
FEMALE: Okay.  So let's introduce our speakers today.  We have Michele Walsh and Aimee Newsanger.  

And also with them, we have Kelly Perales, Nicole Tonggo, [PH] correct?  Did I get everything right?  No, 

and it's only six letters, she said.  So okay.  So welcome, ladies, and they will give you some background 

information as they do their presentation.  You're going to use that one, Kelly.  Uh-hmm. 

KELLY PERALES: Good morning, everyone.  I'm Kelly Perales.  I work with Community Behavioral 

Health and I'm one of the state coordinators for our PAPBS network.  And I'm really here to kind of set the 

stage and back story.  We have two sort of exemplar examples for you in terms of this idea of 

collaborating with school districts and community partners.  And what we didn't want to have happen is 

share with you their experiences and some of the things that they were able to connect within their 

community, and then you go back to your community and say, "Okay, but that doesn't exist where I'm at, 

right?"  So we're going to share with you some things that may be possibly available in your community 

and then you can kind of go back and do your homework and figure out where you may be able to get 

some connections and resources and where you may need to get back in touch with us and say, "All 

right, I can't figure that out.  How can you help me?"  So please ask us questions, stop us at any time.  

We're hoping to really just kind of let you know what these experiences have been both at the school age 

level and early childhood level, and then you can kind of let us know what else you might want to know 

more about.  What we want to start with are some of the underlying principles of the collaboration 

between community partners and schools.  And so up here, you will see the CASSP principles which are 

also the tenets of the Systems of Care.  So there's an entire strand here at the conference for community, 

and yesterday there were some great sessions and there are more throughout the day today.  I think 

many of them are actually in this room or right nearby.  I know there's a session in here next on Systems 

of Care.  So if you're not familiar with these, this is what they are.  And yesterday, someone brought up in 

a session that I was doing that they used to have the availability of CASSP meetings but no longer did.  

I'm here to tell you that there are CASSP coordinators assigned to every county.  If you don't know who 

yours is, get in touch and we will help you.  There is information out there about who those folks are and 

how to reach them.  So these are the behavioral health levels of care for children's mental health services 

that are really approved and authorized mostly through our behavioral health managed care 

organizations, and I'm going to talk about many of these and you can kind of see that this list goes from 

sort of least restrictive all the way up to most restrictive.  And you'll hear a little bit about some of the 

features of these services.  There's lots of acronyms out there -- up there, so we'll try to explain what 

those are.  And again, some of these are available in lots of counties and communities, others are not.  

So we didn't want to share with you, for example, all about High Fidelity Wraparound which there are 

sessions here at the conference about.  And then you go back and say, "Oh, but that's not available in my 

county, right?"  That's not really very helpful information to you.  All right.  So in terms of levels of 

restrictiveness or kids being out of their homes and out of their communities, these are some of the more 

restrictive services and it's not to say that, you know, there isn't a need for this.  We know that there are 

children suffering with significant mental illness issues and/or safety, risk of harm to self or others and 



certainly we want to make sure that there are services that can be provided.  So inpatient mental health is 

really for acute care, often happens at a local or hopefully somewhat local hospital or facility.  RTF stands 

for Residential Treatment, if you're not familiar with that, and then, you know, some of these others -- I 

have slides to kind of give you a little bit more information.  All of this stuff was turned in on time, right, 

Michelle?  So these slides probably were made available ahead of time.  I'm throwing Michelle under the 

bus on that one.  I didn't get my slides in on time for my other sessions, so there you go.  All right.  So, 

you know, please go back and refer to these later.  I'm not going to read all of the details of each of these 

to you this morning because I don't want to take time away from what you really want to hear, which is the 

examples from the local exemplars but… 

FEMALE: I have it because we turned it in on time. 

KELLY PERALES: Or go to the website, right?  All right.  So again, I already talked with you a little bit 

about what inpatient care is all about.  And again, we want that to be short term stabilization and get the 

child back to their home and school and community.  Diversion in acute stabilization is another program 

that may or may not be available to you and this gives you some information about, you know, kind of 

what that's all about, who may be appropriate for that kind of care and who may not be.  This lets you 

know kind of some of the pieces of what would occur if a child were in this kind of service.  Residential 

Treatment Facilities or RTF, this is usually a longer term stay, so 30, 60, 90 days, sometimes a lot longer.  

Unfortunately, sometimes because of where these facilities are in our commonwealth, kids are very far 

away from their families and therefore, it's difficult to provide family support or collaboration even back to 

the local school district.  And so as much as possible, it's, you know, good when we can divert this type of 

situation occurring.  But again, it's there for a reason and we understand that there are kids who need that 

care.  Main objectives are maintaining safety.  As I mentioned, for the youth involved as well as any 

others and then symptom reduction and maintenance, oftentimes stabilization perhaps with certain types 

of treatment, medication, et cetera, skill building in generalization and then developing that aftercare plan 

which, again as I said, can be a little bit tricky if the child lives on the east side of the state and they're in a 

facility on the west side perhaps.  I see heads nodding, so some of you are familiar with this, right?  IRT, 

another acronym, Individual Residential Treatment, this is sort of like where the child may go and stay 

with a host family, like in a therapeutic foster care situation and these are some of the services that are 

provided in this level of care including psychiatric evaluation, behavioral programming, education, 

psychosocial rehabilitation.  Here is the objective and then this other bullet says other available services.  

So sometimes when a child is in a particular level of care, they can still access other services.  

Sometimes, if they're in certain levels of care, they cannot access other services because it's seen as 

kind of a duplication.  So it's important to kind of check those things out when you're in that kind of 

CASSP or inter-agency meeting thinking about what might be the best route to go.  Multidimensional 

Treatment Foster Care, MDTFC, I think everything must have an acronym.  I think that's a rule.  There's a 

policy about that, right?  These are the services provided; it's usually a six to nine-month intensive level of 

care.  It involves individual therapy, skill training and education.  There is supervision and observation 



with a foster family.  It can involve medication and psychiatric care system of the same kinds of things.  

Main objective again is kind of really having an intense treatment plan for the youth in order to get them 

stabilized and back into their natural setting.  Now we're going to move in to some of the community-

based services.  Again, acronyms for everything, Family-based mental health; BHRS, Behavioral Health 

Rehabilitation Services often referred to as mobile therapy; BSC; TSS, Therapeutic Staff Support, right?  

