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ABSTRACT. More than 20% of children and adoles-
cents have mental health problems. Health care profes-
sionals for children and adolescents must educate key
stakeholders about the extent of these problems and
work together with them to increase access to mental
health resources. School-based programs offer the prom-
ise of improving access to diagnosis of and treatment for
the mental health problems of children and adolescents.
Pediatric health care professionals, educators, and mental
health specialists should work in collaboration to de-
velop and implement effective school-based mental
health services. Pediatrics 2004;113:1839-1845; school,
mental health, school-based health center, SBHC, medical
home, adolescent, prevention, intervention, confidential-
ity, assessment, referral, evaluation, school counselor, risk
behavior, resilience, individualized education program,
IEP, therapy, special education, special needs, curricular,
managed care, emotional disorder.

ABBREVIATIONS. SBHC, school-based health center; AAP,
American Academy of Pediatrics; IEP, individualized education
program.

“The burden of suffering experienced by children with
mental health needs and their families has created a health
crisis in this country.”!

David Satcher, MD, PhD

ediatric health care professionals increasingly

are becoming aware of the high level of mental

health needs of children. School violence, high
dropout rates, bullying, high suicide and homicide
rates, and increased levels of high-risk behaviors are
reported commonly across the United States. The
human and economic toll of inadequately addressing
these mental health problems is significant. Un-
treated mental health disorders lead to higher rates
of juvenile incarcerations, school dropout, family
dysfunction, drug abuse, and unemployment.

The proportion of pediatric patients in which psy-
chosocial problems are seen in primary care has in-
creased from 7% to 19% over the past 20 years.?
According to the 2001 US Surgeon General’s report
on children’s mental health,’ 20% of children need
active mental health interventions, 11% have signif-
icant functional impairment, and 5% have extreme
functional impairment. These data were derived
from the Methodology for Epidemiology of Mental
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Disorders in Children and Adolescents study, which
also found that 13% of children and adolescents have
anxiety disorders, 6.2% have mood disorders, 10.3%
have disruptive disorders, and 2% have substance
abuse disorders, for a total of 20.9% having 1 or more
mental health disorders. The Great Smoky Mountain
Study of Youth found that 27% of children 9, 11, and
13 years of age have mental health impairment and
20% have a diagnosable mental health condition.
This study also found that only 21% of children with
mental health problems receive mental health serv-
ices.®> Similarly, the Ontario Child Health Study
found that only 20% of children with emotional dis-
orders had received mental or social services during
the 6 months before the survey despite existence of
universal health insurance in Canada. Mental health
and substance abuse issues are the most common
reasons for visits to school-based health centers
(SBHCs).>

Another potential indicator of the mental health of
our children and adolescents may be the prevalence
of risk behaviors. In the 2001 Youth Risk Behavior
Survey coordinated by the Centers for Disease Con-
trol and Prevention, 30% of youth reported episodic
heavy drinking, 14% reported frequent cigarette use,
24% reported using marijuana within the last month,
and 9% reported a suicide attempt during the past
12 months.6 In the United States, suicide is the third
leading cause of death in youth 10 to 19 years of age.
Homicide is the fourth leading cause of death for
children 5 to 14 years of age and the second leading
cause of death for youth 15 to 19 years of age.”

Acknowledging that mental health needs are sig-
nificant, physicians must identify and address the
barriers to mental health services. A recent American
Academy of Pediatrics (AAP) policy statement ad-
dressed insurance and managed care barriers.® Many
families will not address their mental health needs if
their health insurance does not offer adequate cov-
erage. Additional barriers include lack of transpor-
tation, financial constraints, child mental health pro-
fessional shortages, and stigmas related to mental
health problems. These barriers may help to explain
why 40% to 60% of families who begin therapy ter-
minate prematurely® and why most people attend
only 1 to 2 sessions before terminating services.!?
Another significant barrier is the paucity of training
in medical school and primary care residency pro-
grams. Pediatricians often are professionally unpre-
pared and usually have inadequate appointment
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time to address the mental health needs of children
and adolescents. As a result, pediatricians may not
uncover significant mental health problems. The
medical home model does not require that pediatri-
cians personally provide all services required by the
families and children that they treat. This can be
accomplished through collaboration and coordina-
tion with other agencies, such as mental health agen-
cies, or mental health services provided in schools.
Pediatricians can enhance the medical home model
by improving communication with schools on men-
tal health concerns of their patients and can improve
access to mental health services by encouraging and
supporting school-based mental health services.

