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SCHOOL MENTAL HEALTH: A RESOURCE 
FOR KANSAS SCHOOL COMMUNITIES

Purpose
The intent of this resource is to provide Kansas school communities with information 
relevant to addressing the mental health needs of children in schools.  Inherent in this 
effort is the understanding that “it takes a village to raise a child.”  To this end, an overview 
of common educational terms and concepts is included in order to provide educators, 
parents/guardians, and community partners with a shared reference point to facilitate 
effective communication and collaboration.  

Background
The Governor’s Behavioral Health Services Planning Council (GBHSPC), Children’s Sub-
committee, serves to identify and make recommendations on issues that are pertinent to 
the behavioral and mental health needs of children across Kansas.  Recommendations of the 
subcommittee have focused on identifying (a) ways in which mental health knowledge and 
resources can be shared with schools; (b) how to help schools integrate trauma-informed 
practices; and (c) how to improve collaboration between schools and community partners so 
that they may more effectively support children and school communities.  

These recommendations are in alignment with those of the Governor’s Mental Health Task 
Force, which address (a) accountability for outcomes and effective services and (b) access to 
effective services and supports that consider evidence-based and emerging best practices; 
primary and behavioral healthcare; effective crisis response, prevention, and early interven-
tion; and enhanced community involvement and engagement.

The recommendations of the GBHSPC, Children’s Subcommittee, were shared with educa-
tional leaders at the KSDE and TASN in the spring of 2015.  At that time, the importance of 
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providing school communities with information and resources that would help address the 
complex behavioral and mental health needs frequently encountered in schools was ac-
knowledged.  KSDE and TASN leadership responded by allowing for the development of a 
SMHI within the TASN ATBS project.   This resource is an initial product of the SMHI.  

Kansas education leaders have long understood the importance of addressing the needs of 
the “whole child,” as evidenced by the adoption of the Social, Emotional and Character Devel-
opment (SECD) standards in 2012, making Kansas the first state in the country to adopt such 
standards.  

The SECD standards1 were developed to provide schools with a framework for integrating 
social-emotional learning (SEL) with character development so that students will learn, 
practice, and model essential personal life habits that contribute to academic, vocational, 
and personal success.  SEL includes learning to how to be caring and civil, to make healthy 
decisions, to problem solve effectively, to value excellence, to be respectful and responsi-
ble, to be good citizens, and to be empathetic and ethical individuals.
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Kansas Social, Emotional, and Character Development 
Model Standards for Birth Through High School2

Anchor Standard Learning Standard

CHARACTER DEVELOPMENT

I. Core Principles

A. Recognize, select, and ascribe to a set of core ethical and performance 
principles as a foundation of good character and be able to define 
character comprehensively to include thinking, feeling and doing. (K-12)

B. Develop, implement, promote, and model core ethical and performance 
principles.

C. Create a caring community.

1. Consider it a high priority to foster caring attachments between fellow 
students, staff, and the community.

2. Demonstrate mutual respect and utilize strategies to build a safe and 
supportive culture.

3. Take steps to prevent peer cruelty and violence and deal with it 
effectively when it occurs whether digitally, verbally, physically, and/or 
relationally.

II. Responsible Decision-Making and 
Problem Solving

A. Develop, implent, and model responsible decision-making skills.

1. Consider multiple factors in decision-making, including ethical and 
safety factors, personal and community responsibilities, and short-
term and long-term goals.

2. Organize personal time and manage personal responsibilities 
effectively.

3. Play a developmentally appropriate role in classroom management 
and school governance.

B. Develop, implement, and model effective problem -solving skills.

PERSONAL DEVELOPMENT

I. Self-Awareness – Understanding 
and expressing personal thoughts 
and emotions in constructive 
ways

A. Understand and analyze thoughts and emotions.

B. Identify and assess personal qualities and external supports.

II. Self-Management – 
Understanding and practicing 
strategies for managing thoughts 
and behaviors, reflecting on 
perspectives, and setting and 
monitoring goals

A. Understand and practice strategies for managing thoughts and 
behaviors.

B. Reflect on perspectives and emotional responses.

C. Set, monitor, adapt, and evaluate goals to achieve success in school and 
life.

SOCIAL DEVELOPMENT

I. Social Awareness A. Demonstrate awareness of the thoughts, feelings, and perspective of 
others.

B. Demonstrate awareness of cultural issues and respect for human dignity 
and differences.

II. Interpersonal Skills A. Demonstrate communication and social skills to interact effectively.

B. Develop and maintain positive relationships.

C. Demonstrate an ability to prevent, manage, and resolve interpersonal 
conflicts.
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References
1 Kansas State Department of Education. (n.d.). School counseling – Social, emotional 

and character development. Retrieved from http://www.ksde.org/Default.
aspx?tabid=482

2 Kidd, S., Reed, K., & Stuber, G. M. (2012). Kansas social, emotional,and character development 
model standards for birth through high school. Retrieved from http://www.ksde.org/
LinkClick.aspx?fileticket=nG9TG4zCRvU%3d&tabid=482&portalid=0&mid=2281

Resources
•	 Kansas Department for Aging and Disability Services (KDADS) Website, 

Governor’s Behavioral Health Services Planning Council 
 https://www.kdads.ks.gov/commissions/behavioral-health/gbhspc 

•	 Governor’s Mental Health Task Force 
 https://www.kdads.ks.gov/commissions/behavioral-health/governor’s-mental-

health-task-force
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To address the social, emotional, and behavioral needs of students, Kansas schools are 
increasingly implementing school-wide positive behavior support (SWPBS) and adopting 
social emotional learning (SEL) curricula within a multi-tier system of supports (MTSS).  
SWPBS refers to “school-wide systems of support that include proactive strategies for de-
fining, teaching and supporting appropriate student behaviors to create positive school 
environments.”1  SEL, in turn, refers to “the process through which children and adults ac-
quire and effectively apply the knowledge, attitudes and skills necessary to understand 
and manage emotions, set and achieve positive goals, feel and show empathy for others, 
establish and maintain positive relationships, and make responsible decisions.”2  

SWPBS and SEL curricula have demonstrated effectiveness and represent positive steps 
in supporting the development of healthy and resilient children and school communi-
ties.  They also provide a supportive context for children who struggle with more complex 
mental health needs or trauma.  However, by themselves, SWPBS and SEL do not neces-
sarily provide schools with the knowledge and resources needed to address the complex 
mental health needs that teachers frequently encounter in their classrooms and that sig-
nificantly impact students’ ability to learn.  School mental health professionals (SMHPs), 
in tandem with community partnerships, seek to complete the continuum necessary to 
support the needs and growth of children at all tiers of functioning in our schools.

What Is Mental Health?3

Mental health includes our emotional, psychological, and social well-being.  It affects how 
we think, feel, and act.  It also helps determine how we handle stress, relate to others, 
and make choices. Mental health is important at every stage of life, from childhood and 
adolescence through adulthood … . Many factors contribute to mental health problems, 
including:

•  Biological factors, such as genes or brain chemistry
•  Life experiences, such as trauma or abuse
•  Family history of mental health problems
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Life experiences can have a significant impact on the emotional and mental readiness 
for learning new content and skills.  Unfortunately, many children and adolescents facing 
challenging life experiences are not able to access the support needed to address those 
challenges, making it difficult for them to focus on learning, as illustrated in the following:  

Several epidemiological studies of children’s mental health needs and ser-
vices have led to the conclusion that in this country school is the de facto 
mental health system for children.  This conclusion is based on the finding 
that for children who do receive any type of mental health service, over 
70% receives the service from their school.  The finding further elucidates 
this situation that 20% of children and youth have a clearly identified need 
for mental health service but only about one-third of these children receive 
any help at all.4

School-based mental health (SBMH) initiatives seek to address the significant gap be-
tween children and adolescents who need mental health supports and those who actu-
ally receive support.  The National Alliance on Mental Illness (NAMI)5 outlines the impor-
tance of early identification, evaluation, and treatment as follows:
	Research shows that early identification and intervention can minimize the long-term 

disability of mental disorders.
	Mental disorders in children and adolescents are real and can be effectively treated, 

especially when identified and treated early.
	Research has yielded important advances in the development of effective treatment 

for children and adolescents living with mental illness. Early identification and treat-
ment prevents the loss of critical developmental years that cannot be recovered and 
helps youth avoid years of unnecessary suffering.

	Early and effective mental health treatment can prevent a significant proportion of 
delinquent and violent youth from future violence and crime.  It also enables children 
and adolescents to succeed in school, to develop socially and to fully experience the 
developmental opportunities of childhood. 



KSDE TASN ATBS School Mental Health Initiative                                                                         7

CONTEXT FOR SCHOOL MENTAL HEALTH

Prevalence of Child and Adolescent Mental Disorders

Annually, 
13% to 20% of 

U.S. youth 
cope with a mental 

health disorder.6

50% of 
mental health

disorders 
begin by age 14.7  

Roughly half (50.6%) 
of children ages 

8-15 diagnosed with 
a mental health 

disorder received 
treatment.9

40% of children 
are diagnosed 

with more than 
one mental health 

disorder.10 

The average delay 
between when 

symptoms appear 
and when 

interventions begin:

7 
years for mood disorders.

16  
years for anxiety disorders.8  

Risk factors for untreated mental illness 
can include development of a 
co-occurring mental disorder, health 
costs, stigma, and loss of relationships.

Conversely, early identification and 
intervention can arm youth and their 
families with the information and tools 
needed for empowerment and support.

In 2013, suicide was found to be the third 
leading cause of death in youth ages 10 to 
14 and the second leading cause of death in 
youth ages 15 to 24.11

In the United States, 
roughly 4,600 young 

people ages 10 to 24 die 
each year by suicide.12
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School Failure
	In school year 2010-11, students (ages 14 to 21) diagnosed with an emotional dis-

turbance accounted for the largest dropout rate of any disability group, at 37%.13

Juvenile and Criminal Justice Involvement
	Of youth in the juvenile justice system, 70% were identified as having a mental 

health disorder.14 The situation is further complicated if staff working with these 
youth have not been educated on mental health diagnoses and if interactions 
within the system are traumatic.15

Higher Health Care Utilization
	Between 1997 and 2010, the rate of hospitalization for childhood mood disorders 

rose by 80%.16

	$247 billion: The annual cost of mental health disorders in children and youth 
between 2005 and 2011.  This number includes medical care, educational, and 
juvenile justice costs.17

	In 2006, mental health challenges were found to be one of the most expensive 
childhood disorders to treat.18

Developmental Disorders and Mental Health    
	The prevalence of individuals diagnosed with both a mental and an intellectual 

disability ranges from 30 to 50%.19
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2007 Kansas Data20

Overall
	12.2% of Kansas residents have one 

or more emotional, behavioral, or 
developmental condition.  This is slightly 
higher than the national average of 11.3%.

Prevalence by Age
	6-11 years = 12.4%
	12-17 years = 16.6%

Prevalence by Federal Poverty Level (FPL)
	0-99% FPL = 23.9%
	100-199% FPL = 13%
	200-399% FPL = 8.8%
	400% FPL = 9.7%

Prevalence by Insurance Type
	Public = 25.2%
	Private = 7.8%

Percent of Children Age 2-17 Years With 
Emotional, Behavioral, or Developmental 
Conditions . . .
	Who have two or more conditions = 43.7%
	Who received coordinated, ongoing, 

comprehensive care within a medical 
home = 34.4%

	Whose health insurance is adequate to 
meet their needs = 71.2%

	Who received mental health treatment or 
counseling in the past year [2007] = 58%

12.2%

0-99% = 23.9%

100-199% = 13%

200-399% = 8.8%

400% = 9.7%

6-11 = 12.4%

12-17 = 16.6%

Public = 25.2%

Private = 7.8%

43.7%

34.4%

71.2%

58%
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2013 Kansas Early Childhood Profi le21

Poverty Level
	Less than 100% FPL = 22%
	100-200% FPL = 25%
	Less than 50% (extreme poverty) = 9%

Exposure to Multiple Risk Factors
	0 Risks = 40%
	1-2 Risks = 44%
	3+ Risks = 16%

References

1 OSEP Technical Assistance Center for Positive Behavioral Interventions and Support. 
(n.d.). What is school-wide PBIS?  Retrieved from http://www.pbis.org/school 

2 Collaborative for Academic, Social, and Emotional Learning. (n.d.). What is social and emo-
tional learning? Retrieved from http://www.casel.org/social-and-emotional-learning 

3 U.S. Department of Health & Human Services. (n.d.). What is mental health? Retrieved 
from http://www.mentalhealth.gov/basics/what-is-mental-health/ 

4 Duchnowski, A. J. (n.d.). Preface. In S. Barrett, L. Eber, & M. Weist (Eds.), Advancing educa-
tion eff ectiveness: Interconnecting school mental health and school-wide positive behav-
ior support (pp. v). Retrieved from OSEP Technical Assistance Center: https://www.pbis.
org/common/cms/fi les/Current%20Topics/Final-Monograph.pdf 

5 National Alliance on Mental Illness. (2006, May). Facts on children’s mental health in America. 
Retrieved from http://www.scsk12.org/uf/memo/fi les/fi les/NAMI’s_FactSheet_Children-MI.
pdf

6 Centers for Disease Control and Prevention. (2013). Mental health surveillance among 
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•	 Effective Strategies Checklist: Children and Youth with Developmental Disorders 
and Challenging Behavior (Developed by the Georgetown National Technical Assis-
tance Center for Children’s Mental Health) 

 http://gucchdtacenter.georgetown.edu/publications/Effective%20Strategies%20
Checklist%20FINAL.pdf
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ADVERSE CHILDHOOD EXPERIENCES, 
TRAUMA, AND IMPLICATIONS FOR 
EDUCATION PROFESSIONALS

Adverse Childhood Experiences
A study conducted by the Centers for Disease Control and Prevention and Kaiser Perma-
nente,1 known as the Adverse Childhood Experiences (ACEs) Study, assessed the associa-
tions between childhood maltreatment and health/well-being outcomes later in life.  The 
results of the study, which involved more than 17,000 participants, showed that certain 
adverse experiences in childhood are major risk factors for illness and death, as well as a 
poor quality of life.

ACEs Defined 
(Birth to 18 Years):2

	 Emotional abuse

	 Physical abuse

	 Sexual abuse

	Mother treated 
violently

	Household 
substance abuse

	Mental illness in 
household

	 Parental separation 
or divorce 

	 Criminal household 
member

	 Emotional neglect

	 Physical neglect

ACE Pyramid:  The conceptual framework for the ACE study.

Adverse Childhood Experiences

Disrupted Neurodevelopment

Social, Emotional, and
Cognitive Impairment

Adoption of
Health-risk Behaviors

Disease,
Disability, and

Social Problems

Early
Death

Death

Conception

Mechanism by Which Adverse Childhood Experiences 
In�uence Health and Well-being Throughout Lifespan

Adapted from Centers for Disease Control and Prevention.3
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Outcomes of the study showed that “almost two-thirds of study participants reported at 
least one ACE” and over 20% reported an ACE score of three or more.4  Results also showed 
that the greater the number of ACEs, the greater the risk for poor physical, mental, and 
behavioral health outcomes.  

Poor Health Outcomes Related to ACEs 
	Alcoholism and alcohol abuse
	Chronic obstructive pulmonary disease (COPD)
	Depression
	Fetal death
	Early initiation of sexual activity
	Illicit drug use
	Risk for intimate partner violence
	Liver disease
	Sexually transmitted diseases (STDs)
	Smoking
	Suicide attempts
	Unintended pregnancies5

In Kansas, a report compiled by the Kansas Department of Health and Environment6 – 
2014 Kansas Behavioral Risk Factor Surveillance System, Adverse Childhood Experiences 
Among Kansas Adults – concluded that: 

Slightly more than half of Kansas adults have experienced at least one ACE. 
In Kansas, high ACE scores (3+) are more common among younger adults, 
those with lower levels of education, those with lower annual household 
incomes, non-Hispanic other and multiracial adults, Hispanics and women. 
Kansas data mirror findings in other states and highlight the need to in-
crease awareness of ACE as a public health issue. Preventing ACE may have 
beneficial effects on the long-term health of Kansans. 

A 16-minute TED Talk by Nadine Burke Harris: How Childhood Trauma 
Affects Health Across A Lifetime provides more information about the 
impact of ACEs on quality of life and longevity.  



KSDE TASN ATBS School Mental Health Initiative                                                                         15

ADVERSE CHILDHOOD EXPERIENCES, TRAUMA, AND 
IMPLICATIONS FOR EDUCATION PROFESSIONALS

Impact of ACEs on School Performance and Learning
Additional findings from the ACE study identified important connections between ACEs 
and school performance.  For example, “students dealing with ACEs are two-and-one-half 
times more likely to fail a grade; score lower on standardized achievement test scores; 
have more receptive or expressive language difficulties; are suspended or expelled more 
often; and, are designated to special education more frequently.”7

Childhood Trauma
When stress builds to the point where it overwhelms the capacity of an individual or a com-
munity to respond in a healthy way (physically, emotionally, and/or mentally) to acute (short-
term) or chronic (long-term) stress, it is considered trauma.  While stress is a normal part of life 
and can often motivate people to make positive changes, improve our focus, or get things 
done, ongoing and persistent stress can lead to anxiety and unhealthy behaviors.  

Research on the neurobiological consequences of traumatic stress experienced by children 
has demonstrated “lasting alterations to the endocrine, autonomic and central nervous sys-
tems.”8  This is because the brain develops and organizes in reaction to how it is stimulated. 

Impact of Trauma on Learning
The following summary of the impact of trauma on learning has been adapted from a high-
ly recommended book, The Heart of Learning and Teaching: Compassion, Resiliency, 
and Academic Success.9

	Acquisition of academics (e.g., reading, writing, and math) requires attention, organiza-
tion, comprehension, memory engagement in learning, and trust.  Traumatic stress from 
adverse childhood experiences can undermine children’s ability to form relationships, 
regulate their emotions, and learn the cognitive skills necessary to succeed academically.

	When students enter the classroom with symptoms of trauma (hyperarousal, intru-
sion, or constriction), they may be unable to process verbal/nonverbal and written 
academic information.  They tend to have limited ability to understand or respond to 
classroom instructions or explanations, or to retrieve information on demand.

	Traumatized students struggle to use language to relate to others, often because they 
are unable to use language to articulate emotional needs and feelings.  Consequently, 
they have trouble identifying and differentiating emotions.  While they may be some-
what effective in using language to get something from somebody, they struggle with 
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the language of mutual relationships. Many students struggle to relate well with others or in 
conveying abstractions, both of which are essential skills required for higher-level learning.

	Successful completion of many academic tasks depends on the ability to bring linear order 
to the chaos of daily experience.  When children come from homes where sequencing is not 
logical, where things are “out of order,” their ability to organize material sequentially may be in-
hibited.  This is often shown in poor ability to organize, remember, and store new information.  
It may also result in struggles to understand cause-and-effect relationships.

	When a child does not feel safe expressing a preference without first assessing the mood of 
a potentially volatile parent, he or she cannot fully develop a sense of self.  This may result in 
an inability to define boundaries, which often leads to difficulties in making independent 
choices, articulating preferences, and gaining perspective.  Deficits in this area can make it 
hard to solve a problem from a different point of view, infer ideas from a text, or participate 
in group work, or exhibit empathy of another.

	The so-called executive functions – setting goals, developing a plan, anticipating consequenc-
es, carrying out goals, reflecting on the process – are very important for achieving academic 
success and, for the reasons listed above, are often lacking for children who have experienced 
trauma. (Sometimes children are very focused on what they need to survive instead of those 
things needed for academic success.)  These children tend to act instead of plan.

	Children affected by trauma have trouble with classroom transitions (endings and be-
ginnings).  After all, if one finally feels safe in one situation, transition to another situation 
could be wrought with danger.

	Classroom behavioral adaptations to trauma include aggression, defiance, withdraw-
al, perfectionism, hyperactivity, reactivity, impulsiveness, and/or rapid and unexpected 
emotional swings.  Trauma-related behaviors are often confused with symptoms from 
other mental health issues such as ADHD and mood disorders such as bipolar disease 
and depression.  When educators review the reasons why children are not behaving 
and/or learning, trauma should be considered a possible contributing factor.  Trauma is 
one potential cause of these problems, one that is often overlooked.  However, it is often 
only one of several contributing factors. 

The authors of The Heart of Learning and Teaching: Compassion, Resiliency, and Academic Suc-
cess10 point to research that explains the importance of developing a compassionate ap-
proach to teaching and nurturing resiliency to support children who have been exposed to 
trauma, as follows.
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Finding Explanation

To foster resiliency and hope, provide 
unconditional positive regard in a safe and 
caring environment.

Unconditional positive regard is an important ingredient 
in restoring a sense of self, destroyed by the unspeakable.  
Trauma destroys one’s sense of wholeness and integrity. 

Always empower, never disempower.  In other 
words, be assertive in addressing inappropriate 
student conduct; however, avoid any 
controlling method that might resemble the 
behaviors of perpetrators of violence.

Rape victims could tell us what it feels like to be 
disempowered and the extent they would go to avoid 
being in that position again.   The more helpless, 
dependent, and incompetent a victim feels generally, the 
worse the symptoms will become.

Set up situations for students who have 
built some resiliency to help themselves 
by helping others.  (Regular contributions 
to the welfare of others like themselves, 
usually by helping others deal with common 
challenges.)

For those who have some recovery from trauma, each 
authentic demonstration of recovery to another provides 
some meaning to an otherwise meaningless (dissociated) 
tragedy.   It can provide insight and lessen isolation by 
providing membership into a community that seeks 
understanding of the incomprehensible.

Maintain high expectations, reasonable 
limits, and consistent routines.   Limits are 
most appropriate when they are immediate, 
related, age-appropriate, proportional, and 
delivered in a calm and respectful voice.

Some teachers are hesitant to set limits with students 
and, as a consequence, expectations for achievement 
are lowered.  Doing so inadvertently sends negative 
messages such as “you are too damaged to behave” or 
“you are different than others so I am giving up on you.” 
Consistent expectations, limits, and routines send the 
message that the student is worthy of continued love and 
attention.  For example: “I see you are struggling, but you 
can’t continue to behave in this manner.  Let’s come up 
with at least two choices.  You’ll tell me which you prefer. 
Whatever you decide, I will continue to care about you.”

Increase connections (kith and kin) with any 
pro-social person.

Conclusions of one 30-year longitudinal study of resiliency 
in high-risk children emphasized the critical function of 
having a bond with at least one adult in the family or with 
one adult in the community.  While the mother is often 
the most significant adult in early childhood, safe passage 
through the tumultuous years of adolescence is often 
attributed to bonding with significant non-parental adults 
such as teachers and other school staff.  Thus, schools are in 
an ideal position to provide students and their families with 
the social processes and mechanisms that foster resiliency.

Effective teaching and human service 
methodologies focus on both the effective 
and the affective, requiring instructors to 
embed instruction with compassionate 
qualities of the heart, such as courage, 
commitment, belief, and intuitive 
understanding.  Compassionate teachers 
model by example the conviction that life 
makes sense despite the inevitable adversities 
that each of us encounters.

Without vulnerability there cannot be love, and without 
mutual vulnerability and love, learning cannot be 
mutually transformative.  In the words of one community 
leader, “You can’t teach what you don’t know.  You can’t 
lead where you won’t go.”
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The Child Trauma Toolkit for Educators,11 produced by the National Child Traumat-
ic Stress Network (NCTSN) and available for free download, identifies several additional 
strategies teachers may employ in the school setting to help traumatized children:
	Maintain usual routines.  A return to “normalcy” will communicate the message that 

the child is safe and life will go on.
	Give children choices.  Often traumatic events involve loss of control and/or chaos, so 

you can help children feel safe by providing them with some choices or control when 
appropriate.

	Increase the level of support and encouragement given to the traumatized child.  Des-
ignate an adult who can provide additional support if needed.

	Set clear, firm limits for inappropriate behavior and develop logical – rather than puni-
tive – consequences.

	Recognize that behavioral problems may be transient and related to trauma.  Remem-
ber that even the most disruptive behaviors can be driven by trauma-related anxiety.

	Provide a safe place for the child to talk about what happened.  Set aside a designated 
time and place for sharing to help the child know it is okay to talk about what happened.

	Give simple and realistic answers to the child’s questions about traumatic events.  Clar-
ify distortions and misconceptions.  If it isn’t an appropriate time, be sure to give the 
child a time and place to talk and ask questions.

	Be sensitive to the cues in the environment that may cause a reaction in the trauma-
tized child. For example, victims of natural storm-related disasters might react very 
poorly to threatening weather or storm warnings.  Children may increase problem be-
haviors near an anniversary of a traumatic event.

	Anticipate difficult times and provide additional support.  Many kinds of situations 
may be reminders. If you are able to identify reminders, you can help by preparing the 
child for the situation.  For instance, for the child who doesn’t like being alone, provide 
a partner to accompany him or her to the restroom.

	Warn children if you will be doing something out of the ordinary, such as turning off 
the lights or making a sudden loud noise.

	Be aware of other children’s reactions to the traumatized child and to the information 
they share.  Protect the traumatized child from peers’ curiosity and protect classmates 
from the details of a child’s trauma.
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	Understand that children cope by re-enacting trauma through play or through their 
interactions with others. Resist their efforts to draw you into a negative repetition of 
the trauma.  For instance, some children will provoke teachers in order to replay abu-
sive situations at home.

	Although not all children have religious beliefs, be attentive if the child experiences 
severe feelings of anger, guilt, shame, or punishment attributed to a higher power.  Do 
not engage in theological discussion.  Rather, refer the child to appropriate support.

	While a traumatized child might not meet eligibility criteria for special education, con-
sider making accommodations and modifications to academic work for a short time, 
even including these in a 504 plan.  You might:
	» Shorten assignments
	» Allow additional time to complete assignments
	» Give permission to leave class to go to a designated adult (such as a counselor or 

school nurse) if feelings become overwhelming
	» Provide additional support for organizing and remembering assignments

	When reactions are severe (such as intense hopelessness or fear) or go on for a long 
time (more than one month) and interfere with a child’s functioning, give referrals for 
additional help. 

The Cost of Caring and the Importance of Self-Care for 
Educators
Adapted from The Heart of Learning and Teaching: Compassion, Resiliency, and Academic Success.12

Many of the concepts and strategies presented above are intuitive for educators.  Most 
teachers have entered the field of education because they care and want to make a differ-
ence.  They get to know their students well and frequently go above and beyond to help 
them.  However, despite the best intentions, when working in a setting where perhaps a 
large portion of the student population has been impacted by trauma, the effect of deal-
ing with the resulting behavioral and emotional challenges can take its toll on teachers.  
When this happens, teachers may experience any of the following:
	Burnout: Physical and emotional exhaustion that may include the development of a 

negative self-concept, negative job attitudes, and loss of concern and feeling for stu-
dents, their parents, and colleagues.  High levels of compassion fatigue over time may 
lead to burnout.
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	Compassion Fatigue: Fatigue, emotional distress, or apathy resulting from the constant 
demands of caring for others.  The weariness that can come from caring.  (Often but 
not necessarily related to vicarious trauma.)

	Vicarious (Secondary) Trauma: Posttraumatic stress disorder behaviors and emotions 
resulting from internalizing the traumatizing event experienced by another. (Vicarious: 
To feel through the experience of others; a secondary rather than primary experience 
with significant impact.)

Personal Impact of Vicarious Trauma Professional Impact of 
Vicarious Trauma

	 Physical: Loss of sleep, change in appetite, choosing unhealthy 
food, increased alcohol consumption, impaired immune system, 
and other somatic symptoms such as low energy, fatigue, frequent 
upset stomach or backache.

	 Emotional: Anxiety, guilt, irritability, anger, rage, sadness, numb-
ness.  Loss of empathy detachment, emotional shutdown, de-
pression, depletion, hopelessness, grief.  Sometimes an emotional 
rollercoaster.  These feelings trigger emotional connections to own 
past traumatic experiences.  

	 Behavioral: Changes in routine, absent-mindedness, losing things, 
self-harming, accident prone, sleep disturbances such as night-
mares, elevated startle response, impatience, irritability, moodiness 
and/or self-destructive coping behaviors (food, money, gambling, 
sex, drugs, shopping, etc.).

	 Cognitive: Diminished concentration, loss of focus or perspective, 
confusion, rigidity, self-doubt, perfectionism, difficulty in making 
decisions, hypervigilance, and impaired thinking. These thoughts 
may trigger connections to own past traumatic experiences.

	 Relational (Interpersonal): Mistrust, withdrawal, intolerance, lone-
liness, change in interest (desire more or less) in intimacy or physical 
touch, emotionally unavailable, negative parenting behaviors 
(over-protectiveness, abandonment, shame, aggression, etc.).

	 World View (Spiritual): Workplace frustration, sense of unfairness 
and lack of support, anger at God, questioning of prior religious 
beliefs, loss of purpose.13

	 Job Tasks: Absenteeism, 
exhaustion, irritability, 
overworking, irresponsibil-
ity, tardiness, poor judg-
ment, frequent threats to 
resign or quit.

	 Morale:  Loss of interest, 
dissatisfaction with assign-
ments, negative attitude, 
apathy, demoralization, 
detachment, feelings of 
incompleteness, decrease 
in confidence.

	 Interpersonal: Withdraw-
al from colleagues, poor 
communication, staff 
conflicts, blaming, impa-
tience, cliquish behavior, 
and decreased quality of 
relationships.

	 Behavioral: Decrease in 
quality and quantity, lower 
motivation, increased 
mistakes, perfectionist 
standards, obsession with 
details.
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The Silencing Response
Adapted from The Heart of Learning and Teaching: Compassion, Resiliency, and Academic Success.14

Loss of empathy and insisting that students who have experienced trauma keep their 
problem(s) to themselves is another sign of compassion fatigue, known as “silencing.”  In-
dicators of silencing include:
	Wishing the student would just get over it.
	Not believing the student, or blaming him for his problems.
	Using anger or sarcasm towards a student when she manifests trauma symptoms.
	Using humor to change or minimize when a student starts to talk about his problems.
	Fearing what the student will start to talk about, or fearing that you will not be able to 

help.
	Seeing clear signs of student trauma and choosing to ignore them, or the student, 

altogether. 

Self-Care as an Ethical Obligation
Not only is self-care vital to an educator’s quality of life, but in light of the potential pro-
fessional consequences outlined above, it can be argued that educators have an ethical 
responsibility to learn how they can prevent (or lessen) the impact of vicarious trauma 
on their professional performance.  An analogy that may be helpful in understanding the 
importance of self-care is that of securing an oxygen mask in the event of an emergency 
on an aircraft.  That is, we must first secure our own oxygen mask in order to be able to 
help those around us secure theirs.  Similarly, all too often educators find themselves in 
situations where they need to de-escalate a student, and although they know the steps 
for doing this, they are often unsuccessful because they themselves have not been able to 
self-regulate.  The result is a perpetual cycle of escalating events.  

