself or in any combination with other 
cities and counties, unless it establishes a behavioral health authority pursuant to Chapter 
6 (§ 37.2-600 et seq.). Every county or city or any combination of cities and counties that 
has established a community services board, in consultation with that board, shall 
designate it as an operating community services board, an administrative policy 
community services board or a local government department with a policy-advisory 
community services board. The governing body of each city or county that established 
the community services board may change this designation at any time by ordinance. In 
the case of a community services board established by more than one city or county, the 
decision to change this designation shall be the unanimous decision of all governing 
bodies. 

B. The core of services provided by community services boards within the cities and 
counties that they serve shall include: 

1. Emergency services; 

2. Same-day mental health screening services; 

3. Outpatient primary care screening and monitoring services for physical health 
indicators and health risks and follow-up services for individuals identified as being in 
need of assistance with overcoming barriers to accessing primary health services, 
including developing linkages to primary health care providers; and 

4. Subject to the availability of funds appropriated for them, case management services. 

C. Subject to the availability of funds appropriated for them, the core of services may 
include a comprehensive system of inpatient, outpatient, day support, residential, 
prevention, early intervention, and other appropriate mental health, developmental, and 
substance abuse services necessary to provide individualized services and supports to 
persons with mental illness, developmental disabilities, or substance abuse. Community 
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services boards may establish crisis stabilization units that provide residential crisis 
stabilization services. 

D. In order to provide comprehensive mental health, developmental, and substance abuse 
services within a continuum of care, the community services board shall function as the 
single point of entry into publicly funded mental health, developmental, and substance 
abuse services. 

1968, c. 477, § 37.1-194; 1972, c. 498; 1974, c. 404; 1975, c. 200; 1976, cc. 41, 671; 
1977, c. 90; 1980, c. 582; 1982, c. 295; 1984, c. 653; 1998, c. 680; 2002, cc. 51, 278; 
2005, c. 716; 2010, c. 28; 2012, cc. 476, 507; 2017, cc. 458, 607, 683. 

Va. Code § 37.2-502. Community services board members; term of office; vacancies; 
removal. 

The term of office of each member of a community services board shall be for three years 
from January 1 of the year of appointment or, at the option of the governing body of a 
county or city, from July 1 of the year of appointment, except that of the members first 
appointed, several shall be appointed for terms of one year each, several for terms of two 
years each, and the remaining members of the board for terms of three years each. The 
appointment of members for one-year, two-year, and three-year terms shall be as nearly 
equal as possible with regard to the total number of members on the board. If a governing 
body has appointed members for terms commencing January 1 or July 1 but desires to 
change the date on which the terms of office commence, the governing body may, as the 
terms of the members then in office expire, appoint successors for terms of two and one-
half or three and one-half years, so that the terms expire on June 30 or December 31. In 
the case of a board established by more than one city or county, the decision to change 
the date on which terms of office commence shall be the unanimous decision of all 
governing bodies. Vacancies shall be filled for unexpired terms in the same manner as 
original appointments. No person shall be eligible to serve more than three full terms; 
however, a person first appointed to fill an unexpired term may serve three additional full 
three-year terms. The remainder of a term to which a member is first appointed to fill a 
vacancy shall not constitute a term in determining the member's eligibility for 
reappointment. However, after a one-year period has elapsed since the end of the 
member's last three-year term, the governing body may reappoint that member. Any 
member of a board may be removed by the appointing authority for cause, after being 
given a written statement of the causes and an opportunity to be heard thereon. 

1968, c. 477, § 37.1-196; 1970, c. 346; 1972, c. 498; 1977, c. 88; 1979, c. 391; 1980, c. 
582; 1998, c. 680; 2005, c. 716; 2007, c. 570; 2010, c. 71. 

Va. Code § 37.2-503. Compensation of community services board members. 



 

296 

The governing body of any county or city or the governing bodies of any combination of 
cities and counties establishing a community services board may pay, out of its general 
fund or their general funds, no more than $600 per year to each board member as 
compensation for his attendance at board meetings. No city or county shall be reimbursed 
out of state or federal funds for any part of such compensation. 

1982, c. 23, § 37.1-196.1; 1998, c. 680; 2005, c. 716. 

Va. Code § 37.2-504. Community services boards; local government departments; 
powers and duties. 

A. Every operating and administrative policy community services board and local 
government department with a policy-advisory board shall have the following powers 
and duties: 

1. Review and evaluate public and private community mental health, developmental, and 
substance abuse services and facilities that receive funds from it and advise the governing 
body of each city or county that established it as to its findings. 

