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Testimony 

Colonial lntermediate Unit 20 

Introduction 

Distinguished members of the Education Committee, thank you for inviting us to testify 
today about the serious and dangerous interaction between the bully and those who are 
bullied, along with its devastating impact, including suicide, on students, schools, families and 
our communities. Various pieces of legislation have been introduced in the legislature in an 
attempt to address bullying and suicide prevention. Any efforts to address this matter are 
positive steps to  creating school cultures accepting of all. 

Our goal today i s  to share with you insights we believe are priorities on this issue and to 
make recommendations to  you, our legislators, on what needs to be done to add to and 
strengthen the provisions of HB 1211 and other similar legislation. 

Colonial lntermediate Unit 20-Backmound (Why us on this important issue?) 

Colonial lntermediate Unit 20 (CIU 20) has worked not only in the traditional areas of 
service offered by intermediate units but has for the past 20 years pioneered and led the way 
statewide, working in conjunction with both the Pennsylvania Department of Education but 
more importantly the Department of Public Welfare, to implement school-based mental health 
services in our local schools and to develop important linkages between the school community 
and the mental/behavioral health community. 

We are the largest operator and provider of school-based mental health and behavioral 
health services to children in the Commonwealth, providing programs such as school based 
partial hospitalization services, Provider 50, truancy intervention, therapeutic emotional 
support, autistic partial hospitalization services, and many other programs that link student 
education and academic success with mental health and behavioral needs. 

We employ mental health treatment specialists, mental health workers, licensed social 
workers, Applied Behavioral Analysis specialists (ABA certified), Master degree clinicians, 
clinical psychologists, psychiatrists, and other mental health staff comprising more than 300 
staff out of our total of 1200 staff. We have assisted several other lntermediate Units in 



Pennsylvania to implement similar programs for their districts, but not enough. Access to these 
services for all children in the Commonwealth is a critical need. 

We are well respected by our Managed Care Organizations (MCOs), especially Magellan 
Behavioral Health, which for several years in a row has awarded IU 20 gold and silver standards 
in their Rewards for Quality program for getting children well and returning them within a 
reasonable time period to their home schools, our ultimate goal. Importantly, we have found a 
way to successfully walk the path of the Pennsylvania Department of Education AND that of the 
Department of Public Welfare, a very rare ability that needs to become commonplace, i f  we are 
to create different cultures in our schools. All told we serve over 2000 students per year in our 
school-based mental/behavioral health programs in Northampton, Monroe, and Pike Counties. 

Bullving: is but one svmptom of the svstemic challenge of school safety 

Make no mistake: mental health is vital to the overall school safety equation. Bullying 
is  just one of a myriad of mental health symptoms that combine to create unwelcome cultures 
in schools and danger for those who do not fit into what the majority deem the norm. Other 
symptoms include drug and alcohol abuse, avoidance of school and truancy, self-protection 
(weapons), violence, seclusion and isolation, anxiety and depression, anger, difficulty with 
academics, and sadly at times, suicide. 

Most legislation we have seen on this issue contains necessary provisions but not 
sufficient provisions to address the problem and are focused on bullying prevention from a 
reactive position. Reporting requirements and regulations with the involvement of law 
enforcement, prosecution for perpetrators of bullying i f  actions found to be criminal, 
protections for those reporting episodes of bullying, teacherladministrator training focused on 
identifying those already bullying or being bullied without recognizing that even teachers and 
administrators can themselves knowingly or unknowingly engage in "bullying." Assistance and 
mandates to write plans that address all of these things are needed but none, even taken 
together, are enough. We would suggest that legislation and efforts by school districts must 
address this problem from a proactive approach, while providing for the necessary 
consequences. 

