
ED 075 747

TITLE

INSTITUTION

REPORT NO
PUB DATE
NOTE
AVAILABLE FROM

EDRS PRICE
DESCRIPTORS

ABSTRACT

AIIP
DOCUMENT RESUM

CG 007 988

Mental Health and Learning: When ,Community Mental
Health Centers and School Systems Collaborate.
National Inst. of Mental Health, Rockville, Md.;
Office of Education (DHEW) , Washington, D.C.
DHEW-HSM-72-9146
72
69p.
Superintendent of Documents, U.S. Government PrintLng
Office, Washington, D.C. 20402 (Stock number
1724-0250, $1.25)

MF-$0.65 HC-$3.29
Child Development; Community Agencies .(Public);
*Community Health Services; Community Resources;
Crisis Therapy; Disadvantaged Youth; Learning;
*Learning Difficulties; *Mental Health Programs;
*School Commutilty Programs; *Schools

This book suggests the collaboration of community
mental health centers with school systems since both are concerned
with the healthy development of children's emotional lives and with
learning. While school collaboration provides maximum opportunity for
the center to fulfill more of its obligations to children with the
most efficient use of manpower and funds, the book urges new forms of
intervention with goals and objectives jointly determined and clearly
stated. It further recognizes problems inherent in both systems that
make collaboration difficult and the required precise strategies and
methods of organization. The book closes with several examples of
collaborative programs. (Author/LAA)



II

v

when community mental health
centers and
school systems
collaborate

I

.p1

A Joint Publication of the U.S. Office of Education and the
National Institute of Mental Health

.16



i

L 7
MENtwAIL fleiu.-144

a ND heARNING:
When Community Mental Health Centers

and School Systems Collaborate

A Joint Publication of the
U.S. Office of Education's

Office for Nutrition and Health Programs
and the

National Institute of Mental Health's
Division of Mental Health Service Programs

U.S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
Health Services and Mental Health Administration

Natir lel Institute of Mental Hea;th
5600 Fishers Lane

Rockville, Maryland 20852
-a



Publication No (HSM) 72-9146
Printed 1972

%

For sale by,lhe Superintendent of 5ocuments, U S '" ->v2rnment Printing Office
Washington,,D C 20402P 1:..e $1 25

Stock Number 1724-0250



FOREWORD

This publication was prepared under joint sponsorship of the U S Office of
Education and the National Institute of Mental Health i, was developed out
of recognition that these two Federai agencies sharc a common concern
fOr thd optimal intellectual and emotional, developrn,ant of the Nation s
children

During the past decade. a number of major education and mental health
programs have been enacted into law One of these resulted in the creation
of programs for handicapped children (Title VI. ESEA). another in the
development of school-sponsored program 5 for the economically disad-
vantaged (Title I. ESEA). and another i.n the development of community
based mentai health centers (CMHC Act). It is the belief of OE and NIMH
that programs such as these offer exceptional opportunities for collabora-
tion between education and mental health professionals in prevention and
treatment of emotional and learning disorders in school children. The speci-
fic focus of the present publication ,epresenting one of tne several col-
laborative efforts now underway.' is on ways and means to utilize the two.

collaborative school me t I health programs.
Plgalatter legislative progr s to encourage and support the development of

The Title I. ESEA educational program (Public Law 89-10) is designed to
meet the needs of disadvantaged children whose learning efforts have
'been held back by poverty -and its attendant deprivations. The proiirani
serves approximately eight million .American chiren It is active in over
7,000 of the Nation's school districts The Elementary and Secondary

i Education Act encourages Title I program planners to cooperate with
various community agencies which can provide support services. These
include health and, mental hdalth services for children in Title I programs

The Community Mental Health Centers program (Public Laws 88-164
et sequellae) is designed to provide a network of readily accessible men-
tal health facilities. These are located on a neighborhood basis in com-
munities throughout the Nation. Services are offered to catchment popula-
tions with a range of 75,000 to 200,000 persons. Over 400 such centers are
now funded A community mental health center, by definition and by man-
date, can and should collaborate with schools to help school faculties, the
children, and the parents in more effective ways than those available from
traditional psychiatric facilities This help from centers is particularly pos-
sible now in light of the concepts of comprehensiveness of service, out-

,,,

reach, and the centers' emphasis on mental health maintenance and
prevention. 1

...

Traditional mental health facilities have had little inlluence upon and
minimal contacts with school programs and problems Schools. discovering
that mental health facilities have long waiting lists. have frequently found
them unable to provide crisis intervention services when they are most
needed. Mental health facilities, encountering sometimes impenetrable



scnool organization system:, have in turn been impeded in their efforts
to help serve the needs of ;hildren with emotional and behavioral prob-
lems in many instances. sch Ibts have used psychiatric hospitals and child
guidance clinics as referral sources for children who are d:sturbed or, in
some cases. 'clisturbirT to eachers and school administrators

The establishme it of the Community M,rntal Health Centers Program
provides an opportunity for both schools and centers to assume greater
responsibility in developing raw approaches and strategies to reduce chil-
dren's mental health problems and to maximize their leprning abilities.

It is hoped that this puLlicationa report on several successful, col-
-tborative school mental health programswill stimul tte communicat,on

between mental heartn and .ducation professionals and provide helpful
information to school systems, centers. and communities which are con"-
sidermg establishment of such programs ,
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Mental Health and Education as Natural Partners
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PART A: CHAPTER ONE

Needed: School-Based Mental Health Programs

Advantages of Collaboration to the Sckjeols

Advantages of Collaboration to the Gel-Tiers
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NEEDED: SCHOOL-BASED MENTAL HEALTH PROGRAMS

Professionals in the fields of mental health and
education are concerned with the same process
the healthy development of children both in
their emotional livestrid in the learning process.

The close connection between mental health
and learning ability is well known and has been
documented in many studies. The impaTt of
education on personality, and of emotional
states on education, whether positive or nega-
tive is extensive. We cannot productively sep-
arate the acquisition of knowledge and other
procucts of school experience from the emo-
tionl, social, and physical development of the
inch dual child.

The prevalence of tne need to fulfill deficient
mental health requirements of many school
children is distressingly apparent. Police rec-
ords reflect these needs as they are displayed
in drug use and delinquency. Teachers and ad-
ministrators increasingly voice their harass-
ment by hyperactive and underachieving chil-
dren in the claproom. Many have deserted
education as a profession because of intolerable
frustratier s. Even more distressing is the needed
attention professionals are unable to give to
prevention and help for countless numbers of
children who may not visibly suffer from any
serious psychological problems, but who never-
theiess fall short of their developmental and
learning potentials.

The Report of the Jomt Commission on the
Mental Health of Children indicates that care is
being given to only one-third of those children

(who are in need. It points out, further, that the
Xesent utilization of trained and skilled mental
health professionals is insufficient to cope with
all Of society's current needs for services. Clin-
ics, treatment centers, and other facilities often
have long waiting lists Crisis intervention for
children is followed by long delays before ade
quate referral,, diagnosis, and effective treat-
ment can even begin. Existing resources are
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frequently not utilized because of fragmenta-
tion, faulty followup, or lack of communication

Children of low socioeconomic status, par-
ticu.arly those in Title I schools. suffer most
severely from inadequate resources and serv-
ices. The social and economic deprivat on
characteristic of rural poverty and of urban slum
or ghetto life, with its consequent biological aid
psychological disorders, often results in mis-
behavior problems. These problems ntertere
with learning, and result in, or become learning
disabilities which in turn produce emotiorial dis-
tress in a large proportion of these chiliken

In our schools, the extent of school maladap-
tation pi oblems, the dearth of professional re-
sources, and the inadequate attention to pre-
vention, combine to make glaringly evident the
need for new patterns of intervention These
new patterns are necessary to increase the
opportunities for optimum mental health among
our Nation's schoolchildren.

Realistic appraisal suggests these new oat-
terns for intervention in school mental health
problems take form within the schools them-
selves, and in close collaboration with educa-
tors.

A number of, intervention programs developed
over the past decade suggest that school col-
laboration can be a successful mechanism to
promote child and community ,mental health
The school's potential for significant preventive
measures and early detection of problems is
enormous. Mental health personnel who are able
to promote a positive climate within the school
and classroomone in which each child is able
to learn and igrow to the fullest extent of his
potential can accomplish more in mental
health terms than would be possible by reme-
diatinn at a later date. In this covIext mental
health consultation and training for the educa-
tion system become not just minor services of



Jeiimehity mental health centers, but a major
in, of both treating and pi_ enting' psycho

:,; < <i, nroblems

S1 fr,opls are the main instituticns with asus-
'a,ned ,ntitience over children duang their vital

rf71<ite,(2 yeas
-11-,t; schools day by day deal with many times

em,-)tional and behavioral disturbances in
rilithen than do CMHC's They are, because of

daii,y'influence upon the children. strategic
,Igencies for primary prevention in mental
health The task of education is to deal with the
tita chila---his emotional as well as intellectual
dc;elopment It is doubtful that any other agency
can so effectively serve this end.

The ratio of children to teachers is about 26
to 1 in contrast to ratios of 3,660 children to
,ach psychiatrist 2,300 to each psychologist,
.and 1,050 to each social work&. It is estimated
that mental health clinics are seeing 1 out of
14 disturbed children, wrfile school systems are
dealing with almost 14 out of ,4. program planning, care to avoid authoritarian

Teachers and school administrators, whether attitudes, and demonstrated genuine interest in
not their training has prepared them for that tearlier problems by mental health specialists

foie are and will remain primary mental health do, in tine; elicit trust and increase possibilities
agents in the lives of children. Teachers have for cooperative effort. .

(lady opportunities to help children develop the Prompt intervention and conference consul-
self discipline, skill in human relations, self con- tation can increase the teacher'S awareness that
fidence and esteem, am., abilities to work and some children's problems are not easily modi-
i,lay creatively which, in' sum, contribute to , fled, and that her self-expectations may be too
mental health : high. The process also demonstrates that the

learning experience itself ca' be therapeutic
4 for the child; that his methods of relating to

adults can slowly be altered by effective teach-
er-child interactions.

Finally, opportunity for prevention of emo-
tional or learning disability is offered' by suc-
cessful collaboration. The classroom teacher
developing her own chlIci appreciation and man-
agement 'skills through collaborative programs
is more alert to early signs of distress or begin-
ning disability. Children in her classroom 'will
benefit from this detection and prompt followup
service the programs can offer.