According to Wolpow and colleagues,15 “We who care for others must make sure we get 
the care we need.  We can do this by:
	Acknowledging the effects of secondary trauma on ourselves and our colleagues – 

and that quality learning and teaching is dependent upon acting on that acknowl-
edgement.

	Making sure that we do not “go it alone” but instead seek out and create arrangements 
by which we have regular and open input from other professionals.

	Recognizing and acting on the ethical duty to provide ourselves with regular self care.” 



22                                                                         KSDE TASN ATBS School Mental Health Initiative

ADVERSE CHILDHOOD EXPERIENCES, TRAUMA, AND 
IMPLICATIONS FOR EDUCATION PROFESSIONALS

Professional Quality of Life
Adapted from ProQOL.16

Professional Quality of Life (PROQOL) refers to the quality we feel in relation to our work as 
helpers.  Both the positive and the negative aspects of doing our work influence our pro-
fessional quality of life.  Thus, understanding the positive and negative aspects of helping 
those who experience trauma and suffering can improve our ability to help them and our 
ability to keep our own balance. By completing the PROQOL Self-Score Document, you 
will get an idea of your own PROQOL.

Self-Care
While we cannot always control the circumstances in our lives, care for ourselves is achiev-
able and within our control.  Taking proper care of the mind, soul, and body allows us to 
better handle stressful situations.  Consider establishing a self-care plan that includes sev-
eral, if not all, of the strategies listed below. 
	Exercise regularly.
	Maintain proper nutrition and hydration.
	Get enough sleep.
	Develop an awareness of personal strengths and limits; establish healthy boundaries.
	Practice mindfulness and meditation.
	Find an enjoyable hobby and/or engage in creative activities.
	Cultivate supportive friendships.
	Provide support to others.
	Ask for help when needed; set and monitor personal goals.

The My Maintenance Self-Care Plan Worksheet can be used in developing a personal-
ized Self-Care Plan.

References
1 Centers for Disease Control and Prevention. (2014, May 13). ACE study [Website]. Re-

trieved from http://www.cdc.gov/violenceprevention/acestudy/

2 Centers for Disease Control and Prevention. (2016, March 8). ACEs definitions [Web-
site]. Retrieved from http://www.cdc.gov/violenceprevention/acestudy/about.html  



KSDE TASN ATBS School Mental Health Initiative                                                                         23

ADVERSE CHILDHOOD EXPERIENCES, TRAUMA, AND 
IMPLICATIONS FOR EDUCATION PROFESSIONALS

3 Centers for Disease Control and Prevention. (2016, March 8). The ACE pyramid. Adapted 
from http://www.cdc.gov/violenceprevention/acestudy/about.html 

4 Centers for Disease Control and Prevention. (2016, March 8). About the CDC-Kaiser 
ACE Study [Website]. Retrieved from http://www.cdc.gov/violenceprevention/ace-
study/about.html

5 Centers for Disease Control and Prevention. (2014, May 13). ACE study: Major findings 
[Website]. Retrieved from http://www.cdc.gov/violenceprevention/acestudy/find-
ings.html 

6 Kansas Department of Health and Environment. (2016, March). Adverse childhood ex-
periences among Kansas adults: 2014 Kansas behavioral risk factor surveillance system. 
Retrieved from http://www.kdheks.gov/brfss/PDF/ACE_Report_2014.pdf  

7 Wolpow, R., Johnson, M. M., Hertel, R., & Kincaid, S. O. (2009). The heart of learning and 
teaching: Compassion, resiliency, and academic success. Washington, DC: Office of Su-
perintendent of Public Instruction (OSPI) Compassionate Schools, p. 5.

8 Ibid., p. 9.

9 Ibid., pp. 12-13.

10 Ibid., pp. 14-16.

11 National Child Traumatic Stress Network Schools Committee. (October 2008). Child 
trauma toolkit for educators. Los Angeles, CA, & Durham, NC: National Center for Child 
Traumatic Stress.

12 Wolpow, R., Johnson, M. M., Hertel, R., & Kincaid, S. O. (2009). The heart of learning and 
teaching: Compassion, resiliency, and academic success. Washington, DC: Office of Su-
perintendent of Public Instruction (OSPI) Compassionate Schools; p. 38.

13 Ibid., pp. 44-43.

14 Ibid., p. 44.

15 Ibid., p. 60.

16 Professional Quality of Life Elements Theory and Measurement. (n.d.). Professional 
quality of life paragraph description. Retrieved from http://www.proqol.org/Home_
Page.php



24                                                                         KSDE TASN ATBS School Mental Health Initiative

ADVERSE CHILDHOOD EXPERIENCES, TRAUMA, AND 
IMPLICATIONS FOR EDUCATION PROFESSIONALS

Resources
•	 Nadine Burke Harris TED Talk: How Childhood Trauma Affects Health Across a 

Lifetime 
 https://www.ted.com/talks/nadine_burke_harris_how_childhood_trauma_affects_

health_across_a_lifetime?language=en 

•	 The Heart of Learning and Teaching: Compassion, Resiliency, and Academic Success 
 http://www.k12.wa.us/compassionateschools/ 

•	 National Child Traumatic Stress Network (NCTSN): Child Trauma Toolkit for Ed-
ucators 

 http://www.nctsn.org/resources/audiences/school-personnel/trauma-toolkit 

•	 Professional Quality of Life (PROQOL) Self-Score Document 
 http://www.proqol.org/uploads/ProQOL_5_English_Self-Score_3-2012.pdf

•	 My Maintenance Self-Care Plan Worksheet 
 http://socialwork.buffalo.edu/content/dam/socialwork/home/self-care-kit/my-main-

tenance-self-care-worksheet.pdf
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Several frameworks and models in education share elements of data-based problem-solv-
ing to inform instruction and intervention.  However, variability in how these frameworks 
and models are described and understood may be found across states, school districts, 
individual schools, and communities.  Misunderstandings around these differences can 
lead to ineffective communication, negatively impact the integrity of their implementa-
tion and, ultimately, impede student growth. 

To be able to effectively collaborate on behalf of students, it is important that teachers, 
parents, administrators, education specialists, and community partners who interact with 
school personnel to support students (e.g., physicians, psychologists, social workers, and 
counselors) adopt a shared language and understanding of the processes utilized in edu-
cation.1  To this end, an overview of common educational frameworks, models, and con-
cepts is provided below.  These include the Kansas Multi-Tier System of Supports (Kansas 
MTSS) framework, the Response to Intervention (RtI) model, and the School-Wide Positive 
Behavior Support (SWPBS) model, mentioned earlier. 

The Kansas MTSS framework addresses the whole child through an integrated focus on 
academics, social-emotional learning, and positive behavior supports and instruction.  An 
RtI model traditionally focuses on learning and behavior.  Finally, the SWPBS model focus-
es on behavior.  Each of these frameworks consists of three tiers: (a) a core or universal Tier 
1 for all students, (b) a supplemental Tier 2 for students who need a little more assistance, 
and (c) an intensive Tier 3 for students who have significant struggles in a given area. 

Due to the variability in how these frameworks and models are interpreted and imple-
mented, it is important that parents/guardians and community partners seek clarification 
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from a given school district on which framework or model is being used along with a 
description of what that looks like.  For example, some school districts may be implement-
ing a generic version of MTSS but not the specific Kansas MTSS framework supported by 
KSDE.  Similarly, some school districts may be implementing components of the RtI and 
SWPBS models but not all of the components and/or not within an overarching MTSS or 
Kansas MTSS framework.  

Kansas Multi-Tier System of Supports (Kansas MTSS)
The term “Kansas MTSS” is used to describe the overarching framework supported by 
KSDE and used by several Kansas schools to provide an integrated core curriculum of aca-
demics, positive behavior supports and instruction, and social-emotional learning, as well 
as additional layers of supports to students based on identified needs.  In brief, the Kansas 
MTSS is comprised of a coherent continuum of evidence-based, system-wide practices 
that support a rapid response to academic, behavioral, and social-emotional needs, with 
frequent data-based monitoring for instructional decision-making in order to empower 
each Kansas student to achieve to high standards.
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Core Beliefs
	Every child learns and achieves to high standards.
	Learning includes academic and social competencies.
	Every member of the learning community continues to grow, learn, and reflect.
	Every leader at all levels is responsible for every child.
	Change is intentional, coherent and dynamic.

To Achieve These Beliefs …
	Every child will be provided a rigorous and research- or evidence-based curriculum.
	Every child will be provided effective and relentless teaching.
	Evidence-based interventions will be provided at the earliest identification of need.
	Policy will be based on evidence-based practice.
	Every educator will continuously gain knowledge and develop expertise to build ca-

pacity and sustain effective practice.
	Resources will be intentionally designed to match student needs.
	Every leader will be responsible for planning, implementing, and evaluating.
	Academic and behavioral data will be used to inform instructional decisions.
	Educators, families, and community members will be part of the fundamental practice 

of effective problem-solving and instructional decision-making.
	An empowering culture will be enhanced/developed that creates collective responsi-

bility for student success.
For more information, visit the Kansas MTSS website.

Components of Kansas MTSS Framework
The following is a very general overview of the components within the Kansas MTSS frame-
work.  It is intended to provide a basic understanding of what the Kansas MTSS framework 
looks like and how it is used to address the learning needs of all students. 

A continuum of supports. Supports within the Kansas MTSS framework are provided on 
a continuum of three tiers based on student need and progress.  The level of intensity of 
instruction is indicative of the tier of support in which it falls. 
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Tier 1.  “All” students receive Tier 1 in the form of instruction and student supports aca-
demically, behaviorally, and social-emotionally.  As such, Tier 1 focuses on implementa-
tion of the district’s core curricula and is aligned with the Kansas Standards.  Tier 1 services 
(time and focus) are based on the needs of all students in a particular school, as well as 
maintaining fidelity to the curricula used.  Some schools require more time in identifying 
and implementing appropriate core curriculum areas based on student demographics 
(readiness, language, economic factors) and student performance levels to ensure that all 
students achieve to high standards. 

Tier 2. Tier 2 consists of supplemental, evidence-based interventions for 5-15%, or “some” 
students, who receive Tier 2 services in addition to Tier 1 instruction.  Tier 2 services are more 
“intense” than Tier 1 services (i.e., additional time focused on targeted skills via instruction 
and intervention, as indicated by data) and may be provided by a variety of trained profes-
sionals in a variety of settings.  Student progress is monitored to ensure improvement and to 
determine whether additional adjustments to instruction and interventions are needed.  Tier 
2 services require effective levels of collaboration and coordination among the staff (general, 
specialized and, in some cases, community providers) as well as dedication to adjusting the 
intervention if progress monitoring does not show adequate growth. 

Tier 3. Tier 3 consists of intensive interventions provided to 1-5%, or “few” students, who receive 
Tier 3 services in addition to Tier 1 instruction.  Typically, Tier 3 services are provided to very small 
groups and/or individual students. The purpose of Tier 3 services is to help students overcome 
significant barriers to learning the academic and/or behavior and social skills required for suc-
cess.  Tier 3 services may require additional time and a more targeted focus of instruction and 
intervention, with more frequent progress monitoring.  Tier 3 services require effective levels 
of collaboration and coordination among the staff (general and specialized) and dedication to 
adjusting the intervention if progress monitoring does not show adequate growth.  

The expected outcome of students receiving Tier 2 or Tier 3 services is to return the student 
to only needing Tier 1 core instruction.  For students who are referred for a special education 
evaluation, the information gathered through the Kansas MTSS process is valuable. 

For information about special education and special education evaluations, refer to Special 
Education Services on the KSDE website. 
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Integrated Kansas MTSS Model

Academic Behavioral Social
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Goal: Intensive supports/reverse de�cits
Specialized individual systems for students
with high risk

Goal: Stellar instruction/prevention
School/classroom-wide systems for all
students, sta�, and settings

Goal: Increased supports/remediation
Specialized group systems for students
at risk

Reading

Math

PBIS Framework

Validated
Curricula

Determining the Needed Level of Support
The level or tier of support a student needs in any given instructional or development area 
is determined through data-based decision-making. Such decision-making takes into 
consideration the results of academic and behavioral/social screeners, along with com-
monly collected information such as office discipline referrals, attendance records, grades, 
and referrals to the school nurse/school counselor/school social worker.

Questions to Consider When Identifying and Implementing Interventions
Adapted from Florida’s Multi-Tiered System of Supports.2

1. Is the student appropriately matched to the intervention developed for him/her? 
2. Does the intervention address the needs of the whole student – his/her academic, 

behavioral, social, and emotional needs?
3. Is the intervention being implemented with fidelity? 
4. Does the student need a long-term plan for catching up to grade-level standards (in-

cluding transition plans between grades)? 
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Understanding Fidelity and How It Is Assessed 
Adapted from Florida’s Multi-Tiered System of Supports.3

Districts and schools consider three types of fidelity when evaluating effective instruction 
and intervention: 
1. Fidelity of implementing the critical components of a multi-tier system of supports.  
2. Fidelity of using the problem-solving process across all three tiers.
3. Fidelity of implementing evidence-based instruction and interventions matched to 

specific need(s).

Response to Intervention (RtI)
Adapted from the RTI Action Network.4

RtI is a multi-tiered approach to early identification and support of students with learning 
and behavior needs. The RtI process begins with high-quality instruction and universal 
screening of all students in the general education classroom.  Struggling learners are pro-
vided with interventions at increasing levels of intensity to accelerate their rate of learn-
ing.  Such services may be provided by a variety of personnel, including general and spe-
cial educators and specialists.  Progress is closely monitored to assess both the learning 
rate and the level of performance of individual students.  Educational decisions about 
the intensity and duration of interventions are based on individual student response to 
instruction. RTI is designed for use when making decisions in both general and special 
education, creating a well-integrated system of instruction and intervention guided by 
child outcome data.

School-Wide Positive Behavior Support (SWPBS)
Adapted from the OSEP Technical Assistance Center for Positive Behavioral Interventions and Support.5

SWPBS refers to a systems-change process for an entire school or district.  The underlying 
principle of SWPBS is to teach behavioral expectations in the same manner as any core 
curriculum subject.  Typically, schools focus on teaching three to five behavioral expecta-
tions that are positively stated and easy to remember.  Some examples include:
	Respect Yourself, Respect Others, and Respect Property
	Be Safe, Be Responsible, Be Respectful
	Respect Relationships and Respect Responsibilities
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Schools implementing SWPBS generally begin by (a) developing a matrix of what the be-
havioral expectations look like, sound like, and feel like in all non-classroom areas (such as 
in the example below); (b) determining how they will teach the behavioral expectations – 
often through the use of lesson plans; and (c) developing a systematic way to acknowledge 
and reinforce the desired behaviors.

Respect Property

Bus Keep feet and hands where they 
belong.

Throw unwanted items 
in wastebasket.

Keep food and drinks in 
backpack.

Cafeteria
Place tray on kitchen window 
shelf after scraping leftovers into 
wastebasket.

Wipe table with sponge 
provided.

Clean food spills off 
floor.

Restroom Flush toilet after use. Use two squirts of soap 
to wash hands.

Throw paper towels in 
wastebasket.

Playground Report any graffiti or broken 
equiment to adult on duty.

Return playground 
equipment to proper 
area.

Use equipment as it was 
designed.

OSEP Technical Assistance Center for Positive Behavioral Interventions & Supports.6

In addition, schools implementing SWPBS typically refine their office discipline referral 
form to reflect agreement on which behaviors will result in an instant referral to the office 
vs. those that should be handled in the classroom.  Data on behavioral incidents (includ-
ing the day of the week, the month, the time of day, specific behavior(s), location(s), and 
by specific student) are collected and reviewed regularly to determine whether there are 
patterns that can be systematically addressed.

References
1 Shapiro, E. (n.d.). Tiered instruction and intervention in a response-to-intervention model. 

Retrieved from http://www.rtinetwork.org/essential/tieredinstruction/tiered-instruc-
tion-and-intervention-rti-model

2 Florida’s Multi-Tiered System of Supports. (n.d.). MTSS implementation components: 
Ensuring common language and understanding. Retrieved from http://www.florida-rti.
org/educatorResources/MTSS_Book_ImplComp_012612.pdf, p. 7. 
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5 OSEP Technical Assistance Center for Positive Behavioral Interventions and Support. 
(n.d.). SWPBIS for beginners [Webpage]. Retrieved from https://www.pbis.org/school/
swpbis-for-beginners
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Resources
•	 Kansas MTSS 
 http://www.ksdetasn.org/mtss 

•	 KSDE Special Education Services 
 http://www.ksde.org/Agency/Division-of-Learning-Services/Early-Childhood-Spe-

cial-Education-and-Title-Services/Special-Education

•	 Advancing Education Effectiveness: Interconnecting School Mental Health and 
School-Wide Positive Behavior Support 

 https://www.pbis.org/common/cms/files/Current%20Topics/Final-Monograph.pdf
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The Law and Positive Behavioral Interventions and Support

Adapted from the OSEP Technical Assistance Center for Positive Behavioral Interventions and Support.5

The Individuals With Disabilities Education Act (IDEA) mandated the use of Positive 
Behavioral Intervention and Supports (PBIS) with students beginning in 1997, and 
mandated that requirement in the 2004 reauthorization.   Specifically, IDEA requires that:

	 Individual Educational Program (IEP) teams consider the use of PBIS for any student 
whose behavior impedes his or her learning, or the learning of others.

	 A Functional Behavioral Assessment (FBA) is conducted when a child who does not 
have a behavior intervention plan is removed from his/her current placement for 
more than 10 consecutive school days in a school year or a removal that cumulates to 
more than 10 school days and shows a pattern of removal constituting a change of 
placement (e.g., suspension) and it is determined that the behavior was a manifestation 
of his/her disability.

	 An FBA be conducted, when appropriate, to address any behavior that results in 
removal to a 45-day interim alternative educational placement.1

An FBA can be helpful when working with a child who is exhibiting behaviors that are 
detrimental to the learning and/or safety of self and others.  It assists teams in developing 
a hypothesis to answer two central questions: 
1. Why is the student behaving in a certain way?  
2. What interventions will help the student to display a more appropriate behavior?

While the process for answering these questions appears fairly straightforward, there are nu-
merous factors for teams to consider.  These factors can include anything from the student’s 
sensory and communication needs to complex relationships, personalities, past and immedi-
ate experiences, confidence level evident within school and community, and mental illness.  
As a result, the process may either be overly simple or quite complicated.  
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For example, if a team’s focus is too narrow in scope when considering the setting events 
that contribute to a student’s behavior, it will likely miss relevant factors.  Similarly, if a 
team designs interventions solely around the Antecedent-Behavior-Consequence (ABC) 
paradigm and fails to address the relevant setting events, the interventions are likely to 
result in minimal impact.  

Relatively recent neuroscience breakthroughs have enhanced our understanding of the 
immediate and long-term effects of Adverse Childhood Experiences (ACEs), trauma, and 
toxic stress in a child’s life.  While teams should be cautious about narrowing their focus to 
include only these factors, they should nevertheless be prepared to consider them when 
conducting an FBA.  In The Heart of Learning and Teaching: Compassion, Resiliency, and Ac-
ademic Success, Wolpow et al.2 point out that, “We now know that the irregular behaviors 
we see in our classrooms, from students who have experienced trauma, can be explained 
scientifically.”   

Following is a summary of what is known about the neurobiology of traumatic affect.
	Children with traumatic stress are often operating within the mode of “survival in the 

moment.” Survival in the moment is governed by pathways in the brain that appraise 
threat, sacrifice context for speed of response, make decisions outside of conscious-
ness, and mobilize the body for fight, flight, or freeze.  When in survival in the moment, 
higher-order brain functions are temporarily put on hold.  Verbal encoding stops.  Ac-
tions and responses are generated at lower levels (limbic system) of the brain.  The 
limbic part of our brain increases heart rate and blood pressure to increase the flow of 
blood to the muscles.  Blood flow is selectively diverted to parts of the body necessary 
for survival.  Pain is suppressed or ignored. 

	The period between birth and adulthood is marked by progressive physical, behavior-
al, cognitive, and emotional development. Paralleling these changes are changes in 
brain maturation. The results of recent MRI studies of children affected by trauma pro-
vide a basis for understanding the effects of trauma on the brain. Exposure to stress 
early in life activates the stress response systems modifying their sensitivity leading to 
alternations in the patterns of brain development in the corpus callosum, hippocam-
pus, prefrontal cortex, cerebellar vermis, visual cortex and auditory cortex.3
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The chart below outlines possible neurobiological effects of trauma on the brain.  
Adapted from The Heart of Learning and Teaching: Compassion, Resiliency, and Academic Success.4

Area of the 
Brain Function(s) Possible Effect of Traumatic Stress

Amygdala

Part of the limbic system.  Plays an 
important role in the control of emotional 
behavior.  This section of the brain helps 
us to manage fear and panic.  It helps us 
to assess how upsetting or dangerous 
a situation may be before we respond.  
Results from human MRI studies suggest 
that the amygdala is activated when 
reading threat words, during viewing 
masked fearful faces, and during 
conditioned fear acquisition.

Overstimulation of the amygdala and 
its associated neurotransmitter and 
neuroendocrine systems activates 
fear centers in the brain and results 
in behaviors consistent with anxiety, 
hyperarousal, and hypervigilance.  Can 
result in an inability to calm down, 
meltdowns, or over-reactions to mistakes.  
MRI studies link pervasive exposure to 
stress with reduced amygdala volume.

Hippocampus

Plays an important role in the encoding 
and retrieval of information.  Crucial 
to the capacity to consolidate short-
term memory into long-term memory, 
especially verbal memory.  Actively 
involved in time and spatial recall.

High levels of stress may result in 
forgetfulness and/or problems with 
retention of academic learning.  MRIs of 
Vietnam combat veterans and women 
sexually abused in childhood have 
revealed decreased size of hippocampus 
directly proportional to PTSD symptoms.

Corpus 
Callosum

The two cerebral hemispheres of the 
brain are connected by this bridge of 
axons.  Each side of the brain has its own 
specialized function, and the corpus 
callosum helps coordinate their work.

Decrease in size and function of the 
corpus callosum results in uncoordinated 
and, therefore, less effective brain 
activity, as well as problems learning 
academics.  Decrease in size of this bridge 
is correlated with sleep disturbances in 
children, and PTSD in adults.

Cerebellar 
Vermis

The midline region of the posterior 
outgrowth of the brain, called the vermis, 
separates the two lateral cerebellar 
hemispheres from each other and sends 
output to the brain stem.  This region 
helps regulate cognitive, linguistic, social-
behavioral, and emotional activities.

Diminished cerebellar vermis activity 
due to stress may help to explain why 
children affected by trauma don’t do well 
as “reading” a situation, paying attention 
to nuance, or changing their behavior 
when irritating others.

Cerebral 
Cortex

The “higher” or “thinking” part of the 
brain, which influences abilities such as 
language, abstract thinking, basic aspects 
of perception, movement, and adaptive 
responses to the outside world.  The pre-
frontal lobe of the cerebral cortex serves 
executive functioning such as planned 
behaviors, decision-making, working 
memory, and attention. It is activated 
during dangerous situations.

Severe stress and its associated activation 
of stress hormones can “turn off” this 
pre-frontal lobe inhibition of the limbic 
system, leading to poor judgment and 
impulsivity.  One study of adolescents 
who had been maltreated in early 
childhood revealed substantially smaller 
left-cortical size of the hemisphere 
responsible for language development 
and reasoning.
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What Does This Look Like in the School Setting?  

Adapted from The Heart of Learning and Teaching: Compassion, Resiliency, and Academic Success.4

Traumatic symptoms may manifest as hyperarousal, intrusion, and/or constriction.

	 Hyperarousal may be characterized by a persistent expectation of danger, which may 
or may not actually be present.  Victims with this symptom react to stimuli with an all-
or-nothing response.  They may demonstrate an impaired capacity to modulate the in-
tensity of their responses, whether anxiety, anger, or intimacy.  For example, a teacher 
who innocently raises his voice and bangs on his desk to dramatically make a point may 
trigger an intense (and seemingly inappropriate) response by a student who has been 
regularly exposed to violent outbreaks by an angry, intoxicated parent.

	 Intrusion may manifest in trauma survivors as a re-enactment of the trauma scene, either 
unconsciously or in a disguised form.  Victims with this symptom have recurring night-
mares or may experience flashbacks while awake (“day-mares”).  One theory is that some 
students who cut themselves do so in order to distract themselves from their day-mares.  
In the words of one student who burned herself with cigarettes, “The repeated images 
in my mind haunt me. I feel so much pain on the inside that it helps to feel the pain on 
the outside.”  Whether the person doing harm to herself consciously intends it or not, the 
wounds provide a visible sign of the pain within.

	 Constriction may result in an emotional state similar to that of an animal transfixed in the 
glare of oncoming headlights.  The victim escapes from the real world by disconnecting 
or “disassociating” from the ordinary meanings of what is happening around him. 

To develop a more comprehensive approach to the traditional FBA process, teams are 
encouraged to consider the following:
	Assess the setting conditions in the community and home.  Is there evidence of ACEs, 

trauma, or ongoing exposure to toxic stress? Neurological implications of such conditions 
can be extreme and could logically explain the inappropriate behavior either by them-
selves or in connection with other setting conditions evident in the school or classroom.

	Consider the relevance of factors that may be occurring in the immediate environ-
ment experienced by the child and/or that have contributed to a pattern of behavior 
developing through past experiences.  These factors could logically explain the inap-
propriate behavior either by themselves or in connection with setting conditions ex-
perienced by the student.  Such factors may include:
	Sensory needs
	Communication needs
	Attention-seeking behaviors
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	Unmet need for sense of value
	Social skills/character development issues
	Avoidance of persons, locations, and/or expectations perceived to be too high or 

too low
	Emotional regulation difficulties

	Assess setting conditions evident in the classroom.  If setting conditions have a direct and 
substantial link to the behavior under scrutiny, they should be addressed prior to further 
inquiry into whether something is  “wrong with a child.”  For example, if a student is not re-
sponding to instruction, the team should ask questions such as:  Is there strong classroom 
management?  Do the academic and behavior curriculums represent best practice?  Has 
the teacher been able to establish positive rapport with the child?  

	Consider whether school-wide and general education prevention/intervention strate-
gies have been appropriately designed and implemented with fidelity.  For example, are 
school-wide behavior expectations clearly defined, taught, and reinforced as a part of an 
early attempt to prevent problem behaviors?  

	Avoid pitfalls associated with harmful practices such as:
	The assumption that the child is the problem.
	Narrowing the investigative focus solely to traditional functions of behavior and ABC 

paradigm thinking.
	Failure to assess setting conditions in all areas of a child’s life: school, home, and 

community.
	Use of ineffective, harmful, or punitive practices.
	Failure to implement interventions with fidelity and with enough time to determine 

their effectiveness.

When used appropriately, the FBA is a tool that can address an individual student’s needs 
and even initiate positive, systemic change that ultimately enhances a school’s climate.  
For an FBA and the resulting interventions to be successful, team members will need to:
	Broaden their investigation of setting events and other conditions, such as a history of 

trauma.
	Modify any setting events, antecedents, and consequences over which they have control.
	Identify ways to address setting events or other conditions for which they may not have 

direct control.  This will likely require developing stronger home, school, and community 
partnerships.
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Common Elements of a Functional Behavioral Assessment (FBA)
1. Identify and clearly define the target behavior:

a. Topography, frequency, duration, and intensity.
b. Response chains; behaviors that occur together.

2. Identify the setting events that contribute to the behavior:
a. Medications, medical or physical conditions, sleep patterns, eating routines, etc.
b. Schedule of activities, predictability, choices, staffing patterns, other students or 

people present, noise levels, etc.
3. Identify the antecedents that trigger the behavior:

a. Day of the week, time, setting, people present, activity, instruction, etc.
4. Hypothesize the possible function of the behavior:

a. Access to and/or escape from attention, tangibles, and/or sensory stimulation.
5. Identify the consequences that maintain the behavior:

a. Positive and/or negative reinforcers.  

The chart below may be utilized to help teams consider the impact of trauma as part of 
the functional assessment process.

Broadening the Scope of Assessment to Include Trauma

Temporal Setting Trauma

Past

School

Home

Community

Present

School

Home

Community

Future 
(Anticipated)

School

Home

Community
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INTERCONNECTED SYSTEMS FRAMEWORK
Adapted from Barrett, S., Eber, L., & Weist, M. (n.d.).1 

Interconnected Systems Framework (ISF), developed using the foundational works of 
Implementation Science and Communities of Practice, provides a promising structure 
and process for interconnecting Positive Behavior Intervention and Supports (PBIS) and 
school mental health (SMH).  “Specifically, the ISF involves collaborating community men-
tal health providers working closely with school employees within a multi-tiered teaming 
structure.”1  The goal of integrating PBIS and SMH is to improve outcomes for all children 
and youth, but especially those who may be faced with mental health challenges. 

Within the ISF, a team that is comprised of district leadership, community leadership, and 
families, works together on equal grounds to develop, facilitate, coordinate, and monitor all 
interventions through one structure.  Together, the ISF team addresses each level of systems 
planning (Tier 1/Universal, Tier 2/Secondary, and Tier 3/Tertiary) by (a) reviewing school and 
community data; (b) assessing needs and resources; (c) identifying evidence-based interven-
tions; and (d) implementing established plans and monitoring them for progress.2

Below is a brief overview of how an integrated system may look within a multi-tiered sys-
tem of support.3

Tier I: Universal/Prevention for All
Coordinated Systems, Data, Practices for Promoting Healthy Social and Emotional De-
velopment for ALL Students
	School improvement team gives priority to social and emotional health
	Mental health skill development for students, staff/, families and communities
	Social-emotional learning curricula for all 
	Safe and caring learning environments
	Partnerships: School, home, and community
	Decision-making framework guides use of best practices that consider the unique 

strengths and challenges of each school community
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MH/PBIS: An Expanded Tier 1
	Universal screening for social, emotional, and behavioral at-risk indicators
	Universal screening for families who may request assistance for their children
	Teaching social skills with evidence-based curricula to all students
	Teaching appropriate emotional regulation and expression to all students
	Teaching behavioral expectations to all students
	Mental health professionals are part of the Tier 1 systems team, providing input and 

progress monitoring data
	Opportunity to review community data and expand Tier 1 intervention options based 

on data

Tier 2: Early Intervention for Some
Coordinated Systems for Early Detection, Identification, and Response to Mental Health 
Concerns
	Systems planning team coordinates referral process, decision rules, and progress 

monitors:
	Array of services available
	Communication system: Staff, families and community
	Early identification of students at risk for mental health concerns due to specific 

risk factors
	Skill-building at the individual and group level as well as support groups

	Staff and family training to support skill development across settings

MH/PBIS: An Expanded Tier 2
	Mental health/community professionals part of secondary systems and problem-solv-

ing teams
	Working smarter matrix completed to ensure key resources are both efficient and ef-

fective (i.e., initiatives are aligned and combined, such as bully prevention, discipline, 
character education, RtI, behavior, etc.)