2. Pursuant to § 37.2-508, submit to the governing body of each city or county that 
established it a performance contract for community mental health, developmental, and 
substance abuse services for its approval prior to submission of the contract to the 
Department. 

3. Within amounts appropriated for this purpose, provide services authorized under the 
performance contract. 

4. In accordance with its approved performance contract, enter into contracts with other 
providers for the delivery of services or operation of facilities. 

5. In the case of operating and administrative policy boards, make policies or regulations 
concerning the delivery of services and operation of facilities under its direction or 
supervision, subject to applicable policies and regulations adopted by the Board. 

6. In the case of an operating board, appoint an Executive Director of community mental 
health, developmental, and substance abuse services, who meets the minimum 
qualifications established by the Department, and prescribe his duties. The compensation 
of the Executive Director shall be fixed by the operating board within the amounts made 
available by appropriation for this purpose. The Executive Director shall serve at the 
pleasure of the operating board and be employed under an annually renewable contract 
that contains performance objectives and evaluation criteria. For an operating board, the 
Department shall approve the selection of the Executive Director for adherence to 
minimum qualifications established by the Department and the salary range of the 
Executive Director. In the case of an administrative policy board, the board shall 
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participate with local government in the appointment and annual performance evaluation 
of an Executive Director of community mental health, developmental, and substance 
abuse services, who meets the minimum qualifications established by the Department, 
and prescribe his duties. The compensation of the Executive Director shall be fixed by 
local government in consultation with the administrative policy board within the amounts 
made available by appropriation for this purpose. In the case of a local government 
department with a policy-advisory board, the director of the local government department 
shall serve as the Executive Director. The policy-advisory board shall participate in the 
selection and the annual performance evaluation of the Executive Director, who meets 
the minimum qualifications established by the Department. The compensation of the 
Executive Director shall be fixed by local government in consultation with the policy-
advisory board within the amounts made available by appropriation for this purpose. 

7. Prescribe a reasonable schedule of fees for services provided by personnel or facilities 
under the jurisdiction or supervision of the board and establish procedures for the 
collection of those fees. All fees collected shall be included in the performance contract 
submitted to the local governing body or bodies pursuant to subdivision 2 and § 37.2-508 
and shall be used only for community mental health, developmental, and substance abuse 
services purposes. Every board shall institute a reimbursement system to maximize the 
collection of fees from individuals receiving services under its jurisdiction or supervision, 
consistent with the provisions of § 37.2-511, and from responsible third party payors. 
Boards shall not attempt to bill or collect fees for time spent participating in commitment 
hearings for involuntary admissions pursuant to Article 5 (§ 37.2-814 et seq.) of Chapter 
8. 

8. Accept or refuse gifts, donations, bequests, or grants of money or property from any 
source and utilize them as authorized by the governing body of each city or county that 
established it. 

9. Seek and accept funds through federal grants. In accepting federal grants, the board 
shall not bind the governing body of any city or county that established it to any 
expenditures or conditions of acceptance without the prior approval of the governing 
body. 

10. Notwithstanding any provision of law to the contrary, disburse funds appropriated to 
it in accordance with such regulations as may be established by the governing body of 
each city or county that established it. 

11. Apply for and accept loans as authorized by the governing body of each city or 
county that established it. 

12. Develop joint written agreements, consistent with policies adopted by the Board, with 
local school divisions; health departments; boards of social services; housing agencies, 
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where they exist; courts; sheriffs; area agencies on aging; and regional offices of the 
Department for Aging and Rehabilitative Services. The agreements shall specify the 
services to be provided to individuals. All participating agencies shall develop and 
implement the agreements and shall review the agreements annually. 

13. Develop and submit to the Department the necessary information for the preparation 
of the Comprehensive State Plan for Behavioral Health and Developmental Services 
pursuant to § 37.2-315. 

14. Take all necessary and appropriate actions to maximize the involvement and 
participation of individuals receiving services and family members of individuals 
receiving services in policy formulation and services planning, delivery, and evaluation. 

15. Institute, singly or in combination with other community services boards or 
behavioral health authorities, a dispute resolution mechanism that is approved by the 
Department and enables individuals receiving services and family members of 
individuals receiving services to resolve concerns, issues, or disagreements about services 
without adversely affecting their access to or receipt of appropriate types and amounts of 
current or future services from the community services board. 