Teachers generally accept the fact that in

almost all classes, a certain number of children
present either behavioral or educa;ional prob-
, ms that are especially difficglt to deal with

Many teachers have developer..14, strat ies to
deal with these problems. However, when that
repertoire is exhausted without positive result.
the situation is often seen as a failure. The
availability of quick intervention anct consulta-
tion provideo by a collaborative program re-
duces the inciderice of these perceived failures
Moreover, the skills and insights acquired by
the teacher in the p' arried over. with
benefit both to the r and to the
entire class

Too often, ih the past, the entrance of mental
health personnel into the schools has been per-
ceived by teachers as an intrusion, a threat, an
added burden, or an onslaught -of judgmental
criticism Well-planned collaborative programs
Can change these perceptions. Clarity .of role
definition, the involvement of the teacher in

ADVANTAGES OF COLLABORATION
TO THESCHOOLS

TEACHERS

The mental health specialiSt can help class-
room teachers !miter understand human be-
havior and child growth and developmeat,lhus
enabling the teachers to develop,their own skills
in dealing effectively with children. The teachers
then would be better equipped to assist chip-
dren not only through serious 'problems, but
more importantly, through such "normal" crisis
situations as the first day of school, separation,
failure, embarrassing situations, etc..In 'so do-
ing, teachers can transform the crisis situation
into a healthy growth experience for the child
rather than into the beginning of more serious
emotional problems.

GUIDANCE AND SPECIAL SERVICES
PERSONNEL

Auxiliary personnel, such as guidance coun-
selors, school psychologists, and crisis resource
teachers, work within the school setting and



41*

I

provide support service to faculty and children,
Collaboration with members of a CMHC staff
can frequently help these persons increase their
own skills in such areas as human relations,
group processes and techniques, counseling
leadership, and interviewing. They can also
Sc re as effective liaison agents between center
and school, d r; training resources for
center staff , ,e learning about the school,

PRINCIPALS 4

The necessity for receiving sanction in the
schools for collabbrative programs involve:, the
school administration from the very, beginning.
The most enthusiastic cooperation of teachers
and mental health specialists can have little
success without the interested support of the
school administration. The planning of programs
with full and equal participation of schbol prin-
cipals allays fears of executive invasion or
usurpation of authority. It also gives assurance
of the truly collaborative nature of the endeavor,
and insures, in most cases, the essential com-
mitment necessary for success.

In the past there have been few arenas for the
consideration of, problems which directly con-
cern school principalsorganizational problems
within' the school system, intrafaculty conflicts,
faculty-administration misunderstandings, lack
of time for classroom observation, or attention
to difficulties which minimize effective func-
tioning in the classroom and in the school as a
whole. These are some pioblems for which
rental health personnel can provic : Help.
.Special seminars for principals and their in-

AltSion in training and consultation sessions
involving many levels of school personrwl pro-
vide opportunities for growth in the understand-
ing of mental health concepts as they relate to
issues of school administration.

STUDENTS

-Children are the beneficiaries of good mental
health approaches and the victims of poor ones.

The hyperactive, actir j-out, delinquent, un-
derachieving, withdrawn, handicapped, and
truant child present a wide spectrum of prob-
lems tgpthe school. Atypical reaction has been
to refer these children elsewhere when possible,
removing them from the clasSroom in an at-
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tempt to prevent their disturbing or hindering
others. This solution often stigmatizes the chil-
dren, engenders failure judgments in them, and
causes their parents and teachers to lower their
expectations of them

The services of collaborative school-mental
health programs can frequently keep these chil-
dren in the school and afloat in the mainstream
of education. School personnel, througn train-
ing, consultation, and overt support from mental
health specialists, can learn skills and ap-
proaches enabling them to cope with problem
situations as they ,arise and before they become

,deeply entrenched'

In the process of this multi-faceted approach,
it is often discovered that when a child appears
to be a problem to the school, it is because the

,school presents, a serious problem to the child.
The school itself may contribute to a child's

problems. An emotional climate that is unduly
authoritarian or punitive, or one which reinforces
a student's failures rather than his achieve-
ments, adversely affects his mental health. Such
school environments may be altered by the
collaborative process, with resultant benefit to
the entire school.

School systems and schools within a system
vary greatly. Such variations can result in widely .

differing levels of cultural and educational. op-
portunity for children. Mental health programs
can help focus administration and community
attention on such problems and inequalities.
Using training and consultation programs, sem-
inars and discussion groups, mental health per-
sonnel can present concepts to faculty, admin-
istration, school directors and PTAs thaf may
change their attitudes and approabhes.

Programs for parents developed through col-
laboration with a mental health center: serve to
involve parents 'M school activities and to stim-
ulate their overall interest in education. The use
of local volunteers in many of the programs in-
creases community knowledge regarding its
schools and encourages closer communication
between schdol personnel and the community
as a whole.

An instance of outstanding benefit to the
schools from an active collaborative program is
the service such a program can deliver at a time
of community crisis. In one such crisis, de-
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scriLed more fully in Part B, Chapter III. a

school-mental health program mobilized its

existing projects and community consultants to
instruct, mediate, consult. and provide forums
for adults and children caught up in a desegre-
gation conflict. This mediation helped to quiet
a situation which might otherwise have erupted
into destructive disorder,

ADVANTAGES OF COLLABORATION
TO THE CENTER

It is to the advantage of tfle center to com-
bine the specialized behavior skills of its staff
with the service. delivery pervasiveness of the
education system.

The technology of. this combination calls first
for the realization by mental health professionals
that public schools, particularly the elerrientary
schools, form a key front a line in the struggle to

,create optimum conditions for -mental health in
'children.

The intention of mental health professionals
working in school collaborative programs is not
to make psychotherapists of school personnel.
In these programs, mental health specialists
attempt to impart their knowledge of.child men-
tal health principles and practicus to school
personnel through training, consultations and
demonstrations, and associated techniques.
Whenever possible, the programs take place
within the schools, in a climate of cctivity in
which the problems, successes, and failures
may be seen more clearly than they could be
seen in the atmosphere of abstract discussion
in a lecture situation. The responsibility of the
mental health specialist is to build upon and
fully employ the skills already possessed by,
educators, to channel and reinforce them, and
to give assurance, and .support which will in-
crease their efficiency in classroom perform-
ance and pe.'sonal satisfaction.

The CMHC places emphasis on prevention of
mental illness as well as on provision of direct

treatment services In the light of staff short-
ages and demand for direct services, preven-
tion poses a gigantic problem to the center
This is especially so when serving' catchment
areas of widely separated settlements or of
densely clotted populations with fragmented
community resource;, Prevention of mental ill-
ness and maintenance of mental health in a
community presupposes attention to its chil-

dren The environment in which growth and
learning are encouraged or discouraged is the

environment which determines their mental

;lealth. School collaboration, therefore, provides
maximum opportunity for the center to fulfill
more of its obligations to children with the most

_efficient use of manpower and funds.
The school system is a vehicle through which

the center can reach the majority of children,
their families, and the school personnel who
are important influences in their development.
Collaboration with the school system brings
vast numbers within the scope of the center's
services. Within these numbers are the targets
for preventive and maintenance services as well

as those displaying symptoms of beginning or
entrenched learning and emotional disorders.

Designing and planning collaborative pro-

grams also brings into the center's sphere of

operation many community resources and

agencies which might otherwise contribute
much less to the field of mental health. The

success some CMHCs have had in establishing
and maintaining effective consultative linkages

for referral and monitoring among welfare and

family agencies, juvenile courts, and voluntary
child serving agencies is an example of this.

The implementation of collaborative programs
with the schools allows the center to mutiiply
by many times the mental health education ef-

forts of its existing staff. School programs also
contribute significantly to assessment of the

community's mental health needs, to develop-
ment of new resources. and testing new serv-
ice delivery systems, with consequent oppor-
tunities for program evaluation and researr,:i.
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PART A: CHAPTER TWO

Planning a Collaborative Program
Goals

Problems

Strategies
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PLANNING A COLLABORATIVE SCHOOL MENTAL HEALTH

PROGRAM *

.,3-fie various programs discussed in Part B, al-
though they differ as to location and evolution,
agree that: goals and objectives must be jointly
determined by the mental health center and the
school and must be overtly and clearly stated;
problems exist in both systems which may make
the collaboration difficult; principles, strate-
gies, and methods of organization can help'

\overcome these difficulties.

GOALS AND OBJECTIVES

Each collaborative program, because of its
particular setting, needs, special interests, fund-
ing, a community character, has its own in-
dividual list of stated goals. As the programs
develop, there may be a modification of em-
phasis in response to changing climates or the
emergence of new problems. In general, how-
ever,, the primary goals are:

To prevent emotional and learning disorders
in school children tnrough the early detection
of behavior and learning difficulties; ,.

To influence the development of school en-
vironments and mental health attitudes which
are conducive to the optimum realization of
learning ability and sound mental health in
children;

To increase in-service educational opportuni-
ties for both education and mental health pro-
fessionals, i e., to provide training and consul-
tation in mental health principles and practices
n school personnel, and enlightenment regard-

it 9 school system problems and practices to
mental health personnel.

PROBLEMS IN DEVELOPMENT
AND ORGANIZATION

There are problems inherent in both the cur-
rent educational system and the current mental

health center system. These tend to make joint
collaboration difficult and to minimize its ef-

fectiveness and success.

PROBLEMS WITHIN THE SCHOOL SYSTEM

A frequent lack of orientation to the mental
health needs of children by school administra-
tors and classroom teachers. Serious questions
have been raised by educators and mental
health workers about the absence of adequate
training and preparation of school personnel
regarding child mental health. Many teachers
lack opportunities for in-service training in prin-
ciples of child development or in preparation
for understanding and dealing with a wide
range of behavior in me classroom.

Lack of awareness by school teachers and
principals of the help and services a center can
provide. Many teachers and administrators in
Title I, ESEA schools have expressed their
frustration and their sense of being overwhel-
med by the prevalence of misbehavior and
learning problems among Title I children. Men-
tal health personnel, with their expertise in hu-
man behavior management, can provide sup-
port and consultation not only to help the
teacher deal with crisis situations, but also to
cope with everyday classroom problems and to
work more effectively with children.

Fear of criticism by outsiders on the part of
school personnel. Many teachers who are al-
ready overburdened may feel that involvement
in programs will bring about criticism of their
teaching abilities, cause lost free time, or de-
mand lengthy record keeping for supervisors.
Principals may feel that mental health person-
nel in the school would undermine their author-
ity. Resistance or suspicion may show them-

*Dr Mark Tcrad made a major contribution to the
development of this chapter.
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selves in passive form, such as the forgetting
of meetings. or the insistence that problems of
time and space make the programs unfeasible.

The riettcal suspension syndrome. For many
teacher, and school administrators, the solution
for a child with serious behavior problems al-
leged to be diC.Irbing to the classroom is "get
rid of tne kid." A typical way of achieving this
extrusion of the child from the system is to ob-
tain a medical suspensior. .rom a physician or
psychiatric facility.

The dumping syndrome. There is a tendency
for some administrators and teaches to con
sider children who are disturbing to the inter-
nal system in school as disturbed. School per-
sonnel, in this connection, tend to look tor a
psychiatric facility upon which to dump tt e
problem, rather than to serve the difficult child's
needs within the school system. This dumping
"solves'. the problem for the school but not for
the child, and further, it avoids facing the need
for change within the system.

School system bureaucratic "hang-ups."
Many internal organizational problems and con-
flicts within the school system at to minimize
or prevent effective mental health approaches
and services to children with problems.