You're familiar with all of those things.  MST, which is Multisystemic Therapy, that's an evidence-based 

practice, and then FS -- FFSB, Family Focused Solution Based Treatment.  Okay.  So here are some of 

the services provided for -- with family-based and sometimes folks have to decide, again, in an 

interagency meeting or a CASSP meeting whether it's going to make sense to go with one community-

based service over another.  So this can offer you kind of a quick guide in terms of when it might be 

appropriate to refer to family-based as opposed to what we call traditional BHRS or one of the BHRS 

exceptions.  And so there's kind of a little paragraph there.  I'm not going to read that to you.  But, you 

know, when they are getting treatment, they're also going to get case management and there is a crisis 

component in there.  This is a time limited service, 32 weeks is the amount of time a family could 

participate, and there's a team of folks involved in delivering the service.  The idea is to strengthen the 

family unit.  So it's not just the identified child who's going to receive the services and helping them 

develop the skills within their family system in order to kind of help their child and get access to those 

natural community supports and then ultimately transition to a less restrictive service.  All right.  So again, 

these are the other services that are still available.  So if someone is participating in family-based service, 

these are some of the other things that they might also be able to access.  BHRS, as I said, involves 

mobile therapy or behavioral specialist consultant or therapeutic staff support.  There's all the acronyms 

there for you in case you weren't sure what those meant.  There is this thing called brief treatment which 

really is more about kind of what the service is as opposed to the idea of it being time limited.  So it's not 

time limited as in brief, rather it's the amount of service that the child needs.  There's also this thing called 

Summer Therapeutic Activities Camps or STAP, right?  And if you're not aware, all of these services on 

this page, there has been some new guidelines from the Office of Mental Health and Substance Abuse 

Services regarding kind of how we can think about reducing the amount of these services that are being 

provided.  And some of this has to do with funding issues, you know, from the federal and state 

government.  Obviously funding is cut both for education and mental health.  And some of it has to do 

with kind of historically here in Pennsylvania.  We really haven't tracked a lot of outcomes with these 

services and so we want to move more into the idea of evidence-based practices or, again, thinking about 

getting youth and families connected with kind of a more community-based and natural supports that are 

a little bit less restrictive.  All right.  So these are the objectives again and other services that a family 

could also be connected with while receiving BHRS services.  MST, Multisystemic Therapy, okay?  This 

one is also time limited, four to six months.  And there are some specific guidelines in terms of those kids 

who might be referred or eligible for this kind of service.  So you certainly want to check into that when 

you're thinking about this.  The main objectives are decreasing antisocial behaviors, so this is really more 



for kids who are acting out.  Developing youth competence and developing a support network.  Family 

focused solution-based services, okay?  This is also a component of family work and there's case 

management involved.  Crisis services, it is team delivered and it can be up to six months of service 

provided.  All right.  Here are the main objectives.  Again, kind of that idea of focus on the family system 

as opposed to the individual child.  Partial hospitalization, this one is kind of a, I don't know, sticky point 

for me.  Because folks often refer to this as partial and they forget the part about hospitalization, that this 

is a mental health service.  And, you know, I think sometimes folks think of it almost as an educational 

placement, but it's really not.  All right?  There is a component of education.  Some parcels are school-

based, so they might occur right in a school building, although not necessarily a child's home school and 

some are called community-based.  All right?  These are some of the services that are provided.  It is, you 

know, there's -- kind of has to be like a certain number of hours of therapy a day, a certain number of 

hours of education.  There should be a family component, although that really depends on -- I heard 

someone giggle.  That depends on the organization and how much they're really doing that piece of it.  

Here are the objectives, there really isn't necessarily a time limit.  However, it's not meant to be, they go 

there and that's they're there for a semester of school or a school year or many school years.  It really 

should be based on what we call medical necessity and again, the idea of helping to be kind of quick 

transition back to home, school and community.  And the other piece of this is that, you know, we want to 

make sure that we're referring to the service for kind of the right reasons.  And if we need to think about 

an appropriate educational placement that we're making that decision and that interagency meeting or 

CASSP meeting.  All right.  Outpatient services, these often occur in kind of a community provider 

building.  They could be school-based outpatient clinics.  Sometimes there still isn't a lot of collaboration 

between the school and the provider.  But this is the least restrictive service available and I think they 

should -- sometimes when it is in a community building is families may or may not be able to get 

themselves there for one reason or another, transportation, the time of day the clinic is open, et cetera.  

These are the services that can be provided through outpatient, but they are all separate, right?  So a 

child might have a therapist, that the parent might have a different therapist perhaps, they may be see 

somebody else for a group, that kind of thing.  Main objectives here for you.  And so really this is kind of 

that low level -- you've identified that there's a need or an issue and it -- the treatment can be delivered in 

a way that maybe they're meeting one hour a week or a couple of times a month.  Mobile crisis and 

psychiatric ER are some of the available crisis services in most places.  If you don't know what the 

available crisis services are in your community, you can certainly try to figure out that by getting in touch 

with us or reaching out to your CASSP coordinator if you know who that is.  But this is really important for 

making available for any family who may have a crisis.  Here are the services that are provided.  It's really 

an opportunity for kind of a quick assessment to figure out what needs to be put into place to keep 

children and their family safe and then kind of making a plan from there once the crisis has been 

addressed.  Case management, again, here you see I referenced earlier, High Fidelity Wraparound.  If 

you are interested in that, there are sessions here at this conference or, again, reach out to folks and get 



more information at a later date.  Also Blended Case Management is really more of an intense level of 

case management services for a family.  This just gives you a little bit more information here about the 

planning teams for High Fidelity Wraparound.  This is only available in how many counties?  Somebody 

tell me.  Six, I think, I want to say off the top of my head.  So odds are more likely not available to you 

than available to you.  This is something that's happening through the Systems of Care work.  And again, 

I think there's been some promise to it, so perhaps we will see expansion of that over time.  These are 

some of the principles.  You can see, very much like that first screen with the CASSP principles and 

Systems of Care, follows along with the same logic.  Okay.  So this is actually the medical necessity 

criteria for Blended Case Management.  I don't even think I meant to include this slide, but there you go.  

This is stuff that you really don't need to worry about necessarily.  But this is what is kind of taking into 

consideration when considering whether someone should be approved for service or not.  So we'll just 

move on.  These are the objectives for Blended Case Management.  And again, it's really not meant to be 

kind of something that a family participates in for life.  It's really meant to be something that helps them 

get their needs met and build up their natural supports.  We really want that idea to be kind of throughout 

all of these services so that, you know, we're not only addressing the current presenting issues, but we're 

going to prevent future issues by helping the family get their big needs met.  I wanted to put this in here 

because you're going to hear about that connection between mental health and community providers and 

schools, right?  Especially those schools who are implementing PBIS and so this is kind of the current 

definition of school mental health or expanded school mental health.  And this comes from Mark Weist 

and Carl Paternite, some of the leading researchers and authors in the field of school mental health.  

Mark Weist was the Director of the Center for School Mental Health at the University of Maryland for 10 

years.  And so this is kind of something that I want you to have in your back pocket, because if you feel 

like this isn't something that's currently happening in your community and you would like to kind of move 

in this direction, there is some current thinking around how to go about that, all right?  So again, this idea 

of school -- expanded school mental health is really kind of coming out of the Center for School Mental 

Health.  I'd encourage you to visit their website, look at their literature, again, kind of look at some of the 

other sessions that are here at the conference in terms of the work that's happening even within 

Pennsylvania to really infuse and blend this idea of school mental health and positive behavior, 

intervention and supports.  Interconnected systems framework is kind of what we're referring to as that 

and you can go and look at a white paper on one of the national websites.  There will be a monograph 

published in September that will give you some more detail about that.  And there are webinars that were 

done this winter that would also provide you with more information about that.  That's the beauty of 

technology.  All right.  I'm going to turn it over now to Nicole and she is going to share with you about a 

project at the school community level in state college. 