16. Notwithstanding the provisions of § 37.2-400 or any regulations adopted thereunder, 
release data and information about each individual receiving services to the Department 
so long as the Department implements procedures to protect the confidentiality of that 
data and information. 

17. In the case of administrative policy boards and local government departments with 
policy-advisory boards, carry out other duties and responsibilities as assigned by the 
governing body of each city or county that established it. 

18. In the case of an operating board, have authority, notwithstanding any provision of 
law to the contrary, to receive state and federal funds directly from the Department and 
act as its own fiscal agent, when authorized to do so by the governing body of each city 
or county that established it. 

By local agreement between the administrative policy board and the governing body of 
the city or county that established it, additional responsibilities may be carried out by the 
local government, including personnel or financial management. In the case of an 
administrative policy board established by more than one city or county, the cities and 
counties shall designate which local government shall assume these responsibilities. 

B. Every policy-advisory community services board, with staff support provided by the 
director of the local government department, shall have the following powers and duties: 
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1. Advise the local government regarding policies or regulations for the delivery of 
services and operation of facilities by the local government department, subject to 
applicable policies and regulations adopted by the Board. 

2. Review and evaluate the operations of the local government department and advise the 
local governing body of each city or county that established it as to its findings. 

3. Review the community mental health, developmental, and substance abuse services 
provided by the local government department and advise the local governing body of 
each city or county that established it as to its findings. 

4. Review and comment on the performance contract, performance reports, and 
Comprehensive State Plan information developed by the local government department. 
The board's comments shall be attached to the performance contract, performance 
reports, and Comprehensive State Plan information prior to their submission to the local 
governing body of each city or county that established it and to the Department. 

5. Advise the local government as to the necessary and appropriate actions to maximize 
the involvement and participation of individuals receiving services and family members 
of individuals receiving services in policy formulation and services planning, delivery, 
and evaluation. 

6. Participate in the selection and the annual performance evaluation of the local 
government department director employed by the city or county. 

7. Carry out other duties and responsibilities as assigned by the governing body of each 
city or county that established it. 

1968, c. 477, § 37.1-197; 1970, c. 346; 1972, c. 498; 1976, c. 671; 1977, c. 191; 1980, c. 
582; 1982, c. 50; 1984, cc. 496, 505; 1986, c. 92; 1987, c. 79; 1995, c. 844; 1998, c. 680; 
2005, cc. 75, 716; 2012, cc. 476, 507, 803, 805, 835, 836. 

Va. Code § 37.2-507. Data collection on children and adolescents. 

Every community services board shall submit to the Department information on children 
under the age of 14 and adolescents ages 14 through 17 for whom admission to an 
inpatient acute care psychiatric or residential treatment facility licensed pursuant to 
Article 2 (§ 37.2-403 et seq.) of Chapter 4 of this title, excluding group homes, was 
sought but was unable to be obtained by the board. Information to be submitted shall 
include: 

a. The child or adolescent's date of birth; 

b. Date admission was attempted; and 
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c. Reason the child or adolescent could not be admitted to the facility. 

2002, cc. 585, 619, § 37.1-197.3; 2005, c. 716. 

Va. Code § 37.2-508. Performance contract for mental health, developmental, and 
substance abuse services. 

A. The Department shall develop and initiate negotiation of the performance contracts 
through which it provides funds to community services boards to accomplish the 
purposes set forth in this chapter. In the case of operating boards, the Department may, 
notwithstanding any provision of law to the contrary, disburse state and federal funds 
appropriated to it for mental health, developmental, or substance abuse services directly 
to the operating board, when that operating board is authorized by the governing body of 
each city or county that established it to receive such funds. Six months prior to the end 
of an existing contract or, if no contract exists, six months prior to the beginning of each 
fiscal year, the Department shall make available to the public the standard performance 
contract form that it intends to use as the performance contract for that fiscal year and 
solicit public comments for a period of 60 days. Such contracts shall be for a fixed term 
and shall provide for annual renewal by the Board if the term exceeds one year. 

B. Any community services board may apply for the assistance provided in this chapter 
by submitting to the Department its proposed performance contract together with (i) the 
approval of its board of directors for operating and administrative policy boards or the 
comments of the local government department's policy-advisory board and (ii) the 
approval of the contract by formal vote of the governing body of each city or county that 
established it. The community services board shall make its proposed performance 
contract available for public review and solicit public comments for a period of 30 days 
prior to submitting its proposed contract for the approval of its board of directors for 
operating and administrative policy boards or the comments of the local government 
department's policy-advisory board. To avoid disruptions in service continuity and allow 
sufficient time to complete public review and comment about the contract and negotiation 
and approval of the contract, the Department may provide semi-monthly payments of 
state-controlled funds to the community services board. If the governing body of each 
city or county does not approve the proposed performance contract by September 30 of 
each year, the performance contract shall be deemed approved or renewed. 