Legislation should approach this issue not just from the point of bullying and suicide 
prevention but from a proactive approach that is systemic and system-wide. The question is, 
"How can schools help the underserved and often invisible population of youths who struggle 
with mental-health disorders (both the bully and the bullied, in this instant case) and promote 
mental health, wellness, and safety for all students at the same time?," remembering, of 
course, that bullying is but a symptom among many of the wider systemic issues. 



in corpora tin^ bully in^ and Suicide Prevention into Mental Health Literacy and 

From our 20 years of experience working in both the education field with the 
Department of Education and the mental health field with the Department of Public Welfare, 
we suggest legislation combine necessary reactive approaches but also focus on an integral and 
seamless implementation of "mental health literacy." Within the last 20 years people have 
recognized that young people have unmet mental health needs and schools have the potential 
to address many of them. 

How is mental health literacy different from our current approaches to the issue of 
bullying and related symptoms? It simply involves a change in paradigm from how to  handle 
the bad guys to  how to build a culture where being good guys is rewarded and honored. 

And that all begins with teachers and administrators. Many of the legislative proposals, 
including HB 1211, require teacher and administrator training. That training, however, needs 
to move from things like how to  identify students at risk of being bullied (reactive) and what to 
do in a suspected case of bullying to  a more positive approach of equipping teachers with the 
skills and self-confidence to  promote youth mental health, conflict resolution skills, how to 
teach empathy, impulse control, problem solving with students on interrelationships, emotional 
self-management, identification of signs of possible mental illness and what to do, and whole- 
school and preferably whole-district positive behavior programs to help students and promote 
learning. Mental health literacy includes an ability to  recognize optimal behaviors and promote 
those behaviors among all. 

We also cannot ignore the fact that mental health literacy and mental health issues are 
still the least likely content areas to be included in the school curriculum. Despite various 
initiatives, mental health is still considered from a deficits-based perspective as opposed to a 
health promotion one. 

Seven Questions for Consideration (Exhibit 2) 

1). Does the research literature provide anv guidance in addressing the issue of bullving? 
Research strongly indicates that the use of a School-Wide Positive Behavior Support 

System (SWPBSS) to deliver a Social and Emotional learning curriculum is the most 

effective way to reduce bullying. This School-Wide System is the framework from which 

pro-social skills can be taught, decisions are made in a way that is data-informed, and a 

full continuum of services from prevention to  targeted interventions can be delivered. 

This school-wide system creates a school culture in which bullying is not accepted or 

rewarded. 

2). How prevalent are SWPBSS in Pennsvlvania's schools? 
Despite the established effectiveness of a school-wide system, a recent report1 provided 
by the Pennsylvania Positive Behavior Support Network indicated that since 2007 their 
agency has helped 211 schools to implement SWPBS. This number represents 
approximately 6 % of Pennsylvania's school buildings reaching 9.5% of the State's 



student population. There are another 168 schools that have apparently developed their 
school-wide system outside the auspices of the Pennsylvania Positive Behavior Support 
~etwork* .  All told, this is a small percentage of schools in Pennsylvania. "Why do more 
schools not use school-wide systems or take advantage of the resources offered?" is an 
important question that must be answered. We also would offer that school programs 
can be an effective component of district-wide efforts and can bring about the systemic 
changes needed. 

3). For those schools that have decided to implement a school-wide program, what is the 
qualitv of materials thev use and/or develop? 

Schools generally have three options: (1) They can use the methods developed by 
PaTTAN, which leads to  a completely individualized and "tailored" system; or (2) They 
can choose an existing curriculum, generally authored by a researcher and certified by a 
national clearinghouse, such as Substance Abuse and Mental Health Services 
Administration (SAMSHA) a t  the federal level, which maintains a registry of proven, 
evidenced-based programs; or (3) They can choose to develop a program of their own. 
The first two of these choices employ significant empirical/evidenced based practices. 
PATTAN's approach comes primarily from the educational field, while SAMSHA 
approved type programs come from the fields of psychology/mental health. These two 
approaches, education-based vs. mental health-based, have tended to be exclusive of 
each other and in competition. A novel approach would be to  incorporate both of these 
approaches; thereby taking advantage of the best each has to offer. Whichever choice 
is made, there are implications for data collection, data analysis, and the fidelity by 
which the curriculum is delivered. 