NICOLE WARCHOLAK: Thanks, Kelly.  Yeah, that's perfect.  They were just telling me -- yes, please flag 

me.  I have a tendency to talk a lot too much.  I have 20, all right, 20 minutes.  I'm going to do my -- do my 

very best.  So as Kelly said, I'm Nicole [inaudible] and I am the director of the Summit Project which is a 



grant funded initiative in the State College Area School District that we have with our community partners 

here.  So we work with the Centre County Office of Mental Health and Juvenile Probation as well as Penn 

State.  We work with the psychological clinic and also the department of education or the -- I'm sorry, the 

School Of Education there.  So getting back to really what Kelly was saying about expanded school 

mental health, that's really what our program is about.  It's really about building these systems, this 

framework to connect the school system and the mental health system together.  So our primary goal, 

and I'll talk a little bit more about that before I get to how we're really using this in a multi-tiered framework 

and how PBIS fits into our model and what we're doing, is really about bridging these two systems 

together and making sure that we have the capacity to provide access to children who need mental health 

services, really kind of wherever they are in the spectrum.  So in 2010, we were awarded this grant from 

the Department of Education and the Office of Safe Schools and Drug -- Safe and Drug-Free Schools.  It 

was part of Safe School to help these students.  It's a partnership again with our local mental health and 

the juvenile probation and Penn State University and started as a two-year project.  So if you're doing the 

math, you would know that we should be done by now.  But we actually got extended for a third year.  We 

didn't get any extra money, but we were able to extend it through this year.  So you can see by that date 

that our end of the project is coming up really closely really soon and so I'll talk a little bit about -- at the 

end about sustainability and what we're doing to sustain some of the efforts that we've done.  As those of 

you know who have done grant work and had these kinds of initiatives, a lot of you are -- I shouldn't a lot, 

but sometimes the efforts that you have done evaporate when the money goes way.  So I'll talk a little bit 

about how we're ensuring that these programs and things that we've put in place can be sustained 

outside of our federal funding.  So our goal, again, improving access to continuum of mental health 

services.  We're looking at prevention all the way through intervention and to promote collaboration 

between the schools, the communities, the families and also the students.  What we know -- and we knew 

this and I'll say that and Kelly mentioned Mark Weist and Carl Paternite, there's a lot of great researchers, 

one is in the room.  Liz, now I'm going to call you out.  Hi, Liz.  Who have done really great work on 

school mental health and really great research in both education, counseling, psychology, kind of across 

the board and really helping us understand what it would take to really build a solid program and have this 

infrastructure to support this collaboration between the two systems.  So we knew that we needed to 

support learning and innovation.  We knew that we had to ensure a positive school climate.  We had to 

build these linkages between the schools and the communities.  And these are all -- this is what we knew, 

we didn't really know how we're going to do any of this stuff, but we knew this is what we needed.  

Address the current service and efficiencies and that's a fairly complicated process.  And we needed to 

look for new approaches for mental health promotion, so outside of the box thinking beyond what we are 

currently doing.  And we needed to use this public health framework, so this multi-tiered system of 

prevention through intervention.  So that's not a short order in terms of, you know, what we -- what we 

knew we needed to do.  So it's a little intimidating.  And as you're trying to look towards expanded school 

mental health programs, I encourage you to consider some of these things for yourselves as well.  So 



what was our process?  The first thing that we started to do was to build the collaborations and that's 

really a critical component.  So I have this little quote on here that I really like.  If you can read it, it's kind 

of small and I apologize if you're further in the back.  Only by changing how we interact, can shared 

visions, shared understandings and new capacities for coordinated action be established.  And that's 

really about building this cross system interdisciplinary group of individuals that can come together from 

both the mental health perspective and the educational perspective to bridge these two pieces together.  

And again, sounds like a great idea.  Easier said than done.  You know, one of the things that we had a 

benefit in state college was we already had some existing partnerships with Penn State University and 

with some of our community providers that have been in the schools and providing some mental health 

services.  That said, we didn't have a full complement of services, so we need to invite new people to the 

table and you have to be really thoughtful on who you invite and how you invite them and not always like-

minded individuals.  I had a conversation with someone yesterday just about this and how oftentimes you 

want to look for that one voice of descent in the group.  You want to bring in differing ideas that can 

challenge new thinking and push you forward in a direction that you may not have gone when everyone 

around the table is already in agreement.  So being thoughtful and being mindful about who you invite to 

this cross system collaboration.  And I can tell you our steering committee wasn't just school folks and 

community mental health folks.  We also had a pediatrician.  We had folks from our Managed Care 

Organization.  We had children and youth.  So, it was really a multifaceted group of folks from across our 

county that we use really as a think tank for our initiative.  We also used integration resource teams, 

which is just something that we called our school-based groups of folks.  So in each school, what we did 

was we mapped our resources and I'll talk a little bit more about that in a moment.  And to do that, we 

brought groups of people together in each of our nine schools across the district.  I'm sorry, 14, thank you, 

Jean.  Nine elementary, fourteen schools across the district.  And what we did on those teams is we had 

teachers, we had counselors, we had administrators, nurses, then we also embedded a community-

based mental health provider on each one of those teams that can help identify what the needs were in 

each individual building and then assess priorities for moving forward and how we're addressing 

prevention through intervention for our students.  So I know people really like visuals and graphs, so I'll -- 

this is just to give you a sense of how we put our groups of people together and how we achieved what 

we were able to in terms of building this collaboration.  So we had our management team which is our 

core group of people that were really working on the project.  Penn State was really our technical 

assistance and collaborative partner.  And then our steering committee, all those folks I talked about.  

Below that, the school mental health resource teams, we had team leaders from each of our buildings 

which were our point persons which came back and kind of looped everybody into the process and so 

then those team members themselves.  So taking the temperature, this is what I mean by when I say 

resource mapping and how that's critical.  We didn't know what we needed to do in terms of what our 

individual needs were until we assessed what our baseline was.  What are our mental health needs of our 

students?  Where are our staff in terms of mental health literacy and competency?  We didn't know those 



things and we were fortunate to have the grant to provide us this opportunity to do that.  But I will tell you 

in the data that we collected and we collected so much, data, data, data, but we used instruments that 

were free to us.  And so it really took time.  It took time in terms of personnel resources in my time and 

other folks on the project but it -- there wasn't a large cost output, so I mean I'll say that and it's something 

that you can do even outside of like a grant funded project.  So we had to unpacked what our -- unpack 

what our existing resources were.  So we investigated the kinds of social and emotional stressors on 

mental health that our students were facing and we wanted to understand it from the perfective of our 

major stakeholders.  So we surveyed our students.  We surveyed around 4,600 students in grades three 

through twelve.  We surveyed all of the teachers in the district and we have about a 40% response rate.  