Two examples will serve to illustrate the
problem'

a. Conflict and competition exists, in some areas,
among sp,:cial units within the school system
established to provide mental health and re-
lated services to school children (child guid-
ance, psychological services, attendance, etc.).

b. School mental health services often cover
some, but not all, mental health needs in the
school system Special units and bureaus are
often severely handicapped by inadequate
budgets and lack of staff.

Few by school mental health personnel of
o'utside "interference. Collabcfation with a com-
munity mental health facility often is perceived
by school mental health personnel as a threat to
themselves and to their own system of services.
They may wish to utilize the outside facility for
referrals, but hesitate to establish collaboration.
This sense of competition and threat sometimes
is reinforced by dominance seeking community
psychiatric facilities.

Restrictions sgarding treatment impose
upon school mental health services. An ex-
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ample a' this probiem is the prohibition placed
on school psychiatrists and other medical per-
sonnel in providing medication during treat-
ment in some school systems

Overemphasis on diagnoitic services. In some
schools, mental health services are purely diag-
nostic with treatment provided elsewhere. Also,
diagnosis and treatment in some school mental
health services are traditon-oriented rather
than preventive and commun:ty-oriented

Conflicting perceptions of roles. In many in-
stances school personnel's pe'ceptions of
the role of the center in giving help may be
quite different from the center's own perception
of its rJie and methods. 1:o,. instance. the school
may see the center as a place of referral. The
center. on the other hand, may see itself as an
advocate for the child and may wish to influ-
ence the school to keep the child in the school
setting.

Polarization. In many local communities and
especially in ghetto areas, a sharp polarization
has developed in recent years between school
faculty and parents, and between school faculty
and children, iegarding the naUre and control
of the public scnools. This conflict of demands
and perceptions of needs is a serious problem
in the development and organization of school-
center collaboration.

Inadequate community planning. The frequent
lack of effective citywide and local community
planning between health agencies and school
systems represents a serious problem which
interferes with effective collaboration between
local schools and a local CMHC. Each tends to
plan without joint consultation and involvement
sometimes without regard to each other's
needs, mandates, and problemsand often
without regard to priorities based on needs of
the children.

PROBLEMS WITHIN THE COMMUNITY
MENTAL HEALTH CENTER SYSTEM

Down-grading and intolerant attitudes of men-
tal health professionals toward school person-
nel. These attitudes frequently exist in center
personnel and tend to be projected in such a
way as to build in failure to the collaborative
programs.



Lack of knowledge of the learning needs of
children and of the realities of the school en-
vironment by child mental health personnel.
The historic fragmentation of human services
in this country frequently has produced a frag-
mentation of knowledge by specialties. Mental
health professionals may perceive only frag-
mented and partial needs of a child instead of
the total needs of the whole child. Furthermore,
center staff members generally have had little
experience and training in relation to educa-
tional processes or school systems.

Inability of mental health personnel to com-
municate effectively with educators. Many men-
tal health workers use alienating jargon and
submit reports in clinical, technical language
with recommendations that cannot be realis-
tically carried out in the existing school setting.

Traditional separation and conflict between
specialists. Child p'sychiatry is often alienated
from adult or family psychiatry. Conflict and
lack of understanding often exist among psy-
chiatrists, educational psychologists, and edu-
cators.

Lack of knowledge by therapists about edu-
cational treatment modalities. Clinical person-
nel may be unfamiliar with learning theories or
with learning disabilities and their treatment.
Training schools for professionals in all of the
mental health discjplines rarely expose the
workers to this area df knowledge.

Lack of appropriate consultation and com-
munity organization training. The need for re-
training mental health personnel on an inserv-
ice basis in all disciplines is vital if they are to
be effective in the consultation processes and
in the use of community organization ap-
proaches required in a successful school-cen-
ter collaboration.

Intraorganizational problems. Organizational
problems and lack of effective systems within
the center regarding intake, referral, and follow-
up procedures may tend to minimize the cen-
ter's ability to provide quick and effective treat-
ment to children referred by the schools.

Whose patient is the child? Whose respon-
sibility? There sometimes is a tendency by the
mental health center to act as if the child is the

responsibility of the school and not of the cen-
ter While school and center argue or abstain
from accepting responsibility, the needs of the
child can be neglected. Parents and child react,
as a result, with frustration and disillusionment
with both facilities.

A policy problem. An important policy ques-
tion must be resolved within the center if col-
laboration is to succeed: If the mental health
needs of children are not being served effec-
tively in- a school, to what extent should the
center serve these needs within its own frame-
work, or to what extent should the center push
responsibility for such programs back on the
schools, while helping the school system to be-
come more effective in providing for such
needs?

Polarization. As mentioned earlier, certain
areas of the country are plagued with local
community-school conflict centering around is-
sues of community control. The center is faced
with often contradictory and conflicting de-
mands for support from school personnel, pa-
rents, and children., HoW does the center in-
tegrate concurrent work with a school faculty
which resists change, work with parents trying
to change the school system, and work with
children who often are anti-school faculty'and
sometimes anti-parent?

Intracenter organizational coordination. How
should the center organize and integrate the
various units and elements of service which
may tend to work independently in the schools
and with school children? The more complex
the CMHC organization, the more difficult is the
problem. For example, in such cooperating units
as: the Learning Rehabilitation Service Units,
the Child Psychiatry Outpatient Clinics, com-
munity prevention programs administered by
community organizers, General Service Store-
front Programs, Family Therapy Units, Mental
Retardation Clinics, General Hospital Outpa-
tient Pediatric Clinics, Community Parent Edu-
cational Programs, etc, Mechanisms which as-
sure overall unified direction, coordination, and

monitoring will need to be carefully worked
through to insure the effectiveness, coherence
and credibility of the CMHC's overall collabora-
tive effort in a school mental health program.
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STRATEGIES AND METHODS
OF ORGANIZATION

Some principles and strategies which have
evolved out of the experiences of centers in
relation to the organization and development of
collaborative progi ams with the schools are the
follnwing:

INTEGRATE 0ERCEPTIONS OF NEEDS

Since major obstacles to successful colla-
boration can arise from varying perceptions of
needs and roles, it is essential to clarify these
perceptions and integrate them in program plan-
ing. Some approaches found helpful follow.

Explore and identify perceptions of mental
health needs of all groups involved or con-
cerned, namely: administrators, faculty, special
school personnel, other facilities personnel,
children, parents, and center staff.

Once these different perceptions are identified
and made overt, the center can play a mediat-
ing, bridging, and coordinating role regarding
the differences. The center should organize face
to face meetings with the various groups to con-
froni directly their different perceptions.
The center should take responsibility for in-
tegrating and organizing services around an
objective concern for the needs of children
untainted by school or mental health organiza-
tional needs.

Many of the. differences represent not only dif-
fering perceptions of need, but different actual
needs. The program planners should attempt to
identify these needs and establish ser ices
aimed at accommodating Pie various groui)s in-
volved in the collaboration. I

l

ASSIGNMENT DECISIONS

Selection of programs and areas of r 3ncen-
tration should be made by school personnel in
consultation with center staff. This approach
tends to minimize the threat to school person-
nel, maximize school involvement, and effec-
tively utilize the greater knowledge /of school
problems possessed by school faculty.

A helpful organizational device is to ask the
official leader of the local schools, such as the
district superintendent, to establish a catch-
ment area-wide Community Mental Health Cen-
ter Liaison Committee of school personnel to
work with the center. The membership of the
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Liaison Committee should be appointed by the
district superintendent. An effective committee
may be comprised of the superintendent, prin-
cipals of all schools within the catchment area,
representative teachers, and representatives of
various mental health related units within the
school system,

POLICY OF SUPPLEMENTATION

The CMHC must state and implement, openly
and continuously, a policy of supplementing,
not supplanting, school mental health services
and programs. It is helpful if the center makes
,known its availability to the schools for con-
sultation and training and plays a support role
in helping schools to fulfill their responsibilities
in this area.

BUILD TIME, AS AN ENTITY, INTO THE
PROGRAM

When two groups of professionals with dif-
ferent orientations, vocabularies, and under-
standings begin working together, there is bound
to be some degree of conflict and misunder-
standing. Time, as an entity, must be built into
the program to permit professionals in both
disciplines to learn to understand one another
and to have a real meeting of minds.

DEFINE ROLES AND RESPONSIBILITIES

The roles of the various professionals involved
in the program should be well defined and un-
derstood by all. In addition, it should be made
expressly clear to classroom teachers that the
mental health personnel involved in the pro-
gram have no responsibility whatsoever for
supervising, evaluating, or rating teachers.

INDIVIDUALIZING PROGRAMS

Collaborative programs should be individual-
ized for specific schools, taking into account:
ages of children; the demography, epidemio-
logy, and ecology of each neighborhood within
the catchment area; the readiness of school
faculty for such collaboration; the needs of the
specific pupils; and the needs and organization
of the special mental health bureaus within
each school.



CONSULTATION PROCESS

The traditional consultation process must be
redefined to develop effective collaboration.
Traditional consultation in the health field has
been limited to a diagnostic and advisory role
by one professional to another professional. The
consultant traditionally is not responsible for
the client or for carrying out his recommenda-
tions.

Consultation in these collaborative programs
is quite different. It is characterized by the men-
tal health consultant's involvement in the pro-
vision of service and by the physical presence
of mental health pe,scrinel on th,: premises of
the school for specific periods of time on a
planned basis. A consultation process which
confirms the diagnosis of an emotional disorder
in a child and limits itself to a recommendation
for psychological treatment without providing
followup for the treatment is a self-defeating
and frustrating program for school personnel
and especially for the child and his family.,

SERVICE BACKUP

It is helpful when consultation and learning
programs are backed up by diagnostic and
treatment services. With such backup, pro-
grams in the schools have a better chance of
serving the mental health needs of the children
and personnel.

TRAINING FOR CENTER STAFF

Formal programs of specialized training and
supervision must be instituted by the center for
its own staff who are assigned to work with
the schools. Child psychiatrists, psychologists,
clinicians, special learning rehabilitation serv-
ice workers, and others on the center staff
would be the recipients of this training. Experi-
ence has shown that mental health personnel
have a very limited knowledge regarding school
systems and their functioning. A knowledge of
school problems, an understanding of teacher
frustrations and anxieties, and respectful ap-
preciation of their achievements are as neces-
sary to a succesful program as concern for the
children.

It is helpful if personnel from the collaborat-
ing schools can be involved in training the men-
tal health staff. This school involvement pro-

vides a comfortable and significant channel
through which important knowledge of school
needs and systems can be communicated to
the mental health staff. Such involvement often
results in greater commitment of school per-
sonnel to the programs. School participation
also serves to project an essential concept of
peer relations between school and mental health

professionals.