4). Is bullying a "standalone" issue? 
Bullying is often presented as being an issue unto itself. However, it may be 
advantageous to view bullying as part of a larger group of "symptomatic" behaviors 
such as school violence, truancy, substance abuse and poor academic performance 
(Please see Exhibit 1: Fact Sheet). A properly designed or chosen school-wide program 
has the potential to  impact a wide variety of behaviors as it addresses core skills. 

5). Who is at risk as a result of bullving behavior? 
Both the person being bullied & the person doing the bullying are at significant risk for 
poor outcomes. Both of these individuals may have skills deficits that need to be 
remediated. Both of these individuals may require the attention of education and 
mental health professionals. Any legislation that is considered must recognize the needs 
of both these individuals. 

6). Will interventions such as teacher trainings, student assemblies and parent sessions have an 
impact? 

As a standalone response to  bullying and i f  implemented in isolation from school and 

district-wide programs, these efforts are of limited value. However, as a starting point 



they are welcome and potentially powerful, if approached from a proactive position of 

providing teachers with skills in teaching empathy, impulse control, problem-solving 

interrelationship issues, emotional management, etc., and do not only focus on 

identification and reporting responsibilities. 

7). How important is  the Continuum of Care within the school-wide svstem? 
The continuum of care is an essential part of the school/district-wide system. 
Throughout the continuum, evidence-based practices should be employed (Please See 
Exhibit 3: Continuum of Care Triangle). This continuum will provide universal or 
preventive interventions t o  the entire school body. The continuum provide targeted 
interventions to  those students who are not progressing within the prevention program 
and are considered to  be "at-risk." The continuum will also be capable of addressing 
those students who require the most intensive and individualized level of intervention. 
For those students who are either "at-risk" or "identified," more intensive services are 
required. School districts generally do not have personnel with the needed training, 
experience or licensure to deliver these services. School districts generally contract with 
their local Intermediate Unit and/or community agencies that then provide this service. 
Services may include individual therapy, group therapy, family-based services and 
school-based partial hospitalization. 

Unfortunately, it has become increasingly difficult to  develop or maintain a truly 
effective continuum of care. As budgets shrink, the licensing bodies and Managed Care 
Organizations (MCOs) continually require more under the guise of "quality assurance." 
Providers are required to participate in "exciting new designs" of existing programs that 
come as a cost to providers and consumers. MCO1s providing for shorter lengths of 
service often mean that treatment for students has not been fully completed, 
Regulations requiring the psychiatrist to  "pre-authorize" medications are cumbersome 
and time-consuming. The result i s  less face-to-face time between physician and 
consumer. 

The result of these various pressures is that services that many school districtsfind as a 
valuable option in dealing with their most intensive students are currently in jeopardy. I t  
then becomes imperative that the Department of Public Welfare, with its' vast expertise 
in behavioral health, closely collaborates with the Pennsylvania Department of 
Education, with its' vast expertise in education. Without these two entities having a 
strong relationship and a shored vision, providers of school-based mental health services 
face overwhelming obstacles. 



Recommendations (Exhibit 2-A) 

1. The proposed legislation, HB 1211  and other similar legislation must include not only 
reactive approaches to instances of bullying (reporting, police involvement, anonymous 
reporting) but also strong focused proactive approaches from planning and 
implementation of empirically supported/evidence-based programs to  targeted training 
for administrators and teachers that goes beyond reactive responses to equipping them 
with the skills, knowledge, resources and confidence to promote youth mental health. 

2. A continued focus on bullying and suicide prevention within the context of mental 
health literacy and services must continue if we are to  prepare our children to be 
tolerant of others and to provide them with the self-esteem and confidence required to 
be independent adults. 

3. The Pennsylvania Department of Education and the Department of Public Welfare must 
collaborate efforts. A division st i l l  exists between these departments when it comes to  
the service of children. 