And we surveyed parents and we had about 800 respondents for that.  So we had a large pool of data to 

work from in terms of understanding what social and emotional needs were of our students.  Then we 

took a look at the degree to which the school and mental health systems collaborate currently.  And we 

use again an instrument designed by the researcher in the room.  Thank you, Liz.  Smiling again.  She 

didn't pay me or anything for this.  Maybe afterwards we'll trade chocolate bars or something.  But we 

wanted to understand how well these two systems were currently speaking the same language, how well 

they worked with one another and really what are current level of collaboration was, and how we needed 

to address any potential, excuse me, improvements.  I need water.  We also then took a look at the crisis 

response protocols and we looked at this one on perspective of not just our building level needs.  So in 

the education arena, you do your fire drills and you have your traumatic events.  But I really wanted to 

motivate some thinking around personal level crises or student crises, behavioral management, those 

kinds of things.  You know, what do you do when a student is acting out in the classroom and throwing 

chairs?  So kind of this full range encompass of what a crisis might look like in a classroom or in a school 

and what our capacity was to really identify and address those issues.  We took a look at school climate 

and again we use a free instrument to do this.  We used the World Health Organization's PSE, it's the 

Psychosocial Evaluation Assessment.  It's a lengthy document but it provided us really great information 

on -- not only on our climate but also on our levels of competencies and perceptions around the main 

components of school climate, like school connectedness is something that we took a really strong look 

at.  And then we mapped our current processes for teaming.  And what I mean by teaming is how 

students are talked about in groups.  So you may have a group of teachers that get together on a regular 

basis for a student assistance program or any other kind of capacity that you might have as a school to 

talk about a student that may have some potential need.  And then we assessed our capacity to 

intervene.  So once we knew what our needs were, then we took a look at, "Okay, so how are we even 

addressing those and what do we need to do to move that forward?"  So that's where we got to 

integration.  We realized that we needed to established and strengthen our policies and procedures 

around student mental health.  And we knew that because we didn't have a mental health policy.  We 

didn't have any policy in the district that really identified student mental health.  We had student services 

and student supports but nothing that really talked about the elephant in the room which was really the 



mental health perspective.  We needed to increase mental health literacy, knowledge, health promotion 

and strategies and how mental health impacts learning.  That was a critical component.  So what we did 

is -- and I'll talk a little bit more about innovations.  But we implemented a broad array of training 

opportunities for faculty, staff and parents and students.  We also needed strong relationships between 

school and community mental health and child serving agencies.  And so in addition to our steering 

committee, we knew that we needed other relationships.  We needed other people at the table to have 

these conversations and to make sure that we had access -- we were providing access to students who 

needed mental health services.  Implement processes that facilitate continuous improvement, so basically 

what I mean here is once all of these things were in place, how are we evaluating whether or not they 

were working and what we needed to do to move them forward and continue on the process along the 

way outside of this grant.  So our innovations -- and I'm actually -- I'm going to flip the two.  And I'm going 

to talk a little bit about school-wide first.  So one of the things we'd looked at when we -- and not very 

natural fit for us when we were talking about our public health framework which is a prevention through 

intervention model.  PBIS fits in really nicely with that.  It's actually the pyramids look very similar.  I won't 

bore you with those slides.  I figured you'd probably seen enough pyramids the last day or two, so I wasn't 

going to include that in this.  But basically it really overlaps and makes a lot of sense to kind of work -- use 

them together.  So we have been motivating school-wide positive behavioral supports in our schools in 

the district and many of our elementary schools are onboard and have gone through the training and 

we're looking to bring on our middle schools and high schools next year.  So that said, the expanded 

services through, I'm going to call the integrated mental health team, which for some people might look 

like school-based outpatient or school-based mental health services and that's really what it is.  So we 

took an existing group of providers and added some folks to that mix.  So we had some community-based 

mental health psychologist, I'm sorry, that came into our schools and provided school-based outpatient 

services.  So they have licenses and have all the regulatory requirements in place to come in and practice 

in our schools.  So we knew right away that this was something that was meaningful to our community 

because I had been around for some time, but it wasn't -- it wasn't at the level where we knew it needed 

to be in terms of making sure that we intervened based on all of the resources we assessed, based on 

the needs that we assessed.  We knew that it needed to be expanded.  So one main focus of our project 

was to really enhance that service and expand what we were doing through this integrated mental health 

team.  So we invited new providers to the mix.  We wanted to make sure that we had providers in place, 

these community-based folks that came into our schools that were paneled with multiple insurance 

providers.  So we had medical assistance, we had private insurance.  We also have providers that are 

funded, sometimes, through the school itself.  But primarily, we wanted providers that had a full 

complement of what our -- of what our children's needs might be.  So whatever their insurance provider 

might need, we would have a provider that would meet that need.  We also wanted good clinical match.  

So we had an array of providers, so a mix of male and female therapists is critical and you wouldn't 

necessarily think that off the bat, but some students may certainly respond better to different groups.  So 



we wanted to make sure that we had different genders to pick from and different specialties as well.  And 

so we had providers that really focused in trauma, providers that have more strength in stress and anxiety 

and depression which our children in our district ranked really high on in terms of our depression, stress 

and anxiety.  So, we had this full complement then of providers that we could bring into the mix.  So once 

we had additional folks at the table, we also looked at enhancing our data collection and I'm not going to 

say that they were doing a terrible job because they're sitting in the room.  Sorry.  She wasn't listening.  

She wasn't listening.  But really what we did was we built a database together, minimal resources, I used 

Google Docs free.  Google Docs are free.  And we really put together a comprehensive database and 

framework for all the referrals, the intakes and all of the information that we would need.  So it's all right 

there.  Teachers have easy access to do it.  We streamlined the process for the referrals, so it's easier for 

folks to make a referral to the process.  And then once that referral is in there, our team is able to react 

pretty immediately to whatever the needs are.  Our team meets every other week, so we increased our -- 

the -- our provider network and our frequency of meetings and then also, again, streamline that entire 

referral process.  So it's less of a burden for teaching staff and counseling staff to make a referral 

services.  In terms of the mental health policy, one of the things that we're working on right now is the 

adoption of a coordinated school health model which follows the CDC guidelines, the Center for Disease 

Control, and that really enhances our ability to address student mental health need in a more 

comprehensive way and really talk about it in a way that's meaningful for folks.  We're putting policies out 

there that are specifically saying, how are we addressing the mental health needs of our kids?  The 

competency piece, I mentioned a little before about the trainings that we put together so once we 

understood where the needs were, and we are having those conversations with folks about what their 

perceptions are and talking about mental health and that connection between mental health and learning, 

and how many teachers really had that information.  And we know that not a lot of teachers are provided 

this information in their pre-service training.  So we took a look at developing these opportunities for 

teachers to expose them to mental health concepts that they may not have had in their educational 

process.  So we brought in lots of local experts and some not so local experts and many folks donate 

their time to us for free, others came in at a fairly low price and so we were able to put together a really 

comprehensive training plan for folks and we've trained over a thousand people with this process, and we 

have had -- at this point, we've actually now had 23 professional development opportunities for faculty 

and staff on topics related to mental health literacy, school mental health and the translation of knowledge 

to practice in the classroom.  So some of these kind of brought our concepts that I'm talking about, what 

does it actually look like in the classroom and what are some key skills for teachers to use.  So what kinds 

of tools that they have in their toolbox to manage the student mental health needs.  We also did a 

succession family support series on mental health topics and this has grown now into an entire system of 

parent trainings.  So what started as a succession intervention or an opportunity for parents last year has 

now translated into.  We've had as many or more this year family support sessions in our community and 

have really good turn out for those.  We've also now had partnerships with other groups for continued 



mental health literacy campaigns for educators, students, and families.  So we try to partner with different 

local agencies and groups that are doing similar works to ours.  So we're not working across purposes but 

also so we can leverage resources between and one another.  We also developed a website and I wish I 

could bring up the website but I'll give it to you here.  It's the summerproject.org.  It's a clearing house for 

information for faculty, for staff, for parents.  There's lots of good materials on there.  There's brochures 

and flyers and handouts so if you have a student who experienced symptoms of ADHD, for example, 

there is a brochure you can printout and give to the teacher for tools that she can use in the classroom.  