School-based mental health services are evolving
as a strategy to address these concerns by removing
barriers to accessing mental health services and im-
proving coordination of those services. School-based
mental health services offer the potential for preven-
tion efforts as well as intervention strategies. More
than 75% of pediatricians support the provision of
psychological and counseling services in schools,
which include assessments, interventions, and refer-
rals.!! Schools are the primary providers of mental
health services for many children.31%13 School-based
mental health services range from minimal support
services provided by a school counselor to a compre-
hensive, integrated program of prevention, identifi-
cation, and treatment within a school. In some
schools, comprehensive mental health services are
provided in an SBHC. There are now more than
1300 SBHCs, with most providing mental health ser-
vices.14

SCHOOL—BASED MENTAL HEALTH SERVICES

One way to categorize components of a school or
district’'s mental health program is to consider a
3-tiered model of services and needs. The first tier is
an array of preventive mental health programs and
services. Activities in this tier need to be ubiquitous
so that they target all children in all school settings.
Preventive programs are those that focus on decreas-
ing risk factors and building resilience, including
providing a positive, friendly, and open social envi-
ronment at school and ensuring that each student
has access to community and family supports that
are associated with healthy emotional development.
A sense of student “connectedness” to schools has
been found to have positive effects on academic
achievement and to decrease risky behaviors.!> For
example, schools should provide students with mul-
tiple and varied curricular and extracurricular activ-
ities, thereby increasing the chances that each stu-
dent will feel successful in some aspect of school life.
Schools also should provide numerous opportunities
for positive individual interactions with adults at
school so that each student has positive adult role
models and opportunities to develop a healthy adult
relationship outside his or her family. Schools can
provide families with support services and should
implement “prevention” curricula (eg, curricula that
decrease risk-taking behaviors). Behavioral expecta-
tions, rules, and discipline plans should be well pub-
licized and enforced school-wide. A recent review of
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effective programs is available for schools and those
who advise schools on development of their preven-
tive programs.1é

The second tier consists of targeted mental health
services that are designed to assist students who
have 1 or more identified mental health needs but
who function well enough to engage successfully in
many social, academic, and other daily activities.
Services in this tier would include the provision of
group or individual therapy to students. For stu-
dents in special education for learning problems who
also have behavioral problems, this tier also may
consist of the behavioral components of these stu-
dents’ individualized education programs (IEPs) or
individual health service plans that address these
students’ behavioral issues.

The third tier of health services targets the smallest
population of students and addresses needs of chil-
dren with severe mental health diagnoses and symp-
toms. These students require the services of a multi-
disciplinary team of professionals, usually including
special education services, individual and family
therapy, pharmacotherapy, and school and social
agency coordination.”

Outcome studies on school-based mental health
models are limited, as are outcome studies on typical
delivery methods of outpatient mental health ser-
vices. The Bridges Project is a model that uses the
3-tiered model in schools and has demonstrated pos-
itive outcomes with improved school attendance, im-
proved school grades, and improved scores on the
Child Behavior Checklist and the Behavior and Emo-
tional Rating Scale.18

Preventive Strategies

As they develop the first tier of services (a com-
prehensive mental health prevention program), each
school and district should involve school nurses; pe-
diatricians and other primary care physicians; men-
tal health, social services, and other communi
agencies; and parents. The program should include:
1) multiple opportunities for students to build devel-
opmental assets and resilience to other stresses!®;
2) behavior and discipline plans; and 3) mental
health curricula (eg, violence prevention®) that are
incorporated into other health education curricula
(refer to Fig 1 for a visual description of these tiers of
mental health in schools).

Behavior and discipline plans should be school-
wide and provide clear and consistent behavior ex-
pectations and consequences. School staff training
should teach educators, administrators, and support
staff specific fundamentals: 1) building a supportive
school environment; 2) the essential components of
behavior management techniques; and 3) early rec-
ognition of mental health problems. Many schools
have prepared teachers, school nurses, and other
staff members successfully to volunteer in student
assistance programs, whereby these staff members
lead after-school support groups designed to help
students express themselves to their peers and adults
within a safe, comfortable environment.