	Groups co-facilitated by school staff and community partner (e.g., guidance counselor 
and community provider clinician)

	Opportunity to expand the continuum of interventions based on data (i.e., trauma-in-
formed interventions)

	Outreach to families for support/interventions
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Tier 3: Intensive Interventions for Few:  
Coordinated Systems, Data, Practices for Promoting Healthy Social and Emotional De-
velopment for Individual Students and Family Support
	Systems planning team coordinates decision rules/referrals and progress monitors
	Individual teams developed to support each student
	Individual plans include an array of interventions/services
	Plans can range from one to multiple life domains
	System in place for each team to monitor student progress

MH/PBIS: An Expanded Tier 3
	Mental health professional(s) part of tertiary systems team
	FBA/BIP and/or person-centered wraparound plans completed together with school 

staff and mental health provider for one concise plan, rather than each completing 
paperwork to be filed

	Quicker access to community-based supports for students and families

To learn more about the ISF, refer to Advancing Education Effectiveness: Interconnect-
ing School Mental Health and School-Wide Positive Behavior Support.  This mono-
graph4 consists of the following: (a) a definition of the ISF as an implementation frame-
work that creates and guides a connection for education and mental health systems; (b) 
a description of implementation efforts across current ISF pilots, including state, district, 
and school-level sites; (c) a discussion around the benefits of utilizing the ISF framework; 
and (d) an overview of implementation, research, and policy agendas to further improve 
and scale up the framework. Tools in the monograph include “a readiness survey, dialogue 
guides, implementation guides, a knowledge development guide and a consumer survey 
to guide in the selection of evidence-based practices.” 
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CREATING FAMILY-SCHOOL PARTNERSHIPS

The evidence is consistent, positive, and convincing: Families have a major influ-
ence on their children’s achievement in school and through life … The research 
continues to grow and build an ever-strengthening case.  When schools, families, 
and community groups work together to support learning, children tend to do bet-
ter in school, stay in school longer, and like school more.1

Partnerships are key to the success of today’s children in the classroom. While schools in 
Kansas continue to work hard to provide all children with quality instruction in a nurturing 
environment, they cannot do it alone. The education and well-being of today’s children is a 
shared responsibility between families, schools, community organizations, faith institutes, 
and many more. More than 40 years of research indicates that when families, schools, and 
communities work together to build partnerships, children are more successful. 

Each community in Kansas is unique, with diverse cultures, ethnicities, and languages. In 
addition, the state’s rural, frontier, and urban settings provide both opportunities and chal-
lenges for strong partnerships. Family, school, and community partnerships are built upon 
relationships.  When relationships are established, schools and families can work together 
to identify the needs of families in the local community in order to provide a healthy, safe 
and strong learning environment.  

In 2008, the Kansas State Board of Education endorsed the Parent Teacher Association (PTA) 
National Standards for Family-School Partnerships. 2  These standards are designed to help 
educators and program administrators incorporate families into their child’s education.  
The six standards are as follows:
1. Welcoming All Families in the School Community
2. Communicating Effectively
3. Supporting Student Success
4. Speaking up for Every Child
5. Sharing Power
6. Collaborating With Community
More detailed information may be found on the National PTA website.
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Federal Law
According to the Every Student Succeeds Act,3 which serves as the latest reauthorization of 
the Elementary and Secondary Education Act of 1965 (ESEA), parental involvement means: 

The participation of parents in regular, two-way, and meaningful communication involv-
ing student academic learning and other school activities, including ensuring:
(A)   That parents play an integral role in assisting their child’s learning;
(B) That parents are encouraged to be actively involved in their child’s education at 

school;
(C) That parents are full partners in their child’s education and are included, as appro-

priate, in decision-making and on advisory committees to assist in the education 
of their child; and

(D) The carrying out of other activities, such as those described in section 1116. 

The Individuals With Disabilities Education Improvement Act (IDEA) also focuses on en-
hancing parent involvement in our schools.4  The following information highlights the 
benefits schools can derive from partnering and strategies for implementation.  

Why Partner? 
	Partnership and student academic achievement are closely linked.
	Partnerships help build and sustain public support for schools.
	Families and the community can help schools overcome the challenges they face.
	Teachers can benefit from parent and community partnerships.
	The Every Student Succeeds Act provides partnership opportunities that can help 

schools meet the requirements of the law.

Partnerships Strategies
	Welcome parents into the school
	Post friendly signs (in all languages)
	Designate parking spots for parents and visitors
	Use positive, friendly greetings among all staff
	Make connections with families via e-mail, phone calls, or home visits 
	Host a “Welcome Night” at the beginning of the school year
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	Assign “buddies” for new students, their families, and new staff
	Make the school feel warm and friendly
	Make sure all staff are accessible
	Consider smaller events for families (e.g., class meetings, grade-level socials, book 

groups, clubs, one-to-one interactions, open library nights)
	Honor families by recognizing their strengths and contributions
	Adopt a partnership philosophy
	Embrace the families
	Listen and respond to the families
	Set ground rules for involvement
	Make parent-teacher conferences family-friendly
	Accentuate the positive

	Connect with families through a focus on the children and their learning
	Enhance families’ confidence
	Consider home visits
	Show parents that staff care about their children
	Establish a family center
	Send out a school newsletter
	 Arrange classroom visits
	Set up volunteering opportunities in the classroom
	Offer family learning activities
	Invite community family partners to share ideas

References
1 Henderson, A. T., & Mapp, K. L. (2002). A new wave of evidence: The impact of school, 

family, and community connections on student achievement. Austin, TX: SEDL.

2 National PTA. (n.d.). National standards for family-school partnerships [Webpage]. Re-
trieved from http://www.pta.org/nationalstandards 

3 Every Student Succeeds Act, S.1177 (2015); Section 8101(39).

4 Individuals With Disabilities Act, 20 U.S.C. § 1400 (2004). Title I, Section 601(5B).
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Resources
•	 Department of Education: A Dual Capacity-Building Framework for Fami-

ly-School Partnerships 
 http://www2.ed.gov/documents/family-community/partners-education.pdf

•	 Videos for Dual Capacity-Building Framework for Family-School Partnerships 
 http://teacher.scholastic.com/products/face/framework.html

•	 National Association for the Education of Young Children (NAEYC): Effective 
Family Engagement Principles 

 http://www.naeyc.org/familyengagement 

•	 Kansas State Department of Education 
 http://www.ksde.org/Portals/0/ECSETS/FactSheets/FactSheet-TitleI-ParentInvolve-

ment.pdf 

•	 Kansas Parent Information Resource Center 
 http://www.ksdetasn.org/kpirc

•	 National Association for Family-School-Community Engagement (NAFSCE) 
 http://www.nafsce.org 

•	 National PTA 
 http://www.pta.org/ 

•	 John Hopkins National Network of Partnership Schools 
 http://www.csos.jhu.edu/p2000/research.htm

•	 Nebraska Department of Education 
 http://www.education.ne.gov/OEC/pubs/pri_pro/Partnerships.pdf

•	 Positive Behavioral Interventions and Supports 
 http://www.pbis.org/family/family_partnership.aspx

•	 Henderson, Anne T., Mapp, Karen L., Johnson, Vivian R., & Davies, D. (2007). Beyond 
the Bake Sale: The Essential Guide to Family-School Partnerships. New York, NY: 
The New Press.

•	 Byrk, A. S., Sebring Bender, P., Allensworth, E., Luppescu, S., & Easton, J. A. (2010). 
Organizing schools for improvement. Chicago, IL: The University of Chicago Press.
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Self-determination is an important component of Person-Centered-Planning and the 
wraparound process, both of which are described in the following sections.  According to 
the PACER’s National Parent Center on Transition and Employment:1  

Self-determination is believing you can control your own destiny.  
Self-determination is a combination of attitudes and abilities that lead 
people to set goals for themselves, and to take the initiative to reach 
these goals.  It is about being in charge, but is not necessarily the same 
thing as self-sufficiency or independence.  It means making your own 
choices, learning to effectively solve problems, and taking control and 
responsibility for one’s life.  Practicing self-determination also means 
one experiences the consequences of making choices. 

For more information visit http://www.imdetermined.org/

References
1 National Parent Center on Transition and Employment. (n.d.). Self-determination. Re-

trieved from http://www.pacer.org/transition/learning-center/independent-commu-
nity-living/self-determination.asp

Resources
•	 PACER’S National Parent Center on Transition and Employment 
 http://www.pacer.org/transition/learning-center/independent-community-living/

self-determination.asp

•	 I’m Determined 
 http://www.imdetermined.org
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PERSON-CENTERED PLANNING
Adapted from Florida’s Positive Behavior Support Project.1

Florida’s Positive Behavior Support Project1 explains Person-Centered Planning as 
follows: 

Person-Centered Planning coordinates supports around the life of the 
individual rather than around the needs of the system and existing services.  
It is a process in which diverse team members, who share a common need, 
can align: 
	Their vision, purpose, and goals; 
	Their understanding of the focus individual’s past, present, and future 

life; and 
	Their actions for change, mutual support, personal and team develop-

ment and learning.

Person-Centered Planning is NOT:
	An easy, one-shot process
	The answer to all problems
	A replacement for an IEP
	A quick-fix solution to complex human and/or organizational problems
	Something to be done and forgotten
	A guarantee the identified concern(s) will be solved.
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Traditional 
Planning vs.

Person-Centered
Planning

disabilities abilities
what they can’t do what they can do
written reports interviews with 

families
fitting into the 

system
creating dreams for 

the future
medical/clinical strengths, likes, and 

dislikes
standardized 
assessments

flexible child-centered 
assessment

Create Dreams for

Living, Loving, Working, Playing

Recreated from http://www.transitionplanningasia.org/what-personal-futures-planning

References
1 Florida’s Positive Behavior Support Project, University of South Florida. (n.d.). Per-

son-centered planning process [Powerpoint presentation]. Retrieved from http://flpbs.
fmhi.usf.edu/pdfs/pbs_Person-Centered_Plan_Template.pdf 

Resources
•	 PACER’s National Parent Center on Transition and Employment 
 http://www.pacer.org/transition/learning-center/independent-community-living/

person-centered.asp 

•	 Technical Assistance Center on Social Emotional Intervention 
 http://challengingbehavior.fmhi.usf.edu/explore/pbs/step2.htm

•	 Center for Child Health and Development at the University of Kansas Medical 
Center, Building a Life: A Transition Guide for Kansas 

 http://buildingalife.ku.edu/ 
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WRAPAROUND
Adapted from OSEP Technical Assistance Center for Positive Behavioral Interventions and Support.1

Wraparound is a philosophy of care consisting of a defined planning process designed to 
build constructive relationships and support networks among students and youth with 
emotional or behavioral disabilities (EBD) and their families.  It is community-based, cul-
turally relevant, individualized, strength-based, and family-centered. Wraparound plans 
are comprehensive and address multiple life domains across home, school, and commu-
nity.  This includes a student’s living environment, basic needs, safety, and social, emotion-
al, educational, spiritual, and cultural needs.  

Another defining feature of wraparound is that it is unconditional.  If interventions are not 
achieving the outcomes desired by the team, the team regroups to rethink the configu-
ration of supports, services, and interventions to ensure success in natural home, school, 
and community settings.  In other words, students do not fail, but plans can fail!  Rather 
than forcing a student to fit into existing program structures, wraparound is based on the 
belief that services and supports should be flexibly arranged to meet the unique needs of 
the students and their families.

Wraparound distinguishes itself from traditional service delivery in special education and 
mental health by focusing on connecting families, schools, and community partners in 
effective problem-solving relationships.  Unique implementation features include (a) fam-
ily and youth voices guide the design and actions of the team; (b) team composition and 
strategies reflect unique youth and family strengths and needs; (c) the team establishes 
the commitment and capacity to design and implement a comprehensive plan over time; 
and (d) the plan addresses outcomes across home, school, and community through one 
synchronized plan.
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Although on the surface wraparound may appear similar to the typical special education 
or mental health treatment planning process, it goes much further by dedicating consider-
able effort to building constructive relationships and support networks among the youth 
and his or her family.  This is accomplished by establishing a unique team, including each 
student and the student’s family, that is invested in achieving agreed-upon quality-of-life 
indicators.  Following a response to intervention (RtI) model in which problem-solving 
methods become increasingly more refined for smaller numbers of students, these more 
intensive techniques for engagement and team development are needed to ensure that 
a cohesive wraparound team and plan are formed.

The concept of wraparound has been operationalized in numerous forms.   In fact, the 
absence of an established theoretical framework has contributed to a lack of consistency 
regarding procedural guidelines for wraparound.   Nevertheless, two theories are most 
compatible with wraparound: ecological systems theory and environmental ecology theory.   
Both of these theories stress the influence of various systems (e.g., schools, health care) on 
the level of functioning for children and their families.  

Two related theories reflect the family-centered, strengths-based approach of wrap-
around.  First, the consistent underlying philosophy of wraparound is a change from “ex-
pert-driven” models as it places the family, not a mental health agency or the school, in 
the leadership role within the team process.  Second, services are identified and designed 
based on the needs of the families and youth rather than on what the system has avail-
able and is experienced with providing.  The ultimate goal is success for the youth within 
the context of their families and their home schools.  These characteristics are what make 
wraparound a unique, family- and community-based process that is often experienced as 
antithetical to traditional mental health treatment planning or IEP procedures.
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The Ten Principles of Wraparound3

1. Family voice and choice.  Family and youth/child perspectives are intentionally elicit-
ed and prioritized during all phases of the wraparound process. Planning is grounded 
in family members’ perspectives, and the team strives to provide options and choices 
such that the plan reflects family values and preferences. 

2. Team based. The wraparound team consists of individuals agreed upon by the family 
and committed to them through informal, formal, and community support and ser-
vice relationships.

3. Natural supports. The team actively seeks out and encourages the full participation 
of team members drawn from family members’ networks of interpersonal and com-
munity relationships. The wraparound plan reflects activities and interventions that 
draw on sources of natural support.

4. Collaboration. Team members work cooperatively and share responsibility for devel-
oping, implementing, monitoring, and evaluating a single wraparound plan. The plan 
reflects a blending of team members’ perspectives, mandates, and resources. The plan 
guides and coordinates each team member’s work towards meeting the team’s goals.

5. Community-based. The wraparound team implements service and support strate-
gies that take place in the most inclusive, most responsive, most accessible, and least 
restrictive settings possible; and that safely promote child and family integration into 
home and community life.

6. Culturally competent. The wraparound process demonstrates respect for and builds 
on the values, preferences, beliefs, culture, and identity of the child/youth and family, 
and their community.

7. Individualized. To achieve the goals laid out in the wraparound plan, the team devel-
ops and implements a customized set of strategies, supports, and services.

8. Strengths-based. The wraparound process and the wraparound plan identify, build 
on, and enhance the capabilities, knowledge, skills, and assets of the child and family, 
their community, and other team members.

9. Persistence. Despite challenges, the team persists in working toward the goals stated 
in the wraparound plan until the team reaches agreement that a formal wraparound 
process is no longer required.

10. Outcome-based. The team ties the goals and strategies of the wraparound plan to 
observable or measurable indicators of success, monitors progress in terms of these 
indicators, and revises the plan accordingly.
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Ten Principles of Wraparound

1. Family voice and choice

2. Team based

3. Natural supports

4. Collaboration

5. Community-based

6. Culturally competent

7. Individualized

8. Strengths-based

9. Persistence

10. Outcome-based

Teen 
& 

Facilitator

Family/Friends
Department of

Children’s Health

School 
System

Department 
of

Human 
Services

Local,
Not-for-Pro�t

Social Services

County Juvenile
Court System

Adapted from National Wraparound Initiative. 2

Wraparound Procedure and Components
Adapted from the OSEP Technical Assistance Center for Positive Behavioral Interventions & Supports.4

A key component in the wraparound process is the development of a rich and deep strength 
profile that identifies very explicit strengths across settings (e.g., home, school, community) 
and life domains (social, cultural, basic living skills, academics, etc.).  “Big needs” in wrap-
around may be defined as follows:
	The needs are so great that it will take a while to achieve the relevant goal, such as 

“James needs to feel respected at school.”
	There is more than one way to meet the need; for example, “Hector needs to feel com-

petent/able about learning” vs. “Hector will complete his assignments.”
	The need will motivate the family to participate on the team. For instance, Maria’s 

mother needs to feel confident that Maria will get treated fairly at school.
	If met, the need will improve quality of life for the youth or those engaged with the 

youth on a regular basis (e.g., the family, the teacher).
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The wraparound process includes specific steps to establish ownership and, therefore, in-
vestment of the people who spend the most time with the student (i.e., family, teacher).  
This creates an environment in which a range of interventions, including behavioral sup-
ports, is more likely to be executed with integrity.  For example, a wraparound team may 
solicit involvement from the community to assist a family with accessing stable housing 
and other basic living supports as parents may be better able to focus on a home-based 
behavior change plan for their child if stress about being evicted from an apartment is 
alleviated.  Other examples include teams facilitating transportation, recreation opportu-
nities, and social supports. 

Teams can also tailor supports for teachers who may be challenged with having to meet 
the unique needs of a student.  For example, a plan to change problem behavior at school 
may be more likely to succeed if the teacher is supported by a trusted colleague of choice, 
who models the instruction of the replacement behavior or how to naturally deliver the 
reinforcement in the context of the classroom.

The wraparound process delineates specific roles for team members, including natural 
support persons, and detailed conditions for interventions, including specifying roles 
each person will play in specific circumstances.  The role of a designated team facilitator is 
critical for ensuring that the process is adhered to and that the principles of the strength-
based person-/family-centered approach are held fast.  

Phase I: Engagement and Team Preparation
The wraparound facilitator, often a school social worker, counselor, or school psychologist, 
guides the team through the phases of wraparound, ensuring a commitment to “remain 
at the table” despite challenges and setbacks, until the needs of the youth and family are 
met and can be sustained without the wraparound team.

During Phase I, the facilitator works closely with the family, student, and teacher to build 
trust and ownership of the process. The first step is to reach out to the family and arrange 
a time and place to have an “initial conversation” to hear their story and begin to build a 
relationship and a team.
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The family is encouraged to tell their “story” by articulating their perception of the 
strengths, needs, and experiences of their child and family.  This initial contact should be a 
low-key conversational discourse with the goals of:
	Developing a trusting relationship; 
	Establishing an understanding of the process and what they can expect; and 
	Seeking information about potential team members, strengths, and big needs.

Phase II: Initial Plan Development
During Phase II, the facilitator moves from engagement and assessing strengths and needs 
with the family and other potential team members to guiding the team through the initial 
wraparound meetings.  This shift into team meetings should occur as quickly as possible, 
typically within two weeks from the Phase I conversations.  Baseline data reflecting youth, 
family, and teacher perception of strengths and needs are shared and used to guide team 
consensus on and commitment to quality-of-life indicators (the big needs).  

During Phase II, facilitators share the strengths and needs data with the team.  Needs are 
prioritized, and action planning begins as the facilitator guides team members to brain-
storm strategies to increase strengths and meet needs.  As strategies are developed, tasks 
and roles for all team members are clarified.  Finally, a safety plan for school or home is 
developed if team members feel this to be an imminent need.

Phase III: Ongoing Plan Implementation and Refinement
During Phase III, data-based progress monitoring serves as a means of reviewing initial 
plans and revising interventions in response to ongoing efforts.  The facilitator ensures 
adherence to a regular meeting schedule for the team and continuous data collection and 
review of results so that data inform the team when things are/not working, thus sustain-
ing objectivity among team members.

Phase IV: Transition From Wraparound
The final phase of the wraparound process marks the formal point of transition when 
frequent/regular meetings are no longer needed.  During this phase, accomplishments 
are reviewed and celebrated, and a transition plan is developed.  The family may elect at 
this stage to share their experience with other families who are participating in the wrap-
around process.



KSDE TASN ATBS School Mental Health Initiative                                                                         59

WRAPAROUND

Wraparound and School-Wide Positive Behavior Support 
(SWPBS)
Adapted from the OSEP Technical Assistance Center for Positive Behavioral Interventions & Support.5

Wraparound can be integrated into school-based planning for students with special 
needs, regardless of special education label or agency involvement.  Families, friends, and 
other natural support persons can be brought together with teachers, behavior special-
ists, and other professionals involved with the student and family at the first indication of 
need.  The wraparound approach is a critical part of the SWPBS system as it offers a means 
for schools to succeed with the 1-2% of students whose needs have become so complex 
that starting with an FBA/BIP process for one selected problem behavior is not efficient, 
effective, or adequate to improve quality-of-life issues for all those affected.

The benefits that SWPBS offers to the highest level of support on the continuum (wrap-
around) include applying a problem-solving approach and using data to guide decisions.  
Also, full implementation of SWPBS at the universal level provides a solid base of lower-level 
interventions (e.g., primary and secondary) to build on and more effective and supportive 
environments in which to implement wraparound plans.  Within a three-tier system of behav-
ioral support, students who need tertiary-level supports also have access to and can benefit 
from universal and secondary supports.  Each level of support in SWPBS is “in addition to” the 
previous level.  In other words, no student only needs wraparound, as the wraparound plan, 
with its multiple life-domain and multiple-perspective focus, often makes the universal and 
secondary supports available in the school effective for the student.

References
1 OSEP Technical Assistance Center for Positive Behavioral Interventions and Support. 

(n.d.). Wraparound [Webpage]. Retrieved from https://www.pbis.org/school/tertia-
ry-level/wraparound

2 The National Wraparound Initiative. Ten principles of wraparound. Portland, OR: Nation-
al Wraparound Initiative, Research and Training Center on Family Support and Chil-
dren’s Mental Health, Portland State University.
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tional Wraparound Initiative Advisory Group. (2004). Ten principles of the wraparound 
process. Portland, OR: National Wraparound Initiative, Research and Training Center on 
Family Support and Children’s Mental Health, Portland State University.

4 OSEP Technical Assistance Center for Positive Behavioral Interventions and Support. 
(n.d.). Wraparound [Webpage]. Retrieved from https://www.pbis.org/school/tertia-
ry-level/wraparound

5 Ibid.

Resources
•	 Ten Principles of the Wraparound Process 
 http://nwi.pdx.edu/NWI-book/Chapters/Bruns-2.1-(10-principles-of-wrap).pdf

•	 PBIS–Wraparound 
 https://www.pbis.org/school/tertiary-level/wraparound

•	 National Wraparound Initiative 
 http://nwi.pdx.edu

•	 National Wraparound Initiative Resource Guide to Wraparound 
 http://nwi.pdx.edu/NWI-book/index.php

•	 Institute on Disability (IOD) 
 http://iod.unh.edu/Projects/renew/renew_main.aspx

•	 RENEW Youth Portfolio 
 http://nextsteps-nh.org/wp-content/uploads/RENEW_YouthPortfolio_103112.pdf
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RENEW
Adapted from the Institute on Disability/UCED.1

RENEW is a structured school-to-career transition planning and individualized wrap-
around process for youth with emotional and behavioral challenges.  Developed in 1996 
by staff at the Institute on Disability (IOD), RENEW is being provided by schools, com-
munity mental health centers, community-based providers, and IOD staff members.  The 
model focuses on supporting each youth to design and pursue a plan for the transition 
from school to adult life.  RENEW has substantially increased the high school completion, 
employment, and postsecondary education participation rates among our most vulner-
able youth.

Key Features
	Self-determination
	Personal futures planning
	Creative and individualized school-to-career planning
	Strengths-based approach
	Unconditional care
	Building family and other natural and community supports
	Wraparound
	Systemic support and consultation

Outcomes
	Improved educational outcomes (increased graduation rates, postsecondary educa-

tion participation)
	Increased employment rates
	Improved functioning in school and in the community
	Reductions in behavior problems in school and in the community (including reduced 

juvenile justice involvement)
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	High youth satisfaction rates
	Increased youth self-determination and self-efficacy skills
	Studies from various cohorts (projects) support these outcomes.

References
1 UNH Institute on Disability. (n.d.). About RENEW [Website]. Retrieved from http://iod.

unh.edu/Projects/renew/renew_main.aspx 

Resources
•	 Institute on Disability/UCED 
 http://iod.unh.edu

•	 RENEW Youth Portfolio 
 http://nextsteps-nh.org/wp-content/uploads/RENEW_YouthPortfolio_103112.pdf
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TRANSITIONING STUDENTS FROM 
PSYCHIATRIC HOSPITALIZATION BACK 
TO SCHOOL
Adapted with minor changes from the UCLA Center for School Mental Health.1 

Each school year many children with mental health challenges experience an event that caus-
es them to be hospitalized.  Upon discharge, they face the difficulty of re-entering school. Un-
fortunately, few psychiatric residential treatment facilities (PRTFs) and schools have protocols 
or guidelines in place to help students transition back into the school setting.  

Following is an overview of difficulties typically encountered in the transition process and 
steps that may be taken to address them.

About Psychiatric Hospitalization and Discharge
Severe mental disorders are associated with a variety of symptoms that disrupt life at 
home and at school.  Not all mental disorders require hospitalization. However, when a 
child or youth manifests such symptoms as hallucinations, threatens to self-harm or harm 
others, and/or has not eaten or slept for days, psychiatric hospitalization is a common 
reaction.  Hospitalization may be for a few days or a lengthy period of time.  When it ends, 
most children and youth return to regular schools.

When the youth is first hospitalized, a discharge plan is initiated to focus on post-hospital-
ization care (e.g., specific recommendations about facilities or resources to be considered, 
changes in living arrangements, medications, psychotherapy).  The emphasis is on ways to 
continue the child/adolescent’s improvement and minimize the need for future hospital-
ization.  Recommended practice calls for hospitals to include parents, the child/youth, and 
involved professionals in tailoring a personalized plan that includes community, home 
environment, and school resources.
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Clearly, schools play a central role in a student’s life, and one of the most important 
post-psychiatric hospitalization tasks is school re-entry.  Transitioning into a school is dif-
ficult for many students, and is likely to be more difficult for children and adolescents re-
turning from a hospital stay.  When a student returns to a school where he was enrolled, he 
needs to feel welcome, and such feelings may be undermined when those at school make 
comments and ask unwanted questions about why the student was away.  In general, the 
stresses of re-entry may work against ongoing recovery; positive supports, on the other 
hand, can enhance recovery.

Transition Programs and Challenges
Transition back to school requires considerable coordination, communication, and care.  
To accomplish this, post-hospitalization transitions must include a system of care that in-
volves collaboration among the school, the family, and the hospital. Critical to such col-
laboration is identifying someone at the school (e.g., a student support staff member, a 
teacher) who can act as a contact person to check in with periodically and to seek assis-
tance from when problems arise.  This contact person also monitors how well the transi-
tion plan is being followed and acts to ensure the student is not under too much stress. 

Effective communication is essential to ensuring that everyone is on the same page with re-
spect to implementing the plan.  Both the hospital and the school are responsible for being 
in regular communication. Unfortunately, this frequently is not the case.  Too often, hospitals 
and schools do not share information necessary to ensure a successful transition. This adds 
to the problems schools already have with respect to facilitating transitions and helping stu-
dents adjust. (It has been suggested that some of the main reasons why youth are sent back 
to a psychiatric hospital are communication errors between hospital and school.) 

Transition protocols have been developed and are used in schools across the country.   
However, research suggests that they are not well used.  For example, such protocols 
suggest having districts sign a memorandum of understanding (MOU) about following 
specific guidelines for re-entry after a psychiatric hospital discharge.  One key guideline 
specifies that the school will appoint an administrative contact person to act as a liaison 
between the hospital, the parents, and the school to ensure an effective transition and ed-
ucational placement.  Also recommended is consideration of initial partial day attendance 
to ease the stress of the transition.
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The School’s Role in Facilitating Transitions and Adjustment
Researchers continue to clarify strategies for schools to use.  For example, a pilot school 
transition program was reported recently by the University of Maryland School of Medi-
cine as follows: 

The purpose of the School Transition Program is to develop, implement 
and evaluate an effective model of supports to improve transitions for chil-
dren and youth as they exit intensive psychiatric settings, specifically inpa-
tient and day hospital settings, and return to the school environment.  The 
immediate outcome includes improved stabilization during the transition 
process through the provision of enhanced supports to the children/youth 
and families, while longer-term outcomes include reduced risk of readmis-
sion and reduced costs associated with restrictive psychiatric placements.2

Strategies for Schools
	Identify a point person to support the student.
	Conduct meetings using a mental health strengths-based approach.
	Note that the goal of hospitalization is to stabilize the child or adolescent, not “fix” her.
	Develop a crisis plan.
	Set a clear plan for addressing long-term absence and missed work, and allow for ad-

justments in classwork/homework upon return.
	Implement daily check-ins with the child or adolescent.
	Provide regular feedback to caregivers on the student’s adjustment back to school.
	Provide family and peer-to-peer support, if available.

The Center for School Mental Health at UCLA emphasizes that strategies and even systems 
of care are and will continue to be marginalized at schools as long as they are offered as 
stand-alone processes.   Instead, student and learning supports should be fully integrated 
into school improvement policy and practice.

As a fully integrated facet of school improvement, all supports for transitions can be pur-
sued within classrooms and school-wide.  While the immediate goals are to prevent and 
address transition problems, transitions provide opportunities to promote healthy de-
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velopment, enhance safety, reduce alienation, increase positive attitudes and readiness 
skills for schooling, address systemic and personal barriers to learning and teaching, and 
(re)-engage disconnected students and families.

As with all student and learning supports, the outcome is strengthened when there is 
broad involvement of stakeholders in planning for transitions and being responsible for 
effective implementation (e.g., students, staff, home; representatives from the police, faith 
groups, recreation, businesses, higher education).  Given the substantial overlap involved 
in providing supports for transitions, coalescing resources from school, family, friends, 
peers, and community can enhance the school’s capacity to handle the variety of tran-
sition concerns confronting students and their families and, at the same time, enhance 
cost-effectiveness.

Transition supports for children re-entering school after psychiatric hospitalization warrant 
greater attention.  Too few hospitals and schools have developed a collaborative system 
for coordination, communication, and care.  Without a system that weaves together the re-
sources of the hospital, home, school, and community, a student’s risk of re-hospitalization 
is increased.  System of care programs such as partial hospitalization can help enhance the 
likelihood of a successful transition and adjustment.  However, as with so many efforts to ad-
dress student and school problems, the focus on systems of care is marginalized in schools.  
For this to end, such efforts must be embedded into a unified and comprehensive system of 
student and learning supports.