C. The performance contract shall (i) delineate the responsibilities of the Department and 
the community services board; (ii) specify conditions that must be met for the receipt of 
state-controlled funds; (iii) identify the groups of individuals to be served with state-
controlled funds; (iv) contain specific outcome measures for individuals receiving 
services, provider performance measures, satisfaction measures for individuals receiving 
services, and participation and involvement measures for individuals receiving services 
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and their family members; (v) contain mechanisms that have been identified or developed 
jointly by the Department and community services board and that will be employed 
collaboratively by the community services board and the state hospital to manage the 
utilization of state hospital beds; (vi) establish an enforcement mechanism, should a 
community services board fail to be in substantial compliance with its performance 
contract, including notice and appeal processes and provisions for remediation, 
withholding or reducing funds, methods of repayment of funds, and the Department's 
exercise of the provisions of subsection E; and (vii) include reporting requirements and 
information about revenues, costs, services, and individuals receiving services displayed 
in a consistent, comparable format determined by the Department. 

The Department may provide for performance monitoring in order to determine whether 
the community services boards are in substantial compliance with their performance 
contracts. 

D. No community services board shall be eligible to receive state-controlled funds for 
mental health, developmental, or substance abuse services after September 30 of each 
year unless (i) its performance contract has been approved or renewed by the governing 
body of each city or county that established it and by the Department; (ii) it provides 
service, cost, and revenue data and information and aggregate and individual data and 
information about individuals receiving services, notwithstanding the provisions of § 
37.2-400 or any regulations adopted thereunder, to the Department in the format 
prescribed by the Department; and (iii) it uses standardized cost accounting and financial 
management practices approved by the Department. 

E. If, after unsuccessful use of a remediation process described in the performance 
contract, a community services board remains in substantial noncompliance with its 
performance contract with the Department, the Department may, after affording the 
community services board an adequate opportunity to use the appeal process described in 
the performance contract, terminate all or a portion of the contract. Using the state-
controlled resources associated with that contract, the Department, after consulting with 
the governing body of each city or county that established the board, may negotiate a 
performance contract with another board, a behavioral health authority, or a private 
nonprofit or for-profit organization or organizations to obtain services that were the 
subject of the terminated performance contract. 

1968, c. 477, § 37.1-198; 1970, c. 346; 1972, c. 498; 1976, c. 671; 1980, c. 582; 1986, c. 
176; 1998, c. 680; 2005, cc. 75, 716; 2012, cc. 476, 507, 805, 836. 

Va. Code § 37.2-512. Authority to enter into joint agreements. 

A. A community services board may enter into joint agreements, pursuant to subdivision 
A 4 of § 37.2-504 with one or more community services boards or behavioral health 
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authorities, to provide treatment, habilitation, or support services for individuals 
receiving services with specialized and complex service needs and associated managerial, 
operational, and administrative services and support and to promote clinical, 
programmatic, or administrative effectiveness and efficiency. Services may be provided 
under a joint agreement by one or more community services boards or behavioral health 
authorities or by an administrator or management body established or contracted through 
a joint agreement. 

B. Participation in a joint agreement shall be voluntary and at the discretion of the 
community services board. No community services board shall be required to enter into a 
joint agreement pursuant to this section as a condition for the receipt of funds. 

C. No joint agreement shall relieve a community services board of any obligation or 
responsibility imposed upon it by law, but performance under the terms of a joint 
agreement may be offered in satisfaction of the obligation or responsibility of the 
community services board. 

D. The community services board's participation in a joint agreement shall be described 
in the performance contract negotiated by the community services board and the 
Department pursuant to § 37.2-508. The community services board shall provide a copy 
of a joint agreement to the governing body of each city or county that established the 
board for its review and comment at least 30 days before executing the agreement. 