There's a handout you can printout for parents so they can have a better understanding of those 

disorders and diagnoses.  So really the main disorders and diagnoses, we have clearing house of 

information on and we have really useful resources for teachers and for parents as well.  And it also has 

archive of our past training opportunities.  So you'll see a number of our sessions that we have recorded 

or videotaped that are on there and that you can have access to either the PowerPoints or the videos 

themselves.  So it's a really great wealth of resource for what we're doing and the kinds of things that are 

out there.  So sustainability, I know we have a couple of minutes and that's kind of the name of the game, 

right?  You don't -- you don't always have a lot of time to talk about sustainability.  What we -- we really try 

-- good luck, [inaudible].  We try to take a focus on sustainability from the beginning of the project and 

these things again are easier said than done.  When you're at the very start of it and you have all this 

money and all this time and all these resources, it's hard think like the things that we're doing are not 

going to last, that they're going to always be here, but we really took the mind of, okay these things can 

evaporate if we don't have the necessary support and infrastructure there just to carry them through.  So 

the leaderships.  So our management team which is comprised of the director of student services, special 

education, our community partners in Penn state will continue to meet on a periodic basis even after the 

grant funding opportunity is over.  None of these folks have ever accepted money for their participation on 

the management team and we'll continue to do that to make sure that we can motivate some of these 

things that we've done before, also school based leaderships still exists.  Partnerships and collaborations.  

So in addition to that some of our members of our steering community will continue to be part of the 

process.  We have school board members that were initially part of this since and so we have folks that 

are highly invested in the work that we've done and want to see it continued.  So using this integrated 

mental health team as well is another function that we can do to make sure that our partnerships and 

collaborations are sustained.  So the implementation piece and that's really around the evidence based 

practices we're doing around PBIS.  We have the champions in place and I don't always use that word 

champions, I think there's a lot of mixed -- there's always a lot of like mixed feelings on champions, but we 

do have folks that are kind of -- in each of our schools that are identifying what their priorities are and are 

really motivating those things with our administration.  So we have some capacity for implementation and 

we're on the right path for that.  Evaluation is another really tricky piece and so how are we looking at our 

services, and so we have some surveys and things in place for our integrated mental health team to 

make sure that the services we're implementing in schools are actually providing the services that we 



want and that we're doing a decent job.  The funding piece.  I'm not -- I'm not going to talk much about the 

funding piece because there's no more money, right?  There's no money for any of us, but again a lot of 

the things that we did costs very little and it's really about building those collaborations and partnerships 

on the front end and leveraging those resources and relationships to continue the efforts that you have 

and so I'm getting the like I'm out of time from Jane.  I'm okay?  I think that was my last slide anyway.  No 

thank you, Jane.  So I'm going to pass it in to Aimee Newsanger and she's going to finish up. 

AIMEE NEWSANGER: All right.  Can everyone hear me?  Excellent.  Let me get the clicker.  

Sustainability is a great place to stop before I start and I like starting with this slide though, you know, kind 

of [inaudible] Lancaster example, Hildebrandt Learning Centers.  This is actually important transition and 

set up for what I'm going to talk about because I am currently with Hildebrandt Learning Centers.  I'm their 

positive behavior support specialist.  If you're not sure, Hildebrandt Learning Centers is a large child care 

company that has 43 child care sites throughout Pennsylvania, West Virginia, New Jersey and they're 

committed to going program-wide in all of their sites -- fully company-wide in all their sites in positive 

behavior intervention support, and I'm going to do that, but -- yes, I just started in February so it's still kind 

of new and fun.  And yeah, we're totally and do that and we are.  But this whole story starts where I was 

up until February 4th which is at Lancaster Head Start.  So though I am very happily and currently with 

Hildebrandt, I also had 11 very, very happy and productive and successful years at Lancaster Head Start.  

And I'm actually super excited to kind of share some of their investment not just in me but in the 

Lancaster community and how it is such an investment that I can leave Lancaster Head Start and start in 

Hildebrandt Learning Centers and still keep moving forward in the same things I was doing with Lancaster 

Head Start.  So it's just kind of -- that's cool.  So like I said, I feel that I professionally grew up in the 

Lancaster Head Start program.  They've been implementing program like PBIS in one way shape or form 

since about 2003 until they built capacity to a point where they developed the position of the mental and 

behavioral health specialist which is what I was up until February.  One of the parts of that position was 

developing the community partnerships within Lancaster between Head Start.  When I say community 

partnerships, I'm talking about memorandum of understanding where -- and Brenda, who is the current 

deputy director would start meeting with just local mental health agencies and say what do you provide?  

What -- how do we access your services?  Are there any ways we can develop understanding that our 

kids can get services more quickly?  And she turned that over to me.  In 2010, I -- it was kind of Diane 

Coons here, she was just transitioning to the director and she says, there's some PDII in Harrisburg, I 

want you to go, maybe you should get your PQAS numbers and the [inaudible] modules, that's what this 

is, and there is this whole Pennsylvania Positive Behavior Support Network that I didn't know about.  We 

had been alone and struggling for, you know, seven years at that point and I joke with Sue Zeiders that I 

felt like the angels started singing, the gates opened up because we weren't alone anymore and that's 

really a big part of that key, that sustainability piece is, this is hard work.  We can't count on funding.  We 

can't count in -- but it can't stop when the funding stops.  It just can't.  It's too important.  We have to pull 

our resources together and keep moving forward and figure out what can we do?  Let's focus on what we 



can do and work there until those other opportunities come up to expand.  And so you know, and the 

network -- even though we weren't part of the grant which was funding that PBII at the time, the network 

opened up their arms to us and let us be part of all the professional development and let me become a 

facilitator and we just gained so much from that partnership.  And as a result of that, I started to get to 

know other agencies in Lancaster County that were also doing PBIS and I'll get to that point in a second 

but, you know, it was kind of fun developing this PowerPoint because I was thinking, "Okay.  So what are 

the steps in community collaboration?"  So this is from me.  This is not based on research at this point.  