We recommend the re-formation of a committee that once existed 
between the departments that would work together to collaboratively 
approach the issues identified and described in this testimony. 
Education and Mental Health services can no longer remain separate if 
we are to meet the needs of students. We would also recommend that 
any committees formed by way of legislation include representatives 
from the Department of Public Welfare and representatives of mental 
health staff currently working at our Intermediate Units in school 
settings. 

4. Require schools and districts to adopt empirically sound and evidence based programs 
such as that offered by PATTAN but in conjunction with those curricula having a strong 
mental health component such as those vetted and endorsed by the Substance Abuse 
and Mental Health Services Administration (SAMSHA). 

5. Consider a different plan and process for dealing with and handling bullying in schools. 
We have prepared a document that illustrates the most common process used 
alongside what we would recommend as a sounder and more evidence-based approach 
(See Exhibit 4). 



6. Enhance access to  the Continuum of School-Based Mental Health Services (See Exhibit 3) 
for all children in the Commonwealth. School guidance counselors and school 
psychologists are not enough to  meet the extreme needs. 

Mental Health Services may include 
o School-Based Partial Hospitalization 
o Provider SO 
o Outpatient 
o Enhance existing and traditional educational placements with 

mental health components 
o Bullies, as well as those that are bullied, must have access to 

intensive behavioral health services 

Require school districts to  re-evaluate their current practices as part of the planning 
process. 

Require districts to  devise and support a continuum of care for youth 
mental health as they plan and implement required programs (See Exhibit 
3 and 4) 
Ensure grant funds made available for support of these important 
initiatives do not have an overly burdensome application process or short 
time frame within which to submit them, which is so often the case. 
Increase Pre-Service training requirements for individuals entering the 
field of education in "mental health literacy" 
Utilize IUJs and/or outside providers to  reduce costs for services by 
leveraging resources through consortium efforts 
Decrease obstacles for continuation of intensive mental health services 
until kids are "better." Please see question #7 above for discussion of 
this important obstacle to  treatment. 

Bullying, as well as other problem behaviors, including school violence, truancy, 
substance abuse, and poor academic performance, are often characterized by significant skill 
deficits in social and emotional learning. Each problem behavior does not exist in i t s  own 
vacuum. Therefore, attempting to address each problem exclusively, without identifying root 
causes, creates significant potential for lack of success. Based upon the aforementioned 
premise, school district leadership and entities must recognize the legitimacy of Social and 
Emotional Curriculum and accept their responsibility for designing a systemic approach to 
facilitating skill acquisition for their students K-12. This is  an essential starting place. 

However, education does not have to own this issue alone. Mental health has a wealth 
of expertise and resources that could prove quite useful in supporting the efforts t o  address 
social and emotional learning. No one curriculum is 100% effective. The system developed 
needs to provide access to a continuum of interventions/services in order to be truly functional 



and successful for al l  i t s  recipients. Herein lies the necessity for the Department of Public 
Welfare and the Pennsylvania Department of Education to  re-engage in collaborative efforts. 
Traditional school placements can be embellished with an overlay of mental health services. 
Mental health services such as School-Based Partial Hospitalization, Provider 50, and outpatient 
must continue and expand their presence as viable resources within the school community 
throughout the Commonwealth. 

Currently legislation on bullying and bullying prevention moves us one step forward, but 
to attack the overarching framework of which bullying and its prevention are but a part, a 
bridge between education and mental health for all children is  a necessity. 

Thank you for allowing us to share our thoughts with you on this most important matter 
facing our children, schools, families, and their communities. 

l ~ u n ~ e ,  T., Staszkiewicz, M. (2013, January). Pennsylvania School-Wide Positive Behavioral 
Interventions & Supports: 2013 Executive Summary. Pennsylvania Positive Behavior 
Supports.org. Retrieved April 20, 2013, from URL http://www.papbs.org 

2 Poggi, K., Ficca, T., and Lawson, T. (2013, April 19). 
SWPBS~Schools~in~Pennsylvania4byYCounty. Pennsylvania Positive Behavior Supports.org 
Retrieved April 20, 2013, from URL http://www,papbs.org 
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House Education Hearing: Bullying Prevention 

Fact Sheet 

Bullying and Suicidality 

1) According to the National Association of School Psychologists, one in seven 
school children is a bully or a victim (Beane.) 