Sample Guidelines for School Re-Entry Following Discharge 
From Psychiatric Hospitalization 
The following guidelines are intended only as an example of discharge protocol for students returning to school 
after admission to a psychiatric residential treatment facility (PRTF). They are adapted from Technical Assistance 
Partnership for Child and Family Mental Health.3

Annually, in August, a memorandum of understanding (MOU) is signed by the district su-
perintendent and child/adolescent PRTF director to affirm their willingness to (a) identify 
a district and PRTF administrative contact person for the coming school year who will 
serve as district-hospital liaisons to enhance communication; and (b) follow the Guidelines 
for School Re-Entry Following Discharge From Psychiatric Hospitalization.  
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Upon admission to PRTF: 
	PRTF personnel communicate with the student’s home school district as needed, given 

that parental permission is granted to the hospital educational setting.
	In the event hospital staff cannot connect with student-/parent-identified school 

contact, they will contact the designated district administrative contact person to 
initiate above communication.

	Send consent for release of academic information and assignments, post-hospital-
ization transition planning and the school collaboration form to student/parent and 
identified school contact(s). 

Following identification of contact person(s) and obtaining 
consent: 
	Hospital teacher requests academic records (e.g., transcript, schedule, IEP, 504 plan, 

most recent report card).
	School team is invited to meetings specific to academic needs. 
	Hospital teachers have ongoing contact with home school staff person to discuss/ex-

change relevant academic information and state assessments. 
	Hospital social worker/designee ensures communication with family and designated 

school personnel. 
	School district sends relevant academic work to assist the student in keeping up aca-

demically. 
	At the time of admission, the school contact person initiates dialogue with the hospi-

tal contact person regarding anything that might prohibit the student from returning 
to school/program upon discharge and communicates academic placement location 
for the student to commence at the time of discharge. 

Discharge Planning
	Given that parental permission is granted, planning/treatment team meetings are 

scheduled with hospital staff, family, and education staff as soon as appropriate in 
student’s admission.  Staff are encouraged to make use of phone conferencing if nec-
essary.  Educationally relevant topics to be discussed include: 
	Academic progress while at the hospital; safety assessment information (e.g., as-

sessments, safety plans)
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	Effective strategies for student as recommended by hospital staff (including be-
havioral management strategies)

	Educational and social-emotional needs of the student
	Plan for successful school re-entry

School Re-Entry Process
	If possible and appropriate, a transition meeting is held prior to discharge with key 

community mental health provider(s), other support individuals, school support staff, 
youth and family to develop a community reintegration plan.

	If possible and appropriate, the student attends/visits the educational placement be-
fore discharge from hospital program. 

	School and hospital staff coordinate arrangements for partial-day attendance at 
school while student transitions from hospital placement.

	The school provides immediate (minimally before student returns to hospital from 
school each day) feedback to hospital staff regarding transition experience.
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School Re-Entry After Discharge From Psychiatric Hospitalization: 
Sample Memorandum of Understanding

Adapted from Technical Assistance Partnership for Child and Family Mental Health.4

This agreement is made for the _________ school year by and between the participating 
school district _____________ (hereinafter referred to as “the district”), the community men-
tal health center ________________ (hereinafter referred to as “CMHC”), and the psychiatric 
residential treatment facility (hereinafter referred as “PRTF”).  

Whereas, the CMHC “Intake Center” was established to assist hospitals and schools in re-
sponding to the needs of students transitioning back to school from hospital programs, and 

Whereas, all school districts are required to provide a free and appropriate public education 
to its resident students with students identified as having an exceptionality and needing spe-
cial education and related services, and 

Whereas, all PRTFs are required to provide psychiatric treatment in an inpatient or partial 
hospital setting only when such level of care is required, and 

Whereas, the CMHC, the district, and the PRTF wish to establish a mutually beneficial mech-
anism by which district, CMHC, and PRTF personnel can support the transition of students in 
their return to school attendance, 

NOW, in consideration of the understandings set forth, the parties agree to the following 
terms: 
1. The “Psychiatric Discharge Communication Liaison Procedure” will be activated when 

personnel at the CMHC and PRTF are unable to identify an appropriate district contact 
through communication with the patient and/or the patient’s family. 

2. In the event the student and/or family cannot identify an appropriate school district con-
tact, hospital personnel will contact the district primary contact who will provide the 
name and contact information of the student’s administrator/counselor. The district pri-
mary contact will also have responsibility for ensuring the lines of communication be-
tween the student’s administrator/counselor and hospital personnel are clearly estab-
lished to ensure smooth school-hospital collaboration. 

3. It will be the responsibility of the school district to update the primary and backup con-
tact information annually and, as needed, to keep the information current. 

4. In addition, the Guidelines for School Re-Entry After Discharge From Psychiatric Hospital-
ization are agreed upon by all parties and shall be followed to support the transition to 
school attendance post-hospitalization. 

Signatures of Each Party:

District Superintendent: ________________________________  Date:__________________

CMHC Intake Director: __________________________________ Date:__________________

PRTF Discharge Director:________________________________ Date:__________________
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Conversations about suicide can be difficult, particularly when they concern children and 
adolescents. However, such discussions are crucial and can ultimately be lifesaving.   It is 
important for educators and school staff to know the risk factors of suicide and strategies 
for preventing suicide and supporting at-risk students.     

By the Numbers
The Centers for Disease Control and Prevention (CDC)1 reports the following statistics re-
garding youth suicide:
	Suicide is the third leading cause of death among 10- to 24-year-olds.
	The highest rates of death occur among Native American/Alaskan Native youth.
	LGBTQ youth are at a heightened risk for suicide as well.
	Females are more likely to attempt suicide; however, 81% of deaths are males and 19% 

are females.
	Compared to other racial and ethnic groups, suicide attempts occur at a higher rate 

among Hispanic youth.

The following signs may indicate that a child or adolescent is at risk for attempting suicide:

Risk Factors
	History of family mental illness or suicide
	Individual mental illness 
	Abuse of drugs or alcohol 
	History of trauma 
	Exposure to a stressful event(s), including loss of a loved one, incarceration, violence, 

and illness 
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	Knowing an individual who has attempted or committed suicide
	Access to means that could result in death (e.g., firearms, drugs)
	Previous attempts of suicide by the child or adolescent

Symptoms
	Discusses committing suicide (in conversations, writing, art, social media)
	Exhibits unusual changes in appetite or mood
	Sleeps too much or too little 
	Engages in risky behaviors 
	Withdraws from social interactions
	Demonstrates diminished interest in usual activities
	Attempts to access methods that could result in death (e.g., firearms, drugs)
	Offers possessions to others
	Has communicated feeling, or appears to feel, hopeless
	In an Emergency the following numbers can be helpful:

– 911
– Local mental health center
	Name:
	Phone:

– National Suicide Prevention Lifeline
	1-800-273-8255 available 24/7
	suicidepreventionlifeline.org to chat

How Schools and Educators Can Help
If it is suspected that a student is in immediate danger, follow your building’s crisis proce-
dure for suicide prevention. 

Education
Education is instrumental in times of crisis.  Although to some degree it may be difficult 
to predict when a student is going to contemplate suicide, understanding risk factors, 
symptoms, and how to talk to students about their feelings and plans can prove critical if 
the need does arise. 
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Programs such as Youth Mental Health First Aid, the American Foundation for Suicide 
Prevention (More Than Sad Program), and The Society for the Prevention of Teen Suicide 
(free online training) can provide educators with training and the information needed to as-
sist students during times of crisis.  Schools may also consider revisiting their crisis manage-
ment plans to identify areas that can be strengthened with respect to student suicide.   

Prevention
Identify supports and positive role models.  Connection is key in supporting students.  
If a student appears to be having a difficult time, identify a supportive adult that the stu-
dent can speak with (this may be particularly important for males who may feel a stigma 
about discussing their emotions or difficulties).  

Increase education and decrease the stigma surrounding mental illness. School mental 
health professionals (SMHPs) can provide age-appropriate lessons or individualized support 
on mental health disorders to further understanding, identify potential risk factors, and de-
crease the stigma of diagnosis or requesting help.  School staff also play an important role in 
supporting students and reducing stigma within their classrooms or hallways, and can part-
ner with their SMHPs to develop appropriate lessons or interventions.  

Intervention
Don’t be afraid to ask students about suicidal thoughts.  It is a common myth that ask-
ing somebody if they are contemplating suicide will cause them to consider it, if they were 
not already.  If concern about a student is experienced, privately asking the student about 
these concerns (or identifying a trusted adult with whom the student has a positive rela-
tionship) is an important first step.  Phrases such as “Do you feel safe with yourself?” or “Are 
you considering harming yourself?” can be helpful openings and expressions of support.  

Assess the situation for signs of urgency.  If a student is contemplating suicide, it is im-
portant to know if he has developed a plan (how, when, and with what means).  Although 
these topics are difficult to discuss, they can assess the urgency of the student’s needs.  
If a situation appears to be critical, the student should not be left alone, and additional 
help should be requested.  Seek the support of your school and community-based mental 
health professionals.  
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Develop a plan to support the student.  Regardless of whether the student has ex-
pressed having a plan, all discussion of suicide should be taken seriously.  If a student 
indicates that she is considering harming herself, immediately notify individuals who are 
professionally trained to address the situation (such as an SMHP or school nurse) and who 
can work with family and school staff to develop a plan.

Suicide Prevention Programming: An Opportunity for 
Partnerships
Beginning in January 2017, Kansas schools will be required to provide one hour each 
calendar year of suicide awareness and prevention programming to all school staff and 
make the training materials available for parents as well.  Known as the Jason Flatt Act, this 
mandate provides a focal point around which meaningful partnerships between schools, 
parents, community mental health agencies, and law enforcement can take root.

Community Mental Health Centers (CMHC) are an important safety net for their catch-
ment area for children and families, and can be a valuable community agency with which 
schools can partner. For example, school building crisis plans for suicide prevention and 
intervention should include steps for ensuring students at imminent risk are either as-
sessed by their CMHC or a hospital with psychiatric services. If a medical emergency is also 
in progress, the student should go straight to a hospital emergency room. 

Follow-up care and crisis recovery plans in collaboration with the CMHC or treatment 
provider are also important.  In some cases, CMHCs provide professional development 
to districts on topics such as how to recognize suicide ideation and what to do, as well as 
interventions and recovery supports. Mental Health First Aid is an evidence-based course 
that many CMHC staff are trained to provide to the community, including schools.

Inviting parents, parent-teacher organizations, and board members to attend this type 
of “gatekeeper” training alongside school staff can be a powerful awareness-raising and 
community-building activity that creates a safety net for children. Parents are essential 
in the assessment, intervention, and crisis recovery aspects of suicide prevention. School 
staff should never dismiss suicide ideation, whether deemed high risk or not, and have 
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an obligation to notify parents and provide referrals and assist parents in reaching out for 
more in-depth mental health treatment for their child.2 

Law enforcement is another important potential partner for schools as they create their 
crisis protocols. In instances when parents cannot be reached, or a student is aggressive or 
flees school, police can aid in transporting a child to the emergency room for assessment.
It is important to connect suicide prevention training concepts to the broader education-
al framework of each district. It is an opportunity to remind staff of the value of imple-
menting their core with fidelity to ensure the protective factors that caring relationships, 
social-emotional learning, and positive behavior supports create for all students, and es-
pecially for students who are struggling.

Assessment for Hospitalization: What to Expect
Teachers and other school staff are well positioned to detect the risks outlined in this 
section and take action to protect children. School personnel must consider any talk of 
suicide a serious warning sign and SMHPs must determine whether the child and family 
should seek assessment for hospitalization for safety. Although suicide and homicide are 
the two crises that most readily come to mind, there are other examples of danger to self 
or others that schools have witnessed that could require the need for hospitalization.

On the occasions when a school-based mental health staff assesses that a student is a 
danger to him/herself or others, the SBMH staff will need to refer the student for an assess-
ment for hospitalization. It is critical that staff independently convey to the assessor their 
observations and concerns, as it is not unusual for children to be more reticent or anxious 
in the assessment process, and important information can be left unsaid and, therefore, 
remain unknown to the assessor. In instances when school personnel refer a student for 
assessment, the following is a generic flowchart of what typically can be expected. 
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School-based mental health does a preliminary level of risk assessment.* 
Risk should consider imminent danger to self and others.

*Note: Regardless of the level of risk the SBMH professional determines, parents should be informed of the 
concern (unless parent abuse is suspected and mandated reporting to child protective services is warranted). 

Injury 
(cuts, pills, etc.) OR 

aggression?

Parent available?

YES:

If student is violent or aggressive, or if there is any medical 
urgency (e.g., ingested pills, cutting on self ), the student 
should be referred to a hospital emergency room (ER).

NO:

NO:

In extreme cases if a minor is high risk and the parents/legal 
guardian cannot be reached, it may be necessary to place 
the minor in police protective custody. Some schools have 
school resource o�cers (SROs) who perform this duty.

YES:

Parents are essential for the assessment process.

Minors cannot be admitted to a psychiatric hospital without parent/legal consent.

If the student meets criteria, parents will transport (or follow secure transport) the minor to 
the psychiatric hospital and will have to sign the minor in.

Please be clear with the student and parent about what an assessment for suicidality is and 
that hospitalization may be recommended.

Private Insurance?

YES:

If the student has private insurance, s/he can be assessed by the CMHC or may be able to go directly to an 
inpatient psychiatric hospital for admission. The ER may be considered if incident occurs after business 
hours, if psychiatric hospital is not available, or if injury or aggression is involved.
Parents may call their insurance company to ascertain which hospitals are in network for their plan.

NO:

If students have a medical card, they have the option to go to their CMHC for an assessment. Alternatively, 
they can go to a hospital with psychiatric beds for an assessment..

School personnel should contact whichever agency the family decides to take the child to provide any relevant information for the 
assessment. In such instances of emergency, FERPA (Family Educational Rights and Privacy Act) and HIPAA (Health Insurance Portability 
and Accountability Act) allow disclosure without a release. School personnel perspective is critical in aiding the assessment process.

SBMH should be clear with the student and family about what an assessment for suicidality is and that hospitalization may be 
recommended.

Contact the agency to which the child and family are going and explain you have a student who needs to be assessed (for suicidality or 
homicidality) and need to speak with the assessing sta�. SBMH may be asked for the following information:
• Name of student:
• Date of birth:
• Do you know if the student currently has a therapist, case manager, 

or med sta�?
• Do you know if the student has a private insurance or medical card?

• What symptoms is the student exhibiting? Please be thorough 
about your observations and concerns.

• How is the student being transported to the agency and when 
is arrival expected?

• Where are the parents?

After the assessor completes the interview (including hearing from the SBMH person who should have called to share 
information/concerns), he or she determines whether criteria for a crisis admission to an inpatient psychiatric hospital are met.

Admission criteria for inpatient hospitalization vary, and just because a minor meets criteria does NOT guarantee he or she will go to the 
hospital.

Psychiatric 
hospital 

recommended?

YES:

If criteria are met, the assessor begins contacting psychiatric hospitals to facilitate admission.

Parents may transport the minor (if appropriate) or secure transport may be utilized.

If the assessment happens at the ER, secure transport to the next hospital must be used, and 
parents will have to follow in a separate vehicle.

NO:

If a minor meets criteria but can contract for safety, and if parents can ensure safety, they may 
be diverted from the psychiatric hospital.

If parents refuse hospitalization, the assessor must defer (except in extreme and rare cases) 
because parents have legal consent.
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Children in this type of crisis may either be hospitalized or provided intensive commu-
nity services to maintain safety and stability, but the providers of those services many 
not always be able to communicate the details of these outcomes to the school once the 
emergency of imminent danger is over, if parents refuse to sign a release. Parents may also 
refuse services altogether.

Formal partnerships between schools and CMHCs can be beneficial in establishing pro-
tocols that can better facilitate supporting students who experience mental health crises 
and support their transition back to school. Students who have mental health issues (e.g., 
depression, anxiety, schizophrenia, bipolar, conduct disorder, or substance abuse) can at 
times of crisis become a danger to themselves or others. Those who have had a prior at-
tempt of suicide, or have been exposed to suicide, have a heightened risk.

Good follow-up care is essential for these students, which includes coordination with hos-
pital and therapeutic staff. Students with behavioral, emotional, and other mental health 
needs that severely interfere with functioning may require a referral to a modified pro-
gram designed to accommodate their needs, may need a period of modified workload or 
schedule, or in some other type of intervention. School-based counselors, psychologists, 
social workers, nurses, and other staff should coordinate with therapists and treatment 
goals and can often provide the supportive educational services required by these stu-
dents, as well as consultation to their teachers.
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AT-RISK POPULATIONS
The following fact sheets describe several at-risk populations that may be en-
countered within school communities, including youth facing poverty and 
homelessness, migrant and undocumented students, youth exposed to hu-
man traffi  cking, and those students who identify as LGBT.  In addition to providing basic infor-
mation, each fact sheet provides helpful resources for the identifi ed population.
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POVERTY AND HOMELESSNESS 
This fact sheet was made in partnership with the Kansas Department of 
Education Educating Homeless Youth Program.

Poverty and homelessness are diffi  cult situations that some students face every day.  These 
circumstances can impact a child’s ability to focus, attend classes, and general school suc-
cess, among other struggles.  

Understanding the population impacted, and the various forms in which these situations 
occur, can help schools and educators to identify students who are exposed to these chal-
lenges and encourage implementation of resources and interventions.  

Who Is Impacted?
	According to the 2015 Kansas KIDS Count report,1 approximately 18.4% of Kansas chil-

dren (under the age of 18) live in poverty.
	During 2014/2015, a total of 143 Kansas school districts2 identifi ed 9,715 students who 

were considered homeless.  Living situations for these students included:
	Doubled-up (8,173 students)
	Shelters or transitional housing (942)
	Unsheltered (cars, parks, etc.) (95)
	Hotels/motels (505)

Homelessness: Beyond Traditional Stereotypes
The term “homelessness” brings to mind a variety of ideas and views.  For example, tradi-
tional stereotypes may elicit a mental image of an individual living on the street; however, 
the defi nition of homelessness encompasses a range of situations, including:
	Doubling-up or living with another family as a result of losing one’s house or other 

economic diffi  culty; or any one these settings … hotel, camping ground, bus station, 
park, motel, emergency shelter, vehicle, abandoned building.

	Children and youth who have been left in hospitals.  
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What Does It Look Like?
Adapted from KSDE Educating Homeless Children and Youth Fact Sheet.3

According to Section 725(2) of the McKinney-Vento Homeless Education Act,
the term “homeless children and youth” refers to individuals who lack a fixed, regular, and 
adequate nighttime residence.
	A fixed residence is one that is stationary, permanent, and not subject to change.
	A regular residence is one that is used on a regular (e.g., nightly) basis.
	An adequate residence is one that is sufficient for meeting both the physical and psy-

chological needs typically met in home environments.

Effects of Homelessness and Poverty
Homelessness and poverty can impact students in a variety of ways.  Lack of adequate 
housing or living in poverty permeates all aspects of a student’s life, including physical 
health, emotional health, school success, and relationships with peers.  Detailed below, 
these areas can be caused by numerous factors and result in various outcomes.4

Health
	Hunger
	Less access to medical/dental care
	Decreased access to areas or opportunities for play and activity
	Low birth weight

Mental Health
	Less access to mental health care
	Increased reporting of child abuse and neglect  
	Increased experience of violent crimes
	Chronic stress
	Low self-esteem
	Anxiety
	Depression

Academics
	Absenteeism
	Lack of reliable transportation
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	Weakened peer relationships (if students are fearful of having their situation know by 
others)

	Frequent moving between schools
	Developmental delays
	Grade repetition
	School expulsion or suspension
	Decreased attention, concentration, or memory

What Schools Can Do
Adapted from the KSDE Educating Homeless Children and Youth Fact Sheet.2

The McKinney-Vento Act requires each school district to designate a homeless liaison.  
This individual ensures that the following responsibilities,5 along with others, are met:
	Students have full and equal opportunity to succeed in school.
	Homeless youth and their families receive eligible services.
	Students receive free breakfast and lunch.
	Parents or guardians are informed of educational and related opportunities available 

to children and given meaningful opportunities to participate in the education of their 
children.

	Parents or guardians and unaccompanied youth are fully informed of transportation 
services and assisted in accessing transportation.

A list of liaisons for each school district in Kansas may be found on the KSDE Educating Home-
less Children and Youth website.

In addition to these requirements, school staff may wish to consider the following inter-
ventions to aid students throughout these difficult times, while being mindful of a child’s 
right to confidentiality:
	Ensure students have access to the necessary tools to complete assignments, or utilize 

appropriate modifications.
	Foster strong relationships with the student and the family.
	If change is stressful for the student, make the student aware of upcoming fluctua-

tions in schedules or routine.
	Support the student’s social-emotional skills.
	Consider that access to early child education services can be helpful in combating the 

negative effects of homeless and poverty. 



KSDE TASN ATBS School Mental Health Initiative                                                                         83

AT-RISK POPULATIONS

References
1 Kansas Action for Children. (2015). Kansas KIDS COUNT. Retrieved from http://kac.org/

wp-content/uploads/2012/11/2015-Final-State-Report.pdf 

2  Kansas State Department of Education. (2015). Education for homeless children and youth 
(McKinney-Vento) 2014-2015 homeless data. Retrieved from http://ksde.org/Portals/0/
Title%20Programs%20and%20Services/Homeless/Data-2014-2015KansasEHCY.pdf 

3 Kansas State Department of Education. (2015, June 12). Education for homeless children 
and youth (McKinney-Vento) fact sheet. Retrieved from http://www.ksde.org/Portals/0/
ECSETS/FactSheets/FactSheet-Homeless.pdf 

4  Brooks-Gunn, J., & Duncan, G. J. (1997). The effects of poverty on children. Children & Pover-
ty, 7(2), 55-71. Retrieved from https://www.princeton.edu/futureofchildren/publications/
docs/07_02_03.pdf; McCoy-Roth, M., Mackintosh, B. B., & Murphey, D. (2012, February). 
When the bough breaks: The effects of homelessness on young children. Child Trends: Ear-
ly Childhood Highlights, 3(1), 1-11/ Retrieved from http://www.childtrends.org/wp-con-
tent/uploads/2012/02/2012-08EffectHomelessnessChildren.pdf; American Psychologi-
cal Association. (n.d.). Effects of poverty, hunger and homelessness on children and youth. 
Retrieved from http://www.apa.org/pi/families/poverty.aspx; Jensen, E. (2009). How pov-
erty affects behavior and academic performance. In E. Jensen (Ed.), Teaching with poverty 
in mind (Chapter 2). Retrieved from http://www.ascd.org/publications/books/109074/
chapters/How-Poverty-Affects-Behavior-and-Academic-Performance.aspx 

5 Kansas State Department of Education. (2015, June 12).

Resources
•	 KSDE Educating Homeless Children and Youth Program 
 http://www.ksde.org/Agency/Division-of-Learning-Services/Early-Childhood-Spe-

cial-Education-and-Title-Services/Title-Services/Educating-Homeless-Chil-
dren-and-Youth

•	 Guidelines for Reporting Homeless Students in KIDS 
 http://kidsweb.ksde.org/Documents

•	 NCHE National Center for Homeless Education 
 http://www.serve.org/nche

•	 National Association for the Education of Homeless Students and Youth 
 http://www.naehcy.org



84                                                                         KSDE TASN ATBS School Mental Health Initiative

AT-RISK POPULATIONS: MIGRANT AND IMMIGRANT STUDENTS

MIGRANT AND IMMIGRANT 
STUDENTS
Migrant and immigrant students face a variety of challenges.  The following 
information highlights these diffi  culties and provides information and 
interventions that can be used to provide students with meaningful 
educational, social, and emotional instruction.

Who Are Migrant Students?
Adapted from the KSDE Kansas Migrant Education Program.1

According to Part C of Title I of the Elementary and Secondary Education Act, a child is 
defi ned as a migrant if all of the following conditions are met:
	The child is not older than 21 years of age; 
	The child is entitled to a free public education under state law; 
	The child is a migrant agricultural worker or has a parent, spouse, or guardian who is a 

migrant agricultural worker; and
	The child has moved within the preceding 36 months in order to seek or obtain work, 

or to accompany or join the migratory agricultural worker who moved within the pre-
ceding 36 months in order to seek or obtain qualifying work.

Concerns or Challenges
	School attendance may be brief or inconsistent due to frequent moving.
	English may not be the student’s or family’s primary language, which may hinder com-

munication within the classroom and between home and school.
	Health concerns or lack of resources may be present due to frequent traveling or low 

income. 
•	 Moving can be traumatic for students (particularly if immigration occurred due to un-

rest and violence in a student’s former location).
•	 Students may struggle with forming relationships, particularly if cultural and social 

diff erences exist and family support is limited.
•	 Families may not know where to fi nd or how to access resources and supports.
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What Schools Can Do
Schools should consider developing a plan and resources to assist students and their fam-
ilies before the need occurs.  Migration can occur at unexpected times, and having a plan 
can provide students and their families with resources and supports to quickly deliver the 
most benefit.  Following are some general practices for schools to consider:
	Foster community by providing a welcome atmosphere for all students.
	If comfortable, ask students to educate others on their culture or customs.
	Integrate the family into the school community.  Offer a tour of the school (even if 

student is beginning mid-year), and identify other parents or families that can serve as 
resources can assist students and their families in building relationships.  

	Within the classroom, provide materials or support in alternate languages, if needed.  
	Consider the language or reading capabilities of family members when communicat-

ing with parents or guardians, sending notes home, etc.  
	Be mindful of cultural norms when communicating with the family.  
	Within the classroom, implement appropriate interventions to assist students in learn-

ing as much as possible, even if their time at the school will be brief.
	Create peer groups for students to meet and make connections with other students.
	Modify work as needed, considering language and access to resources.  Student may 

not have knowledge of or access at home to certain technologies or basic supplies 
such as paper.  

	Identify the student’s strengths and interests.  Take time to get to know the student, 
what she likes to do and what successes she has experienced prior to joining the 
school.

	Be mindful of any difficulties the student has faced.  The process of migrating or im-
migrating is often filled with challenges and traumatic experiences.  Students may 
experience symptoms of PTSD, fear of abandonment, or culture shock. 
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Resources
Migrant
•	 Kansas State Department of Education 
 http://www.ksde.org/Default.aspx?tabid=576 

•	 Kansas Migrant Education Program 
 http://ksmigrant.org/index.html 

•	 National Child Traumatic Stress Network: Guidance for Working with Unaccom-
panied Migrant Children 

 http://www.nctsn.org/trauma-types/refugee-trauma/guidance-unaccompanied%20 

•	 Education World: Meeting the Educational Needs of Migrant Children 
 http://www.educationworld.com/a_curr/curr347.shtml 

•	 National Association of Elementary School Principals: Working with Migrant Stu-
dents 

 https://www.naesp.org/resources/2/DLCT/2009/DLCT2009v1n3a1.pdf 

•	 SEDL: Reading and the Migrant Student 
 http://www.sedl.org/pubs/sedl-letter/v14n03/4.html 

•	 ¡Colorín colorado!: Migrant Farmworker Families: Books for Kids 
 http://www.colorincolorado.org/booklist/migrant-farmworker-families-books-kids 

Immigrant
•	 U.S. Department of Education 
 http://www2.ed.gov/about/overview/focus/immigration-resources.html 

•	 National Child Traumatic Stress Network: Working with Unaccompanied and Im-
migrant Minors 

 http://www.nctsn.org/content/working-unaccompanied-and-immigrant-minors 

•	 The Center for Health and Health Care in Schools 
 http://www.healthinschools.org/Immigrant-and-Refugee-Children.aspx 

•	 Center for Mental Health in Schools: Immigrant Students and Mental Health Re-
source List 

 http://smhp.psych.ucla.edu/qf/immigrantkids.htm 

•	 Scholastic 
 http://teacher.scholastic.com/activities/immigration/ 
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Undocumented Students
Adapted from the U.S. Department of Education Resource Guide: Supporting 
Undocumented Youth.1

Undocumented students represent one of the most vulnerable groups 
served by U.S. schools. Estimates indicate that every year 80,000 undocumented youth 
turn 18 and approximately 65,000 graduate from high school. Just 54% of undocument-
ed youth have at least a high school diploma, compared to 82% of their U.S.-born peers. 
Further, only 5-10% of undocumented high school graduates continue their education 
and enroll in an institution of higher education, and far fewer successfully graduate with 
a degree. 

Despite these signifi cant challenges, many undocumented youth have achieved academ-
ic success – graduating from two- and four-year higher education institutions and em-
powering other undocumented youth through mentorship and volunteering. Case stud-
ies and testimonials from undocumented youth suggest that one crucial factor in their 
academic success has been support from family, educators, and other caring adults in 
their lives.  And research has shown that certain environmental factors, such as access to 
extracurricular activities, advanced coursework, and engaged parents, can boost resilien-
cy among undocumented youth, and are correlated with greater educational attainment.
These fi ndings indicate that caring adults can make an impact – that educators, counselors, 
principals, and specialized instructional support personnel can be the linchpins of success 
for undocumented students. Studies and surveys of undocumented students have shown 
that they demonstrate high levels of resilience, leadership, and civic engagement. These 
positive factors can be further bolstered and nurtured when supportive adults, including 
educators, are present to help undocumented youth navigate the barriers they face.

Tips for Secondary School Educators, Counselors, and Other 
Personnel
1. Create Open and Welcoming Environments.

a) Embrace and value diversity and the cultural backgrounds of all students.
Teachers (and other educational personnel) who serve immigrant students should 
understand the cultural and educational backgrounds of their students.  The de-
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velopment of trusting relationships with educators is especially important, and af-
firming attitudes toward students’ backgrounds and cultures may help to facilitate 
greater mutual trust.

 Examples:
	Model multicultural sensitivity for students and other personnel. To be effec-

tive, cultural competency and advocacy must be implemented on multiple 
levels; modeling is one approach to achieving this.

	Engage in self-reflection to identify and address personal biases and increase 
multicultural competence.

	Proactively address bullying or subtle forms of discrimination between peers, 
education personnel, and others.

	Incorporate discussions around diversity and immigration in instruction.
	Plan and host trainings on multicultural issues that educate teachers and staff 

about the unique needs and challenges of undocumented students.

b) Withhold judgment and biases about immigration status. Educators and oth-
er personnel should not make assumptions about students’ immigration status, 
including assuming that ethnicity or speaking languages other than English imply 
non-citizen status. 