This is just what we did.  You know, we had an idea and I'll talk a little bit in more detail like Brenda had 

the idea.  We don't know what the mental health agencies offer.  I need to find out.  I need to know how to 

access them.  So I'm going to, you know, contact them.  You need to be willing to collaborate.  I think a 

key part of sustainability, Nicole talked about champions, you know, we had administration that believed it 

was important to build these collaborations and made my time available to do so.  So, you know, I think 

that buy in at that administration level is just so important to this.  That they say this is valuable even 

though, yes, you know, you're kind of -- you have a lot in your plate, we really want you to take time to do 

this and that kind of goes to another point Nicole made about like be willing to kind of put those personal 

feelings aside.  When you collaborate, sometimes you run into old, you know, old relationships that 

weren't maybe so great or didn't, you know, end well professionally, and you have to be willing to put that 

aside and open your mind to "Okay, but let's focus on what we agree on and what we can move forward 

in," seems kind of basic but call, email.  When one of my -- it was actually was very first meeting with 

Hildebrandt and it was the state, of course, Sue Zeiders put up her email and she had alphabetical and A 

starting the alphabet, her -- the entire screen was me and I said, "I'm really sorry.  Do I really email you 

that much?" and she said, "Yes, and I deleted a lot of you, honey."  So be willing to email, be willing to 

call anyone like the state, people in your, you know, if they answer, great, if not, that's okay.  Like -- either 

try somebody else or keep calling like it's, you know, people aren't scary.  So, yeah, I mean, just be willing 

to do that and set up a meeting.  I went into a lot of these conversations saying, what do you do?  Like, 

tell me about what you do, tell me why I need it basically, like, how can I access it, just come with some 

good open-ended questions and then the ideas start to flow, and then you start to discuss how each 

others agencies work, you know.  So I would understand within the Lancaster Head Start framework and 

how our referral system works.  I could come up with a way that, "Okay, so when it's time to make this 

referral, we think your agency best fits the situation, this is what we'll do."  And then we laid that out and 

Brenda is the queen of detail.  I wish she was in here but she is the queen of detail and we literally said, 

"Lancaster Head Start will do this, Pennsylvania counseling will do this, Lancaster head start will do this 

and then Pennsylvania counseling will do this."  But what was so great about that is -- and that was 

probably the strongest partnership that developed is my staff knew who to call.  They knew it took time 

and it took years to get that but they knew who to call, they knew when to call.  You know, our mental 

health consultants started to say, you know, I'm able to actually talk about the actual diagnoses that this 

child has been given and ways they can support them in the classroom.  I don't have to spend as much of 



my time figuring out who to refer them to because your staff are educated and able to do that.  So those 

referrals are happening without the mental health consultant but -- and so then the medical health 

consultant that we use was able to spend her time really supporting the actual classroom practices, you 

know, and develop that agreement.  Some agreements I've seen -- I know we're all busy but they're one 

piece of paper that basically says, we're friends, right?  So sign at the bottom.  And we need this to prove 

that we're friends in the community.  These were like depending on the agency like, you know, three to 

five page documents, but again, I could go back and I could say I know how to access these services.  

And it got to a point that, you know, they would call me and say, "Hey, our psychologist has a whole day 

free.  We noticed you have this many referrals, could she come to your site?"  And so one day, we are 

able to organize like four psych evals which you know, they take forever to get for our children on one of 

the Head Start sites in the city and people -- the families were able to come and, you know, a lot of no 

shows with those.  We had three out of four come and so like that -- that's huge, that's huge and this is 

what these partnerships can eventually develop if they're real and meaningful and they're not just on 

paper.  So, you know, these were some of the partnerships and I forgot one, I apologize.  We also have 

one with Teen Care as well.  Community Services Group, the PCIT, Parent Child Interaction Therapy.  I 

think this last Christmas they sent Carol B. Winters Head Start Center that was just recognized, yay, a 

cookie basket for all the referrals we sent them.  And, you know, we're not -- they're not sending these 

kids willy-nilly, like, it's not like, "Oh behavior problems we're going here."  Like they kind of know this 

family would really benefit from PCIT.  This family says, "I can't handle my child at home either.  What can 

I do?"  The staff know PCIT offers this services and these are the teachers.  These aren't, you know, just 

the behavior team that's in there.  These are the teachers guided by the regional managers who also 

know and the behavior team.  Pennsylvania Counseling Services is the one that developed the psych 

evals and just -- we just meant regularly.  And it gets to a point where you don't have to take a ton of time.  

I think PCSI met with two to three times a year and we would just look at the agreement and say anything 

we want to change, has anything changed in your, you know, with legislation, funding, do we have to do 

anything different.  They would email me their, you know, release of information forms.  You know little 

things like that that you know, how many times to -- because the release of information form wasn't 

signed just right and that takes three weeks until you track people down.  So, you know, knowing those 

little nuances sped up the process so much.  And last but certainly not least, the network.  Like again, 

Michelle Woltz, that's why I'm here because now I've built this relationship and so I get to do this now 

which is actually really fun.  The network they're, you know, I was joking with Sue the other night, like I 

used to think, "Oh my word, the state, like they're so scary."  Like I don't want to -- I don't want to bug 

them, but clearly I've gotten over that and I bug them all the time.  And again, if -- they can't -- if it's not 

right, they either don't respond or they forward me to who would -- who can help me.  They're a resource, 

they're a super valuable resource that are trying to streamline this process and make it as possible as 

they can without money.  So what those community partnerships kind of led into especially the 

Pennsylvania Positive Behavior Support Network led into was that, like I said -- I said earlier I started to 



hear of these other agencies within Lancaster community implementing PBIS.  So it's like a year and a 

half ago, I was at one of the [inaudible] meetings in Lancaster and the early intervention team said, we 

just received the home based grant for the PBIS Network and we're just getting started in this.  And I 

knew Lancaster Daycare Center was doing it.  I knew IU 13 was doing it and I thought, you know what -- 

and there is this whole presentation on the -- and I always botch this, there is some childcare agencies in 

the area that received a grant to collaborate on things.  And it has a very formal name that I can't 

remember right now but I was like, "I don't need a grant to do that."  I'm just going to email them and see 

if they want to get together and talk.  So through that conversation, we met for the first time in February.  

Nancy Jordan was in that meeting at the time and she was like, "We could really do something like -- with 

this.  Why don't we look into trying to get some funding?  Why don't we just start meeting regularly and 

see what could build and evolve?"  And again, this comes back then to that administrative buy in.  When I 

went into Brenda and Diane and I said, "Hey, is this something we can do?"  They said, "Yes, let's keep 

going."  And Brenda started to join me in those meetings and -- because I'm not a decision-maker.  I can 

talk stuff, but you need someone who's a decision-maker that has the power to say, "Yes.  Lancaster 

Head Start is -- will use some of their funding or their time to support this initiative, to be part of this."  And 

they really allowed me to take the lead and by November -- oh, well, I've skipped some months, 

September -- sorry, let me back up even before that.  In April, I met Michelle and we did the first preset 

and this is an example of where I -- as you can tell, I can tend to ramble and so my -- sometimes your 

ramblings really pay off.  And so as I was rambling to Michelle about all the different stuff we were doing, 

she took an interest and was like, "Well, that community stuff is really great."  She was like, you know 

"Can we meet sometime about at that?"  And opened up another variation of that door to the state 

support so that by September, we had the Fairchild come and facilitate the process which is called PATH 

and that's -- yeah, the PATH and what does it stand for, something, Planning Alternatives To Hope?  Am I 

making that up?  Probably. 

FEMALE: No, that's very close. 

AIMEE: Is it?  Yes. 

FEMALE: [inaudible] 

AIMEE NEWSANGER: Yeah.  Thank you.  She's an early intervention technical assistant… 

MALE: Consultant. 

AIMEE NEWSANGER: …consultant, because I was going to say therapist.  Sometimes it feels like that.  