E. A joint agreement shall state or describe: 

1. The term or duration of the joint agreement, which shall be for at least one year but 
may be extended annually pursuant to provisions in the joint agreement; 

2. The purpose or purposes of the joint agreement; 

3. The community services boards or behavioral health authorities participating in the 
joint agreement; 

4. The treatment, habilitation, or support services and associated managerial and 
administrative services and support to be provided through the joint agreement; 

5. The manner in which the joint agreement will be administered and any necessary 
actions by the participants will be coordinated; 

6. The manner in which the joint agreement will be financed, including the proportional 
share to be provided by each participating community services board or behavioral health 
authority, and the budget, which shall be incorporated as part of the joint agreement, will 
be established and administered; 
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7. The manner by which state general funds, fee revenues, and other funds for the 
operation of the joint agreement will be received and disbursed by the participating 
boards or behavioral health authorities; 

8. The manner by which activities conducted under the joint agreement will be 
monitored, managed, reported, and evaluated; 

9. The permissible method or methods to be employed in accomplishing the partial or 
complete termination of the joint agreement and for disposing of any property acquired 
under the joint agreement upon such partial or complete termination; and 

10. Any other matters that are necessary and proper for the effective operation of the joint 
agreement. 

F. The joint agreement, in addition to the items enumerated in subsection E, may contain 
the following items. 

1. The joint agreement may provide for an administrator or management body that shall 
be responsible for administering activities conducted under the joint agreement. The 
organization, term, powers, and duties of any administrator or management body shall be 
specified in the joint agreement. This administrator or management body may be given 
authority through the joint agreement to employ staff and obtain services provided under 
the joint agreement though contracts on behalf of the community services boards or 
behavioral health authorities that have entered into the joint agreement. This 
administrator or management body shall defend or compromise, as appropriate, all 
claims, suits, actions, or proceedings arising from its performance under this joint 
agreement and shall obtain and maintain insurance sufficient for this purpose. 

2. The joint agreement may specify the manner of acquiring, holding, and disposing of 
real and personal property required for or used in activities conducted under the joint 
agreement. 

3. The joint agreement may describe how issues of liability will be handled and the types, 
amounts, and limits of any liability insurance coverage, including whether such coverage 
will be obtained through the Department of Treasury's Division of Risk Management 
program pursuant to § 2.2-1839 or otherwise. 

G. Any community services board entering into a joint agreement pursuant to this section 
may provide funds or property, personnel, or services to the administrator or management 
body responsible for administering activities conducted under this joint agreement that 
may be within its legal powers to sell, lease, give, or otherwise supply. 

H. The community services boards or behavioral health authorities entering into a joint 
agreement pursuant to this section may create an administrator or management body to 
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provide treatment, habilitation or support services on behalf of the participating 
community services boards or behavioral health authorities subject to the following 
conditions. 

1. The administrator or management body created pursuant to this subsection shall 
operate under contract with the participating community services boards or behavioral 
health authorities, and this contract shall be exempt from the requirements of the Virginia 
Public Procurement Act, (§ 2.2-4300 et seq.). 

2. The administrator or management body created pursuant to this subsection shall be 
subject to all statutory and regulatory requirements that apply to community services 
boards, including procurement, employment, Virginia Freedom of Information Act, 
disclosure and confidentiality of individual service and administrative records, data 
collection and reporting, and all other aspects of their business and services. 

3. The administrator or management body created pursuant to this subsection shall have 
the authority to receive funds from participating community services boards or behavioral 
health authorities; public and private sources such as foundations, gifts and grants; and 
public and private reimbursement from private insurers and the Department of Medical 
Assistance Services; but the administrator or management body shall not be authorized to 
receive funds directly from the Department. 

4. The administrator or management body created pursuant to this subsection shall defend 
or compromise, as appropriate, all claims, suits, actions, or proceedings arising from its 
performance under this joint agreement and shall obtain and maintain insurance sufficient 
for this purpose. 

2006, c. 656; 2012, cc. 476, 507. 

Va. Code § 51.5-169. Cooperative agreements with community services boards and 
schools. 

No services funded under the authority of this article shall be provided to: 

1. Persons whose primary impairment is mental illness, intellectual disability, or 
substance abuse, except by cooperative agreement with the local community services 
board established pursuant to Chapter 5 (§ 37.2-500 et seq.) of Title 37.2 or the 
behavioral health authority established pursuant to Chapter 6 (§ 37.2-600 et seq.) of Title 
37.2 when that board or authority is currently offering the same services; or 

2. Public school-aged persons, except by cooperative agreement with that person's 
school. 

1985, c. 421, §§ 51.01-30, 51.5-30; 2012, cc. 476, 507, 803, 835. 
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