Schools should have multidisciplinary student-
support teams that include school nurses, school
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Fig 1. A comprehensive, multifaceted, and integrated approach to addressing barriers to learning and promoting healthy development.
Adapted from various public domain documents written by H.S. Adelman and L. Taylor and circulated through the Center for Mental

Health in Schools at the University of California (Los Angeles).

personnel, mental health consultants, and school
physicians to review and plan evaluations and inter-
vention strategies for students experiencing prob-
lems at school or otherwise identified as having po-
tential mental health problems.

Schools can develop relationships with agencies
that assist them with external stressors for students,
including but not limited to housing, nutrition, cloth-
ing, employment, safety in their neighborhood, and
after-school care. Support services for families can be
established through the development of collabora-
tive relationships with family resource centers. Other
social agencies, public health departments, and pro-
viders of community-based services are also impor-
tant partners.

Advantages of Basing Mental Health Services at School

Unlike preventive mental health services and
those related to special education, the provision of
other mental health services such as individual,
group, or family counseling is optional for schools,
yet many schools realize the value of helping fami-
lies meet mental health needs and recognize distinct
advantages to providing these services within the
school system. One advantage of the familiar setting
of school for provision of mental health services is
that students and families avoid the stigma and in-
timidation they may feel when they go to an unfa-
miliar and perhaps less culturally compatible mental
health settings. Of course, receiving services at
school may put students at risk of another form of
stigmatization, that is, stigmatization by their peers.

This issue must be addressed on both a program-
matic level (eg, discretion, strategic scheduling of
appointments, private waiting areas) and individu-
ally with each student receiving services. Providing
school-based mental health services eliminates the
need for transportation of students to and from off-
site appointments and facilitates parent participation
in mental health appointments, because many par-
ents live within walking distance of neighborhood
schools. These advantages may encourage more par-
ents to seek mental health care for their children and
more students to self-refer for treatment. Kaplan et
al?! showed that adolescents with access to SBHCs
with mental health services were 10 times more
likely than students without such access to initiate a
visit for a mental health or substance abuse concern
(98% of such visits were at an SBHC). The conve-
nience and comfort of having school-based mental
health services also may promote a longer-lasting
commitment to following through with all recom-
mended therapy.

In addition to eliminating barriers to access to care,
school-based mental health services offer the poten-
tial to improve accuracy of diagnosis as well as as-
sessment of progress. One of the major challenges to
providing mental health services to students is gain-
ing access to information concerning the functional-
ity of the student in various environments. Schools
have a wealth of opportunities to acquire informa-
tion on how children deal with physical and social
stresses and challenges and on how they perform in
the academic setting, on community-related roles in
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which children engage (eg, in sports, with younger
children as a mentor, etc), and on the nature and
extent of many sorts of interpersonal relationships
(eg, adults, peers).

Mental Health Service Delivery Models

Schools have a convoluted history of involvement
in mental health since the late 1890s, when psychol-
ogy clinics were placed in some schools in Philadel-
phia, Pennsylvania.?? Today, some schools have
mental health curricula and offer students the ser-
vices of a wide array of social and mental health
professionals, including social workers; guidance
counselors; school psychologists; mental health ther-
apists providing group, child, and/or family ther-
apy; and mental health units within SBHCs. These
services may be provided by schools or public or
private mental health professionals or agencies. The
following 3 models are not mutually exclusive. Many
schools offer components of more than 1 of these
models.

1. School-supported mental health models

¢ Social workers, guidance counselors, and school
psychologists are employed directly by the
school system.

¢ Separate mental health units exist within the
school system.

» School nurses serve as a major portal of entry for
students with mental health concerns.

2. Community connections models

* A mental health agency or individual delivers
direct services in the school part-time or full-
time under contract.

» Mental health professionals are available within
an SBHC or are invited into after-school pro-
grams.

» There is a formal linkage to an off-site mental
health professional and/or to a managed care
organization.

3. Comprehensive, integrated models

* A comprehensive and integrated mental health
program addresses prevention strategies, school
environment, screening, referral, special educa-
tion, and family and community issues and de-
livers direct mental health services.

* SBHCs provide comprehensive and integrated
health and mental health services within the
school environment.

A recent pilot study?? on cost of care reported that
school-based mental health services were less expen-
sive than private or community-based mental health
services. Therefore, cost of providing mental health
services at school, versus traditional settings, should
not be an inhibiting factor for health insurers (private
or Medicaid) and managed care organizations that
are already resolved to providing these services
somewhere.