But in September, she brought the group together or we brought the group together and she facilitated 

this planning process with us where we talked about our North Star.  If we can make Lancaster 

Community any way we wanted, what will we do?  And then brought it down to, "Okay, so what's your first 

three goals for the year?"  And that really solidified what we needed to do for those next steps by 

November 20 -- well, one of them being, who else do we need to bring to the table?  So by November 

2012, we had Hildebrandt at that table, we had some school districts, we had IU 13, we had -- well, we 



had S. June Smith Center before November.  S. June Smith Center was part of this -- I think they popped 

in around April.  I think probably between the February and September meeting because they were at that 

PATH facilitation.  We had a large group of people at the table and when you talk about collaboration and 

those people that you don't always get along with, you know, school age and early childhood sometimes 

really miss each other.  And trying to build those intentional transitions, you know, some of our goals 

there are to include some of the local mental health agencies in school-based areas, because again, you 

know, what are those foundational things we can do as a community of developing those basic 

understandings of each other's services so that we are maneuvering and supporting each other and not 

working against each other.  Oh, look.  I went ahead.  So there -- all that was.  So that's what I just said.  

And we'll just skip down to March where we really -- and Michelle came to our meetings after the PATH 

and she was our neutral person to be able to say, you know, to facilitate -- oh my goodness, really?  

Those conversations of vision and mission and taking all those different perspectives.  Okay.  So this is 

research… 

AUDIENCE MEMBER: [inaudible] 

AIMEE NEWSANGER: Okay.  Okay.  All right.  Thanks.  Sorry.  This is research.  This is from an article 

called Collective Impact by authors Kania and Kramer and it's about an -- a community initiative that 

happened down south.  I want say North Carolina where they've been studying agencies coming together 

and identifying a social problem they want to address, and different agencies coming together and 

identifying and working on that social problem in their community.  And the steps that they found out that 

you need to make that successful is the common agenda, kind of a common purpose and we really 

worked to develop that so far.  Developing a shared measurement system, understanding each other's 

data, so what are -- and identifying what do we want to track in Lancaster County?  I know I want to see 

preschool expulsions going down.  I want to see, you know, referrals happing more quickly, more 

accurately and kids getting the services they need.  You know what -- so how do we track that?  You 

know, we're not even there yet, but that's one of the things we're going to make part of our goals.  

Mutually reinforcing activities, we kind of had our first one of those like having the poster presentation 

yesterday.  I had several of the members standing by the poster and taking turns.  Donna was there, CAP 

Child Care was there.  Continuous communication, nobody -- we don't have any funding for this yet.  

Their administrators are allowing them to come and spend their time and spend a couple hours once a 

month to talk about getting this off the ground.  We have that continuous communication and backbone 

support organization which I would say [inaudible] and the Pennsylvania Positive Behavior Support 

Network at this point are our backbone support and CAP has given us their space and their time.  We 

were pursuing a grant, on one point they were willing to be the fiduciary.  So having that backbone that 

funding and we are going to work towards that funding that will be necessary for us to continue on, but 

what's really neat is these community collaborations are kind of where the funding is transferring to.  And 

so -- I mean it's not a guarantee but people are finding, it is a more efficient use of your resources.  If 

you're going to invest on the collaboration, you're going to have increased sustainability because you're 



going to have more people on the same page and it just trickles down into so many more different areas 

instead of just this one.  So it's just a better use of funds.  Some of the collaborative [inaudible] which I 

just realized I should've completely changed links, so we have a name and it's the Lancaster partnership 

for community wellness.  I did this before we finalized on our name.  You know some of our big North Star 

hopes is a model county or community of PBIS implementation, not just in the state, in the nation.  I'm a 

big dreamer.  Consistent messages across community organizations, you know, just transitioning a child -

- a typical child from preschool to kindergarten can be a nightmare.  You have a child that you developed 

a behavior plan.  I remember one behavior plan early, it is the mental behavioral health specialist was, I 

happen to be on site at the time, and I just sat outside of the classroom because it was intention getting 

allotment behavior and if you couldn't get out of the classroom, we could kind of extinguish that safely 

because he didn't escalate and then he didn't run away.  So I had to sit in front of the door for like two and 

half days.  Well, the school called me like, "We can't do that."  And I was like, "Well hopefully you won't 

have to because I did that." but, you know, I was able to say.  This is what else work with him.  I think 

that's like the only school that called us to find out what worked with this child.  You know, but developing 

those messages, developing that communication, because the kindergarten teachers want that 

communication too, it's that matter of logistics.  It's not the school district doesn't want it, it's like how on 

earth do you organize that and get that to happen well?  You know, I'm hoping that this is where that 

conversation can happen and those bridges can be built.  To develop consistent funding sources, to add 

that stability and sustainability to this initiative and really to embed that PBIS instruction into higher ed, 

you know, I think back -- it's been a little a bit now.  But, you know, my classroom management was -- 

instruction was sometimes you have to put their finger -- your finger right under their little chins and say, 

"No, you will do that," which was not very -- well, it's not appropriate and it's not very effective when 

they're, you know, overturning the water table and, you know, running around the classroom or out of the 

classroom.  It wasn't going to be helpful.  So I would like to think we're definitely farther along now but just 

the pyramid framework alone, just the understanding of how it all works together.  You know, I -- we 

received these teachers that are well-educated in literacy and Math but they have no idea how to run a 

classroom yet.  And I was that teacher and I was run over and I felt, you know, just being that teacher, I 

felt so helpless.  I felt so ineffective.  And it's so hard to pull them along.  If we can get ahead of that, 

again, being that prevention, doing that parallel process of the pyramid and hopefully the community 

organization can help do this.  We're hoping that this leads to healthy parent-child relationships, that 

consistent communication, increase inclusive settings.  As I'm, you know, part of a child care setting now 

with DPW Regs which is what I'm learning.  Going from Head Start where we could like move heaven and 

earth to hang on to these kiddos, you know, and now, that's not necessarily possible within the area I'm 

in.  How do we do those inclusive settings?  And I think those community conversations is where that 

happens because I don't have trained therapeutic teachers in my classrooms.  I don't have trained 

therapeutic support staff.  And we have those agencies with those well-trained staff.  How do we partner 

to increase those inclusive -- and increase that communication because it's not super helpful to have a 



BSC and a TSS that's not communicating with the teacher.  You have to be communicating and having 

those conversations to have the best care in the classroom for a child.  We want the increased skills for 

children and confident caregivers at home and at school.  When I was a first year teacher, I was not a 

confident caregiver and that bled into my classroom and increased the challenging behaviors in my 

classroom.  As a parent, you see parents who aren't confident caregivers.  That increases their children's 

behavior and the parents' negative behaviors too.  It's just an unending cycle.  We want to increase 

caregivers' confidence.  We are to the point where we have developed our mission statement.  We even 

have community-wide expectations, which my happy goal was I was going to come here early enough 

and update it real quick but clearly that didn't happen because I needed to eat.  So we are going to 

collaborate around the education and implementation of the pyramid model.  It was -- it was really 

important that we said this is our catalyst.  This is our mantra, our framework, if you will.  This is what we 

want to motivate everything we do to build strong foundations for lifelong learning and our vision is to 

ensure the socio-emotional health of children in their communities.  And our community-wide 

expectations are -- and I was trying to remember the exact verbiage because we spent a good deal of 

time last week developing the exact verbiage.  Diane Coons, can you help me?  I remember it was build 

relationships, act respectfully…acting respectfully and it wasn't act…that's it, caring for community.  That 

was the one I was struggling with because we were thinking act safely but we wanted it to be more about 

caring your -- for your community.  So that can have -- because we want it broad enough that enough 

things can fit under.  So the summary, the secrets found in the bottom of the pyramid.  It really is -- it's 

that relationship.  It's that quality, those quality people who are willing to build relationships to talk 

systems, to put what they know necessarily aside and open their mind to new things.  Don't be afraid to 

reach out to other agencies.  They're not the enemy.  They're not your competition.  Even though some 

funding streams create that environment, those function streams show us they will change.  They're not 

the enemy.  Let's work together.  Be patient, which -- that's a reminder to me because I get these really 

great happy thoughts to charge ahead and then I realize I missed, like, 20 different things and I have to 

come back.  Don't bite off more than you can chew.  Be open and dream big.  I, you know, it's not rocket 

science.  It's not -- it's just being nice and being open and being ready and willing to talk about different 

things. 