INDIGENOUS PARAPROFESSIONALS

The use of local paraprofessionals on a vol-
unteer and paid basis in the collaborative pro-
grams can be one of the most important keys

to their success. The compelling conviction is
that 'man qualities such as commitment,
devotion, interest, empathy, and enthusiasm can
serve distressed children as well as the tradi-
tionally revered qualifications of formal degrees
and education. Mental health personnel in col-
laborative programs can liberate and reinforte
these human qualities by training, consultation,
supervision, and support; in turn, they can
benefit from the paraprofessional's intimate
knowledge of the community. Maximum effec-
tiveness is achieved when education and men-
tal health professionals can accept and work
with nonprofessionals as complementary and
supplementary partners on a peer level,

POLARIZATION AND COMMUNITY CONTROL

The sharp conflicts involving issues of com-
munity participation and control of schools and
centers cannot be ignored by either in a colla-
borative program. Efforts can be made to turn
the conflict into coalition and partnership be-
tween the often hostile parties. Realistic, open
confrontation of these issues by both centers
and schools has been found to be helpful.
School personnel have sometimes played a
mediating role in community relations where
problems exist between the center staff lnd
consumers in a local community. On the other
hand, center staff often have played a mr diet-
ing role in dealing with problems between
school personnel, children, and parents. It

should be emphasized that the issues of com-
munity control and consumer participation in
service institutions are as pressing on many
centers as they are on schools.

13
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STRATEGY OF CONCENTRATION

CMHCs, while mandated to provide compre-
hensive services, usually have limited budget
and manpower resources to devote to school-
collaborative programs. It therefore becomes
imperative to develop a strategy of prior ity and
concentration. One center approached .he prob-
lem as follows:

A selective plan was developed for concentra-
tion on Title I schools which involved provision
of maximum services in these schools and
fewer services to other schools, if it became
necessary The guiding principle was to serve
There the needs were greatest

Points of concentration and policies involving
priorities were worked out with representatives
of the schools

The center took responsibility for obtaining spe-
cial funding for the school collaboration pro-
grams from various funding sources in Fed-
eral, State, and county governments

Points of concentration were changed from
year to year and involved different strategies
and priorities for different elements of the over-
all collaborative program.

WORKING WITH POWERA STRATEGY
OF IMPLEMENTATION

Experience demonstrates the importance and
validity of working concurrently with all levels
in the educational hierarchy: the higher (boards
of education and superintendents), the middle
(principals, supervisors, and special bureau
heads), and lower (classroom teachers, guid-
ance counselors, special bureau personnel).
Working exclusively with the power-on-top or
with the school faculty will lessen the chances
for success in the program.
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The greater the extent to which' center staff
are able to be genuinely helpful to school per-
sonnel in helping them with problems as they
perceive them, the greater will be the demand
by these school persons for continuation of the
program. .

Also, as each element of a collaborative pro-
gram becOmes useful to a particular group,
that group tends to press the appropriate level
of personnel above and below in the bureau-
cratic hierarchy to become more actively in-
volved in the collaboration.

INTEGRATION OF LEARNING
REMEDIATION, AND THERAPY

Implied in a collaborative program between
a mental health center and a school is the
principle of integration of the learning needs,
the remediation needs, and the therapeutic
needs of the child. Traditionally, in both the
school and mental health systems, these needs
have been perceived as separate and treated in
a fragmented way. Experience has demon-
strated that children who have learning diffi-
culties frequently have, or develop, emotional
problems and poor self-concepts. Simultaneous
treatment of the learning and emotional prob-
lems achieves the best results for the child.

In general, the above principles and strate-
gies have been found through experience to be
helpful in the organization of collaborative pro-
grams between schools and CMHC's, Centers
and schools which have attempted to develop
such programs have often found the problems
involved in the collaboration to be difficult and
complex, but the results both rewarding and
effective.

0
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THE MAIMONIDES MENTAL HEALTH CENTER

COLLABORATION WITH TITLE I SCHOOLS

Brooklyn, N.Y., Mark Tarail, Ph.D.

SETTING

The Community Mental Health Center of Mai-
monides Medical Center in Brooklyn, New York,
serves a population of about 130,000 in a con-
gested urban area. The people are mainly poor
working class, with many living at or below the
poverty level. There are roughly 30 percent
Puerto Rican, 30 percent Italian, 30 percent
Jewish, and 10 percent other groups, with many
close ethnic enclaves.

The Center's full-time staff of 10 and a large,
constantly increasing number of Center-trained
workers operating in or with the schools serve
15 public schools and 9 parochial schools, 6
Hebrew and 3 Catholic. The public schools
number 11 elementary, 2 junior high, and 2
senior high.

All funds supporting Center-school collabora-
tion come from the Center budget.. None have
come from the Board of Education or other
resources. While this has somewhat hampered
the extension of programs, it nas placed most
of the initial program direction with the Center
staff.

The densely populated character of the area
and the extensive and intensive character of
the program result in a much closer contact
with the school population and their f: milies
h r, is generally the rule.

HISTORY

In 1963, a full-time outpeb,:l ooychiatric
clinic was established in the Department of
Psychiatry it 1;le C^nter,
ate; w:th 7 1-.., f the ni,:ohboi
sch, .)is was begun. :n 196;, with the etionsn-
ment of the Comprehensive Community Mental
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Health Center, the present extensive collabora-
tive programs with schools began to grow.

Limited resources of funds and staff for the
first two years were concentrated on a selected
different school each year, with provision of in-
service mental health training initially to guid-
ance counselors, attendance teachers, and
supervisors. The initial consultation team com-
prised a psychiatrist, an educational therapist
and a social worker. The first inservice train-
ing seminar was organized for attendance
teachers in collaboration with the system's Bu-
reau of Attendance, followed by a seminar for
Bureau supervisors.

From this beginning and concurrently with
the development of the Community Mental
lealth Center grew the present group of col-
laborative programs between the Center and all
public and parochial schools in the catchment
area, with special concentration on Title I

schools. One of the historic characteristics of
this type of collaboration was that each pro-
gram produces a demand for additional serv-
ices and projects in snowball fashion.

One of the major ostensiblc.: disadvantages in
working initially with limited staff and funds
has turned out to be one of the bases for the
success of the collaboration. From the begin-
ning, limited resources forced an emphasis on
the utilization of many paraprofessionals and
volunteers as direct program providers. The
highly trained professionals in education and
mental health acted for the most part as con-
sultants, trainers, and co-organizers of the pro-
grams. Experii:,nce r d'311IC "SirP,t1d thus far
+11.7 , .sr, . -, J.
icotiv,-, i,i aL.hievinc, the Qojeci.-s of tr. col-
laboration than the traditional approach with



its exclusive emphasis on the provision of serv-
ices by the psychiatric or educational profes-
sional.

All Maimonides programs involving collabora-
tion with schools have had these objectives:

To influence the development of school environ-
ments conducive to optimal mental health ark
learning in children

To prevent mental and emotional disturbances
by dealing as early as possible with children's
problems.

To provide early detection, treatment, and
remediation of behavior, emotional, and learn-
ing difficulties

To develop tne mel.tal health and interpersonal
skills of teachers and other school personnel
through inservice mental health training and
consultation. Once learned,, it is expected that
educational personnel can continue to use these
technique- 9nd strategies without further help
from the Center.

ORGANIZATIONAL MECHANISM

Experience has demonstrated that certain or-
ganizational mechanisms are helpful in imple-
menting a collaborative program. These mech-
anisms are formal structures through which
policy and administrative decisions may be
made, and they represent channels of inter-
action and participation for combinations of
school personnel, mental health personnel, par-
ents, and pupils. Some of the organizational
mechanisms in operation are the following:

tEARNING REHABILITATION
TEAM AND CLINIC

This special unit of our Mental Health Cen-
ter, acting as the spearhead and consultation
unit for the collaborative school programs, is
comprised of a full-time staff of educators, edu-
cational psychologists and therapists, trained
paraprofessionals, and supervisors in the Cen-
ter training programs. A support system of child
psychiatrists and other mental health special-
ists supplements this staff. The Learning Re-
habilitation Team administers the programs in
the schools, the Center, and in neighborhood
storefront service centers. They also provide a
tutor-therapist recruitment and training program,
a remedial reading clinic, a behavior modifica-
tion clinic, a developmental diagnostic service

for children with behavior problems and iead-
ing retardation, and appropriate research stud-
ies related to their field.

CHILD MENTAL HEALTH SERVICE
COORDINATING COMMITTEE

Within the 1,ilental Health Center, child serv-
ices are provided by a number of different units,
such as the inpatient unit, outpatient clinics,
Mental Retardation Service, learning disability
service, general hospital pediatric-psychiatry
consultation, community and parent education.
child reception service,, etc. Tne Coordinating
Committee comprises the leadership of each
unit, to provide interaction and planning. im-
plement center-wide policy, and develop stra-
tegies for the most effective use of all resources

CHILD MENTAL HEALTH UMBRELLA

School programs operate under the general
umbrella of Center Child Mental Health Serv-
ices organizationally and philosophically. This
approach has been found to be the least threat-
ening to school personnel, and it establishes
the necessary administrative controls for con-
tinuity of care and statistical reporting.
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SCHOOL LIAISON COMMITTEE

This committee is appointed by the school
administration, not the Center. It represents the
school system's involvement in the policy and
decisionmaking process of the collaborative
program. This committee meets twice a year, in

the fall and spring, to decide policy, list priori-
ties, establish strategies, plan new programs,
and evaluate those in action. Membership in-
cludes school principals, various Bureau rep-
resentatives ,(i.e., Bureau of Attendance, Bureau
of Vocational Guidan?e) and Mental Health
Center presonnel.

COMMUNITY MENTAL HEALTH CENTER TEAM

A team of mental health and Learning Reha-
bilitation workers from the Center is assigned
to each school for specified days and periods
each week, in accordance with program plans
and strategies. This team provides the person-
nel necessary to implement the program in each
school.
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SCHOOL SCREENING WORKER

Tt,e schoOl principal and Pupil Personnel ap-
t,o,nt one person to act as the central screen-
'T-C1 worker for that school This person, usually
a ouldance counselor or child guidance worker,
--;erves as the coordinator of services for the
child and liaison agent between school and
Center This mechanism reduces the dysfunc-
tional effect of internal bureaucratic school
problems

MENTAL HEALTH LIAISON WORKER

To serve a similar purpose within the organi-
zational system of the Mental Health Center,
one center worker is assigned as the liaison
with each school. A ,school worker no longer
calls the Center with a problem, and a Center
worker no longer calls the school in the former
depersonalizing and impersonal bureaucratic
way The directly named liaison workers de-.
yelop personal contacts, thus avoiding delays
of time or political maneuvering and moving
both organizations quickly to meet needs.

CURRICULUM COMMITTEES
FOR INSERVICE TRAINING

Experience has demonstrated that the
most effective way of developing an inservice
mental health training program for school per-
sonnel is to involve the subjects of the program
together with the consultant faculty from the
Mental Health Center in the determination and
development of the content of curriculum. Thus,
each in-service training program is planned by
a joint curriculum committee of school person-
nel and Center workers. The Center provides
expertise, consultation and faculty personnel to
:,tarry out the training. Since perceptions of
needs by school and Center personnel may be
different, these committees leaven and mediate.
They also provide a learning experience for
Center staff concerning the nature, and prob-
lems of school personnel, resulting in more ef-
fective contributions to collaboration.