2 Nearly one in three children ages 12-18 report being bullied at school (Roberts, 
Zhang, &Truman, 2012.) 

3) It is estimated that nearly 160,000 students stay home from school each day as a 
result of being bullied (Beane.) 

4 Students reported that 71% of the teachers or adults in the classroom ignored 
bullying incidents (Journal School Mental Health). 

5 There are numerous "on-looker children" the authors have labeled the "silent 
majority" because they make up 85% of the school population. They typically 
know who the bullies and victims are but choose to stay quiet as they are too 
frightened to intervene." (Garrity, Jens, & Porter.) 

6 42% of children have been cyber-bullied and 35% have been threatened on-line 
according to the New York State Division of Criminal Justice in 2007. 

7 Empirical Studies as well as some high profile anecdotal information have 
demonstrated a link between suicidal ideation and experiences with bullying. 

8) According to Dan Olweus from the National School Safety Center, 
there are 2.1 million bullies in American schools and 2.7 million of their victims. 

9) 15% of school absenteeism is directly related to  fears of being bullied (Olweus.) 

10) 1 in 4 teachers reportedly do not see the bullying and only intervene 4% of the 
time (Facts about Bullying/Do Something.) 

11) Studies have shown that a child having just one friend are less likely to be bullied 
and they have fewer problems if  they do get bullied. (Committee for Children, 
2012) 

12) Victims of bullying are four times more likely to  earn failing grades that their 
non-bullied peers. (Devoe & Kaffenberger, 2005) 

13) 1 in 5 teens reports being cyber bullied through the use of technology such as 
cell phones, cell phone cameras, videos, computers, Facebook, etc. (Hinjuda & Patchin, 
2010) 

14) The results of bullying are numerous and include, depression, anxiety, school 
phobia, suicidal ideation, PTSD, eating disorders, substance abuse, somatization 
disorders, sleep disorders, and others. 
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Seven Questions for Consideration 

1). Does the research literature provide anv cruidance in addressinp, the issue of bullving? 
Research strongly indicates that the use of a School-Wide Positive Behavior Support 

System (SWPBSS) to deliver a Social and Emotional learning curriculum is  the most 

effective way to reduce bullying. This School-Wide System is the framework from which 

pro-social skills can be taught, decisions are made in a way that is data-informed, and a 

full continuum of services from prevention to targeted interventions can be delivered. 

This school-wide system creates a school culture in which bullying is not accepted or 

rewarded. 

2). How prevalent are SWPBSS in Pennsvlvania's schools? 
Despite the established effectiveness of a school-wide system, a recent report1 provided 
by the Pennsylvania Positive Behavior Support IVetwork indicated that since 2007 their 
agency has helped 211 schools to implement SWPBS. This number represents 
approximately 6 % of Pennsylvania's school building reaching 9.5% of the State's 
student population. There are another 168 schools that have apparently developed their 
school-wide system outside the auspices of the Pennsylvania Positive Behavior Support 
~ e t w o r k ~ .  All told, this is a small percentage of schools in Pennsylvania. "Why do more 
schools not use school-wide systems or take advantage of the resources offered?" is an 
important question that must be answered. We also would offer that school programs 
can be effective of district-wide efforts can bring about the systemic changes needed. 

3). For those schools that have decided to im~lement a school-wide proaram, what is the 
qualitv of materials they use and/or develop? 