 Examples:
	Do not inquire about a student’s immigration status. Youth may have legiti-

mate fears about disclosing such information.
	Ensure that all students have access to information about the educational 

rights of undocumented youth.
	If a youth discloses his or her immigration status, convey openness and an as-

surance of confidentiality in discussing the topic.
	Keep in mind that some students may not have immigration-related docu-

ments that are needed for some school activities, such as field trips across na-
tional borders and study-abroad opportunities.

c) Establish safe spaces that allow undocumented youth to share freely, engage 
with, and lead their peers. Some undocumented youth fear sharing information 
about their immigration status. For example, one survey found that over 80% of un-
documented college students (including many recipients of the Deferred Action for 
Childhood Arrivals [DACA]2 legislation, which allows certain undocumented immi-
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grants  to receive a renewable two-year deferment of deportation and work autho-
rization if they entered the country before their 16th birthday and have continuously 
lived in the United States since June 15, 2007, among other requirements) considered 
the deportation and immigration detention of themselves or family members a ma-
jor concern.  While respecting student privacy, schools and their staff should consider 
establishing safe spaces where undocumented youth have the opportunity to share, 
engage with their peers, and build a school-based support system.

 Examples:
	Provide support groups for immigrant students and their families, including 

those who might be undocumented. It may be difficult to garner wide par-
ticipation in these groups depending on the school culture and openness of 
undocumented students and families. Ensure broad access by widely promot-
ing this resource to all students and families. School counselors, mentors, and 
educators may also be able to help provide references to interested youth and 
families. Individually addressing fears of deportation in a sensitive manner 
may be needed.

	Work with school or district personnel to establish anti-bullying campaigns 
and participate in anti-stigma groups, which can develop awareness among 
all students, parents and educators.

2. Build Staff Capacity and Knowledge About Undocumented Youth.  
a)  Learn about the policies and laws affecting undocumented students’ access to 

education.  Educators, counselors, and other personnel are often in trusted positions 
and can serve as conduits of key information to students and their families. Because 
policies related to undocumented immigrants and education vary at state and local 
levels, education personnel can help provide clarity to youth and their families if they 
are informed about the relevant issues. Too often, educators and counselors lack this 
information and do not receive any specific training on these issues.

Examples:
	Learn about the DACA policy.
	Learn about relevant state and local legislation that affects undocumented 

students, including legislation related to access to higher education. 
	Work collaboratively to strengthen the multicultural competency of teachers, 

administrators, and school personnel.
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	Develop and host multicultural trainings and workshops that educate and 
equip school staff to support undocumented students and their families.

	Provide general information about challenges facing undocumented students 
to educational personnel through email, handouts, and presentations.

	Inquire about whether your school district receives funds for English Learn-
ers (ELs) under Title III, Part A of the Elementary and Secondary Education Act 
(ESEA); undocumented students who are ELs are eligible for services under 
that program.

3. Share Information and Resources with Youth and Families.
a) Highlight the opportunities that exist to help undocumented youth access 

postsecondary education. Though undocumented youth face barriers to college 
access, educators and counselors can help students to persevere and stay motivat-
ed by conveying high expectations, providing extra support, and sharing helpful 
resources with youth and their families.

Examples:
	Affirm that undocumented students can go to college, but that additional re-

search may be needed because some options and services may not be avail-
able to them. If possible, offer to help students with this research.

	Share information on scholarships available for non-citizens. A growing num-
ber of private non-profit organizations, foundations, and other entities provide 
scholarships to undocumented youth and DACA recipients.

	If applicable, encourage scholarship sponsors to change their policies to be 
inclusive of undocumented students.

b) Help to connect undocumented youth and their families to community re-
sources and stakeholder organizations for more support. Coordination with 
community organizations can help provide a more cohesive system of support for 
undocumented youth and their families, connecting them to local resources and 
service providers.

 Examples:
	Develop a coordinated outreach plan with immigrant youth-led organizations, 

advocacy groups, and other community-based organizations to support un-
documented students and their families holistically.
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	Undocumented students may gain valuable socio-emotional support and ac-
cess to resources by participating in advocacy organizations, especially those 
led by immigrant youth themselves, in their local communities or at institu-
tions of higher education.

	Collaborate with youth-serving agencies in your community.
	Encourage students to explore whether they are eligible for other pathways to 

citizenship.

c) Share information with undocumented youth and families about DACA con-
sideration and renewal and support students’ requests for education records. 
When youth are requesting consideration for DACA, help to ensure that they seek 
information from official government sources such as United States Citizenship 
and Immigration Services (USCIS) or the Department of Homeland Security (DHS). 
If youth are interested in seeking legal advice, recommend that they visit USCIS’s 
Find Legal Services page. Most young people request consideration for DACA 
without needing any legal advice but for some, the process may be more challeng-
ing and legal assistance may be needed.

 Examples:
	Provide students with information about how to obtain their education re-

cords.
	Provide migrant students and families information about the availability of 

records through the MSIX system, a web-based platform that links states’ stu-
dent record systems to enable a national exchange of educational and health 
information for migratory children who are eligible for the Migrant Education 
Program (MEP) under the Elementary and Secondary Education Act (ESEA). 

	If requested, share materials regarding the process for attaining citizenship 
within the United States.

	Collaborate with trusted community-based organizations to answer undocu-
mented students’ questions regarding pathways to citizenship.

4. Actively Engage Families and Community Organizations.
a) Be empathetic and build positive relationships with undocumented youth 

and their families. Enter relationships with youth with a positive mindset; be con-
sistently encouraging and willing to listen. Strive to establish trust with families as 
well as youth.
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 Examples:
	Understand the stress and other feelings undocumented youth and their fam-

ilies may experience.
 When undocumented students trust their teachers or counselors, they may 

feel comfortable enough to reach out for help when they need it. This connec-
tion provides an opportunity to give support to ensure that students do not 
have to face challenges alone.

b) Engage families of undocumented youth by ensuring communications are in 
a language and format that is understandable to parents. 

 Examples:
	Investigate broader translation and online documents written in multiple lan-

guages that can enhance a school’s or campus’s multicultural sensitivity.
	Hire personnel who are multilingual and have completed the requisite training 

as a translator or interpreter.

c) Be proactive and create frequent, flexible engagement opportunities for 
families. Research has shown that undocumented youth attribute the support of 
actively engaged parents and families to helping them achieve academically and 
build resilience.  Education personnel should approach relationships with families 
with openness and an aim to establish trust, acknowledging that this may be chal-
lenging for undocumented or mixed-status families.

 Examples:
	Arrange office hours that will facilitate access to all families, including those 

of undocumented students. Stepping outside of traditional roles may help to 
build a trusting, therapeutic relationship with students and families.

	Discuss and reflect cultural understanding of the expectations for undocu-
mented students by their families. Acknowledge that some families may have 
differing perspectives on postsecondary education, while still communicating 
its value.

d) Leverage the leadership of undocumented college students and the com-
munity to engage and support undocumented youth. Undocumented youth 
who have successfully entered higher education have been shown to exhibit high 
levels of civic engagement and commitment to community service.  These young 
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leaders have the potential to be engaging and knowledgeable role models for un-
documented youth in secondary school or college.

 Examples:
	Create safe opportunities for undocumented students in secondary schools and 

at local institutions of higher education to serve as role models in the community.
	Host events that empower and put youth voices on display; these can be opportu-

nities to raise awareness and support positive youth development.
	Connect community members with similar backgrounds (community activists, 

church members, undocumented college students, etc.) to serve as mentors for 
youth; these individuals may provide culturally responsive and sensitive insight to 
the challenges undocumented students experience. 

5. Provide Additional Academic Supports to Undocumented Youth, If Needed.
a) Support undocumented youth and families in navigating the higher educa-

tion admissions process. The admissions process for postsecondary institutions 
can be tough for undocumented youth. Undocumented students often must 
wade through state, local, and institutional policies when deciding to which high-
er education institutions they should apply and eventually attend.  Counselors and 
educators can play important supportive roles for undocumented youth by help-
ing them apply for college and determine financial aid options.

 Examples:
	Walk through the higher education admissions process with undocumented 

youth to help them gain familiarity with key steps and important deadlines, 
and check in with them regarding their follow-through on key tasks.

	Provide support as students work to fulfill the application requirements for ac-
ademic essays and letters of recommendation.

	Engage parents and keep them involved during the college application and 
admissions experience, acknowledging that they may lack familiarity with 
these processes.

	Coordinate with local community colleges and other institutions to hold col-
lege tours and information sessions.

b) Provide ongoing support and individual help beyond the college application 
and admissions process. Ensure students have the opportunity to receive on-
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going mentoring and advice, such as by connecting them to services available 
at community organizations or with other undocumented youth who may lead 
campus or stakeholder groups.

c) Advocate for dual enrollment opportunities that are open to all secondary 
school students regardless of citizenship status. While dual enrollment may in-
crease engagement and access to rigorous coursework for all students, anecdotal 
evidence suggests that it poses a particular benefit for undocumented students.

 Example:
	Promote dual enrollment in college courses during secondary school as a cost-sav-

ing college preparation strategy for undocumented youth, in particular.

References
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 http://www.dhs.gov
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 http://www2.ed.gov/about/overview/focus/immigration-resources.html 

•	 U.S. Citizenship and Immigration Services 
 http://uscis.gov 

•	 U.S. Citizenship and Immigration Services (USCIS) Find Legal Services 
 http://uscis.gov/avoid-scams/find-legal-services
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HUMAN TRAFFICKING

Human traffi  cking occurs when an individual is exploited or held against 
their will, often for sex or labor.  This is a criminal off ense and, if suspected 
or observed, should be reported to authorities.  Given the nature of the crime, it may be 
diffi  cult to know when traffi  cking is occurring.  The following information includes statis-
tics specifi c to Kansas, warning signs, and resources needed to understand this complex 
problem and how to provide assistance to students if traffi  cking is suspected.  

Who Is Impacted?
The National Human Traffi  cking Resource Center (NHTRC)1 reported the following Kansas 
statistics for 2015:
	31 sex traffi  cking reports (other types include labor, not specifi ed, and sex and labor 

combined)
	34 female victims
	43 human traffi  cking cases reported 
	16 minors
	126 calls were received regarding human traffi  cking.  Of those calls, 43 were from com-

munity members while only 8 were received from victims.  This stresses the important 
role that community members have in identifying and assisting those who are victims 
of this crime. 

•	
What Does It Look Like?
The following signs may indicate that an individual is a victim of human traffi  cking.  Utilize 
the following resources if it is suspected that a student is at risk.  

Home and Personal
	Multiple individuals live together in one space
	Living at a work or job site
	Dating an individual with an unusual age diff erence 
	Sexual references that are not age appropriate 
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Mental and Physical Health
	Symptoms of physical or sexual abuse
	Depressed, sad, or fearful
	Symptoms of drug use
	Anxious, tense, or worried
	Appears to lack adequate nourishment

School
	Absenteeism
	Lacks appropriate supplies or apparel 
	Noticeable change in or difficulties with assignments or grades 

Effects
As might be expected from the examples above, the effects of human trafficking can be 
severe and far-reaching.  A student who has experienced trafficking may suffer from poor 
health or access to medical care.  The trauma associated with such treatment may cause 
symptoms of depression, anxiety, paranoia, or PTSD.  If students frequently miss school or 
are fearful of others learning about their situation, they may become socially isolated or 
experience diminished academic performance.  It is reasonable to conclude that students 
may experience many of these symptoms even if they are not the direct target of human 
trafficking, but instead have witnessed parents or other family members being exploited.  

What Schools Can Do
	Schools can provide educational opportunities and materials to staff regarding the 

signs and risk factors of human trafficking.
	If it is suspected that a student is a victim of human trafficking (or witnessing such 

crimes) schools can assess a student’s situation and report concerns to authorities.

References
1 National Human Trafficking Resource Center. (n.d.). 2015 Kansas statistics. Retrieved 

from https://traffickingresourcecenter.org/state/kansas 
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Resources
• Human Trafficking in America’s Schools (U.S. Department of Education) 
 https://traffickingresourcecenter.org/resources/human-trafficking-americas-schools

• Human Trafficking Awareness for Educators (NHTRC) 
 https://traffickingresourcecenter.org/resources/human-trafficking-awareness-educators

• Human Trafficking Assessment Tool for Educators (NHTRC) 
 https://traffickingresourcecenter.org/resources/human-trafficking-assessment-tool-    

educators

• NHTRC Reporting and Resources (24/7 Confidential): 1-888-373-7888

• Human Trafficking in-Depth Review for Educators 
 https://traffickingresourcecenter.org/resources/human-trafficking-depth-review-   

educators

•	 Human Trafficking in Kansas 
 http://ag.ks.gov/public-safety/human trafficking

•	 National Center for Missing & Exploited Children 
 http://www.missingkids.org/home

•	 National Human Trafficking Resource Center (NHTRC) 
 https://traffickingresourcecenter.org/

•	 Polaris 
 https://polarisproject.org/human-trafficking 

•	 U.S. Department of Health and Human Services: Office on Trafficking in Persons 
 http://www.acf.hhs.gov/programs/endtrafficking/programs/rescue-and-restore

•	 U.S. Department of State: Office to Monitor and Combat Trafficking in Persons 
 http://www.state.gov/j/tip/
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LGBT STUDENTS

Developing an inclusive school environment includes supporting students 
with mental health disorders, exceptionalities, and those from various back-
grounds and living situations, as well as students who identify within the LGBT (lesbian, gay, 
bisexual, transgender) community.  The following provides information on basic educational 
issues, the struggles these students face, and how schools can create a secure and compas-
sionate environment.

Important Statistics
The following statistics are important in understanding the experience of LGBT students.
	Community: 42% of students who identify as LGBT do not feel their communities are 

accepting of individuals like them.1

	Suicide Risk: Lesbian, gay, and bisexual students in grades 7-12 are twice as likely to 
attempt suicide as the rest of the student population.  In a small study, one in four 
transgender students reported having attempted suicide.2

	Missed Opportunities: According to the CDC’s Youth Risk Behavior Surveys (YRBS),3 11-
30% of students who identify as lesbian or gay and 12-25% of students who identify 
as bisexual indicated that they had missed at least one day of school within the past 
30 days due to concerns about their safety.

	Safety: When surveyed, 61% of middle and high school students who identify as LGBT 
indicated that due to their sexual orientation, they have felt uncomfortable or con-
cerned for their safety.4

Impact
As reported by the Human Rights Campaign,5 the diff erences between LGBT and non-
LGBT students are important to note:
	26% of LGBT youth noted that their largest concerns involved being open about 

their identity, bullying, and acceptance from family vs. 22% of non-LGBT youth, who 
reported their biggest struggles was diffi  culty with school, tests, and grades.
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What Schools Can Do
1.  Address safety. Addressing student safety is a priority in all schools.  Educators can re-

main aware of potential bullying or threats directed at students who identify as LGBT 
and provide support as needed.  
	Schools should consider updating their policies to include specific language re-

garding LGBT students and provide examples of bullying behavior to raise aware-
ness with all students.   

2.  Foster tolerance and provide support.
	Assist students in establishing and developing supportive relationships with staff 

members and peers.  Students who feel connected and supported are more likely 
to attend school and thereby achieve academic success, paving the way for con-
tinued success as an adult.  

	Consider implementing or adapting SEL programs with all students.  Such pro-
grams can provide lessons in acceptance, empathy, and emotion management 
that are beneficial to all students.  Review SEL programs with the use of guides 
from organizations such as the Collaborative for Academic, Social, and Emotional 
Learning (CASEL) to determine what is most appropriate for each school or class-
room.

References
1 Human Rights Campaign. (n.d.). Growing up LGBT in America. Retrieved from http://

www.hrc.org/youth/view-statistics/#.VqZDF1MrJE4 

2 Centers for Disease Control and Prevention. (2014, November 12). LGBT youth. Re-
trieved from http://www.cdc.gov/lgbthealth/youth.htm 

3 Ibid.

4 Ibid.

5 Human Rights Campaign. (n.d.).



100                                                                         KSDE TASN ATBS School Mental Health Initiative

AT-RISK POPULATIONS: LGBT STUDENTS

Resources
•	 A Gender Spectrum Glossary 
 http://www.tolerance.org/LGBT-best-practices-terms 

•	 Responding to Hate and Bias at School Guide 
 http://www.tolerance.org/publication/responding-hate-and-bias-school

•	 Speak up at School Guide 
 http://www.tolerance.org/publication/speak-school 

•	 Best Practices: Creating an LGBT-Inclusive School Climate 
 http://www.tolerance.org/lgbt-best-practices 

•	 Schools in Transition: A Guide for Supporting Transgender Students in K-12 
Schools 

 http://hrc-assets.s3-website-us-east-1.amazonaws.com//files/assets/resources/
Schools-In-Transition.pdf 

•	 Collaborative for Academic, Social, and Emotional Learning (CASEL) 
 http://www.casel.org/ 

•	 Centers for Disease Control and Prevention: Lesbian, Gay, Bisexual, and Trans-
gender Health 

 http://www.cdc.gov/lgbthealth/youth-resources.htm#school 

•	 Human Rights Campaign 
 http://www.hrc.org/explore 

•	 Teaching Tolerance 
 http://www.tolerance.org/ 
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Myths and Facts
Myth: Students with mental health concerns exhibit only extreme behavior.
Fact: While some mental health disorders consist of behaviors that are more severe, many 
are composed of symptoms that are less so.  Additionally, students may go to great lengths 
to hide behaviors or emotions.  Therefore, knowing the warning signs and building trust-
ing relationships with students is critical in identifying issues as early as possible.

Myth: Some students are choosing to be difficult.  They should just show more effort or 
choose to have a better attitude.
Fact: Mental health concerns can be a result of numerous factors, including biology, en-
vironment, trauma, genetics, and personal relationships. These components are not a 
choice that a student makes, but factors that must be managed for healthy functioning.   
  
Myth: Schools cannot assist students or families with mental health issues.  That is a job 
for therapists only.  
Fact: While it is true that students and families should be supported by numerous pro-
fessionals, both community- and school-based, school staff can play an important role in 
providing stability and support for students struggling with mental health concerns.  

Myth: Mental illness is connected to decreased cognitive ability.  
Fact: IQ and mental illness are not interconnected.   Individuals of all intellects can expe-
rience mental illness.  

Myth: Everyone goes through difficult times.  Students cannot experience mental health 
problems due to life circumstances.      
Fact:  As mentioned above, many factors can impact a student’s mental health.  In 2015, 
the World Health Organization1 stated that during and after emergencies, people are more 
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likely to suffer mental health problems than under normal circumstances. Events such as 
the death of a loved one or divorce can also cause significant changes in a student’s envi-
ronment.  While not every child requires additional assistance or support after emergen-
cies or traumatic events, it is important not to neglect these occurrences and their impact 
on a student’s mental health.

Myth: A mental health diagnosis will remain accurate throughout the rest of a student’s life.
Fact: Diagnoses occur on a continuum.  While diagnoses can be important in gaining an 
understanding of a student’s symptoms, they may change over time.  Some disorders are 
considered lifelong diagnoses, while others may come and go.  Educators should familiar-
ize themselves with a student’s current strengths and struggles in order to provide mean-
ingful interventions and support.  

Educator Fact Sheets
As noted throughout this resource, child and adolescent mental health is comprised of 
various biological, social, emotional, and environmental elements.  The fact sheets on the 
following pages are intended to provide educators with (a) a brief overview of diagnostic 
information including symptoms, prevalence, and the development of mental illness; and 
(b) information regarding symptoms that may be seen within the classroom as well as in-
terventions that may prove helpful.  The American Psychiatric Association’s Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition, DSM-5,2 was used to inform many of the 
diagnostic descriptions included herein; however, these fact sheets are only to be used as 
reference points and should in no way serve as recommendations for treatment or care.

References
1 World Health Organization. (2015, October). Mental health in emergencies [Fact Sheet]. 

Retrieved from http://www.who.int/mediacentre/factsheets/fs383/en/

2 American Psychiatric Association. (2013). Diagnostic and statistical manual of        
       mental disorders, fifth edition (DSM-5). Washington, DC: Author.

Resources
•	 National Institute of Mental Health, The Teen Brain: Still Under Construction 
 http://www.nimh.nih.gov/health/publications/the-teen-brain-still-under-construc-

tion/index.shtml
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ANXIETY DISORDERS 

About Anxiety Disorders
Anxiety is a normal part of childhood.  All children go through times of 
anxiety that are typically temporary and usually minor.  But for some children, anxiety is 
pervasive and more or less constant. These children have an anxiety disorder.  Children 
with anxiety disorders may respond to certain objects or situations with fear, nervousness, 
and shyness. Some children are unable to control their worry and have diffi  culty function-
ing in their school, home, or community environments due to their anxiety; some have 
physical reactions, including rapid heartbeat, sweating, an exaggerated startle response, 
or increased muscle tension. 

One in eight children are aff ected by an anxiety disorder.1  These children are at higher risk 
to perform poorly in school, miss social experiences, and engage in substance use.  In ad-
dition, some children with an anxiety disorder have a co-occurring diagnosis; for example, 
depression, eating disorder, or ADHD.

What Does It Look Like?
The following are descriptions of childhood anxiety disorders, their typical onset, and 
symptoms that may be present.

Generalized Anxiety Disorder
	Typical onset: Childhood
	Worries excessively about a variety of things such as 
	Grades
	Family issues
	Relationships with peers
	Performance in sports

	Puts pressure on self
	Works hard for perfection
	Seeks constant approval or reassurance from others
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Panic Disorder
	Typical onset: Late adolescence to mid-30s
	Experiences unexpected panic or anxiety attacks
	Remains concerned over having another attack, losing control, or “going crazy” 

Separation Anxiety Disorder
	Typical onset: May occur from preschool age through adolescence
	Experiences distress when leaving parents or another family member
	Experiences extreme homesickness
	Experiences feelings of misery at not being with loved ones
	Refuses to go to school or other events
	Demands someone stay with him or her at bedtime
	Worries about bad things happening to close family member
	Experiences a vague sense of a bad event occurring while apart

Social Anxiety Disorder (also referred to as social phobia)
	Typical onset: Mid-teens, sometimes earlier
	Experiences intense fear of social and performance situations and activities that may 

impact the child’s or adolescent’s:
	School performance
	Attendance
	Ability to socialize with peers, develop and maintain relationships

Selective Mutism
	Average age of diagnosis is 5 years or school-entry age
	Fails to speak in situations where talking is expected or necessary to an extent that 

interferes with performing in school and making friends
	May be very talkative at home or around familiar people
	Possible associated features:
	Stands motionless
	Is expressionless
	Chews or twirls hair
	Avoids eye contact
	Withdraws to avoid talking
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Specific Phobias
	Typical onset: Peaks in childhood and in mid-20s
	Experiences intense, irrational fear of a specific object or situation (examples include ani-

mals, storms, heights, water, blood, the dark, medical procedures)
	Avoids situations or things he or she fears
	Exhibits anxiety related symptoms when faced with the feared object or situation such as:
	Crying
	Tantrums
	Clinging
	Avoidance
	Headaches
	Stomachaches

Obsessive-Compulsive Disorder (OCD)
	Average age of diagnosis: 10 years
	Experiences unwanted and intrusive thoughts (obsessions) or engages in repetitive 

behaviors – rituals and routines – that he or she feels compelled to perform (compul-
sions)

	Boys may develop OCD before puberty
	Girls may develop OCD during adolescence

Posttraumatic Stress Disorder (PTSD)
	Onset: Any age
	Experiences intense fear and anxiety after experiencing or witnessing a traumatic or 

life-threatening event
	Characteristics include:
	Emotionally numb
	Easily irritable
	Avoids places, people or activities associated with the traumatic event

	Children most at risk for PTSD have mental health concerns prior to the event and may 
lack a strong support network
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Symptoms and Interventions
Symptoms Interventions

Classroom •	 Fearful of getting in trouble

•	 Concerned about getting 
directions wrong

•	 Fearful of saying something 
wrong

•	 Experiences rejection or 
exclusion from peers

•	 Write directions for all students to see

•	 Determine child’s comfort with closed or open-
ended questions

•	 Use a signal to let child know her turn is coming

•	 Provide opportunities for child to share knowledge 
on topics where he experiences confidence

•	 When students are working in pairs, use a counting-
off technique or draw straws to assign partners

•	 Provide a break or cool-down pass 

School 
Work

•	 Struggles with tests: 
anticipation of exam, fear of 
not completing, etc.

•	 Experiences difficulties with 
oral reports

•	 Frequently redo, recheck, or 
reread assignments

•	 Experiences writing 
difficulties

•	 Extend time on tests

•	 Provide alternate place for testing

•	 Modify tests to include word banks or equation 
sheets

•	 Have child present to teacher alone or videotape at 
home

•	 Establish a timeframe for work to be completed and 
modify work accordingly to fit within timeframe

•	 Have another adult “scribe” for the child while he or 
she dictates

Desk •	 Distractible •	 Find appropriate desk placement with minimal 
distractions

Outside the 
Classroom

•	 Experiences rejection or 
exclusion from peers

•	 Experiences fears of not 
having friends

•	 Struggles with 
overwhelming fears that are 
uncontrollable

•	 Experiences anxiety in 
crowds

•	 Struggles with changes in 
routine

•	 Create social opportunities with small groups (e.g., 
lunch bunch groups)

•	 Designate a safe person for the child to turn to in all 
environments

•	 Allow child to slowly integrate self into crowded 
situations or provide a comfortable place within the 
crowd

•	 Send a note home indicating upcoming change(s) 
in routine

•	 Provide a visual schedule letting the child know of 
upcoming changes in routine

Transitions •	 Experiences difficulties with 
changes in routine

•	 Provide notice verbally or visually on the daily 
schedule
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Student Strengths
	Determined
	Creative
	Loving
	Curious
	Bright
	Careful
	Diligent
	Emotional
	Hard-working

References
1  Anxiety and Depression Association of America. (2014, September). Facts & statistics. 

Retrieved from http://www.adaa.org/about-adaa/press-room/facts-statistics  

Resources
•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/topics/anxiety-disorders/index.shtml 

•	 U.S. Department of Health & Human Services 
 http://www.mentalhealth.gov/what-to-look-for/anxiety-disorders/index.html 

•	 Anxiety and Depression Association of America 
 http://www.adaa.org/living-with-anxiety/children 

•	 Centers for Disease and Control and Prevention 
 http://www.cdc.gov/mentalhealth/basics/mental-illness/anxiety.htm

•	 SAMSHA 
 http://www.samhsa.gov/disorders/mental

•	 Worry Wise Kids 
 http://www.worrywisekids.org/
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ATTENTION-DEFICIT/
HYPERACTIVITY DISORDER 
(ADHD) 

About ADHD
Attention-defi cit/hyperactivity disorder (commonly known as ADHD) is a disorder in 
which an individual demonstrates diffi  culty with inattention, hyperactivity, or a combina-
tion of both. While frequently diagnosed in childhood, the disorder can occur in individu-
als at all ages.  

Students with ADHD may exhibit a variety of symptoms, including struggles with main-
taining attention, absent-mindedness, inappropriate restless movement, and diffi  culties 
with waiting their turn.  A number of interventions, including medication and therapy, 
have been shown to aid students, their families, and schools in developing positive sup-
ports for students to become successful.  

It is important to note that all children may experience occasional struggles with attention 
and hyperactivity throughout periods of their development.  In contrast, those diagnosed 
with ADHD exhibit a pattern of diffi  culties that impact their ability to learn and function.  

What Does It Look Like?
As mentioned, individuals with ADHD can struggle with inattention, hyperactivity, or 
a combination of both.  Once behaviors are identifi ed, a diagnosis can further specify 
whether the individual is predominantly inattentive, predominantly hyperactive/impul-
sive, or a combined type.  This is an important distinction, as all diagnoses of ADHD do not 
appear similar.   Predominantly inattentive types are often particularly diffi  cult to identify, 
as exhibited behaviors are more subdued.  
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Symptoms and Interventions

Symptoms Interventions

Classroom •	 Experiences difficulties 
maintaining attention during 
periods of instruction, play, 
or listening

•	 Interrupts during 
conversations or lessons

•	 Signal class first (flashing lights, clapping hands) to 
gain or redirect attention 

•	 Develop a signal with the student to redirect 
behavior

•	 Consider student’s learning style when teaching 
lessons (visual, auditory, etc.)

•	 Use a social skills group to model appropriate 
classroom behavior, such as raising one’s hand 

School 
Work

•	 Experiences difficulties with 
attention to detail

•	 Does not complete or loses 
assignments

•	 Struggles with time 
management

•	 Avoids tasks requiring 
sustained attention

•	 Use checklists
•	 Outline daily details such as class times and subjects 

to serve as helpful reminders

Desk •	 Engages in frequent, restless 
movement such as fidgeting

•	 Interrupts during 
conversations or lessons

•	 Has trouble keeping school 
materials, including papers, 
books, and supplies, 
organized

•	 Consider items at desk to use for movement 
(collaborate with school staff such as occupational 
therapists)

•	 Provide student(s) with opportunities to move 
throughout the day – assisting with distribution of 
supplies or papers; helping a staff member with an 
activity

•	 Provide student with time to organize items 
(consider making it a classroom activity) or work with 
student to develop organizational system based on 
their learning style

Outside 
the 
Classroom

•	 Struggles with waiting for 
turn

•	 Use social skills group to model appropriate behavior
•	 Work with other staff members to develop uniform 

interventions, language, and rules to use with 
student (e.g., using same code word, gesture, or 
phrase to direct student)

Transitions •	 Finds it difficult to stay in line 
or remain quiet 

•	 Struggles with transitioning 
between periods of activity 
and those of less movement 
or stimulus

•	 Use social skills group to model appropriate 
transition behavior

•	 Provide written or verbal reminders before 
transitioning

•	 Develop gesture or phrase to redirect student
•	 If possible, allow for time to wind down between 

high-energy activities, such as recess or gym, and 
more structured or quiet activities (independent 
drawing, writing, walking, mindfulness activities, etc.)
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Student Strengths
	Creativity
	Energy
	Passion
	Engagement and excitement around topics the student finds interesting

Resources
•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/topics/attention-deficit-hyperactivity-
 disorder-adhd/index.shtml 

•	 Centers for Disease Control and Prevention 
 http://www.cdc.gov/ncbddd/adhd/ 

•	 National Resource Center of ADHD 
 http://www.help4adhd.org 

•	 Children and Adults With Attention-Deficit/Hyperactivity Disorder (ADHD) 
 http://www.chadd.org 

•	 Positive Behavioral Interventions & Support (PBIS) 
 http://www.pbis.org 

•	 SAMSHA 
 http://www.samhsa.gov

•	 Anxiety and Depression Association of America 
 http://www.adaa.org/ 
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AUTISM SPECTRUM DISORDER 
(ASD) 

About ASD
Autism spectrum disorder (ASD) is a developmental disability that is characterized by vary-
ing degrees of diffi  culties in social interaction, verbal and nonverbal communication, and 
behavioral challenges.  Individuals with ASD may communicate, interact, behave, and/or 
learn in a variety of ways, ranging from gifted to severely delayed. 