COMPONENTS OF THE
COLLABORATIVE PROGRAM

The components of the school/mental health
collaboration include a wide variety of pro-
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grams, projects and activities formulated in re-
lation to need and aimed at achieving the pre-
viously stated objectives. Each program has
evaluation built into it, is subject to change as
need and experience indicate modification, and
is organized either on & trial and error basis or
through a planned approach.

An enumeration of some of the examples of
the specific programs will serve to illustrate
the general model of this approach.

TRAINING PROGRAMS FOR MENTAL
HEALTH PERSONNEL

Inservice training programs for mental health
staff have as objectives: (a) To familiarize men-
tal health staff with school structures, policies,
and procedures; and (b) To give mental health
staff an appreciation of school and children's
problems as perceived by classroom .teachers
and school administrators.

Seminar on School Consultation Process. A
seminar led by Centf staff on principles, stra-
tegies, and methods of school consultation is
offered once a year in four to six sessions. Par-
ticipants are child psychiatrists, psycnologists,
educational therapists, indigenous tutor thera-
pists, and mental health nurses, School person-
nel are utilized in the seminar to enhance the
insights of Center personnel concerning school
problems and structures.

Ongoing Supervision as an inservice train-
ing device 'is provided through the Learning
Rehabilitation Service staff of the Center.

Mental Health Trainees are exposed to:super-
vised experiences in the sc:iools. These* train-
ees are psychiatric residents, community or-
ganization trainees, social work students, and
psychology interns.

Formal Inservice Training is provided to paid
and volunteer Center staff in remedial reading
methods, in counseling, and in individual and
group therapy techniques.

Clinical Case and Incident Presentations at
regulu Center staff ineetings and outpatient
clinic staff meetings keep other Center person-
nel informed with regard to the nature and prog-
ress of the collaborative programs.



TRAINING PROGRAMS FOR SCHOOL
PERSONNEL

Inservice training programs for educators
have as objectives.

1 To increase mental health insights and skills of
school personnel

2. To help develop a mental health reinforcement
environment within the school structure.

3. To help school personnel make decisions con-
cerning cnildren's problems in terms of the
child's needs rather than organizational ex-
pediency.

The training program includes:

Principals' Mental Health Seminar. Once a
month throughout the school year, school prin-
cipals attend an inservice' mental health train-
ing seminar. The fundamental technique is for
each principal to bring in a critical administra-
tive decision which he must make or has just
made which involves the mental health of his
studentsi.e., should Johnny be suspended?
Should Mark be placed in a special class?
These critical problems or incidents are dis-
cussed by the group as a whole based on men-
tal health criteria. The emphasis is-on the men-
tal health component of administrative school
decisions.

Classroom Teacher Training is conducted in
Title I schools through both formal and infc.-
mal seminars and groups. Formal groups are
led by Center personnel in the schools during
teacher release time. Informal groups- meet dur-
ing lunch hours or other free time. The objec-
tive in this program is to increase the mental
health insights of the classroom teacher so
that she can function more effectively with all
children and make more relevant decisions

Mental Health Center personnel also work with
9ading teacher:, in the classroom.

Guidance Counselor Training Has Included:

A borough-wide "Child Development and Men-
tal Health Problems" Seminar for Guidance
counselors and supervisors
Seminars in group counseling, group guidance.
and family therapy.
Seminars on methods of developmental diag-
nosis, testing, and treatment of disturbed chil-
dren.
In selected instances, as a training as well as
service mechanism, ;4 Mental Health Center
worker and guidance counselor carry an in-
dividual child and his family together as co-
therapists

Attendance Teachers' Training, developed
jointly by the Bureau of Attendance in New
York City and the Center, offers seminars on
approaches to administration, group therapy
and counseling, family therapy, child develop-
ment and psychopathology in children, and
mental health analyses of school absenteeism.
The emphasis is on the provision of services to
truants, addressing the truancy as a mental
health problem rather than a police problem.

Special Education Teachers are provided
supp'ementary training with formal seminars
and informal group experiences.. Issues in Spe-
cial Education that relate to mental health are
discussedi.e., the problem concerning the
disproportionate number of disadvantaged, eth-
nic, and minority group children who are placed
in classes.for the mentally retarded when many
might fUnction more effectively in the regular
class setting. Emphasis is given to mental health
problems created by the unfortunate labeling,
classifying, and stigmatizing of children segre-
gated in special classes.

within ongoing classroom processes with Teacher-aides and Assistants are trained in
gard to the special needs of disturbed children
who may happen to be students in her claSs.

One of the most successful training methods
has involved the assignment of an 'experienced
cnild psychiatrist as a co-teacher in a class-
room with one of the regular teachers.

Remedial Reading Teachers Seminars are
provided yearly on new techniques of remedial
reading and on the relationship between men-
tal health problems and reading retardation.

inars led by the Learning Rehabilitation
sta ubjects include: remedial reading tech-
niques, tor-therapy skills, child development,
and special mental health needs of disadvan-
taged Title I children.

TRAINING FOR PARENTS

Organized groups of parents have been
trained as remedial reading counselors and
tutor-therapists in the schools, in the Mental
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Health Center Learning Rehabilitation Service,
and in neighborhood service storefronts.

A new program trains parents to be tutor-
therapists with their own children who have
reading retardation or mental health problems.

Workshops, seminars, and open-ended groups
for parents deal with issues of child develop-
ment and effective parenthood. Many of these
groups are led by parent leaders trained by
professional Mental Health Center staff,

Open-ended parent counseling groups for
parents of Title I school children with problems
are led by Center personnel.

TRAINING FOR CHILDREN AND TEENAGERS

One of the most promising programs of the
School-Center collaboration is a program des-
igned to train children and young teenagers to
serve as tutor therapists for younger children
and for their peers. It has been noted that one,
consequence of this process is that the tutors
themselves improve substantially with regard to
their own learning and emotional problems in
the process of helping the children whom they
tutor.

JOINT TRAINING

Conjoint training of the teaching faculty, spe-
cial education and school mental health per-
sonnel, Center personnel, parents, and some-
times the children themselves has been found
to produce effective results. 1 nis conjoint train-
ing occurs on occasion only and does not sub-
stitute for regular training.

SERVICE PWARAMS

DIAGNOSTIC SERVICES

The program ties diagnostic services with the
provision of consultation and treatment serv-
ices to avoid the frequent problem in Title 1'

schools of over-diagnosis and under-treatment.
The Child Mental Health Central Reception

Service at the Center provides prompt diagnos-
tic service, evaluation, crisis intervention, and
short term individual and family treatment.

The Pediatric and other medical departments
of the Medical Center provide physical exami-
nations and medical treatment to children with
emotional problems.
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The Learning Rehabilitation Service team anc
the Mental Retardation Service offer diagnostic
and evaluation services. They also are respon
sible for bringing the chili and his family to
gether with appropriate service resources it
the community for followup care. Experience
in the collaboration has led to a practice which
emphasizes the importance of developmental
diagnosis in terms of perceptual motor and
cognitive abilities basic to the learning of aca-
demic skills. The objective of diagnosis is the
rehabilitation of learning and behavior problems
and not the mere classification of disorders.

THERAPEUTIC, EDUCATION, AND
PREVENTIVE PROGRAMS

Reading and Learning Disabilities Clinic. The
question might validly be posed as to why a
Community Mental Health Center concerns it-
self with reading methodology. Experience has
shown, overwhelmingly, that aggressive, dis-
ruptive, or withdrawn. children referred to the
Mental Health Center almost invariably have
learning problems as well--especially in read-
ing. It became evident that therapy oriented to-
ward improving interpersonal relations would do
little to enhance the low self-image of these
children without simultaneously dealing with
their failure in schoolfailure resulting largely
from reading problems.

A Reading Therapy Clinic directed by a learn-
ing 'disabilities specialist was set up directly in
the Mental Health Center. An approach was
sought which would help the failing child learn
to read and, in the process, to begin thinking
of himself as a successful and worthwhile hu-
man being.

The Clinic is staffed by volunteer tutor thera-
pists trained in reading remediation and in be-

'havior modification techniques. An intersensory
reading methodology is employed. Since train-
ing time for volunteer tutors is limited, a highly
sequential series of 48 illustrated lessons of
programmed material was developed which ex-
perienced tutors could use with confidence and
success. The tutors can be trained in the basic
techniques and application of the method in
three, 1-hour training sessions.

Children are tutored in the Clinic on a one-
to-one basis twice a week. The volunteer tutors
include parents, teenagers, Urban Corps work-
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ers, senior citizens from the Geriatric Program
of the Center, and other local residents indi-
genous to the catchment area. These volunteers
work under theOirection of the trained profes-
sional and paraprofessional Mental Health Cen-
ter staff.

Seen in mental health terms, the one-to-one
relationship between a -failing child and a car-
ing adult with the goal of rehabilitating the
child's reading is a very effective form of task-
oriented therapy. It can generally have impor-
tant therapeutic effects and result in substantial
behavior improvement.

Outpost Diagnostic and Reading Therapy
Services for dropouts are given in connection
with local poverty organizations and the Neigh-
borhood Storefront Services.

. Summer Day Camp for Minimally Brain-Dam-
aged Children, located in a poverty area, oper-
ated in the summer of 1970 with Center funds
and supportive trained staff. A community coali-
tion of local organizations set policy and ad-
ministered the program. Overt success was seen
in the children's increased ability to cope with
school and personal social problems.

Mental Retardation Clinic, in the Department
of Psychiatry of the Medical Center, is a central
intake unit, a referral service, and a collaborator
in programs with the schools

A special emphasis in the Clinic's approach
is to differentiate between biological retardation
and retardation which is a consequence of so-
cial and economic deprivation and which afflicts
a large percentage of the children in Title I

schools who are labeled "retarded."

Children's Reception service in the Center
provides immediate respoise to school iefer-
rals, quick intake and crisis intervention, short
term individual and family therapy, and evalua-
tion. It is also a means of control over the dis-
position of children to other resources. The staff

, is a tetyn of mental health specialists. This avail-.,
`-'-aktiftc of direct services without waiting lists as

back-up to the collaborative school programs
is important factor in the growth of the pro-
grams.

Crisis Intervention takes place in the school
in the Center, in the home, on the street, and
wherever the children live, work, or play. Im-

mediate intervention may come from any pro-
fessional, paraprofessional, trainee or con-
suttee, and is utilized as an initial step in pro-
viding further services.

Tutor Therapists

Parent Tutor Volunteer Reading Program, be-
gun four years ago with 16 volunteers, now in-
volves over 300 parent tutors. After six training
sessions at the Center, tutors work with children
on a one-to-one basis in some quiet corner of

the school or grounds outside of the classroom.
Supervision and training are provided by con-
tinuous weekly meetings with a Learning Re-
habilitation staff member.

Child Tutor Therapists, recruited from the
sixth and eighth grades, are trained at the Cen-
ter as tutors for third graders in their own
schools. Center staff provide weekly ongoing
training and supervision. Since a large percent-
age of tne pupils in two Title I schools are
Puerto Rican, high school and junior high Puer-
to Rican students are trained to tutor younger
children after school in the school or in the
children's homes on a one-to-one basis.