MICHELE WALSH: So, this is one of my favorite quotes and I think it brings us back all the way to the 

beginning from where Kelly started.  It's From Neurons to Neighborhood and it talks about how every 

child needs that one person.  So, you take a minute and think about who that person was for you and 

which child you're that person for.  We had a lot of great presentations about mental health here and the 

communities and the connections.  I think that what it comes down to are three very critical elements that 

Nicole and Aimee addressed beautifully.  You need to have the will.  You need the will of those in charge, 

the decision makers as Aimee pointed out.  You need the political will within agencies.  So, you need your 

executive directors to be willing to give of their agencies and take a leap.  You need to have some 

political will and the climate of the structure of the state government and federal government to say, "This 



is a place that we want to go.  We wanted to address these preventive issues.  We want to connect these 

systems that sometimes don't always work well together."  You need to have the will of the workers.  It 

can be very difficult for teachers, whether they're in child care or in an educational setting to work with 

others who come into their classrooms.  It could be really difficult for mental health providers to come into 

classrooms and try to work with teachers.  We're working outside of our expertise and we need to have 

will to bridge those gaps between different systems.  We really do need time to do this work.  Both of the 

examples that were brought to you, did not happen overnight.  They involved preparation time, they 

involved time of workers, they involved time to evaluate, they involved a great deal of time that was put in 

to all sorts of preparation prior to there actually being collaborations and those are the things that we 

often don't have.  We don't have that time.  We see an issue and we want to address it and we want to 

address it now.  But if we start building those, we'll get there over time.  We need resources but when I 

refer to resources, I think we immediately think about funding.  And we have two great examples about 

how there was initially funding with Nicole's and how to sustain after that funding and with Aimee, how -- 

they started really without any funding but they have resources in the form of -- in kind.  When I've worked 

with the Lancaster Partnership, there were tons of resources around that table.  Because every agency 

gave up staff time to come to a meeting, you know, covered travel and time that they weren't meeting with 

clients, time that they weren't in the classroom and said, "This is something that's valuable to us."  And 

that's a resource.  And that's also a resource that you can turn into eventual funding, when you think 

about in kind donation.  If you're looking to local agencies and local community foundations and say, 

"Look, we have this group, this multi-system cross agency group of people who are committed to this 

issue in our community."  So, you can turn a resource of the people at the table into a financial resource if 

you have that will and you have the time to put into it.  This is a critical piece and I think that when we 

come to conferences like this, we get a lot of great ideas and I see people taking notes and I see heads 

nodding and it's like, "Oh, that's something that I want to take with me.  That's something I want to go 

back to my agency.  I want to talk to my decision-maker.  I am the decision-maker and I want to make this 

happen in my agency, in my classroom, in my school when I get there."  And what happens is, it gets to 

be 5:00 today and tomorrow is a Friday and you may or may not be going back to your agency or school 

because it's Friday and you've been at a conference for two days.  And then we get to Monday and you 

have the emails and the phone calls and the students and our conference bag goes somewhere.  People 

are nodding, right?  And we don't look -- and then we pull it out a few months later and we go, "I really 

wanted to do that."  So, what I would like you to do now is take a few minutes to write down what you 

want to have happen, what you got from this presentation, what you want to take back.  Whether it's one 

thing you want to look up on a website, whether it's a question you want to have answered, whether it's 

an email you need to send to Sue Zeiders… 

AUDIENCE MEMBER: [inaudible] 

MICHELE WALSH: So, one thing that you want to do or have happen when you get back tomorrow or 

Monday and I'm going to give you a couple of minutes because I really want you to write it down or type it. 



You're going to tell this person, it could be a co-worker, it could be a supervisor, it could be your partner 

or spouse, it could be anyone that you're going to say, "This is what I want.  This is what I left the session.  

I'm super excited about it and I'm going to do this."  You're going to tell them that you're going to do it and 

they're going to hold you accountable.  So, stick a name next to it.  And then -- because I'm a good early 

childhood person, I'll be calling each of you individually in two weeks to make sure that you did it.  Here's 

how you contact us, but before we wrap up for the day, we want to know if you have any questions for 

any of us, whether it's about mental health services and level of care for Kelly and she has a mike so, you 

do need to be miked.  All the sessions are being recorded, whether you have questions for Nicole around 

-- the piece around school age and connecting mental health into the school age systems or for Aimee 

around early childhood.  So, any questions?  Kelly is right behind you. 

AUDIENCE MEMBER: Oh, I'm sorry.  Would you be willing to share those surveys? 

NICOLE WARCHOLAK: Yes.  Some of them, I can.  Certainly, you can email me and I can let you know if 

I have access to them myself or if you need permission from the author, I'll put you in touch with them.  

But you can email me on the ones that you're interested in. 

AUDIENCE MEMBER: Thank you. 

NICOLE WARCHOLAK: Yeah. 

AUDIENCE MEMBER: Similar question.  Is the World Health Organization Climate Survey -- excuse me, 

is the World Health Organization Climate Survey generally available for free use? 

NICOLE WARCHOLAK: It is.  It's always available for free use and can be found online.  So, if you'd -- if 

you just Google the World Health Organization PSE Evaluation Profile… 

AUDIENCE MEMBER: Thank you. 

NICOLE WARCHOLAK: …you'll find that. 

AUDIENCE MEMBER: Thanks. 

NICOLE WARCHOLAK: Uh-hmm.  And we just translated that using SurveyMonkey so, we took their 

questions, imported it into SurveyMonkey and then used that as our analysis tool so, again, free. 

MICHELE WALSH: Any other questions or comments? 

KELLY PERALES: Does anybody want Sue Zeiders' email address? Block me now. I think he's just trying 

to not have the longest list. 

NICOLE WARCHOLAK: I am.  I'm working on that.  Now, Sue's going to block me. 

AUDIENCE MEMBER: [inaudible] 

MICHELE WALSH: Okay.  Well, we really appreciate everyone joining us this morning and hope you 

enjoy the rest of your conference.  Kelly is going to hand it -- hand it over to Jane.  She has something for 

all of you. 

JANE: Yes.  [inaudible] I want to thank you all.  It's a great presentation and I know I learned a few things 

and I wrote down something I'm going to do when I go back on Monday. Yup.  So, thank you. 