Currently, there is great diversity in the scope of
mental health services delivered in the school setting.
Unfortunately, there is no comprehensive report
available on the extent of mental health services of-
fered in schools across the country. Although some
schools may not offer any clearly defined mental
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health programs, most of them offer at least a school
guidance counselor. Some schools have specific men-
tal health programs offered on campus through local
mental health agencies (multiprofessional groups,
outpatient clinics of hospitals, agencies that provide
mental health services under Medicaid), local mental
health professionals, or arrangements with managed
care organizations. Other schools have mental health
programs through an SBHC. In a survey of SBHCs
performed by Making the Grade,'* 25% of visits to
SBHCs were for mental health reasons. Almost 60%
of all SBHCs offer mental health services, averaging
33 hours per week of coverage by a mental health
professional .4

SPECIAL EDUCATION AND MENTAL HEALTH
SERVICES

When providing a mental health service is an in-
tegral part of the child’s education, the mental health
service is mandated by law to be provided by
schools. Severe conduct disorders, psychoses, and
severe emotional problems are examples of mental
health disorders that often impede the student’s abil-
ity to be educated in a general education program.
Rarely, when attention-deficit disorders are not
readily treated by medications and the severity pre-
cludes students from benefiting from even a modi-
fied regular educational program and environment,
students with this disorder are placed in a special
education program. Services for students with these
diagnoses who qualify for special education on the
basis of their mental health status may include pro-
vision of classrooms with a high teacher-to-student
ratio, special education teachers who have been
trained to deal with disordered conduct and emo-
tional problems, availability of child psychiatrists
and/or psychologists who can help teachers trouble-
shoot difficult situations, IEPs that include detailed
behavior management plans, and ability of the
school to deliver multiple medications and monitor
the benefits and adverse effects of these medications
at school. These services may be provided in either
separate or integrated schools. Often, these students
attend their neighborhood school but are placed in
special classrooms. Other students can be completely
integrated with regular education students. Some
schools or classrooms operate as day-treatment pro-
grams, but they are located on school campuses and
have an educational component. As with other ser-
vices, mental health services provided as part of a
student’s IEP should allow the student to be in the
least restrictive school setting, have clear goals and
objectives that are individualized to each student’s
particular needs, have well-outlined activities that
are specifically designed to meet educational pro-
gram goals, and have designated personnel to carry
out the activities. If the school provides transporta-
tion to school or school-sponsored extracurricular
activities or field trips, accommodations need to be
considered so that students do not miss mental
health appointments and yet can participate to the
fullest extent possible in extracurricular activities.
Many of the services that schools provide to these
students may be reimbursed through Medicaid pro-



grams for students who are eligible for and enrolled
in Medicaid.

CHALLENGES IN SCHOOL-BASED MENTAL
HEALTH PROGRAMS

Several challenges exist in school-based mental
health care. First, services must be coordinated with
the medical home (usually this will be a primary care
physician), mental health professionals, and social
agencies. Otherwise, services may be duplicated or
crucial patient needs may be overlooked. Second,
services must be integrated within the school envi-
ronment so that school personnel view the mental
health services as an integral part of the educational
system. Integration necessitates gaining the support
of the school administration and staff, obtaining con-
fidential space, working with school schedules to
minimize missed class time, and avoiding turf issues.
Third, because parents are a vital element in mental
health treatment for children, creative strategies
must be devised to solicit parental involvement in
school-based intervention services, not merely pa-
rental consent. Finally, because confidentiality of
mental health inforination is mandated by law, a
well-defined system must be developed. There must
be written, informed consent that is designed to pro-
tect confidential information but allow sharing of
information that pertains to a student’s education
and socialization at school or that needs to be shared
to ensure the safety of students and staff. School staff
members must understand and honor confidential-
ity, and students and parents should be encouraged
to allow sharing of information that would improve
the student’s success at school. Breaking confidenti-
ality should never be taken lightly but would be
necessary when a student is thought to be likely to
harm himself or herself or others. Without these
confidentiality policies, students and their parents
will not trust the mental health care system and may
undermine the intent of the services. Specific issues
regarding adolescent confidentiality are discussed in
the AAP policy statement “Confidentiality in Ado-
lescent Health Care.”?4

School staff members and mental health profes-
sionals need to be sensitive to the appropriateness of
dealing with certain health issues. It may be deter-
mined, for example, that for certain students who are
victims of sexual abuse, services are more confiden-
tially provided at a site off the school campus.