Senior citizens over 65 are trained as tutor
therapists and are among the most effective
tutors in the program.

School personnel, especially kindergarten and
first grade teachers, are trained in the use of
the Pollack Intersensory Method as a basic
instrument for teaching reading in their classes.
Reinforcement to the slow children, supple-
menting the work of these teachers, is given ty
trained sixth graders.

As a pivot project in a Title I school, a kinder-
garten teacher was trained by mental health
staff in the use of the Pollack Phonic Readiness
Set to help children in her class develop the
auditory perception skills necessary for read-
ing readiness.

School Consultation--each school nas an as-
signed Mental Health Center team working on
the school premises a specific number of hours
on certain days each week. A variety of con-
sultation services are provided including the
following:

A regular weekly case conference involving
teachers, guidance counselors, corrective read-
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ing teachers, and Mental Health Center per-
sonnel The school case conference discusses
a particular child's learning and behavior prob-
lems as well as general school mental health
problems Experience has demonstrated that
this model of communication and interaction
achieves two objectives, it helps resolve a par-
ticular child's problems, and it provides an
effective approach to train mental health school
personnel.

Guidance counselors and junior guidance coun-
selors in Title I schools receive regular weekly
consultation on an individual or case confer-
ence basis. The process involves evaluation of
problems and recommendations for therapy

Principals and officials of the district superin-
tendent's office receive ongoing consultation,
both regular and as requested.

Hip Reader. Special materials have been pub-
lished by the Learning Rehabilitation Service
staff utilizing street hip language as a channel
for reading remediation for adolescents and
youth. Junior high school students, n the Title I
area are trained and supervised by a member
of the Learning Rehabilitation Service team to
teach functionally illiterate adolescents to read
with the Hip Reader. A task oriented therapeutic
approach involving group motivation and at-
titude change is employed. An after-school
homework center uses specially trained peer
tutors among the adolescents themselves to
work with non-readers under the supervision of
a school staff member.

Child Helps Child. A controlled demonstration
project is operative each year. It involves utilize-
tic i and training of "acting out" and reading-
retarded eighth and ninth graders to tutor third
and fourth grade nonreading boys on a regular
basis of twice a week for a full academic year.
This "child help child and both learn" practice
has resulted in better reading grades and ther-
apeutic behavior changes in both groups. The
tutors and the tutoring process are supervised
by members of the Learning Rehabilitation Serv-
ice staff. The staff also supervises group ther-
apy in the form, of rap sessions for tutors and
pupils as well as individual sessions when
needed.,

Neighborhood Storefront and Community Pro-
jects. The Maimonides Community Mental Health
Center operates an extensive group of programs
through its outreach neighborhood satellite
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service centers housed in storefronts (such as
converted grocery or butcher shops), and
through its community educational and preven-
tive programs. These outreach activities involve
close contact on a grass roots level with re-
sidents in the community. Collaborative pro-
grams have been developed between these out-
reach Mental Health Center Neighborhood Cer-
ters and Title I schools. Programs include-

Grass.-roots tutorial aid for Spanish-speaking
residents. Mothers and children of a local tene-
ment house meet weekly in one of the house
apartments. Older children are trained to tutor
their juniors in reading, aided and supervised
by the mothers with the help of Learning Re-
habilitation staff.

Preschool day care. operates through two
Storefront Centers. These programs operate in
the area of prevention and are designed to train
preschool children in the basic skills necessary
for reading. Goals of the preschool program are:

Early identification of learning problems.
Workshops to train mothers in developing their
own children's perceptual readiness skills
Facilitation of social action by local mothers in
the establishment of a full-time day care center
with funding from the City government and help
from other community agencies. This effort has
been successful

Developmental evaluation and educational
therapy programs for children witc1 respond
more effectively outside of the school are
housed in the neighborhood storefronts.

Educational therapy with non-reading truant
adolescents is also given in programs in the
storefronts.

Remedial reading and educational therapy in
Spanish for the Puerto Rican population. Indi-
genous Puerto Rican leaders, adults, and young
people trained as tutor therapists have been
providing remedial services, supplementing the
remediation services of the Title I schools, to
local Puerto Rican residents in Spanish as well
as in English. Many of the teaching materials
utilized by the Mental Health Center have been
translated into Spanish.

Special summer programs in remediation
were operated during the summer of 1970,
staffed by Center workers and volunteer tutor



therapists; they offered tutorial aid in the neigh-
borhoods to raise the reading skill levels of

school children.

Special summer tutorial and educational ther-
apy involving 150 children with severe learning
disabilities operates regularly each summer in
the Center for Title I students. The children
receive intensive tutoring two or three times
weekly for a period of 8 weeks, while the par-
ents receive counseling.

Mini Clinics. On an experimental and demon-
stration basis, a collaboration was worked out
with the Board of Education Bureau of Child
Guidance in the Title I schools to establish mini
clinics, as they are called, on the premises of
each school. A clinical team jointly staffed by
the Mental Health Center and the Bureau of
Child Guidance provides individual and family
clinical services to the children in the school,
to their parents, and to any other neighborhood
resident who may wish to use the services of
the mini clinic. Some school principals were
initially fearful of establishing such services
because "strangers" whom they could not con-
trol would be coming into the school building.
The principals who have participated in the
demonstration are most pleased with the serv-
ice. Preliminary findings indicate that these
mini clinics achieve the following:

Provide quick crisis service to school person-
nel and children within the school.

Provide quick referrals by breaking through the
various mental health bureaucracies

Enhance the image of the school in the local
community as an institution that is responsive
to the needs of children and families in the
neighborhood

The mini clinics willcontinue to be evaluated
on the basis of continuing experience.

Parent Involvement. A key to the success of
all the collaborative programs is the involve-
ment and participation of parents both in pro-
viding services and in policy and administrative
decisionmaking about the services. Such parent
involvement, and involvement of children and
teenagers, in the planning of the programs have
made it possible to reach the heretofore "un-
reachable" children, provide roots for the pro-
gram in the communities and in the schools,

and develop a substantive content and profound
knowledge of needs. No educational or mental
health professional can obtain his knowledge
without actually living in and being part of the
neighborhoods and the subcultures. Another
consequence of this participation has been a
much greater :nterest and involvement of par-
ents and other neighborhood residents in school
activities, in parent associations, and in com-
munity activities aimed at improving the schools.

UNSOLVED PROBLEMS

Several years of collaborative program de-
velopment between Title I schools and the Com-
munity Mental Health Center have left certain
problems st:11 unsolved. Some of these prob-
lems are consequences of the internal dysfunc-
tional structures built into the systems of edu-
cation and health services in this country. Other
problems observed might be summarized as
follows:

Problems centered in the schools:

1. fragmentation of services and shortage of funds
within the school

2 rivalry of special bureau and departments in
the school system

3. inability of faculty to utilize all available re-
sources around the needs of a given child

4. preoccupation of administrators and faculty
with the mechanics of teaching and the main-
tenance of "tight ships" and "peaceful" or-
ganizations without regard to the mental health
needs and problems of the pupils.

5. bureaucratic rigidities
6. the lack of mental health training and insights

of educators
7. suspicion and hostility between parents and

teachers, children and teachers

Problems centered in the Community Mental
Health Center:

1. traditional, lir::.;ted horizons of professional
mental health workers who define service only
in terms of psychopathology

2. lacks of funds for staff and programs
3 mental health funding sources placing ern--

phasis on traditional clinical services
4 mental health personnel inexperienced with the

nature and substance of school life and school
problems

5. competition between school and mental health
personnel working in community facilities
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6. confusion concerning the definition and meth-
ods of primary, secondary and tertiary preven-
tive programs

7 the general historic neglect of children's needs
in the fields of psychiatry and mental 'health

Many of these problems are being defined,
and solutions are being sought, in active and
planned collaboration programs. Some never
will be solved until fundamental changes are
made in the structures of the systems.

CONCLUSION

Despite the various problems, experience in
the Maimonides Community Mental Health Cen-
ter-Title I Schools collaboration and in other
similar programs throughout the country indi-
cates a large measure of effectiveness and
success in achieving the objectives of the pro-
grams.

Experience proves not only the value but the
absolute necessity of such collaborations, if our
children who need help are to receive it, and if
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preventive mental health is to diminish their
numbers in the future,

Essential to the su-cess of collaboration are:

Mental Health Center in.tiative and out reach
to schools
the a priori premise that both fields really want
to help more effectively if the means can be
found
planned strategy, organizational techniques,
and sophisticated human relations
a demonstrated honest humility in mental health
personnel regarding their inexperience with
school life and their readiness to learn from
school faculty,, children,, parents.

Collaborative programs demonstrate a prin-
ciple and a fact of life. Whatever the limitations
may be in a given situation, community, school
or facility, dedicated, committed, compassion-
ate, skiliful educators and mental health work-
ers can create the conditions for change and
help greater numbers of children more effec-
tively toward optimal emotional growth.



PRIMARY MENTAL HEALTH PROJECT

Rochester, N.Y., Emory Cohen, Ph.D.

SETTING

The Primary Mental Health Project (PMHP)
has its headquarters at the Center for Com-
munity Study, an arm of the Psychology De-
partment of the University of Rochester. The
Center, located in a two-story converted dwel-
ling about a mile and a half from the University
campus, serves as the administrative, training,
and research base for the project. Service oper-
ations center in the participating schools.

Rochester, a city of some 300,000, has ex-
perienced significant population shifts during
the past two decades. While the city's popula-
tion has declined during this period, surround-
ing areas of Monroe County have grown, swelling
the county population to nearly three quarters
of a million. These shifts primarily reflect a
white exodus to the suburbs and an influx of
minority groups to inner-city ghettos.

The Rochester City School District (RCSD) is
responsible for educating approximately 45,000
children in the city. Surrounding county towns
have their own educational programs. PMHP
currently serves about 6,750 children located in
11 primary schools, six in RCSD and five in
surrounding county districts. Five schools are
K-3 and six are K-6. they range in size from
150 to 1,050, and in location from inner-city
ghetto, with 97 percent nonwhite enrollment, to
relatively affluent suburbs.

RATIONALE

The aims of PMHP are to maximize the edu-
cational an.I personal development of all chil-
dren. The project operates in the large, amor-
phous. gray area between education and men-
tai health. Its key methods are early detection
and prevention of ineffective functionlargely
a before-the-fath-approachin contrast to past
emphasis on repairing gross maladaptation.

PMHP's origins, more than a decade ago,
can be traced to two recurrent observations in
schools. The first, a comment often made by
teachers, was that in many classes more than
50 percent of the teacher's time was pre-empted
by the maladaptation of two, three, or four
children in a group of 25 or 30. This was up-
setting to the teacher and detrimental to other
children in the class as well as to the few pre-
senting chronic management problems.

The second observation was of an upsurge in
mental health referrals, many involving serious
adaptive problems, during the transition period
from elementary to high school. Examination of
the child's prior cumulative record often indi-
cated that the difficulties, in one or another
form, had antecedents dating back to first or
second grade. Either helping resources had
deen unavailable or people believed that if they
losect their eyes long enough the difficulties

("you'd vanish. Far from vanishing, the problems
often became more complex, firmly rooted, and
disturbing as time passed. Children with early
detected dysfunction were clearly candidates
for later. more severe educational and mental
health problems.