Schools generally have three options: (1) They can use the methods developed by 
PaTTAN, which leads to a completely individualized and "tailored" system; or (2) They 
can choose an existing curriculum, generally authored by a researcher and certified by a 
national clearinghouse, such Substance Abuse and Mental Health Services 
Administration (SAMSHA) at the federal level, which maintains a registry of proven, 
evidenced-based programs; or (3) They can choose to develop a program of their own. 
The first two of these choices enjoy significant empirical/evidenced based support. 
PATTAN's approach comes primarily from the educational field, while SAMSHA 
approved type programs come from the fields of psychology/mental health. these two 



approaches education-based vs. mental health-based have tended to be exclusive of 
each other and in competition. A novel approach would be to incorporate both of these 
approaches; thereby taking advantage of the best each has to offer. Whichever choice 
is  made, there are implications for data collection, data analysis, and the fidelity by 
which the curricul~~m is delivered. 

4). Is bul lv in~ a "standalone" issue? 
Bullying is  often presented as being an issue unto itself. However, it may be 
advantageous to view bullying as part of a larger group of "symptomatic" behaviors 
such as school violence, truancy, substance abuse and poor academic performance 
(Please see Exhibit 1: Fact Sheet). A properly designed or chosen school-wide program 
has the potential to  impact a wide variety of behaviors as it addresses 'core" skills. 

5). Who is  at risk as a result of bul lv in~ behavior? 
Both the person being bullied the person doing the bullying are at significant risk for 
poor outcomes. Both of these individuals may have skills deficits that need to be 
remediated. Both of these individuals may require the attention of education and 
mental health professionals. Any legislation that is considered must recognize the needs 
of both these individuals. 

6). Will interventions such as teacher trainings, student assemblies and parent sessions have an 
impact? 

As a standalone response to  bullying and if implemented in isolation from school and 

district-wide programs, these efforts are of limited value. However, as a starting point 

they are welcome and potentially powerful, if approached from a proactive position of 

providing teachers with skills in teaching empathy, impulse control, problem solving 

interrelationship issues, emotional management, etc., and do not only focus on 

identification and reporting responsibilities. 

7). How important is the Continuum of Care within the school-wide svstem? 
The continuum of care is  an essential part of the school/district-wide system. 
Throughout the continuum, evidence-based practices should be err~ployed (Please See 
Exhibit 3: Continuum of Care Triangle). This continuum will provide universal or 
preventive interventions to the entire school body. The continuum provide targeted 
interventions to those students who are not progressing within the prevention program 
and are considered to be "at-risk." The continuum will also be capable of addressing 
those students who require the most intensive and individualized level of intervention. 
For those students who are either "at-risk" or "identified," more intensive services are 
required. School districts generally do not have personnel with the needed training, 
experience or licensure to deliver these services. School districts generally contract with 
their local Intermediate Unit and/or community agencies that then provide this service. 
Services may include individual therapy, group therapy, family-based services and 
school-based partial hospitalization. 



Unfortunately, it has become increasingly difficult to develop or maintain a truly 
effective continuum of care. As budgets shrink, the licensing bodies and Managed Care 
Organizations continually require more under the guise of "quality assurance." Providers 
are required to  participate in "exciting new designs" of existing programs that come as a 
cost to  providers and the consumers. MCO1s providing for shorter lengths of service 
often mean that treatment for students has not been fully completed. Regulations 
requiring the psychiatrist to "pre-authorize" medications are cumbersome and time- 
consuming. The result is less face-to-face time between physician and consumer. 

The result of these various pressures is that services that many school districts find as a 
valuable option in dealing with their most intensive students are currently in jeopardy. I t  
then becomes imperative that the Department of Public Welfare, with its' vast expertise 
in behavioral health, closely collaborate with the Pennsylvania Department of Education, 
with its' vast expertise in education. Without these two entities having a strong 
relationship and a shared vision; providers of school-based mental health services face 
overwhelming obstacles. 
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Recommendations (Exhibit 2-A) 

1. The proposed legislation, HE 1211 and other similar legislation must include not only 
reactive approaches to  instances of bullying (reporting, police involvement, anonymous 
reporting) but also strong focused proactive approaches from planning and 
implementation of empirically supported/evidence-based programs to  targeted training 
for administrators and teachers that goes beyond reactive responses to  equipping them 
with the skills, knowledge, resources and confidence to promote youth mental health. 