In May 2013 the most recent edition of the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM-5)1 by the American Psychiatric Association was published.  The new manual 
merged Pervasive Developmental Disorders, which collapsed autistic disorder, pervasive 
developmental disorder–not otherwise specifi ed (PDD-NOS), and Asperger’s Syndrome, into 
one category, autism spectrum disorder.  Today the CDC estimates that 1 in 68 children have 
ASD.2  Research studies indicate that one in every 42 boys and one in every 189 girls has ASD.3

The signs and symptoms of ASD often begin to be apparent to those in the child’s environ-
ment around 18 months to 3 years of age; however, some more subtle signs are present 
much earlier.  If a family, early intervention team, school, and/or physician have any of the 
following concerns about a given child, it is recommended that the child be screened for 
ASD to determine if further evaluation is necessary. 

Social Skills – Warning Signs
	Child does not point at objects to show interest (for example, does not point at an 

airplane fl ying over).
	Child does not look at objects when another person points at her.
	Child has trouble relating to others or has no interest in other people at all.
	Child avoids eye contact and wants to be alone.
	Child has trouble understanding other people’s feelings or talking about his own feelings.
	Child prefers not to be held or cuddled, or might cuddle only when she wants to.
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Communication – Warning Signs
	Child appears to be unaware when people talk to her, but respond to other sounds.
	Child can be very interested in people, but not know how to talk, play, or relate to 

them.
	Child repeats or echoes words or phrases said to him, or repeats words or phrases in 

place of typical language.
	Child has trouble expressing her needs using typical words or motions.
	Child does not play “pretend” games (for example, unable to pretend to “feed” a doll).

Behavior – Warning Signs
	Child repeats actions over and over again.
	Child has trouble adapting when a routine changes.
	Child has unusual reactions to the way things smell, taste, look, feel, or sound.
	Child loses skills she once had (e.g., stops saying words she was previously using).

Symptoms and Interventions

Symptoms Interventions

Classroom •	 Experiences difficulty following 
verbal directions

•	 Struggles with peer and adult 
interactions 

•	 Experiences confusion about 
instruction

•	 Struggles maintaining attention

•	 Experiences communication 
difficulties

•	 Use simple and concrete language with visual 
supports

•	 Teach specific social rules/skills (e.g., turn taking, 
social distance)

•	 Give student two to three choices to pick from

•	 Provide a very clear structure and set daily 
routine with a visual schedule

•	 Provide a functional communication system 
(e.g., sign language, PECS, AT device) with access 
across all contexts

School 
Work

•	 Difficulty managing pacing on 
timed tests

•	 Difficulty attending to salient 
features of instruction

•	 Difficulty knowing how to chunk 
work

•	 Allow for extended time on tests

•	 Provide alternate place for test taking

•	 Modify tests to include word banks or equation 
sheets

•	 Use task analysis and place tasks in a sequential 
order with visual instruction
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School 
Work 
(cont.)

•	 Difficulty applying organizational 
structure to personal space, 
assignments, and supplies in a 
way that promotes independence 
and success.

•	 Struggles with abstract language 
and concepts

•	 Experiences difficulties with 
reading comprehension

•	 Experiences difficulties with 
sequencing 

•	 Provide a visual of how much work to anticipate 
and teach what “finished” means

•	 Break down assignments into manageable parts

•	 Work to expand the student’s reinforcement and 
leisure activities repertoire

•	 Pay close attention to noise, lighting, food, 
textures. Partner with an occupational therapist 
to embed sensory-related strategies into school 
work

Desk •	 Is distractible

•	 Demonstrates limited interest in 
activities

•	 Avoids sensory input or engages 
in sensory-seeking activities to 
the detriment of the task at hand

•	 Unable to sit still and remain 
seated for an age-appropriate 
length of time or, conversely, 
unable to physically engage in 
learning activities 

•	 Provide structured systems that are clear to the 
student (e.g., designate spots for objects on 
desk/locker; create a binder/folder system for 
homework; use checklists or planners)

•	 Provide appropriate desk placement

•	 Allow movement during instruction 

•	 Allow student to stand

Outside the 
Classroom

•	 Experiences peer rejection

•	 Engages in solitary play

•	 Create social opportunities with small groups

•	 Create lunch bunch groups for student to 
practice and engage in social skills

•	 Teach appropriate play skills bridging the gap 
between back-and-forth, sharing, parallel, and 
ultimately, pretend play

•	 Create structured leisure activities that include 
peers

Transitions •	 Struggles with sudden changes in 
routine

•	 Experiences difficulties with 
new and irregular events such as 
assemblies 

•	 Provide notice verbally or visually on the daily 
schedule

•	 Create a social narrative using the child as the 
main character about a new event or change in 
schedule

•	 Visually let the child know of changes

•	 Provide a functional communication system

•	 Provide visuals to ask for a “break”

•	 Reinforce desirable behaviors

•	 Build calming or high-interest activity into 
schedule
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Student Strengths
	Determined 
	Creative
	Loving
	Curious
	Bright
	Careful
	Diligent

	Busy
	Clever
	Complex
	Excited
	Funny
	Visual learner

References
1 American Psychiatric Association. (2013). Diagnostic and statistical manual of        
       mental disorders, fifth edition (DSM-5). Washington, DC: Author.
2 Christensen, D. L., Baio, J., Van Naarden Braun, K., Bilder, D., Charles, J., Constantino, J. 

N. … Yeargin-Allsopp, M. (2016). Prevalence and characteristics of autism spectrum 
disorder among children aged 8 years – autism and developmental disabilities mon-
itoring network, 11 sites, United States, 2012. Surveillance Summaries, 65(3), 1-23. doi: 
http://dx.doi.org/10.15585/mmwr.ss6503a1    

3 Ibid.

Resources
•	 Centers for Disease and Control & Preventions 
 http://www.cdc.gov/ncbddd/autism/index.html 

•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/topics/autism-spectrum-disorders-asd/index.shtml 

•	 Autism Speaks 
 www.autismspeaks.org 

•	 American Speech-Language-Hearing Association 
 http://www.asha.org/public/speech/disorders/Autism/ 

•	 Do 2 Learn 
 http://www.do2learn.com/disabilities/CharacteristicsAndStrategies/AutismSpec-

trumDisorder_Strategies.html 

•	 The National Professional Development Center on Autism Spectrum Disorder 
 http://autismpdc.fpg.unc.edu/evidence-based-practices
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BIPOLAR DISORDER 

About Bipolar Disorder
While changes in mood, even when somewhat spontaneous, are consid-
ered a normal part of childhood and adolescence, the variations associated with bipolar 
disorder are more severe.  Elements of a bipolar diagnosis may include manic, hypomanic, 
and depressive symptoms.  As with other mental health diagnoses, the symptoms of bipo-
lar disorder cause signifi cant impairment or distress in everyday functioning.  As detailed 
by the National Institute of Mental Health,1 bipolar disorder may be caused by diff erences 
in brain development or genetics.  Further, children diagnosed with an anxiety disorder 
are more likely to experience bipolar disorder than the general population.

While it can be treated with the use of medication and therapy, the disorder itself is usually ex-
perienced over the course of one’s lifetime.  For children who have been diagnosed with bipolar 
disorder, other concerns that may exist in tandem include drug or alcohol abuse, sadness, anxi-
ety, or ADHD.  It should be noted, however, that among others, drug and alcohol abuse, ADHD, 
schizophrenia, conduct disorder, and oppositional defi ant disorder can present with similar 
symptoms, making a diagnosis diffi  cult.  Accurate diagnosis is critical to eff ective treatment.  

Lastly, suicidal thoughts and actions are a potential symptom of bipolar disorder and 
should, therefore, be taken seriously if observed or discussed.  Please refer to the sections 
on Suicide and Nonsuicidal Self-Injury for additional resources and information.

What Does It Look Like?
Depressive Characteristics 
	Sadness
	Loss of enjoyment in activities
	Changes in weight or appetite
	Diffi  culty with sleep (too much or too little)
	Struggle with concentration or decision-making
	Suicidal thoughts
	Loss of energy



116                                                                         KSDE TASN ATBS School Mental Health Initiative

MENTAL HEALTH DISORDERS OF CHILDHOOD AND ADOLESCENCE: BIPOLAR DISORDER

Manic/Hypomanic Characteristics
	High energy
	Easily distracted
	Unusual variation in mood (e.g., being very joyful or irritated)
	Talking quickly or excessively
	Requires less sleep without feeling tired
	Engagement in behaviors that are considered risky
	Increased self-esteem
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Symptoms and Interventions

Symptoms Interventions

Classroom •	 Experiences difficulties with 
attention

•	 Experiences unusual changes 
in emotion (such as being very 
animated or angry)

•	 Struggles with interactions with 
peers

•	 Maintain a structured routine or provide 
student with advanced notice of changes

•	 Take notice of any patterns in behavior that 
may indicate a forthcoming change in emotion

•	 Use social skills groups and work with an SMHP 
to help the student monitor and manage 
emotions and behaviors

•	 Provide the student with space to de-escalate 
if necessary

School Work •	 Struggles with completion of 
work 

•	 May demonstrate change in 
processing based on mood 

•	 Becomes easily frustrated

•	 Consider modification of assignments (e.g., 
smaller portions of work) when needed 

•	 Use checklists 

•	 Identify instructional or learning methods that 
the student responds to positively (e.g., using 
technology or frequent breaks) and embed in 
daily work when possible

•	 Practice positive support and praise for student 
successes

Desk •	 Engages in restless movement

•	 Struggles to stay on task

•	 Consider having items at desk to use for 
movement (collaborate with school staff such 
as occupational therapists)

•	 Assist student in developing and maintaining 
an organized work area

Outside the 
Classroom

•	 Engages in behavior that is 
considered risky or dangerous

•	 Experiences changes in 
appetite

•	 Reports physical complaints 
such as headaches or 
stomachaches 

•	 Demonstrates lack of interest in 
usual activities

•	 Communicate with parents or caregivers to 
identify patterns in behaviors or events at 
home that may impact the student’s behavior 
(e.g., lack of sleep)

•	 Work with school nurse to monitor physical 
concerns

•	 Consider a crisis plan to use for when student 
is experiencing a manic episode (e.g., staff 
members who should interact with student)

Transitions •	 Experiences difficulties moving 
from one task to the next

•	 Struggles with transitional 
stressors (e.g., loud hallways, 
distractions)

•	 Provide student with additional notice of 
upcoming transitions or allow extra time to 
finish a task

•	 Modify transitions to accommodate student’s 
needs (before or after other students), or allow 
for quiet breaks if needed
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Student Strengths
	Energetic
	Bright
	Creative
	Sensitive
	Adaptable
	Leader

References
1 National Institute of Mental Health. (2015). Bipolar disorder in children and teens (NIH 

Publication No. QF 15-6380). Retrieved from http://www.nimh.nih.gov/health/publi-
cations/bipolar-disorder-in-children-and-teens-qf-15-6380/index.shtml#pub1 

Resources
•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/publications/bipolar-disorder-in-children-and-ado-

lescents/index.shtml 
	Easy to Read: http://www.nimh.nih.gov/health/publications/bipolar-disorder-in-

children-and-teens-easy-to-read/index.shtml 

•	 National Alliance on Mental Illness (NAMI) 
 https://www.nami.org/Learn-More/Mental-Health-Conditions/Bipolar-Disorder 

•	 Child Mind Institute 
 http://www.childmind.org/en/health/disorder-guide/bipolar-disorder 

•	 American Academy of Child & Adolescent Psychiatry 
 http://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/

Bipolar-Disorder-In-Children-And-Teens-038.aspx 

•	 Depression and Bipolar Support Alliance 
 http://www.dbsalliance.org/site/PageServer?pagename=home 

•	 The Balanced Mind Parent Network 
 http://www.thebalancedmind.org/
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BORDERLINE PERSONALITY 
DISORDER (BPD) 

About BPD
Borderline personality disorder (BPD) is a serious mental illness marked by unstable moods, 
behavior, and relationships.  It is important to note that, by nature, adolescents are mov-
ing through a signifi cant period of human development in which hormonal changes and 
identity development may result in changes in peer groups, formation of relationships, 
and struggles with self-image.  These symptoms alone do not indicate the presence of a 
personality disorder and must be identifi ed in a pervasive and rigid pattern by a qualifi ed 
professional in order to make a diagnosis.

What Does It Look Like?
Borderline personality disorder is characterized by changeability in relationships with oth-
ers, emotions, and self-esteem, and can include behaviors such as:1

•	 Extreme attempts to prevent abandonment (whether the perceptions are true or not)
•	 Sudden changes in values, goals, opinions, or career plans
•	 Ups and downs in personal relationships, specifi cally involving dramatic shifts be-

tween closeness and veneration to hatred and hostility
•	 Feelings of anger or hollowness
•	 Patterns of risky behavior such as substance use/abuse, reckless buying, dangerous 

driving, and unsafe sexual experiences
•	 Suicidal or self-injurious behavior
•	 Variations in mood (anxiety, irritability, or sadness) that shifts relatively frequently 

(hours or days)
•	 Paranoid or disconnected thinking in response to high-stress situations or perceived 

abandonment
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Symptoms and Interventions
Symptoms Interventions

Classroom •	 Demonstrates severe 
responses to being left alone or 
with someone new/unfamiliar

•	 Experiences extreme shifts 
in relationships with others 
(adoration to hatred) or 
emotions

•	 Struggles with interactions 
with peers

•	 When possible, provide the student with advanced 
notice of unexpected changes and practice 
appropriate responses

•	 Use social skills groups and work with SMHPs to 
help student monitor and manage emotions and 
behaviors

•	 Maintain consistent interactions with student
•	 Provide student with space to de-escalate if 

necessary

School 
Work

•	 Struggles with completion of 
work 

•	 May demonstrate change in 
processing based on mood 

•	 Is easily frustrated
•	 Experiences lack of confidence 

in work or ability

•	 Consider modification of assignments (e.g., smaller 
portions of work) when needed 

•	 Use checklists 
•	 Identify instructional or learning methods that 

the student responds to positively (e.g., using 
technology or frequent breaks) and embed in daily 
work when possible

•	 Practice positive support and praise for student 
successes

Desk •	 Engages in restless movement
•	 Struggles with staying on task

•	 Consider having items at desk to use for movement 
(collaborate with school staff such as occupational 
therapists)

•	 Assist student in developing and maintaining an 
organized work area

•	 Provide student with opportunities for movement 
and regular exercise throughout the day (walks in 
the hall, assisting with distribution of supplies, etc.)

Outside the 
Classroom

•	 Engages in behavior that is 
considered risky or dangerous

•	 Demonstrates lack of interest in 
usual activities 

•	 Experiences suicidal thoughts 
or self-injurious behavior

•	 Communicate with parents or caregivers to identify 
patterns in behaviors or events at home that may 
impact the student’s behavior (e.g., lack of sleep)

•	 Consider a crisis plan for when student is 
experiencing a manic episode (e.g., staff members 
who should interact with student)

Transitions •	 Experiences difficulties moving 
from one task to the next

•	 Struggles with transitioning 
from one teacher to the next 
(or with changes in staff such 
as substitutes)

•	 Provide student with additional notice of upcoming 
transitions or allow extra time to finish a task

•	 Maintain regular schedule when possible (place 
schedule on student’s desk and notify of any 
changes if known)

•	 Prepare student for changes in instruction if known 
ahead of time

•	 Use social skills or individualized instruction to 
practice appropriate responses and facilitate 
understanding of changes
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Student Strengths
	Energetic
	Sensitive
	Resilient
	Bright
	Caring
	Creative
	Passionate

References
1 American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disor-

ders, fifth edition (DSM-5). Washington, DC: Author.

Resources
•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/topics/borderline-personality-disorder/index.shtml 

•	 Child Mind Institute 
 http://www.childmind.org/en/health/disorder-guide/borderline-personality-disorder 

•	 National Education Alliance for Borderline Personality Disorder 
 http://www.borderlinepersonalitydisorder.com/ 
	Family Guidelines (helpful suggestions for all individuals working with individuals 

with BPD): http://www.borderlinepersonalitydisorder.com/family-connections/fam-
ily-guidelines/ `

•	 SAMHSA: An Introduction to Co-Occurring Borderline Personality Disorder and 
Substance Use Disorders 

 http://newsletter.samhsa.gov/2015/03/03/introduction-co-occurring-borderline- 
personality-disorder-substance-use-disorders/
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CONDUCT DISORDER 

About Conduct Disorder
A diagnosis of conduct disorder is determined by a pattern of behavior in 
which an individual violates rules or infringes upon others with aggression, theft, or other 
inappropriate behavior. 

What Does It Look Like?
As identifi ed in the DSM-5,1 the following symptoms are associated with a diagnosis of 
conduct disorder.  Additional specifi ers, such as severity and emotional limitations, are 
available within the DSM-5 to further clarify a diagnosis.  

Theft or Dishonesty
•	 Steals items or information
•	 Lies in order to procure items, assistance, or to get out of commitments.
•	 Illegally enters a building, home, or car that is not one’s own

Hostile Behavior
•	 Uses bullying or intimidation of others.
•	 Uses a weapon that has the potential to cause signifi cant harm towards others.
•	 Instigates fi ghts with others.
•	 Has caused physical harm to others or to animals.
•	 Has committed rape or other forced sexual interaction.

Property Damage
•	 Has destroyed property (not with fi re).
•	 Has set fi re to cause harm or damage.

Rule Violations
•	 Frequently breaks curfew, starting before the age of 13.
•	 Has left home without permission (overnight or longer).
•	 Engaged in school truancy before the age of 13.
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Symptoms and Interventions

Symptoms Interventions
Classroom • Is involved in altercations with 

other students (hitting, fighting, 
pushing) 

• Is engaged in bullying (victim or 
perpetrator)

• Is truant or frequently absent 
from school

• Experiences difficulties with 
peer and staff relationships    

•	 Consider appropriate seating arrangement for 
student, avoiding sitting near students with whom 
the student has had altercations or has bullied

•	 Create lessons or social skills groups to practice 
alternate behaviors such as conflict resolution and 
emotional regulation

•	 Identify supportive figures for student to build 
relationships with

•	 Practice calm, positive interactions with student, 
particularly when student is confrontational or 
combative

School 
Work

•	 Cheats or lies

•	 Defies directives

•	 Is detached or disengaged with 
assignments and responsibilities

• Monitor student’s completion of assignments as 
appropriate

• Avoid using directives that may appear confronta-
tional

• Identify methods of instruction or completion that 
the student enjoys and responds to (e.g., using the 
computer, artwork, music)

Desk •	 Engages in theft or vandalism

•	 Defies directives, such as staying 
seated or remaining on task

•	 Monitor student’s desk or locker as appropriate, 
without violating personal privacy or assuming 
involvement

•	 Teach social skills for topics such as responsibility, 
personal privacy and space, and sharing

•	 Use methods of completing work that utilizes 
student strengths (e.g., technology)

Outside the 
Classroom

•	 Engages in behavior that is con-
sidered risky or dangerous

•	 Is exposed to trauma or toxic 
stress outside of the classroom

•	 Experiences or is engaged in 
bullying (victim or perpetrator) 

•	 Communicate with parents or caregivers to 
identify patterns in behaviors or events at home 
that may impact the student’s behavior (e.g., lack 
of sleep)

•	 Consider a crisis plan to use for when student is 
exhibiting violent or dangerous behavior (e.g., staff 
members who should interact with student)

•	 Understand student’s environment outside of the 
classroom and provide supports as appropriate 
and needed

Transitions •	 Experiences difficulties with 
unexpected transitions or sched-
ule changes

•	 Create structured routines and schedules that are 
predictable

•	 Work with other staff members to develop consis-
tent rules and interactions (e.g., remaining calm, 
identifying triggers)
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CONDUCT DISORDER

Student Strengths
	Smart
	Resilient
	Creative
	Sensitive
	Energetic

References
1 American Psychiatric Association. (2013). Diagnostic and statistical manual of        
       mental disorders, fifth edition (DSM-5). Washington, DC: Author.

Resources
•	 Child Mind Institute 
 http://www.childmind.org/en/health/disorder-guide/conduct-disorder 

•	 AACAP 
 http://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/

Conduct-Disorder-033.aspx

•	 UCLA Center for Mental Health in Schools 
 http://smhp.psych.ucla.edu/pdfdocs/conduct/conduct.pdf
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DEPRESSIVE DISORDERS 
About Depressive Disorders
Children with depressive disorders experience frequent feelings of sadness or 
loss of enjoyment.  Adverse childhood experiences increase the risk of depres-
sion.  Depressive disorders are diagnosed when negative feelings, lack of interest in previous 
activities, and physical symptoms persist for at least two weeks. In 2014, the National Institute 
of Mental Health1 estimated that approximately 2.8 million adolescents between the ages of 
12 and 17 in the United States had experienced at least one major depressive episode in the 
preceding year.

Children most at risk for depressive disorders may have severe stressors, negative tempera-
ments, a family history of depression and/or an adverse childhood experience.  Chronic med-
ical conditions or other major disorders may increase the risk for a depressive disorder.  

Major depressive disorder is associated with higher mortality, including increased risk of 
suicide.  Without treatment, episodes can reoccur or become more severe.  

What Does It Look Like?
	Changes in mood
	Unusual sadness or irritability
	Reduced interest in activities (e.g., sports, friends, school)
	Unexpected changes in weight
	Shifts in sleep patterns
	Sluggishness
	Expressions of inappropriate or excessive guilt
	May be unkind or tough on oneself
	Thoughts of suicide or death

Forms of Depressive Disorders
	Disruptive Mood Dysregulation Disorder
	Major Depressive Disorder
	Persistent Depressive Disorder (Dysthymia)
	Premenstrual Dysphoric Disorder
	Substance/Medication-Induced Depressive Disorder
	Depressive Disorder due to Another Medical Condition
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Symptoms and Interventions

Symptoms Interventions
Classroom •	 Exhibits a depressed or 

irritable mood
•	 Notes feelings of 

worthlessness and/or 
guilt

•	 Experiences fatigue
•	 Struggles with decision-

making
•	 Experiences thoughts 

of death and suicide

•	 Identify one teacher or staff member as a point person for 
communicating with parents

•	 Build in opportunities for student to talk with a supportive 
adult

•	 Provide student with “self timeout” or break
•	 Teach the student positive self-talk
•	 Model how to reframe mistakes into opportunities
•	 Assign student meaningful responsibilities
•	 Demonstrate unconditional acceptance
•	 Separate student from negative peers
•	 Allow the student to self-select a classroom job/role of high 

interest (e.g., running errands, setting up computer)
•	 Allow student to demonstrate learning and knowledge 

through alternative methods
•	 Review the sections on self-injury and suicide of this resource 

for additional information

School 
Work

•	 Exhibits slowed 
responses

•	 Experiences difficulty 
concentrating

•	 Provide student with written copies of class notes or 
assignments

•	 Reduce homework
•	 Allow student more time to respond when asking questions
•	 Prompt the student to use a day planner to keep track of 

assignments; check in at the end of the day
•	 Help student organize projects and break down assignments 

into manageable parts

Desk •	 Demonstrates slowed 
or lack of movement

•	 Place the student in a brightly lit area
•	 Design lessons that require the student to actively respond 

(e.g., write on the board)
•	 Integrate physical activity into the school day
•	 Provide student with an in-class outlet to move (e.g., stress 

ball or stand at desk)
•	 Provide preferential seating based on the student’s academic 

and emotional needs

Outside the 
Classroom

•	 Experiences changes in 
appetite 

•	 Struggles with 
diminished energy

•	 Experiences thoughts 
of death and suicide

•	 Collaborate closely with school nurse to monitor food, sleep, 
and energy concerns

•	 Allow “grazing” of healthy foods throughout the day
•	 Work with student to establish social time with peers
•	 Encourage interactions with positive peers
•	 Allow the student to attend social activities without requiring 

active participation 

Transitions •	 Experiences fatigue or 
loss of energy

•	 Provide student with a daily schedule including time for 
interests
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Student Strengths
	Bright
	Considerate
	Discreet
	Fair-minded
	Gentle
	Honest
	Modest
	Quiet
	Reserved 

References
1 National Institute of Mental Health. (2014). Major depression among adolescents.    
 Retrieved from http://www.nimh.nih.gov/health/statistics/prevalence/major-
 depression-among-adolescents.shtml 

Resources
•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/publications/depression/index.shtml 

•	 Child Mind Institute 
 http://www.childmind.org/en/health/disorder-guide/major-depressive-disorder 

•	 American Academy of Family Physicians 
 http://www.aafp.org/afp/2000/1115/p2297.html 

•	 Centers for Disease Control and Prevention 
 http://www.cdc.gov/mentalhealth/basics/mental-illness/depression.htm

•	 Students First Fact Sheet 
 http://studentsfirstproject.org/wp-content/uploads/School-and-Classroom-Depres-

sion-Strategies.pdf
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EATING DISORDERS 

About Eating Disorders
Disordered eating can take on a variety of forms, including restriction of food, 
obsession around eating or exercise, or consumption of food in large quantities.  More extreme 
than a general concern about weight or occasional overeating, these behaviors are sustained 
over a specifi ed period of time and cause impairments both psychologically and physically.   

While eating disorders occur more frequently in females, males can also develop dysfunc-
tional eating or exercise habits.  The National Eating Disorders Association1 notes that be-
haviors may look diff erent between sexes, with males being more likely to place a greater 
emphasis on muscle gain and females tending to emphasize weight loss. 

Eating disorders can have an impact on more than just a student’s eating or exercise behavior.  
Psychologically, a student may also experience depression, social-anxiety, and OCD.2  As stu-
dents often attempt to hide disordered eating behaviors, it is important to note other chang-
es in a student’s behavior or mood.  School staff  may be helpful in identifying patterns of be-
havior that are concerning, including those that require further observation or intervention.

What Does It Look Like?3 
Anorexia Nervosa
	Restriction of food that leads to unhealthy weight loss 
	Anxieties about weight gain
	Weight loss achieved through restricting or binge-eating/purging behaviors

Binge-Eating Disorder
	Consumption of large amounts of food in a relatively small period of time, sometimes 

to the point of feeling ill
	Feelings of embarrassment, guilt, or loss of control regarding eating habits

Bulimia Nervosa
	Large amounts of food are consumed, followed by activities such as extreme exer-

cise, self-induced vomiting, laxative use, or restriction of food
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Other Specified Feeding or Eating Disorder
	Diagnosis used when an individual exhibits symptoms of disordered eating but the 

criteria for a specific eating disorder are not fully met
	An individual’s weight may still be considered in a normal range
	Purging occurs without binge eating

Symptoms and Interventions

Symptoms Interventions
Classroom • Demonstrates decreased focus

• Often requests to use bathroom

• Experiences exhaustion

•	 Promote healthy body-image assignments 
and conversations

•	 Permit breaks for rest

School Work •	 Strives for perfection

•	 Hesitates to share or delegate 
control on projects

•	 Exhibits lack of interest in 
completing work due to fear of 
failing

• Advocate acceptance of mistakes

• Assign work in group projects to prevent 
excessive controlling

• Reduce assignments if necessary

• Encourage creativity or spontaneity in assign-
ments

Desk •	 Conceals food

•	 Complains of frequently feeling 
cold

•	 Strives for controlled, orderly 
environment

•	 Place student with or near understanding 
peers

•	 Don’t place too much emphasis on organiza-
tion

Outside the 
Classroom

•	 Restricts food at lunch or during 
activities involving food

•	 Attempts to hide eating behav-
iors (refusing to eat in front of 
others or eating in secret)

•	 Experiences changes in social 
interactions or peer groups

•	 Provide student with a safe space for eating

•	 Find an adult who can serve as trusted, safe 
contact for eating with

•	 Communicate with parents or guardians so 
that they can follow up with medical or other 
professionals

Transitions •	 Struggles with unexpected 
changes

•	 Give student advanced notice of schedule 
changes
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Student Strengths
	Focused
	Detail-oriented
	Thoughtful
	Intuitive 

References
1 National Eating Disorders Association. (2015). Educator toolkit. Retrieved from http://

www.nationaleatingdisorders.org/sites/default/files/Toolkits/EducatorToolkit.pdf; p. 7.
2 Ibid., p. 8.
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Resources
•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/topics/eating-disorders 

•	 Office of Women’s Health 
 http://www.womenshealth.gov/body-image/eating-disorders 

•	 National Eating Disorder Association 
 http://www.nationaleatingdisorders.org 
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FETAL ALCOHOL SPECTRUM 
DISORDERS (FASDs) 

About FASDs
Fetal alcohol spectrum disorders (FASDs) are a group of conditions that can occur in chil-
dren whose mothers drank alcohol during pregnancy.  The eff ects may include physical 
problems as well as diffi  culties with behavior and learning.  Frequently, individuals with 
FASDs present a mix of these problems, which can range from mild to severe.1 

Most students with FASD are unidentifi ed or misdiagnosed because they do not always 
demonstrate the characteristic features associated with the disorder. 