Thus, PMHP began in search of cures for
these specific ills. At that time we had only
hazily formulated the view that what we really
wanted to do was to: cut down the flow of in-
effective function; avoid the negative secondary
complications of chronic educational failure;
and bring about constructive change in individ-
uals when they were young and pliable rather
than when their problems had become more
deeply entrenched. A decision was made to
concentrate preventive services in the primary
grades with full awareness that this would re-
strict services in the upper grades. Our long-
term hope was to reduce the frequency of
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chronic dysfunction and the need for later, more
extensive helping services. We recognized that
portions of traditional school mental health serv-
ices would be lost because of this decision.
However,, in a world of scarce resources such
as that of the mental health fields today, the
choice that was madefrom among those with
many good objectiveswas the one we viewed
the most promising. Clearly, the value we ex-
pressed by our decision was that before-the-
fact prevention is preferable to after-the-fact
repair.

The school, as an institution that touches upon
all members of society during their formative
years, is an ideal setting for building potentiat-
ing environments and for early identification
and curtailment of dysfunction. Other than the
family, it is the most important child-shaping
influence and, necessarily, a force that wgl
either further or hinder development. Our deci-
sion to work in schools was determined by these
considerations. Practically speaking, schools
are an ideal target for those seeking to optimize
human development and thus, to build a more
effective society. All

PLANNING

Initially, PMHP was a pilot demonstration
project, autonomously funded, and limited to a
single school. As the viability of the model was
established, the potential value of its expansion
became clearer. This brought into relief concrete
questions of how its utilization base could be
broadened and its system-wide impact in-
creased. To achieve such ends requires that
community planning and policy groups be
aware of and support the project in question.
In this community, the appropriate mental health
planning body was the Rochester Mental Health
Council. The Council had appointed a subcom-
mittee to study existing school mental health
programs and to make future recommendations
for this area. PMHP staff worked closely with
this committee during its survey of facilities,
resources, and programs in Rochester and else-
where. In its final report, the committee strongly
endorsed PMHP as a basic model for school
mental health services in this geographic locale.
The committee's initial recommendation and
subsequent powerful support in public relations
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and fundraising activities have been vital factors
in expanding PMHP's base and in assuring i',s
continuity.

Following committee endorsement of PMHP,
project staff worked closely with the RCSD rep-
resentatives and committee members to develop
specific program plans. During this period meet-
ings were also held with a number of surround-
ing County School Districts to acquaint them
further with PMHP and to explore their interest
in participating. The initial response to these
meetings was encouraging in that a number of
districts expressed strong interest in incorporat-
ing PMHP. Our aim was less to saturate a dis-
trict with PMHP schools and more to have a
broad base of participation from as many dis-
tricts as possible. In that way, if PMHP rooted
successfully even in one or two schools within
a given district, there would be a firm basis for
its proliferation.

The joint planning meetings led to the for-
mulation of an operating framework for expand-
ing PMHP which was agreeable to all parties.
The project was to be located in a group of
city and county schools representing varied cir-
cumstances. The basic model called for using
portions of the time of a psychologist and social
worker, plus 10 half-time child aides for each
pair of schools. Costs for this expansion were
calculated and categorized, roughly, as falling
into three areas: program development and
training; service; and research and evaluation.
The decision was made to seek outside support
for training and research, and for participating
school districts to bear primary service costs.
While these goals were eventually achieved,
cutbacks in educational funding at the State
level made it necessary to find local voluntary
dollars to supplement limited school district
monies available for the service portions of the
program. This was done by the citizens' com-
mittee.

In parallel with the later phases of community
planning there were many meetings between
project staff and school district representatives
(ranging from school board members to super-
intertoents, pupil personnel directors, princi-
pals, and mental health clinical service person-
nel) to provide information about project ba,:k-
ground and workings, and administrative and
fiscal matters.



During the summer of 1969, the project staff
held a comprehensive sem:: of plantrog con-
ferences. We sought, without fillly succeeding,
to anticipate all problems that might be en-
countered in launching and cerducting the pro-
gram in diverse settings. These problems in-
cluded preparing schools for the program, train-
ing professionals,, recruiting and training ^on-
professionals, and research evaluation.

Prior experience had indicated that it was not
ideal simply to move into a school and start the
project from Day One. There is need to orient
personnel to project workings and for project-
associated personnel to become known and ac-
cepted in the school. Accordingly, a plan was
established to spend the first half of the initial
year in "greasing the skids" in schools, train-
ing professionals, and then recruiting and train-
ing nonprofessionals as child aides.

When the school year started, the project staff
met with the 11 school principals and district
pupil-personnel service coordinators to discuss
in detail how the project actually worked and
to answer specific questions. Packets of infor-
mational material and reprints were provided.
The project staff prepared a brief summary of
its aims and methods and distributed multiple
copies of this document to mental health pro-
fessionals to use as a project primer for teach-
ers and other school personnel.

School mental health professionals, though
their styles differed, participated actively in
preparing host schools for the project's im-
minent arrive:. This included meeting with teach-
ers to explain the project, similar meetings with
PTA and parent groups, clarifying the range of
problems falling within project purview, arrang-
ing schedules and space, and developing a
specific referral system. Project staff, whenever
appropriate, lent support to these activities as
consultants or resource personnel. A second
meeting for principals and pupil personnel
directors was held at mid-year when profes-
sional and nonprofessional training was nearing
completion and the project was about to get
started in the schools.

TRAINING PROFESSIONALS

The six project psychologists and six social
workers were seasoned and experienced per-
sons, averaging 13 years of total professional

experience and 7 years in their present func-
tions. Their prior experience, however,, was
largely in the traditional mold of delivery of
school mental health services. The objectives of
the training sequence were less to imbue al-
ready skilled professionals wilt basic mental
health principles and more to develop an alter-
nate way of conceptualizing school mental
health services (i.e., emphasizing early detec-
tion and prevention) and to talk about the "nuts
and bolts" of implementing such programs. Spe-
cifically, activities such as consultation with
school personnel, selection and training of non-
professionals, and supervision of nonprofes-
sionals were heavily emphasized.

A formal training curriculum for professionals
was set up and weekly training meetings were
held, starting at the beginning of the school
year and continuing for 5 months. Further train-
ing meetings were held after completion of the
formal curriculum; these were concrete, prac-
tical, and program-related and were less fre-
quent.

An outline of the formal curriculum, together
with suggested (voluntary) readings, was given
to the professionals. This outline was periodic-
ally reviewed and modified as new needs and
problems were identified.

In brief, the following topics were covered:,

1. Overview, aims, and objectives of PMHP and its
place in mental health programing.

2. Current problems in mental health: Demand-
supply imbalances; effectiveness of existing
methods; inequities in delivery of service.

3. Conceptual models in mental health: Medical
model; preventive model.

4. Alternative utilizations of professional time;
Social system analysis and modification; crisis
intervention, mental health consultation;, early
detection of dysfunction;, early secondary pre-
vention.

5. Schools. Curriculum and development; the
learning process and development.

6. Nonprofessionals: Rationale for use; brief his-
tory of this movement; consideration of specific
programs; roles and functions; selection; train-
ing; supervision;, special assets; limitations and
potential problems. (Aides with several years
of project experience participated in this phase
of training.)

7. PMHP in detail: History; present plan, roles and
activities; preparation of schools; record -keep-
ing,, supervision; research aspects;, relations to
nonprofessionals.
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8 New roles fcr school mental health profession-
als. Prevention and system engineering; con-
sultation in the schools, innovation, research.

9 Research aspects of PMHP. Review of past re-
search orientation findings; significance of, and
need for, research; scope of projected PMHP
research; experimental orientation

Later, as professionals became familiar with
the schools and the needs and the problems of
children, the need for additional training be-
came apparent. Accordingly, five extra formal
?:?.ssions were added to deal with topics such
as behavior modification approaches and diag-
nosis and remediation of perceptual and learn-
ing disabilities.

Several other less formal training components
proceeded in parallel with the large-group cur-
riculum. Illustratively, the chief project psycho-
logist met regularly with the six psychologists
to talk in greater detail about specific project
uses of assessment and screening devices, in-
cluding administration, scoring, interpretation,
and reporting. In like manner, the chief social
worker met with the social workers to share
information about methods of contacting and
interviewing parents, recordkeeping, and re-
porting that had proven effective in the earlier
history of the project. Finally, during the train-
ing period, the project staff made frequent
school visits to get to know principals, teach-
ers, other school personnel, and to help dis-
seminate information about project objectives
and methods.

Training meetings continued after the formal
curriculum ended, averaging two or three per
month. These later meetings corresponded in
time with the start of the actual school pro-
grams. They were geared to practical day-to-
day problems encountered by professionals in
running the program and included what should
be kept in records, working out patterns of
supervisory responsibilities, fending off pres-
sures in the schools for continuing a variety
of traditional services, feedback mechanisms
for school personnel, and coordination of ef-
forts of team members.

TRAININ( NONPROFESSIONALS

One of the earliest project findings was that
there are many children who neither adapt ef-
fectively to school nor profit from the school
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experience. A historical limitation of early de-
tection programs, however, is that resources
needed for effective followthrough and correc-
tion have been lacking. Given the extent of
school maladaptation problems and the dearth
of professional resources to cope with them,
there was need for rethinking existing patterns
of manpower utilization. The compelling con-
clusion reached was that human qualities such
as commitment, devotion, interest, and enthu-
siasm were attributes as important in helping
young children in distress as the traditionally
revered attributes of education, IQ, and formal
degrees.

Although women have been used in many
volunteer activities in schools in the past, the
overwhelming tendency has been for them to be
assigned menial functions. Our assumption is
that carefully selected women have much, po-
tentially, to offer in human service with mal-
adapting school children. We considered care-
fully the characteristics that might be most
useful in such work and decided that personal
warmth, adeptness in interpersonal relations,
interest in children, evidence of having been
effective mothers, and possession of specific
skills adaptable for work with children were
primary. Accordingly, we formulated a brief
description of the ideal aide and circulated it
to a few colleagues and acquaintances who were
asked to identify women they knew who fit the
description. This approach had several advan-
tages. First, it carried built-in prescreening cal-
culated to minimize rejection rates. Second, we
were not in a position to handle a wholesale
flood of applicants that could have resulted from
public announcements via the mass media.
Actually as a result of some local newspaper
and TV publicity we received a fair number of
spontaneous inquiries from would-be child
aides.

By late November 1969, we were ready to
begin screening aide applicants. Professional
teams were informed about selection criteria
and characteristics that had been helpful in this
process in the past. Interview rating scales
reflecting a number of these attributes were pro-
vided. Each team, however, was given final say
in its own selection process, since the profes-
sionals were the ones who would have to work
on a daily basis with the child aides. During



this period direct contacts were Initiated with
inner-city agencies and organizations to en-
courage aide applicants since there had oeen
no spontaneous applications from inner.:city
residents. This procedure developed a fair num-
ber of appropriate applicants.