2. A continued focus on bullying and suicide prevention within the context of mental 
health literacy and services must continue if we are to  prepare our children to  be 
tolerant of others and to  provide them with the self-esteem and confidence required to  
be independent adults. 

3. The Pennsylvania Department of Education and the Department of Public Welfare must 
collaborate efforts. A division st i l l  exists between these departments when it comes to  
the service of children. 

We recommend the re-formation of a committee that once existed 
between the departments that would work together to  collaboratively 
approach the issues identified and described in this testimony. 
Education and Mental Health services can no longer remain separate if 
we are to meet the needs of students. We would also recommend that 
any committees formed by way of legislation include representatives 
from the Department of Public Welfare and representatives of mental 
health staff currently working at our lntermediate Units in school 
settings. 

4. Require schools and districts to adopt empirically sound and evidence based programs 
such as that offered by PATTAN but in conjunction with those curricula having a strong 
mental health component such as those vetted and endorsed by the Substance Abuse 
and Mental Health Services Administration (SAMSHA). 

5. Consider a different plan and process for dealing with and handling bullying in schools. 
We have prepared a document that illustrates the most common process used 
alongside what we would recommend as a sounder and more evidence-based approach 
(See Exhibit 4). 
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6. Enhance access to the Continuum of School-Based Mental Health Services (See Exhibit 3) 
for all children in the Commonwealth. School guidance counselors and school 
psychologists are not enough to  meet the extreme needs. 

Mental Health Services may include 
o School-Based Partial Hospitalization 
o Provider 50 
o Outpatient 
o Enhance existing and traditional educational placements with 

mental health components 
o Bullies, as well as those that are bullied, must have access to 

intensive behavioral health services 

7. Require school districts to re-evaluate their current practices as part of the planning 
process. 

Require districts to  devise and support a continuum of care for youth 
mental health as they plan and implement required programs (See Exhibit 
3 and 4) 
Ensure grant funds made available for support of these important 
initiatives do not have an overly burdensome application process or short 
time frame within which to submit them, which is so often the case. 
Increase Pre-Service training requirements for individuals entering the 
field of education in "mental health literacy" 
Utilize IU's and/or outside providers to reduce costs for services by 
leveraging resources through consortium efforts 
Decrease obstacles for continuation of intensive mental health services 
until kids are "better." Please see question #7 above for discussion of 
this important obstacle to treatment. 
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RECOMMENDATIONS 

1) Social and Emotional Learning (SEL) 
l ncreased proactive responses 
School Districts must recognize SEL as a legitimate area of curriculum 
School Districts must recognize their responsibility in teaching the skills in these areas 

2) Enhance Access to Continuum of School-Based Mental Health Services 
Guidance Counselor & School Psychologist NOT enough 
Mental Health Services to Continue 

o School-Based Partial Hospitalization 
o Provider 50 
o Outpatient 

Enhance existing and traditional educational placements with mental health components 
Bullies as well as those that are bullied require access to intensive behavioral health services 

3) PA Department of Education and Department of Public Welfare Collaboration 
Reformation of joint committee, Department of Public Welfare (DPW), and Pennsylvania Department of Education (PDE) 

4) Novel Approach to System Development 
Using the "tailored" approach offered by PATTAN alongside (in conjunction with) some of the empirically-based curriculums 
endorsed by the Substance Abuse and Mental Health Services Administration (SAMHSA). 
Data driven decision making 
Fidelity check 