What Does It Look Like?
Adapted from the NOFAS FASD Fact Sheet: What School Systems Should Know About Aff ected Students.2

FAS (fetal alcohol syndrome) is one condition among the full range of FASDs.  A baby born 
with FAS may exhibit the following facial characteristics:
	Small head
	Low nasal bridge
	Epicanthal folds (skin folds of the upper eyelid covering the inner corner of the eye)
	Small eye openings
	Flat midface
	Short nose
	Smooth philtrum (the groove between the base of the nose and the border of the 

upper lip)
	Thin upper lip
	Underdeveloped jaw

While students with FASD have IQ scores that range from 29 to 140, their overall level 
of adaptive functioning (the ability to perform daily life skills) is often much lower than 
would be expected.  They also have problems receiving and processing information, often 
cannot store what they learn, and/or lack the mental capacity to use new information.
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Symptoms and Interventions

Symptoms Interventions

Classroom •	 Hyperactive or impulsive
•	 Struggles with attention 
•	 Demonstrates poor 

reasoning and judgment 
skills 

•	 Shows disregard for rules 
and authority

•	 Experiences difficulties with 
peer and staff relationships

•	 Teach lessons or lead social skills groups to practice 
alternate behaviors, such as conflict resolution and 
emotional regulation

•	 Identify supportive figures with whom the student can 
build positive relationships

•	 Practice calm, positive interactions with student, 
particularly when student is confrontational or 
combative

•	 Provide student with jobs or tasks that he enjoys 
helping with and that allow him to experience success

•	 Provide strong and rapid reinforcement for specific 
critical skills

School 
Work

•	 Experiences difficulties with 
learning or memory 

•	 Struggles to complete tasks 
•	 Demonstrates speech and 

language delays 
•	 Has low IQ 

•	 Modify assignments if needed
•	 Give consistent and specific directions
•	 Keep instructions short and simple
•	 Identify methods of instruction or completion that 

the student enjoys and responds to (e.g., using the 
computer, artwork, music)

•	 Use concrete, hands-on learning methods 

Desk •	 Struggles with organization
•	 Experiences difficulties 

remaining seated or still

•	 Collaborate with occupational or physical therapist 
to develop opportunities for student to engage in 
movement or other sensory activities

•	 Assign methods of completing work that uses the 
student’s strengths (e.g., technology)

•	 Consider appropriate seating arrangement for student
•	 Develop organizational system with student

Outside the 
Classroom

•	 May easily become 
overstimulated (difficulties 
integrating sensory 
information)

•	 Exhibits poor social skills

•	 Communicate with parents or caregivers to identify 
patterns in behaviors or events at home that may 
impact the student’s behavior (e.g., lack of sleep)

•	 Work with occupational or physical therapist to 
develop sensory-based interventions

•	 Identify supports and understand student’s 
environment outside of school to provide appropriate 
interventions

•	 Use social skills groups or special curricula to model 
appropriate behavior

Transitions •	 Demonstrates need for 
constant supervision

•	 Experiences difficulties in 
shifting from one setting to 
another

•	 Struggles with unexpected 
changes

•	 Create structured routines and schedules that are 
predictable

•	 Work with other staff members to develop consistent 
rules and interactions (and offer reminders as 
necessary)



KSDE TASN ATBS School Mental Health Initiative                                                                         133

MENTAL HEALTH DISORDERS OF CHILDHOOD AND ADOLESCENCE: FASDs

Student Strengths
	Sensitive
	Creative
	Imaginative
	Visual learner

References
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Resources
Local Resources  
•	 Midwest Regional Fetal Alcohol Syndrome Training Center (MRFASTC) at the      

University of Missouri 
 http://nofas.missouri.edu/index.html

•	 Flint Hills Community Health Center 
 http://www.flinthillshealth.org/behavioral-health/3665142

National Resources
•	 Fetal Alcohol Spectrum Disorders Center for Excellence 
 http://www.fasdcenter.samhsa.gov

•	 SAMHSA Publication: Addressing Fetal Alcohol Spectrum Disorders (FASD) 
 http://store.samhsa.gov/product/TIP-58-Addressing-Fetal-Alcohol-Spectrum-
 Disorders-FASD-/SMA13-4803

•	 National Organization on Fetal Alcohol Syndrome 
 http://www.nofas.org/

•	 American Academy of Pediatrics: Fetal Alcohol Spectrum Disorders Toolkit 
 https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/fetal-alco-

hol-spectrum-disorders-toolkit 

•	 Centers for Disease Control and Prevention 
 http://www.cdc.gov/ncbddd/fasd/facts.html
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NONSUICIDAL SELF-INJURY 
(NSSI) 

About NSSI
Self-injury or self-harm are not simply alternative phrases for suicide.  While for some, attempts 
at suicide are the reason for self-injury, for others self-injury may be a method of releasing emo-
tions, pain, and suff ering.  This is referred to as nonsuicidal self-injury (NSSI).  The following 
information regarding warning signs, risk factors, and prevention methods may be helpful in 
assisting the student who has behaviors related to NSSI.  If it is suspected that a student is 
self-harming with the intention of taking his own life, refer to the fact sheet on suicide for ad-
ditional information.  

Who Is Impacted?
Obtaining statistics for self-injury is diffi  cult, as the act is typically completed in private 
and hidden from others.  Given that limitation, the information below outlines some basic 
facts surrounding those who self-injure.
	Onset of self-injurious behavior begins on average between 11 and 15 years old.1

	NSSI impacts those with mental illness at a higher rate, impacting one out of four 
individuals.2

	Females who identify as bisexual may be at higher risk for NSSI behavior.3

	Adolescents and young adults who engage in NSSI are at a higher risk for attempting 
suicide.4

	Recently, researchers have estimated a prevalence of 17.2% of adolescents who have 
reported engaging in NSSI5.

What Does It Look Like?
The following signs (risk factors, symptoms, and reasons) may indicate that a child or an 
adolescent is at risk for, or engaging in, NSSI:6
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Risk Factors
	 History of child abuse (particularly sexual abuse)
	 Mental illness 
	 Abuse of drugs or alcohol 
	 History of trauma 
	Exposure to a stressful event(s), including loss of a loved one, incarceration, violence, 

and illness among others
	Knowing an individual who self-injures
	Previous attempts of self-injury or suicide

Symptoms
	Cuts, scars, burns, or bruises on areas such as the arms, legs, or stomach
	Unusual changes in appetite or mood
	Sleeping too much or too little
	Pulling hair 
	Excessive tattoos or piercings 
	Withdraws from social interactions or usual activities
	Frequently wearing articles of clothing to cover arms or legs (even during warmer 

temperatures)  

Reasons for Self-Harm
	Provides a sense of control
	Rebellion 
	Mental health concerns such as anxiety, depression, PTSD, eating disorder, or bipolar 

disorder
	Peer pressure or acceptance 
	Release of pain – provides relief 
	Distraction or detachment from feelings or emotions 

How Schools and Educators Can Help
Education
If a student is in immediate danger, follow the building crisis protocol and consult the 
steps on the Suicide Fact Sheet for additional information.   
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Understand the risk factors and symptoms.  Although it may be difficult to identify 
self-injury given its secretive nature, educating oneself with the possible warning signs 
associated with such behavior is important for observing signs that may otherwise be 
overlooked. In that connection, it is also important to understand cultural norms that may 
involve practices (e.g., piercings) that could be confused with self-injury.  Discuss concerns 
with an SMHP or the student’s parents if concern is experienced.  Schools should also con-
sider crisis management protocols for NSSI. 

Prevention
Identify appropriate coping mechanisms.  If a student is engaged in NSSI in order to 
release pain or detach from unwanted emotions, learning healthy coping mechanisms is 
key.  Identifying student strengths or supports is important in finding alternative behav-
iors or encouragement through difficult times.  

Be aware of self-harm presented in the media.  Children and adolescents are immersed 
in many forms of media, including television, magazines, books, Internet videos, music, film, 
and social media.  Adults should pay careful attention to students’ media consumption, tak-
ing note of any methods that promote or glamorize self-harm.  In contrast, media can also 
provide support for students who are looking to identify healthy coping mechanisms, de-
crease loneliness, or provide an outlet for engagement but with careful consideration. 

Intervention
Don’t be afraid to ask students about self-harm.  If it is suspected that a student is 
engaging in NSSI behavior, it is important to initiate a conversation with him. Express con-
cern, including behaviors or signs that have been observed, and ask what would be help-
ful in order to assist the student.  Working with an SMHP can be helpful in addressing the 
concern with the student and parents or caregivers, and in identifying additional supports.  

Allow for healthy coping within the classroom.  An SMHP can assist with the devel-
opment of coping skills to address feelings of stress, frustration, anger, and concern.  A 
team approach, including classroom instructors, staff, and family, is critical in incorporat-
ing these skills throughout the student’s daily routine.  
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Develop a plan to support the student.  Working with an SMHP or other trusted adult, a 
student can develop a plan for individuals to talk to and alternative methods of releasing 
or addressing painful emotions when needed.  
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OBSESSIVE-COMPULSIVE 
DISORDER (OCD) 

About OCD
Obsessive-compulsive disorder (OCD) is a disorder that usually begins in adolescence or 
young adulthood.  It is characterized by recurrent intense obsessions and/or compulsions 
that cause severe discomfort and interfere with day-to-day functioning.  OCD has a genet-
ic component and can run in families; however, that is not always the case. More research 
in brain science is being conducted to learn more.  

Symptoms may be mild or severe and can change over time at certain developmental 
milestones and with hormonal changes.  The content and intensity of obsessions and com-
pulsions may be impacted by schedule changes, nutrition, exercise frequency, sickness, 
sleep quality and quantity, and solitude in home and school life.  Overall, OCD interferes 
with a child’s normal routine, academic functioning, social activities, and/or relationships.

What Does It Look Like?
Obsessions – repetitive, intrusive, unwanted thoughts, images, or urges.

Possible Categories of Obsessions
	Irrational worry about dirt, germs, or contamination 
	Excessive concern with order, arrangement, or symmetry 
	Fear that negative or aggressive thoughts or impulses will cause personal harm or 

harm to a loved one
	Extreme concern with appearance of homework assignments
	Preoccupation with losing or throwing away objects with little or no value
	Excessive concern about accidentally or purposefully injuring another person
	Feeling overly responsible for the safety of others 
	Distasteful religious and sexual thoughts or images 
	Doubting that is irrational or excessive
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Compulsions – repetitive behaviors or mental acts that the individual feels driven to 
perform.

Common Categories of Compulsions
	Cleaning – Repeatedly washing one’s hands, bathing, or cleaning household items, 

often for hours at a time 
	Checking – Checking and re-checking several to hundreds of times a day that the 

doors are locked, the stove is turned off, the hairdryer is unplugged, etc. 
	Repeating – Inability to stop repeating a name, phrase, or simple activity (such as 

going through a doorway over and over)
	Mental rituals – Endless reviewing of conversations, counting; repetitively calling up 

“good” thoughts to neutralize “bad” thoughts or obsessions; or excessive praying and 
using special words or phrases to neutralize obsessions
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Symptoms and Interventions

Symptoms Interventions

Classroom •	 Needs to find the perfect way 
to say something

•	 Experiences challenges with 
writing (desire for perfection)

•	 Struggles to inform others of 
onset of symptoms

•	 Extend time for tests or when participating during 
class discussion

•	 Provide a computer for student to compose docu-
ments on

•	 Establish a communication system 

School 
Work

•	 Experiences anxiety regard-
ing test taking

•	 Wants to find the perfect 
answer; this can lead to 
difficulty completing assign-
ments or tests

•	 Struggles with reading out 
loud

•	 Experiences difficulty com-
pleting and anxiety about 
assignments

•	 Extend time on tests

•	 Provide an alternate place for taking tests

•	 Modify tests to include word banks or equation 
sheets

•	 Reduce the amount of work or set limits on the 
time to be spent on a task

•	 Refrain from calling on the student if it produces 
anxiety

•	 Be careful not to punish or criticize the student for 
behaviors related to OCD

Desk •	 Struggles with taking notes 
(concerns about writing or 
capturing all/relevant infor-
mation)  

•	 Experiences physical symp-
toms that student does not 
want others to see

•	 Assign a peer buddy to assist the student

•	 Arrange the student’s seating to minimize unwant-
ed attention to challenges

Outside the 
Classroom

•	 Experiences difficulty with 
reading

•	 Experiences peer rejection

•	 Provide the student with audio books or materials

•	 Facilitate back-and-forth conversation/role-play on 
what OCD is and present symptoms so student can 
speak to his or her experience

•	 Facilitate peer groups at lunch, in the classroom, 
and in the community

Transitions •	 Struggles with sudden 
changes in routine

•	 Provide student with notice of changes in routine 
verbally or visually on the daily schedule

•	 Provide smooth transitions and establish routines
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Student Strengths
	Alert
	Bright
	Cooperative
	Detailed
	Diligent
	Knowledgeable  

Resources
•	 American Academy of Child and Adolescent Psychiatry 
 http://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/

Obsessive-Compulsive-Disorder-In-Children-And-Adolescents-060.aspx 

•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/topics/obsessive-compulsive-disorder-ocd/index.

shtml 

•	 Anxiety & Depression Association of America 
 http://www.adaa.org/understanding-anxiety/obsessive-compulsive-disorder-ocd/

symptoms 

•	 Child Mind Institute 
 http://www.childmind.org/en/posts/articles/2011-11-28-teachers-guide-helping-

kids-ocd 
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POSTTRAUMATIC STRESS 
DISORDER (PTSD) 

About PTSD
Discussion of posttraumatic stress disorder (PTSD) often brings to mind veterans and their 
experiences after serving in combat.  However, PTSD can occur after many other traumatic 
occurrences and impacts individuals of all ages, including children and adolescents.  Trau-
matic events can include abuse, natural disasters, witnessing violence, neglect, and accidents.  

Understanding the symptoms associated with PTSD can assist educators, mental health 
professionals, and families in providing meaningful interventions and support.  Commu-
nication between the student’s team members is paramount.  While a student’s safety 
should be the most important priority, it is also imperative to understand triggers and the 
way in which they may manifest (such as fear of somebody with a particular facial feature 
or style of dress).  Understanding these nuances can assist teams in developing helpful 
interventions and building support for the student.

Risk Factors
	Observing or experiencing a traumatic event
	Previous exposure to trauma

Help and Treatment
	Therapy
	Medication
	Support from family, school, peers, and the community

By the Numbers
According to the U.S. Department of Veterans Aff airs,1

	1% to 6% of boys will likely experience PTSD as a result of trauma
	3% to 15% of girls will likely experience PTSD as a result of trauma
	Approximately 14% to 43% of boys and 15% to 43% of girls experience at least one 

trauma in their lives
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What Does It Look Like?2

Symptoms
	Recollections of the traumatic event (flashbacks)
	Fear of being separated from a parent or, conversely, fear of being left alone with a 

particular adult
	Anxiety, anger, or depression
	Engagement in risky or dangerous behaviors, including substance abuse, self-injury, 

or suicidal thought
	Difficulty with sleep
	Changes in eating habits 
	Play that relives the trauma
	Loss of interest in usual activities
	Easily distracted or difficulties with attention
	Physical pains, such as stomachaches or headaches
	Hyperalertness (always on guard or edgy)
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Symptoms and Interventions

Symptoms Interventions

Classroom •	 Experiences fear of being left 
alone, without parent, or with 
another adult 

•	 Engages in or experiences bul-
lying (victim or perpetrator)

•	 Engages in play that relives 
trauma

•	 Struggles with peer and staff 
relationships    

•	 Consider modifications or ways to ease the 
child’s anxiety (informing him when leaving 
the room, allow check-ins with parent or other 
trusted adult)

•	 Allow time for lessons with an SMHP to identi-
fy emotions and understand possible triggers 
(including noise, touch, or specific situations)

•	 Identify supportive figures with whom the 
student can build relationships

•	 Practice calm, positive interactions with 
student, particularly when student is experi-
encing anxiety or distress

School Work •	 Struggles with completing 
school work   

•	 Defies directives

•	 Exhibits detachment or disen-
gagement with assignments 
and responsibilities

•	 Adapt assignments or decrease workload

•	 If trauma is known, avoid assigning work that 
may trigger the student

•	 Identify methods of instruction or work com-
pletion that the student enjoys and responds 
to (e.g., using the computer, artwork, music)

Desk •	 Becomes easily distracted •	 Provide additional directives or reminders to 
help student stay on task

•	 Use methods of completing work that employ 
the student’s strengths (e.g., technology)

Outside the 
Classroom

•	 Engages in behavior that is con-
sidered risky or dangerous

•	 Demonstrates changes in eat-
ing habits

•	 Experiences difficulties with 
sleep 

•	 Expresses concern or fear of 
being left with a particular adult 

•	 Communicate with parents or caregivers to 
identify patterns in behaviors or events at 
home that may impact the student’s behavior 
(e.g., lack of sleep)

•	 Understand the student’s home environment 
and identify supports 

•	 If concerned about student’s safety after 
leaving school, contact appropriate individu-
als such as SMHPs, police, or local child welfare 
agency

Transitions •	 Experiences difficulties with 
unexpected transitions or 
schedule changes  

•	 Struggles with loud situations 
(busy hallways, assemblies, etc.)

•	 Create routines and schedules that are pre-
dictable 

•	 Work with other staff members to develop 
consistent rules and interactions (e.g., remain-
ing calm, identifying triggers)

•	 Consider early or late transitions to avoid 
stressful situations
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Student Strengths
	Smart
	Resilient
	Kind
	Sensitive
	Compassionate
	Creative
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REACTIVE ATTACHMENT 
DISORDER (RAD) 

About RAD
Categorized under Trauma- and Stressor-Related Disorders within the DSM-5,1 reactive at-
tachment disorder (RAD) is characterized by behavior that is inhibited and reserved towards 
a parent or caregiver due to childhood trauma.  If a student has been diagnosed with RAD, 
ensure that staff  are trained or educated in trauma-informed care and interventions.

What Does It Look Like?
Environmental Experiences
	Experience with neglect and insuffi  cient care, including comfort and aff ection, phys-

ical and mental play/development, or the provision of an appropriately stimulating 
environment 

	Instability in caregiving relationships (i.e., frequent changes)
	Signifi cant time spent in environments where caregiving is limited (e.g., orphanage)

Emotional Impact
The child’s emotions are impacted by symptoms such as:
	Limited social and expressive reactions to others 
	Flattened aff ect

Resulting Behavior
The child is frequently emotionally removed from caregivers or parents. Examples include:
	The child does not search out security or reassurance from a guardian or caregiver 

when upset.
	When a caregiver or parent attempts to console or soothe the child during a distress-

ing time, the child does not respond.
	Interactions with adults (even if nonconfrontational) can result in anger, unhappi-

ness, or anxiety.
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Symptoms and Interventions
Symptoms Interventions

Classroom •	 Fails to react when others 
attempt to interact

•	 Exhibits flattened affect or 
emotions

•	 Struggles with interac-
tions with peers  

•	 Exhibits unpredictable 
emotions such as anger, 
anxiety, or sadness

•	 Experiences difficulties 
with unexpected changes

•	 Be firm and calm

•	 Acknowledge positive behaviors and good decisions

•	 When possible, provide the student with advanced notice of 
unexpected changes and practice appropriate responses 

•	 Use social skills groups and work with an SMHP to help 
student gain emotional literacy, and practice and manage 
emotions and behaviors

•	 Provide student with space to de-escalate or calm down 
without intensive adult presence

School 
Work

•	 Struggles with completion 
of work 

•	 Experiences changes 
in processing based on 
mood 

•	 Hesitates to ask for help

•	 Lacks confidence in own 
work or ability

•	 Becomes easily frustrated

•	 Consider modification of assignments (e.g., smaller portions 
of work) when needed 

•	 Use checklists 

•	 Identify instructional or learning methods to which the stu-
dent responds positively (e.g., using technology or frequent 
breaks) and embed them in daily work when possible

•	 Find methods to communicate with student that the student 
prefers

Desk •	 Appears disconnected 
from surroundings

•	 Becomes withdrawn in 
group settings or seating 
arrangements

•	 Consider alternative seating placement or surround student 
with understanding peers

•	 Identify methods of engaging student based on interest or 
ability

•	 Provide student with written schedule to maintain consisten-
cy and limit unexpected changes

Outside 
the 
Classroom

•	 Does not appear interest-
ed in interactive or social 
activities

•	 Demonstrates aggres-
sion or lack of empathy 
towards others 

•	 Communicate with parents or caregivers to identify pat-
terns in behaviors or events at home that may impact the 
student’s behavior (e.g., lack of sleep)

•	 Consider a crisis plan for when student is demonstrating a 
concerning behavior (e.g., staff members who should inter-
act with student)

Transitions •	 Experiences difficulties 
moving from one task to 
the next 

•	 Struggles with transition-
ing from one teacher to 
the next (or with changes 
such as substitutes)

•	 Provide student with additional notice of upcoming transi-
tions or allow extra time to finish a task

•	 Maintain regular schedule when possible (place schedule on 
student’s desk and notify of any changes if known)

•	 Prepare student for changes in instruction if known ahead of 
time

•	 Use social skills or individualized instruction to practice ap-
propriate responses and facilitate understanding of changes.  
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Student Strengths
	Energetic
	Sensitive
	Resilient
	Bright
	Caring
	Creative
	Passionate

References
1 American Psychiatric Association. (2013). Diagnostic and statistical manual of        
       mental disorders, fifth edition (DSM-5). Washington, DC: Author.
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•	 Mayo Clinic
 http://www.mayoclinic.org/diseases-conditions/reactive-attachment-disorder/ba-

sics/symptoms/con-20032126 
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SCHIZOPHRENIA 

About Schizophrenia
Schizophrenia involves a range of symptoms, including, delusions, halluci-
nations, confused thinking and speech, unusual motor function, and diminished life expe-
riences, such as decreased aff ect or goal-directed behaviors (negative symptoms).  Symp-
toms of the disorder do not typically present until an individual is in late adolescence to 
the early thirties.  Onset in childhood tends to be gradual, and diagnosis in children and 
adolescents is challenging.

What Does It Look Like?1

In addition to the general symptom description below, other common childhood behav-
iors or disorders that may appear similar are included, but are in fact diff erent than symp-
toms of schizophrenia.

Delusions
Delusions are false beliefs that cannot be altered, even if presented with contradictory 
proof.  For example, the individual may report symptoms that include paranoia, concerns 
that someone intends to do him harm, the belief that certain remarks or motions are 
meant for him, a belief that he possesses important talents or status, fear of disaster, or ill 
health.  
	Behaviors That May Look Similar:
	PTSD fl ashbacks or triggers

Hallucinations
Hallucinations are false perceptions. They may be auditory, visual, or any other experience 
related to the senses.
	Behaviors That May Look Similar:
	Age-appropriate imaginative play
	Substance abuse
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Disorganized Thinking/Speech
Speech or thought processes (a) may not appear coherent or follow a logical pattern; (b) 
may be more coherent but change rapidly from subject to subject; or (c) may provide an-
swers seemingly unrelated to a question that was asked.
	Behaviors That May Look Similar:
	Autism spectrum disorder
	Attention-deficit/hyperactivity disorder

Abnormal Motor Behavior
Motor behavior may be abnormal, including extreme childishness or lack of movement 
(unresponsiveness).  Symptoms of catatonia such as odd postures, failure to respond, or 
excessive movement may be present.
	Behaviors That May Look Similar:
	Autism spectrum disorder
	Bipolar disorder

Negative Symptoms
Absence of emotional expression or lack of movement or participation in activities.
	Behaviors That May Look Similar:
	Autism spectrum disorder
	Depressive disorder



152                                                                         KSDE TASN ATBS School Mental Health Initiative

MENTAL HEALTH DISORDERS OF CHILDHOOD AND ADOLESCENCE: SCHIZOPHRENIA

Symptoms and Interventions
Symptoms Interventions

Classroom •	 Fails to react when somebody 
attempts to interact

•	 Demonstrates flattened affect 
or emotions

•	 May struggle with interactions 
with peers  

•	 Exhibits unpredictable emo-
tions such as anger, anxiety, or 
sadness in response to internal 
stimuli

•	 Has difficulty dealing with 
unexpected changes

•	 When possible, provide the student with advanced 
notice of unexpected changes and practice appropri-
ate responses 

•	 Use social skills groups and work with an SMHP to help 
student practice and manage emotions and behaviors

•	 Provide student with space to deescalate or calm down 
without intensive adult presence

School 
Work

•	 Demonstrates drop in school 
performance 

•	 Struggles to complete work 
•	 Experiences changes in pro-

cessing based on mood 
•	 Hesitates to ask for help
•	 Lacks confidence in own work 

or ability
•	 Struggles with memory and 

concentration

•	 Consider modification of assignments (e.g., smaller 
portions of work) when needed 

•	 Use checklists 
•	 Identify instructional or learning methods to which 

the student responds positively (e.g., using technology 
or frequent breaks) and embed in daily work when 
possible

•	 Find methods to communicate with student in ways 
that student prefers

Desk •	 Appears disconnected from 
surroundings

•	 Disorganized
•	 Acts disoriented or confused

•	 Consider alternative seating placement or surround 
student with understanding peers

•	 Identify methods of engaging student
•	 Provide student with written schedule to maintain 

consistency and limit unexpected changes

Outside 
the 
Classroom

•	 Experiences difficulties main-
taining friendships or interact-
ing with peers

•	 Shows motor function con-
cerns (e.g., abnormal move-
ment)

•	 Lacks insight
•	 Withdraws from social environ-

ment

•	 Communicate with parents or caregivers to identify 
patterns in behaviors or events at home that may im-
pact the student’s behavior (e.g., lack of sleep)

•	 Consider a crisis plan for when student demonstrates a 
concerning behavior (e.g., staff members who should 
interact with student)

Transitions •	 Has difficulties moving from 
one task to the next 

•	 Struggles with transitioning 
from one teacher to the next 
(or with changes in staff, such 
as substitutes)

•	 Provide student with additional notice of upcoming 
transitions or allow extra time to finish a task

•	 Maintain regular schedule when possible (place 
schedule on student’s desk and notify of any changes 
if known)

•	 Prepare student for changes in instruction if known 
ahead of time

•	 Use social skills or individualized instruction to practice 
appropriate responses and facilitate understanding of 
changes  
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Student Strengths
	Energetic
	Sensitive
	Resilient
	Perceptive
	Creative

References
1 American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders, fifth edition (DSM-5). Washington, DC: Author.

Resources
•	 Child Mind Institute 
 http://childmind.org/guide/schizophrenia/ 

•	 American Academy of Child & Adolescent Psychiatry 
 https://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/

Schizophrenia-In-Children-049.aspx 

•	 Mayo Clinic 
 http://www.mayoclinic.org/diseases-conditions/childhood-schizophrenia/basics/

definition/con-20029260 
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TOURETTE SYNDROME (TS) 

About TS
Tourette syndrome (TS) is a neurological disorder characterized by repeti-
tive, stereotyped, involuntary movements and vocalizations called tics, which are sudden 
twitches, movements, or sounds.  Children who have tics cannot stop them.  Tics may be 
described similarly to having the hiccups.  Researchers do not know the exact cause but 
suggest genetics may be involved.  

Current data indicate that 1 in 360 children ages 6 through 17 years old in the United 
States have TS.1  All racial and ethnic groups can be impacted by Tourette syndrome, and 
boys are three to fi ve times more likely to be diagnosed than girls.2  No blood, laboratory, 
or imaging tests are needed for a diagnosis.  A clinician experienced in working with indi-
viduals with TS determines the diagnosis by verifying that the child has had both motor 
and vocal tics for at least one year.

What Does It Look Like?
Motor Tics
	Movements of the body; for example, blinking, shrugging the shoulders, or jerking 

an arm

Vocal Tics
	Sounds made with the voice; for example, humming, clearing the throat, or yelling 

out a word or phrase

Simple Tics
	Tics involving just a few parts of the body; for example, squinting the eyes or sniffi  ng

Complex Tics
	Tics involving several parts of the body and perhaps having a pattern; for example, 

bobbing the head while jerking an arm, and then jumping up.
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Symptoms
Symptoms may be triggered by excitement or anxiety.  Tics may subside for weeks or 
months and then recur.

Types of Tics
	Facial tics
	Motor tics
	Unacceptable sounds, words, or phrases
	Involuntarily shouts of obscenities (coprolalia)
	Repetition of words of other people (echolalia)
	Repetitive touching of people
	Possible self-harm
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Symptoms and Interventions

Symptoms Interventions

Classroom •	 Challenges with writing

•	 Experiences difficulties inform-
ing others of onset of symp-
toms

•	 Struggles with obsessions

•	 Fears not having friends

•	 Provide a computer for student to type on

•	 Establish a timeframe for work to be completed 
and modify work to fit within timeframe

•	 Have another adult “scribe” for the child while the 
student dictates

•	 Establish a communication system 

•	 Extend time for tests, assignments, or response 
time during class discussion

•	 Reduce assignments if tics interfere with function-
ing

•	 Provide breaks throughout the school day 

•	 Have child present to teacher alone or videotape 
at home

•	 Use a signal to let child know his or her turn is 
coming

School 
Work

•	 Experiences difficulties with test 
taking

•	 Engages in ritualistic behaviors

•	 Extend time on tests

•	 Provide alternate place for taking tests

•	 Modify tests to include word banks or equation 
sheets

•	 Extend time for work to be completed

Desk •	 Struggles taking notes

•	 Experiences physical symp-
toms that student does not 
want others to see or becomes 
distractible

•	 Assign a peer buddy to assist the student

•	 Arrange student’s seat to minimize distractions or 
place near understanding peers

Outside 
the 
Classroom

•	 Struggles with reading

•	 Experiences peer rejection

•	 Provide audio books for student to listen to

•	 Facilitate back-and-forth conversation/role-play on 
what TS is and present symptoms so student can 
speak to it

•	 Facilitate peer groups at lunch, in the classroom, 
and in the community

•	 Create social opportunities with small groups

Transitions •	 Struggles with sudden changes 
in routine

•	 Provide notice about upcoming change(s) verbally 
or visually on the daily schedule

•	 Send a note home with upcoming change in 
routine
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Student Strengths
	Determined
	Bright
	Cooperative
	Creative
	Curious
	Careful
	Hard-working
	Knowledgeable 

References
1 Bitsko, R. H., Holbrook, J. R., Visser, S. N., Mink, J. W., Zinner, S. H., Ghandour, R. M., & 

Blumberg, S. J. (2014, June). A national profile of tourette syndrome, 2011-2012. 
Journal of Developmental & Behavioral Pediatrics, 35(5), 317-322. doi:10.1097/
DBP.0000000000000065

2 Centers for Disease Control. (2015, November 30). Facts about Tourette syndrome 
[Webpage]. Retrieved from http://www.cdc.gov/ncbddd/tourette/facts.html 

Resources
•	 National Institute of Neurological Disorders and Stroke 
 http://www.ninds.nih.gov/disorders/tourette/detail_tourette.htm

•	 Child Development Institute 
 http://childdevelopmentinfo.com/child-psychology/tourette_syndrome/ 

•	 Centers for Disease Control and Prevention 
 http://www.cdc.gov/ncbddd/tourette/facts.html 

•	 Tourette Association of America 
 http://tourette.org/index.html

•	 Neuroscience for Kids 
 https://faculty.washington.edu/chudler/ts.html
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APPENDIX A
Adapted from the Final Report On School-Based Mental Health 
Conducted by The University of Kansas, School of Social Welfare, Center for Children 
and Families1

Statewide Survey Data: Key Findings
Online surveys were disseminated statewide to educators, community mental health pro-
viders, and parents. A summary of each survey follows.

Educator Survey Results
Sample
A total of 777 educators and school staff completed a one-time, online survey. The sample 
was 81% female, 92% White, non-Hispanic; the average age was 45.5 years (SD = 11.1). 
Approximately 76% of respondents reported having a master’s degree and had been at 
their current school an average of 18 years (SD = 10.8). The majority of the respondents 
were school staff: 226 counselors/mental health providers (29%), 139 teachers (18%), 124 
administrators (superintendent or principal; 16%), and 73 special education teachers (9%). 
Over 55% were elementary school staff, and 30% and 31% were employed at a middle or 
high school, respectively. Forty-six percent of respondents characterized their school as 
serving a rural area with 23% reporting serving a suburban locale and 21% urban. 