Screening for mental health illness differs signifi-
cantly from early identification of mental illness. A
screening program, for example, might evaluate all
students in a 6th-grade class for mental illness,
whereas an early-identification program would edu-
cate staff to recognize early signs and symptoms of
illness. Many screening tools have been established
for mental health and have been shown to be effec-
tive when used in physicians’ offices. There is not
any scientific evidence yet to support performing
school-based screening programs using these tools.

RECOMMENDATIONS FOR SCHOOLS
1. The mental health program (preventive strate-
gies and mental health services) should be coor-

dinated with educational programs and other
school-based health services. School social work-
ers, guidance counselors, school psychologists,
school nurses, and all mental health therapists
should plan preventive and intervention strate-
gies together with school administrators and
teachers as well as with families and community
members.

. Preventive mental health programs should be

developed that include a healthy social environ-
ment, clear rules, and expectations that are well
publicized. Staff members should be trained to
recognize stresses that may lead to mental health
problems as well as early signs of mental illness
and refer these students to trained professionals
within the school setting.

. Mental health referrals (within the school system

as well as to community-based professionals and
agencies) should be coordinated by using written
protocols, should be monitored for adherence,
and should be evaluated for effectiveness.

. School-based specific diagnostic screenings, such

as for depression, should be implemented at
school only if they have been supported by peer-
reviewed evidence of their effectiveness in that
setting.

. Roles of all the various mental health profession-

als who work on campus with students should
be defined so that they are understood by stu-
dents, families, all school staff members, and the
mental health professionals themselves.

. Group, individual, and family therapies should

be included as schools arrange for direct services
to be provided at school sites. Alternatively, re-
ferral systems should be available for each of
these modes of therapy so that students and
families receive the mode of therapy most appro-
priate to their needs.

. It should be documented that mental health pro-

fessionals providing services on site in school
(whether hired, contracted, or invited to school
sites to provide services) have training specifi-
cally in child and adolescent mental health (ap-
propriate for students’ ages) and are competent
to provide mental health services in the school
setting.

. Private, confidential, and comfortable physical

space should be provided at the school site. Of-
ten, this is not difficult for schools if mental
health services are provided after school hours.
Having school-based services should not pre-
clude the opportunity for mental health services
to be provided at nonschool sites for situations in
which therapy at school for a student may be ill
advised (eg, a student who feels uncomfortable
discussing a history of sexual abuse at the school
setting). During extended school breaks, schools
must provide continued access to mental health
services.

. Staff members should be provided with oppor-

tunities to consult with a child psychiatrist or
clinical psychologist (on or off the school site) so
that they may explore specific difficult situations
or student behaviors and review school policies,
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programs, and protocols related to mental
health.

10. Quality-assurance strategies should be devel-
oped for mental health services provided at
school, and all aspects of the school health pro-
gram should be evaluated, including satisfaction
of the parent, student, third-party payers, and
mental health professionals.

11. Confidentiality of health information should be
maintained, as mandated by law.

RECOMMENDATIONS FOR PEDIATRICIANS AND
OTHER PROVIDERS OF PRIMARY CARE FOR
CHILDREN AND ADOLESCENTS

The following recommendations are targeted to
individual pediatricians and/or groups of physi-
cians such as local chapters of the AAP:

1. An ecologic view of mental health should be
taken, and support structures should be built not
just for individual patients but also for the com-
munity. Pediatricians should advocate for schools
to develop comprehensive mental health pro-
grams with a strong preventive component that
focuses on building strengths and resilience, not
just on problems, and that involves students’ fam-
ilies.

2. Pediatricians should develop a relationship with
local schools, serve on school health advisory
councils, and promote school-based mental health
services (as outlined in “Recommendations for
Schools”).

3. Management of one’s own patients with mental
health problems should be coordinated with
school-based mental health professionals.

4. Mental health services should be included in IEPs
for patients enrolled in a special .education pro-
gram.

5. Pediatricians should advocate for financial and
institutional changes that are likely to provide
medical homes and families with the option of
access to mental health services through school
settings, such as coverage of school-based mental
health services by health insurers and school bill-
ing of Medicaid for school-based mental health
services payable under this program.

6. Pediatricians should work with schools to help
identify strategies and community resources that
will augment school-based mental health pro-
grams.

7. Outcomes-based research should be performed on
the effectiveness of various school-based mental
health models that are designed to improve psy-
chosocial and academic outcomes.

8. Pediatricians, through enhanced collaboration
and communication with school mental health
service professionals, can strengthen the medical-
home model and improve the mental health of
their patients.
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