5) Re-Evaluate Current Practices 
Require districts to devise and support a continuum of care for youth mental health as they plan and implement required 
programs (See Exhibit #4) 
Increase Pre-Service training requirements for individuals entering the field of education in "mental health literacy" 
Utilize IU's and/or outside providers to reduce costs for services by leveraging resources through consortium efforts 
Decrease obstacles for continuation of intensive mental health services until kids are "better." Please see question #7 above for 
discussion of this important obstacle to treatment. 
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Community Based With 

Day Treatment Services 

Outpatient Services 

Wraparound / BHRS Services 

Targeted Case Management and Services 

Systems of Early Intervention 
(At - Risk Students) 

Special Education and Related Services 

Special Education ldentification and Evaluation 

Instructional Support Team/Student Assistance Program 

Selective School Based Mental Health Interventions 

Systems of Prevention 
(All Students) 

Procedures and protocols for Screening, Evaluation, ldentification and Referral 

Educational programs for prevention and education relating to bullying 

Implementation of a School Wide System of Positive Behavioral Support 

Development and Fostering of a Safe and Supportive School Climate 
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Current Process for Handline Bullvine In Schools 

1. School wide positive behavior system of positive behavior 
support. 

2. School wide policies and procedures for reporting bullying and 
harassment. 

3. Student informs friend / parent of bullying and gets reported 
to a teacher or guidance counselor. 

4. Teacher or guidance counselor informs the building 
administrator of the allegation of the bullying and the 
administrator investigates the allegation. 

5. Parent / Teacher / Guidance / Building Administrator 
Conference in regards to the allegation. 

6. Plan is  developed in effort to curtail the bullying (Mediation, 
Movement of Classes, Change in Bus, Etc.) 

7. If bullying continues, behavior could escalate on either part of 
the student who is bullying or who is being bullied. 

8. As a result of behavior, student is referred for possible 
evaluation and community supports are pursued in effort to 
end the problem behavior. 

Pro~osed Collaborative Process For Handling Bullving In Schools 

1. Develop and foster a safe and supportive school environment 
and climate utilizing universal, selective, and intensive 
interventions and strategies to promote a safe and supportive 
learning environment for all students across school 
environments. 

2. Provide school administrators, teachers, and staff training in 
the types, possible indicators of, symptoms, signs, and risks of 
bullying in today's schools. 

3. Provide school administrators, teachers, and staff training in 
regards to identifying students who are more likely to be at 
risk for being bullies or engaging in behavior that is  defined as 
bullying. 

4. Identify groups of students who are more likely to be 
susceptible to bullying such as the following groups: 

-LGBT Youth (Lesbian, Gay, Bi-Sexual, Transgender) 
-Youth with Disabilities or Other Special Health Needs 
-Race, Ethnicity, and National Origin 

5. ldentify criteria for selecting interventions and strategies 
aimed at reducing bullying in public schools (Research Based, 
Empirically Validated, Culturally Sensitive, Cost, Etc.). 

6. ldentify and select universal, selective, and intensive 
interventions and strategies that are researched based and 
empirically validated aimed at reducing / preventing bullying in 
the schools of Pennsylvania. 
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7. Provide school administrators, teachers, and staff training in 
the utilization of the selected researched based and 
empirically validated universal, selective, and intensive 
interventions and strategies. 

8. Develop a system of policies, procedures, and protocols for 
identifying, assessing, and evaluating bullying and the effects 
of bullying within the school community. 

9. Institute a system for providing a Licensed Mental Health 
Professional that students / staff can access and report 
bullying to. 

10. Develop and institute a system which can provide for 
collaboration between school and community based 
professionals and organizations in effort to identify, evaluate, 
and treat students who are likely to engage in bullying and 
those who are likely to be victims of bullying through school 
and community supports. 

11. Develop and institute a system with established policies, 
procedures, and protocols for handling crisis situations 
involving students who are bullying or being bullied. 

12. Develop and institute a system for meeting the educational, 
behavioral, and social emotional needs of students within 
school based settings such as: 

-Special Education and Related Services 
-School Based Behavioral Health Services 
-School Based Partial Hospitalization 