Results 
Although 74% of respondents reported being aware of resources in their school to assist 
students with mental health needs, 65% felt these resources were inadequate and over 
84% felt there needed to be greater access to school mental health services. Most educa-
tors (66%) reported being moderately confident about recognizing mental health issues 
among students; however, 84% agreed or strongly agreed that further professional devel-
opment training is needed, including training on mental health disorders (58%), training 
on behavioral management techniques (57%), specialized skill training (e.g., social skills, 
anger management skills (52%), positive behavioral supports (50%), and information on 
understanding trauma (45%). Major themes of current successes in and barriers to school-
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based mental health (SBMH) are outlined in Tables 1 and 2. 

Table 1
Educator Survey Results: Major Qualitative Themes for Successful Collaboration

Identification & 
Referral

“Being able to identify serious issues and refer to local mental 
health center [is important].”

Relationship 
Building

“At this time teachers, administrators or school counselors that 
reach out and purposely develop relationships with students and 
family are our best means of support and aid to students.”

Services & 
Supports at 
School

“Having [CMHC staff] located in schools fosters better 
understanding and trust among school staff and mental health 
staff.”

District-Employed 
Mental Health 
Staff

“Our district has recently added full-time social work services 
in several elementary schools in our district. The schools with 
full-time services are now better equipped to identify and assist 
in helping those students and their families access mental 
health services. These social workers also provide mental health 
training for teachers and other staff members which helps in the 
identification and referral for mental health services.”

Team Approach “Working together as a team with parents, school psychologists, 
teachers and outside agencies works the best …”

Collaboration & 
Communication

“Collaboration between staff and mental health professionals in 
schools to try and help families get the proper mental health 
referrals needed and communication with parents to either share 
concerns or to discuss issues a student is having [is key].”

Prevention 
Programming

“Proactive, preventive mental health care with the counseling 
curriculum taught in the classrooms” and “school wide positive 
behavior support, education or proactive approach to behaviors” 
[are needed].



KSDE TASN ATBS School Mental Health Initiative                                                                         163

APPENDIX A

Table 2
Educator Survey Results: Major Qualitative Themes for Current Barriers

Lack or Resources/
Funding

“The continuous issue of funding for implementing services in the 
most comprehensive way – more staff, more time. Juggling academic 
issues and mental health concerns requires numerous individuals and 
the need to keep consistency in how services are provided.”

Parent 
Engagement

“Takes a long time to convince the family to take the child to a 
mental health agency, then childcare and transportation, getting 
time off work are barriers for families.”  

Lack of Training & 
Knowledge among 
School Staff

“The general education support staff has little training in the area 
of mental health.  There should be more professional development 
days geared toward addressing student mental health.”

Collaboration with 
CMHCs

“Our community mental health providers are underfunded leading 
to a lack of adequate services for our students;” “Not enough 
qualified counselors and psychologists in our community;” “There 
is too much confusion between the school and community on the 
roles each have.”

Stigma “Stigma.  No one wants to admit they have a mental health issue.  
Only once they become severe are issues dealt with;” “Overall social 
stigma is still pervasive in our small community.”

Community Mental Health Center (CMHC) Staff Survey Results
Sample
A total of 71 community mental health providers responded to the survey (78% female, 
87% white, non-Hispanic; average age was 39 years old, SD = 12.0). Most respondents had 
at least a four-year college degree (31.4%) or master’s degree (41%) with 45% holding a 
professional license (e.g., LMSW, LSCSW, LMFT, LPC). Participants reported they had been 
in the mental health field for an average of 11 years (SD = 8.6). Approximately 20% de-
scribed the geographic region served by their CMHC as urban, whereas 11% said semi-ur-
ban, 28% suburban, 59% rural, and 7% frontier. A range of job titles were reported, in-
cluding attendant care worker (n = 3), case manager (n = 11), therapist (n = 7), program 
director/manager (n = 6), CBS director (n = 9), wraparound/parent support facilitator (n = 
2), CPST (n = 5), and CEO (n = 1), with 27 respondents not reporting their job title.
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Results
Most participants reported favorable working relationships with local schools, with 32% 
agreeing and 57% strongly agreeing with the statement that their CMHC had a positive 
working relationship with local schools. Most participants (79%) reported that their job 
included working with school staff to address students’ mental health concerns. Approxi-
mately 46% noted that they found schools to be reluctant to work with CMHCs to address 
students’ mental health concerns. Of note, 90% reported that children and adolescents 
need greater access to mental health services at school.

Participants listed a number of ways in which collaboration between schools and CMHCs 
were working well, including: 
1. Similar goals for behavior modification in the classroom and in other settings
2. Providing services in the school
3. Collaboration specifically between school-based mental health professionals, like 

counselors and school social workers
4. Monthly meetings with schools to discuss students already in services
5. Ongoing and open communication with special education teachers, counselors, and 

school administrators
6. IEP and wraparound planning meetings with school staff
7. Including school staff in treatment planning meetings
8. Actively introducing CMHC staff to staff at the local schools
9. Sharing information between schools and CMHCs to coordinate care
10. Providing prevention programming (e.g., suicide, bullying) in schools

However, participants also reported that they had experienced a range of barriers when 
collaborating with schools. Table 3 lists these barriers and the percentage of participants 
who endorsed them.



KSDE TASN ATBS School Mental Health Initiative                                                                         165

APPENDIX A

Table 3
Barriers to Collaboration Endorsed by Participants

Barrier Endorsement

Lack of Knowledge About Mental Health Issue Among School Staff 62%

Different Priorities Between CMHC and School System 59%

Difficulty Coordinating Meeting Times With School Staff 45%

Negative or Stigmatizing Attitudes Among School Staff 44%

Limited Time to Collaborate Due to Limited Funding or Capacity to Bill 
for Services

42%

Unclear Boundaries and Roles Between CMHC and School Staff 39%

Lack of Administrative Support for Collaboration at the School of District 
Level

31%

Lack of Interest in Mental Health Issues Among School Staff 30%

Amount of Time Required to Coordinate With School Staff 28%

Confidentiality Restrictions in CMHC 22%

Lack of Structure or Mechanism for Collaborating 17%

Lack of Administrative Support for Collaboration at the CMHC Level 16%

Confidentiality Restrictions in Schools 10%

Staff Turnover in Schools 10%
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Parent Survey Results
Sample
A total of 18 parents responded to the survey. Despite continued efforts to collect addi-
tional parent surveys, the response rate among parents was low. Thus, all parent results 
must be interpreted with caution. Of these 18 respondents, 78% were female, and 67% 
identified as White, non-Hispanic. The average age was 47 years old (SD = 9.6). All report-
ed having some college education (21%), with 28% reporting a college degree and 50% 
reporting a master’s degree. On average, the child receiving mental health services was 
12 years old (SD = 4.9) and 58% were male. Range of diagnoses was reported, including 
ADHD, ODD, CD, Anxiety, ASD, FASD, Bipolar, RAD, and PTSD. Nine parents did not report 
a specific diagnosis. Only 30% indicated that their child received mental health services at 
school. However, 54% indicated their child receives special education services.

Results
In terms of how well school staff and CMHCs collaborate to meet their child’s mental 
health needs, 44% of parents reported that the collaborative process worked well, but 
only 33% reported that there was clear communication between the school and CMHC to 
coordinate care. Relatedly, only 33% felt their child received adequate support at school 
for his or her mental health needs with less than 20% reporting that adequate resources 
were in place at their child’s school to support mental health issues. Only 22% felt confi-
dent in school staff’s ability to address their child’s mental health needs.

Parents did indicate that several aspects of collaboration between schools and CMHCs 
were working well. These included consistency in care, particularly among the mental 
health staff (e.g., same worker for years); consistency in special education staff that under-
stand child’s needs well; flow of communication once appropriate releases are in place; 
and open communication between therapists/case managers and school staff. However, 
parents also reported several barriers, the most common being a lack of mental health 
knowledge among school staff, negative or stigmatizing attitudes among school staff, 
and differences in job responsibilities and roles in schools and CMHCs (e.g., differences in 
attendant care workers at CMHCs and paraprofessionals at schools).
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Summary of Survey Results
Consistent themes were seen across the educator, CHMC, and parent surveys, including 
the following:
1. Resources to address students’ mental health needs at school are currently inade-

quate.
2. Lack of knowledge/need for further professional development exists among school 

staff.
3. Greater flexibility in funding is needed to better meet the needs of students.
4. Ongoing communication is key to successful collaboration and coordination of care.
5. Consistent planning meetings between families, school staff, and CMHCs strengthen 

the provision of services through greater role clarity and coordination of care.
6. Providing services in schools (e.g., CMHC staff providing services in schools; having 

school-based mental health staff in place) is an important way to meet students’ needs 
and address key barriers, such as stigma, transportation, etc.

Recommendations
System-Level Infrastructure
1. Provide training statewide to educators on recognizing and appropriately responding 

to mental health issues among students.
a. Continue to offer Youth Mental Health First Aid (YMHFA) to educators around the 

state for free and allow for continuing education hours for licensure.
b. Strongly encourage participation via supportive leaders in the field (e.g., Kansas 

State Department of Education [KSDE] Commissioner, School Board Association, 
Professional Associations such as the Kansas School Counselor Association or Kan-
sas Association of American Educators).

2. Provide training to educators on social and emotional learning (SEL) to assist with the 
integration of SEL skills into the classroom.
a. Conduct statewide training on the newly adopted Social, Emotional, and Charac-

ter Development (SECD) Standards.
b. Support the implementation of SEL programs in schools (e.g., Second Step) via tar-

geted funding.
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3. Create flexible funding mechanisms. 
a. Consider joint applications for funding by the Kansas Department of Aging and 

Disability Services (KDADS) and KSDE.
b. Jointly fund initiatives by combining existing KDADS and KSDE revenue streams.

4. Provide cross-system training opportunities. 
a. Invite CMHC staff to participate in existing statewide trainings hosted by KSDE 

(e.g., Safe and Supportive Schools Conference).
b. Invite school staff to participate in existing statewide/community level trainings 

supported by KDADS.
5. Examine the impact of current models of SBMH on student outcomes and establish a 

set of best practices for Kansas schools.
a. Identify current models of SBMH in the state and assess the impact on students’ 

mental health, academic success, and social-emotional learning.
b. Evaluate a model for providing SBMH services based on key findings described in 

this report from FY2015 Task 9 and assess the impact on students’ mental health, 
academic success, and social-emotional learning.

6. Identify additional partners at the state and local levels from the Juvenile Justice, Child 
Welfare, and Health sectors.
a. Explore the successes and challenges for students with mental health needs who 

are also involved in other child-serving systems, like Juvenile Justice, Child Welfare, 
and Public Health. 

b. Identify opportunities for collaboration to improve service delivery across all 
child-serving systems, including schools, CMHCS, Juvenile Justice, Child Welfare, 
and Public Health.

Practices Within Schools and CMHCs
1. Adopt a community-level response to students’ mental health and the provision of 

services.
a. Explore successes and challenges unique to each community and identify solu-

tions that fit with the population served by the community. 
b. Create a community-level planning council to assist with community-wide owner-

ship/investment in students’ mental health.
c. Provide community-level workshops to educate community members on mental 

health issues and to reduce stigma.
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2. Implement emerging best practices in expanded school-based mental health (ESMH).
a. Adopt a team approach by creating an ongoing treatment planning meeting (e.g., 

wraparound care meetings).
b. Establish communication between schools and CMHCs (e.g., offer presentations 

by CMHC staff to schools to identify available services and referral procedures; pro-
vide presentations to CMHC staff by educators on opportunities and constraints of 
providing services in schools).

c. Develop protocols for the identification of mental health needs and referral proce-
dures in local schools.

d. Provide space in schools to provide services, when possible.
e. Consider ways to jointly fund mental health professionals (e.g., funded by school 

districts and local community mental health agencies).
f. Assess the impact of services on children’s developmental outcomes, such as their 

mental health, academic success, and social-emotional learning.

References
1 Williford, A., Mendenhall, A., Moon, J., DePaolis K. J., and Lassman, H. (2015, September 

15). Healthy children, healthy schools, healthy communities. Final report on school-based 
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Children & Families.
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KSDE TASN ATBS School Mental Health Initiative                                                                         171

APPENDIX B

APPENDIX B
Trauma-Informed Approaches Across Kansas Communities
Agencies and organizations throughout Kansas are seeking to enhance their knowledge 
of trauma and to foster the use of trauma-informed approaches.  This is encouraging news 
for schools, as it sets the stage for (a) entire communities to collaborate around a shared 
understanding and (b) entire communities to integrate practices around a shared effort.  

Members of the Governor’s Behavioral Health Services Planning Council, Children’s Sub-
committee, have provided the following examples of agencies and organizations moving 
toward a trauma-informed approach.  

Kansas Department for Aging and Disability Services 
(KDADS): Behavioral Health Services (BHS) Commission
On November 23, 2015, the Behavioral Health Services Commissioner provided the fol-
lowing guidance to BHS employees: 

As we move forward with our efforts to support the efforts to support the 
health, safety and well-being of our state’s residents, it is important to rec-
ognize that many of the people we serve, as well as those with whom we 
work, have been affected by trauma.  People who have experienced the 
trauma of abuse, neglect, and other forms of harm often face greater chal-
lenges in achieving health and wellness, feeling safe, and thriving.

In recognizing the impact that trauma has in overall wellness, the KDADS 
Behavioral Health Services (BHS), is moving toward a “trauma-informed” 
model in our philosophy, approach and methods.  In order for BHS to be-
come a fully trauma-informed organization, each employee must have an 
understanding of how trauma can affect individuals, families, groups and 
communities.  Being trauma-informed is a way to more effectively engage 
with all people we serve, with all staff, and with those we encounter when 
conducting business and providing services.  It will improve how we re-
spond to the needs of those whose lives have been impacted by trauma 
and encourage stronger coordination of care to promote wellness.
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Our Adult Consumer Affairs Coordinator, in conjunction with the Commu-
nity Engagement Institute at Wichita State University, is leading efforts to 
help BHS move toward a high-level trauma-informed system.  BHS will work 
with CCSR to conduct a series of trainings and an assessment of our trau-
ma-informed competencies, resulting in a set of recommendations that we 
will begin to implement.  This work will help us to build a better service de-
livery system.  It will facilitate positive, healthy choices by staff and clients 
and aid in the pursuit of policies and environmental changes that support 
health and safety.  Finally, it will help us to continue to improve our culture 
from within State government.  

I ask for your support and active participation as we move forward with 
training, assessment, and implementation of trauma-informed strategies 
across our various divisions and with other stakeholders and service part-
ners.  As a BHS employee, you are an important part of the trauma-informed 
service delivery system we are developing.  Thank you for your time and 
effort in being stewards of change and assuring the highest quality of care 
for our staff and the people we serve.  

Kansas Department of Corrections Juvenile Services
Starting in fiscal year 2015, the Kansas Department of Corrections Juvenile Services placed 
focus on providing training and obtaining trained trainers in the Mental Health Training 
Curriculum for Juvenile Justice (MHTC-JJ).  MHTC-JJ training will be provided to juvenile 
justice system practitioners such as residential providers, foster care providers, supervi-
sion officers, juvenile intake and assessment, and Juvenile Correctional Facility (JCF) staff.  
Prior to the start of calendar year 2016, almost 300 juvenile justice practitioners have been 
trained and more than 40 practitioners have been trained as trainers.  Starting in calendar 
year 2016, approximately 15 regionalized trainings will be conducted for staff who have 
not completed the initial MHTC-JJ training to obtain full saturation.  In calendar year 2017, 
annual trainings will be offered to catch any new practitioners to the system.  The eight 
core components of MHTC-JJ are as follows:
1. Introduction
2. Understanding adolescent development
3. MH and substance use disorders
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4. Child trauma
5. Family engagement
6. Working with youth – what you can do
7. Treatment of youth with mental health disorders
8. Taking care of you

Family Service and Guidance Center (Topeka)
Family Service and Guidance Center (FSGC) has worked with the National Council on Be-
havioral Healthcare to become a trauma-informed community. This is not a treatment 
approach but a philosophy of how to set up an environment that is trauma-sensitive in 
every way, including the physical environment, all staff trained and informed, all practices 
reviewed to ensure sensitivity to trauma. FSGC has established a trauma community com-
mittee and view this as an ongoing process of review and improvement.

Topeka Public Schools
In the spring of 2015, the assistant superintendent of Topeka Public Schools (TPS) assem-
bled a district-level mental health team to investigate evidence-based practices to address 
the behavioral and mental health needs of TPS students.  It became increasingly apparent 
to team members that addressing the impact of trauma on students needed to be a top 
priority.  Since that time, TPS has continued to spread awareness of implement changes 
related to students’ mental health needs, including trauma. Some activities include:
	Screening of “Paper Tigers” (documentary produced by James Redford chronicling the 

trauma-informed journey of Jim Sporleder, principal of Lincoln High School in Walla 
Walla, Washington) to all district staff in August 2015;

	Presentation to entire district staff by Steve Graner, Fellow of ChildTrauma Academy, 
Houston, TX, and Project Director of the Neurosequential Model in Education (NME);

	Staff book study in numerous TPS schools around The Boy Who Was Raised As a Dog by 
Dr. Bruce Perry;

	Continued professional development for staff and administrators regarding the im-
pact of early trauma on brain development and the resulting cognitive, emotional, 
and social issues that students exhibit in a school setting; and

	Building-level implementation of trauma-informed practices based on the unique 
needs of students in specific schools.
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University of Kansas School of Social Welfare Center for 
Children & Families Trauma-Related Work
The Center for Children & Families is currently engaged in three projects that focus on 
trauma as a key component of the work:
	Kansas Adoption Permanency Project (KAPP):   KAPP is addressing trauma by im-

plementing new trauma screening tools for children within the welfare system.  Case 
managers will use the information gathered from these screenings to develop case 
plans that are responsive to children’s trauma and behavioral health needs.  The data 
will also be aggregated for statewide, system-level analysis of trauma and behavioral 
health needs of children qualified for adoption. 

	Project with Crittenton Children’s Center to collaborate with their program admin-
istrators, practitioners, and evaluators in developing a manuscript to disseminate in-
formation on Trauma Smart, an innovative trauma prevention/intervention initiative. 

	Strengthening Families to Buffer Toxic Stress: developing and testing strategies for 
screening to identify children experiencing environmental risk before behavioral is-
sues emerge and facilitating scale-up and testing of a brief intervention that aims to 
strengthen caregiver sensitivity and attachment to promote child coping and resil-
ience against adversity.

Wichita State University – Training & Technology Team (T3)
The Wichita State T3 Team provides “training and technical support to Medicaid mental health 
providers in Kansas.”1 Once such training is the Interactive Community Event (ICE):
	A module is included in the live training event for CMHC staff.  It is aimed at highlight-

ing and reminding participants of the importance of using the trauma-informed ap-
proach, and focuses on the 6 Key Principles of the Substance Abuse and Mental Health 
Services Administration (SAMHSA):
1. Safety
2. Trustworthiness & Transparency
3. Peer Support & Mutual Self-Help
4. Collaboration & Mutuality
5. Empowerment, Voice, & Choice
6. Cultural, Historical, & Gender Issues
	Always Assessing & Reevaluating clients’ needs
	When resistance occurs, do not push harder

	Training & Technology Team trains approximately 300 staff each fiscal year.
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Head Start
Head Start Trauma Smart (HSTS): Several Head Start programs in Missouri, Kansas, and 
other states have implemented Head Start Trauma Smart (HSTS), an early childhood trau-
ma intervention model created by Crittenton Children’s Center.  The model is designed to 
support young children who have experienced trauma and the parents and teachers who 
love and care about them.  HSTS promotes the development of systemic trauma aware-
ness, resiliency, and practical lifelong coping skills. 

Nationally recognized training for staff/parents/caregivers: Crittenton provides a series of 
training sessions for staff (administrators, teachers, bus drivers, kitchen, secretarial staff, etc.) 
and parents/caregivers.  The goal is to create a trauma-informed early childhood environ-
ment for all children.  Training has been specifically adapted for early childhood providers/
caregivers from a trauma-informed framework that promotes resilience, entitled Attachment, 
Self-Regulation, Competency (ARC), created by Blaustein and Kinniburgh at the Trauma Cen-
ter in Boston, MA.  All adaptations were made in collaboration with the developers. 

Individual therapy services for children: Crittenton also provides site-based therapy services 
for children and families attending Head Start/Early Childhood Centers.  Services are provid-
ed by licensed masters-level therapists trained in trauma-informed treatment models, includ-
ing ARC and Trauma-Focused Cognitive Behavioral Therapy (adapted for preschool children). 

Staff and parent consultation: Weekly classroom consultation is provided to Head Start 
teachers.  Therapists maintain regular contact with parents of children receiving therapy 
services.  Therapists also attend monthly parent meetings and provide psycho-education-
al training on topics pertinent to early childhood growth, development, and trauma.  This 
complements the full ARC training for parents. 

Outcomes: Multiple outcome measures are utilized, including the Achenbach Child Be-
havior Checklist (CBCL and TRF 1.5-5), The Classroom Assessment Scoring System (CLASS), 
pre-/post-knowledge tests, and a variety of customer satisfaction tools. Since CLASS scores 
were first recorded during the fall of 2009, all programs have shown steady gains in all 10 
CLASS dimensions, and exceed national benchmarks in several dimensions.  Children re-
ceiving therapy services show statistically significant positive behavior changes. 
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Community impact: The goal is to help Head Start communities understand and proac-
tively intervene on behalf of young children who have experienced trauma so that chil-
dren can heal and lead confident, productive lives.  This is done in a way that yields posi-
tive impact for all children and staff in Head Start classrooms, as well as the surrounding 
community.

KVC Health Systems
KVC has been utilizing Trauma Systems Therapy, developed by Dr. Glenn Saxe, throughout 
its service delivery system since 2010. As the system evolves, a four-pronged approach is 
taken, as follows: (a) continue to raise awareness of the impact of adverse experiences on 
children and their caregivers; (b) develop tools for children, families, and providers that 
support healthy development of executive brain function and core capabilities such as 
self regulation; (c) infuse scientific findings regarding healthy brain development in sys-
tems of care; and (d) influence policy and public decisions to be aligned with the sciences 
and discoveries regarding healthy brain development. 

KVC’s participation in the Change in Mind initiative with the Alliance for Strong Families 
and Communities and partnerships with Dr. Glenn Saxe and the New York University, the 
University of Kansas, the Annie E. Casey Foundation, and Child Trends, a national research 
partner, strengthen its approach. In addition to the work at KVC, national and internation-
al consultation is provided to child welfare and children’s behavioral health agencies on 
implementation and integration of trauma-informed and focused practice, and through 
work with the NYU/KVC Regional Trauma Training Center, KVC has provided training to 
thousands of community partners over a five-state area.

Further, through work on the Child Welfare and Birth Parent committees of the National 
Child Traumatic Stress Network and the steering committee, and in chairing work groups 
with Resilient KC, KCV is striving to provide awareness on the impact of childhood adver-
sity and toxic stress on our communities. The goal of Resilient KC is to do a city-wide ACE 
survey (adults now: children later) and provide community tools to build resilience and 
advance services promoting resilient communities. Additionally, KVC has provided train-
ing on the Building Core Capabilities Hands on Tools Curriculum (Core Capabilities = Emo-
tion Regulation, Behavior Control and Executive Brain Function), and provided school-
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based trauma-informed care training and consultation in Kansas, Iowa, Washington, DC, 
and Rhode Island. Lastly, KVC, in partnership with NYU and the Annie E. Casey Foundation, 
is beginning national distribution of its hands-on, experiential, skill-based trauma training 
curriculum for foster parents and other caregivers.
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APPENDIX C
Additional Resources by Topic in Alphabetical Order

DEVELOPING TRAUMA-RESPONSIVE SCHOOLS: RESOURCES FOR 
SCHOOLS AND EDUCATION PROFESSIONALS  

•	 Compassionate Schools, The Heart of Learning: Compassion, Resiliency, and Aca-
demic Success

  http://www.k12.wa.us/compassionateschools/ 
•	 Neurosequential Model in Education (NME)
  http://childtrauma.org/nme/ 
•	 Risking Connection
  http://riskingconnection.com/ 
•	 Sanctuary Model
  http://www.sanctuaryweb.com/Home.aspx 
•	 Trauma and Learning Policy Initiative, Trauma Sensitive Schools: The Flexible 

Framework
  http://traumasensitiveschools.org/   
•	 University of California, San Francisco (UCSF) Healthy Environments and Re-

sponse to Trauma in Schools (HEARTS) Program 
 http://coe.ucsf.edu/coe/spotlight/ucsf_hearts.html 

Free Downloads: Books and Guides
•	 Calmer Classrooms: A Guide to Working with Traumatised Children 
 http://www.ccyp.vic.gov.au/childsafetycommissioner/downloads/calmer_class-

rooms.pdf 
•	 The Heart of Learning and Teaching: Compassion, Resiliency, and Academic Success 

http://k12.wa.us/CompassionateSchools/pubdocs/TheHeartofLearningandTeaching.
pdf

•	 Helping Traumatized Children Learn: A Report and Policy Agenda 
 http://traumasensitiveschools.org/tlpi-publications/download-a-free-copy-of-help-

ing-traumatized-children-learn/
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•	 Helping Traumatized Children Learn: Creating and Advocating for Trauma-Sensi-
tive Schools

 http://traumasensitiveschools.org/tlpi-publications/download-a-free-copy-of-a-
guide-to-creating-trauma-sensitive-schools/

•	 The Child Traumatic Stress Network: Child Trauma Toolkit for Educators 
 http://www.nctsnet.org/nctsn_assets/pdfs/Child_Trauma_Toolkit_Final.pdf

EVIDENCE-BASED SCHOOL MENTAL HEALTH WEBSITES
•	 California Evidence-Based Clearinghouse for Child Welfare                                                                      
 http://www.cebc4cw.org/ 
•	 Child Trends: What Works
 http://www.childtrends.org/what-works/ 
•	 Office of Juvenile Justice and Delinquency Prevention: Model Programs Guide
 http://www.ojjdp.gov/mpg/ 
•	 SAMHSA’s National Registry of Evidence-Based Programs and Practices          

http://nrepp.samhsa.gov/01_landing.aspx 
•	 What Works Clearinghouse
  http://ies.ed.gov/ncee/wwc/ 
•	 Selecting and Implementing Evidence-Based Practices: A Guide for Child and 

Family Serving Systems
 http://www.cebc4cw.org/implementing-programs/guide/ 
•	 Selecting Evidence-Based Programs 
 http://www.healthysafechildren.org/resource/selecting-evidence-based-programs 
•	 The Hexagon Tool: Exploring Content 
 http://implementation.fpg.unc.edu/resources/hexagon-tool-exploring-context

GENERAL CHILD AND ADOLESCENT MENTAL HEALTH INFORMATION

•	 National Institute of Mental Health 
 http://www.nimh.nih.gov/health/topics/child-and-adolescent-mental-health/index.

shtml
•	 Centers for Disease Control and Prevention 
 http://www.cdc.gov/ncbddd/childdevelopment/mentalhealth.html
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•	 National Alliance of Mental Illness
 https://www.nami.org/Learn-More/Mental-Health-Conditions
•	 Child Mind Institute
 http://www.childmind.org/en/health/disorder-guide/
•	 Substance Abuse and Mental Health Services Administration (SAMHSA)          

http://www.samhsa.gov/disorders/mental

SCHOOL-BASED MENTAL HEALTH PROFESSIONALS

School Counselors
•	 American School Counselor Association: The Role of the School Counselor      

http://www.schoolcounselor.org/asca/media/asca/home/RoleStatement.pdf 
•	 American Counseling Association, American School Counselor Association, 

and National Education Association: Who Are School Counselors?                                    
https://www.schoolcounselor.org/asca/media/asca/home/WhoAreSchoolCounselors.
pdf

•	 Kansas State Department of Education: School Counseling                                            
http://www.ksde.org/Agency/Division-of-Learning-Services/Career-Stan-
dards-and-Assessment-Services/Content-Area-M-Z/School-Counseling 

•	 Kansas School Counselor Association
 http://www.kssca.com/index.html 
•	 American School Counselor Association
  http://www.schoolcounselor.org/

School Psychologists
•	 National Association of School Psychologists: Who Are School Psychologists? 

http://www.nasponline.org/about-school-psychology/who-are-school-psychologists
•	 Kansas Association of School Psychologists
 http://kasp.org/
•	 National Association of School Psychologists
 http://www.nasponline.org/
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School Social Workers
•	 School Social Work Association of America: School Social Worker’s Role                 

http://www.sswaa.org/?page=721
•	 Kansas School Social Workers Association
 http://www.ksswa.org/index.html 
•	 School Social Work Association of America
  http://www.sswaa.org/

School Nurses
•	 National Association of School Nurses: Role of the School Nurse                               

https://www.nasn.org/PolicyAdvocacy/PositionPapersandReports/NASNPosition-
StatementsFullView/tabid/462/ArticleId/87/Role-of-the-School-Nurse-Revised-2011 

•	 Kansas School Nurse Organization
 http://www.ksno.org/ 
•     National Association of School Nurses
 https://www.nasn.org/

SCHOOL MENTAL HEALTH WEBSITES

•	 National Technical Assistance Center for Children’s Mental Health                    
http://gucchdtacenter.georgetown.edu/ 

•	 School Mental Health Connections 
 http://www.schoolmentalhealth.org/index.html 
•	 The Center for Health and Health Care in Schools: Advancing School-Connected 

Programs and Policies for Children’s Health and School Success 
 http://www.healthinschools.org/Health-in-Schools/Health-Services/School-Based-

Mental-Health.aspx 
•	 UCLA Center for Mental Health in Schools
 http://smhp.psych.ucla.edu/ 
•	 University of Maryland Center for School Mental Health (CSMH) 
 http://csmh.umaryland.edu/index.html 
•	 USF Research & Training Center for Children’s Mental Health 
 http://rtckids.fmhi.usf.edu/sbmh/default.cfm 
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•	 American Council for School Social Work
 http://www.acssw.org/ 
•	 American School Counselor Association
 http://www.schoolcounselor.org/ 
•	 National Association of School Psychologists
 http://www.nasponline.org/ 
•	 School Social Work Association of America
 http://www.sswaa.org/ 
•	 Kansas Association of School Psychologists
 http://kasp.org/ 
•	 Kansas School Counselor Association
 http://www.kssca.com/ 
•	 Kansas School Social Workers Association
 http://www.ksswa.org/