All women who had expressed interest in the
project were contacted, given the roster of pro-
ject schools, and asked to rank their prefer-
ences for working in these schools. Inner-city
schools were heavily favored by the applicant
group as a whole. When these rankings were
completed, the applicant pool was divided so
that equal numbers were available .to each pair
of schools. School professionals arranged in-
dividual interviews with each person on their
applicant sub-roster and selected from among
these the ones they wished to appoint. Teams
varied in the stringency of their screening cri-
teria, but no team interviewed more than 25
candidates to find 10 seemingly good appoin-
tees. In all, 53 child aides were appointed in this
manner and four senior aides acted as con-
sultants.

At the end of the initial program period, we
look back on this selection process with some
satisfaction. The feeling of the school mental
health orofessionals and other school personnel
is that the aides, as a group, are first-rate. Only
a very few have subsequently been dropped
from the program because of unsatisfactory
performance. Several others have been lost be-
cause of changing life circumstances (e.g., hus-
bands assigned to a new job in another city,
need for full-time work, etc.), but on the whole,
the careful investment in selection has been
repaid. Selected child aides were judged sig-
nificantly higher on 18 interview characteristics
(e.g., warmth, adjustment, flexibility, interest in
children, adaptability, psychological-minded-
ness) than the group that was turned down.

Interviewing and recruiting prospective aides
took place in November and December 1969,
and their training, in parallel with the later
stages of professional training, took place in
January and February 1970. Most of the non-
professional training was conducted by the
school mental health professionals. This seemed
desirable for several reasons: each group knew
best what it wanted to emphasize and where
its strengths lay; it was possible to manage

group size (N 10 aides); and because the
training situation offered the potential for weld-
ing a group esprit de corps Project staff of-
fered support and resources to facilitate the
training of nonprofessionals. For example, the
staff put together a detailed training manual
(75 pages of outlined text and 25 pages of
clinical case materials), developed strictly as a
training resource for professionals, not as man-
datory curriculum. Professionals were free to
use it as they wished, to underplay certain
areas, to introduce new ones, or to revise the
sequence. The manual has proved to be a use-
ful training aid which introduced homogeneity
into a complex process occurring simultane-
ously in six different subgroups,

The aims of nonprofessional training were
less to impart knowledge about the cumulated
"wisdom" of the helping professions and more
to provide a mental health orientation and to
reduce the anxiety felt by most aides about the
prospect of entering a heretofore sacrosanct
arena of professional endeavor. The training
program i.ic uded three broad aspects: discus-
sion-oriented meetings to consider substantive
areas such as behavior-problems in children,
normal child development, parent-child rela-
tions, school adaptation, the role of one child
aide, and orientation to school and neighbor-
hood; clinical exposure in terms of case history
materials, films, and direct observation in the
classroom, followed in each case by discussion
of the primary data observed; and an introduc-
tion to pedagogic methods and teaching tech-
niques with young children. Sessions were held
twice weekly over a seven-week period.

All child aides had this bloc of formal train-
ing before starting to work with children. In

addition, there nas been continuous on-the-job
training in the form of individual and group
supervision, case conferences, and evaluation
meetings about children with teachers and pro-
fessionals, under the aegis of school mental
health professionals and project consultants.

Although the nonprofessional training format
was generally well received, most project par-
ticipants, both professional and nonprofesion-
al, believe that it would have been better had
the aides actually started working with one or
two children earlier in the training sequence.
Instead of the "in-series" format of first learn-
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ing abstractly and then doing, they would have
preferred for these strands to develop "in-
parallel."

THE PROJECT IN ACTION

While it would be cc,-ivement to think of
PMHP as a homogeneous entity, it is far more
accurate to describe it as a federation of sub-
programs, different in scope. specifics, and
details, but sharing common philosophical ob-
jectives, long-term foals and personnel utiliza-
tions To provide a unified protect de:-cription,
a maximally saturated case is oresente here.
although such a program does not exist in Coto
in all schools.

EARLY DETECTION

The school mentaA 7 professionals have
prime responsibility fk.: judging a child's early
school adaptation --Vo do so they use four
classes Of information

1 The psy,-;hologist does gross Intellectual and
personality screening with all first grade chil-
dren in small groups, using the California Test
oUtylental Maturity and Human Figure Drawings
as prime evaluative tools

2. Mental health professionals do direct class-
room observation of children

3 Teachers submit behavioral rating scale data
for each first grade child, including items meas-
uring hyperactivity and aggressiveness, shy-
ness, withdrawal, moodiness, and learning dis-
abilities

4. The social worker conducts individual inter-
views with mothers of first grade children to
learn developmental history and family cir-
cumstances.

By pooling information and impressions gath-
ered from these four sources, first grade young-
sters were divided into two grotips, The first, the
so-called "Red Tag" group, included children
who were already manifestly ineffective in be-
havior, educational progress, or both, or in
whom such difficulties seemed imminent. All
other youngsters were designated "Non-Red
Tag," to indicate that they were functioning
reasonably effectively. This classification was a
confidential research judgment which was neith-
er made part of the child's school record nor
communicated per se to teachers or other
school personnel. Overt labels that might have
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contributed to self-fulfilling prophecies, directly
or indirectly, were avoided. Understandably,
there was considerable overlap (as high as 85
to 90 percent) between youngsters identified as
problem children by teachers and those clas-
sified as "Red Tag."

PMHP recasts the roles of school psycho-
logists and social workers from one in which
they are called on to step into the breach
to han:. e acute crisesoften culminating a
lengthy, unhappy failure process in the child
to one in which, functioning as a team, they
strive actively to identify problems early and to
Institute appropriate correctives. Activities such
as individual testing and evaluation, crisiS-
oriented social work contacts, and therapy are
replaced by educational, consultative, and re-
zource functions witn teachers, principals, and
other school personnel as well as with nonpro-
fessional program personnel, i.e., child aides.
This shift in orientation is designed both to get
at children's problems earlier, when there is
greater hope of being helpful, and to expand,
geometrically, the reach of helping services to
the many school children who desperately need
assistance but who do not otherwise receive it.

The professional is a consultant, particularly
to teachers, in helping them to better under-
stand relationships between psychological fac-
tors and educational progress, to evaluate the
behavioral or educational problems posed by
specific youngsters. and to plan special inter-
ventions for children who require extra help.
It is not assumed that the professional auto-
matically possesses refined, high-level, consul-
tative skills. These skills are best acquired by
living the new role and gaining concrete experi-
ence in it.

Experience has taught us that there is much
to be gained from the active participation of
teachers in consultative meetings to discuss
and plan for specific children. While some of
this can be achieved in occasional lunch hour
or after-school meetings, to make it available
systematically we provide substitute teachers
12 times per year per school. The substitute
teacher spends a full day in 45 to 60 minute
blocs, relieving classroom teachers to confer
with piofessioner( and child aides. This has
been a constructive program element in that it
provides an ongoing mechanism for teachers



to upgrade their knowledge of mental health
principles and practices The teacher, in con-
fronting the thorny problems of individual chil-
dren, acquires over time a practicum exposure
which helps her to serve other children better
and to handle classroom problems more directly
and effectively.

POLICY AND SPACE

Each of the participating school districts de-
termined its own policies with respect to pay
levels for aides, merit ladders, and work hours.
With the exception of inner-city aides who
worked full time, all child aides were employed
on a half-time basis. Space for project work,
a perennial problem, varied in the different
schools. Several had adequate office space for
aides; most did not, and had to use the space
of other part-time personnel such as nurses and
reading teachers, flimsily screened-off confer-
ence rooms, and basement storage areas.

When actual contact work with children be-
gan in March 1970, the schools were familiar
with the program in the abStract and keenly an-
ticipated its action. Within 2 weeks after the
program started, 250 youngsters were being
seen regularly by aides. -,.

The prccess of starting a child in the aide
program is direct. Teachers bring to the mental
health professional's attention children who dis-
play behavioral or educational problems. The
teacher, aide, and mental health professional
meet to pool available information and observa-
tions. Preliminary =els are established and
educated guesses made about approaches and
content' emphases that the aide might use.

The aide begins to see the child regularly.
Most often, the child is seen individually twice
weekly for 30 to 40 minutes, although circum-
stances and specific needs or problems dictate
flexibility. The aide has regular supervisory
hours and often meets with teacher and profes-
sional as changes occur in the child, for better
or for worse.

A special advantage of this format is that it
brings teachers, aides, and professionals to-
gether around the shared objective of maximiz-
ing, through joint effort, the child's school de-
velopment. Another advantage is that it estab-
lishes multiple observational perspectives and
allows each group member to understand bet-

ter the role-demands and pressures facing the
others. When discrepant data arise (e g., the
child who "cuts-up" in class and is a "saint"
with the aide) important clues are gained about
his motivation and leads are provided for new
strategems. Finally, the group discussion mech-
anism is a valuable learning device for teachers
and aides. Its concrete, practical, child-serving
focus is both palatable and ego-involving for
them. At the same time, by considering general
principles of behavior around the individual
child, learning takes place that is transported
back to the classroom Several principals report
that this growth in teacher learning, which in-
creases front-line classroom management skills,
is the prime PMHP value.

It is difficult to characterize the nature of
aide-child interactior. Aides vary considerablly
in interests, personalities. and styles. The range
of activities that they engage in with children
is very broad. The most significant common
denominator ^lifting through all aide-child inter-
actions is the attempt to establish a committed
human 4ationship. More specifically however,
the aide engages in direct educational activities
in concert with the teacher, e.g., working with
the *child experiencing reading or number-con-
cept deficiencies. Sometimes the aide may
spend eight to ten sessions establishing a mean-
ingful relationship with a child before undertak-
ing educational activities. We have found such
preparation to be useful with youngsters who
hay% emotional blocks or mistrust adults as-
sociated with the educational enterprise. Often
the form of educational instruction is unor-
thodox. It provides food for thought when a
child who must struggle in class to add 2 2

and come up with an answer of 4 can add $200
to $200 when he passes "Go" in Monopoly and
come up with the sum of $400!

Other activities that occur with some fre-
quency in aide-child interactions include: direct
conversation, both of a social and problem-cen-
tered nature; participatory activities including
competitive games such as Monopoly or check-
ers and cooperative functions such as building
things, *orking with expressive media together,
or reading a story; solitary activities such as
painting alone, or working with clay; and re-
creational activities in the form of organized
games or play within the meeting room, in the
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gymnasium, or on the school playground. It is
an exception when aide and child spend a full
40-minute session on one activity. Usually, sev-
eral different activities occur in units of 10, 15,
or 20 minutes each.

Indiv,dualized patterns of aide supervision
have been worked out by the 4eams. At one
extreme. a team provides an hour a week of
individual s .,Dervision per aide in addition to
two Meekly group supervisory conferences. An-
other pattern is to provide only brief individual
supervisory contacts to aides (20 tC 30 minutes
per week) The staff has encouraged diversity
in exploring supervisory patterns. .

OFFSHOOT PROGRAMS

The child aide program has been a spring-
board for developing several other human serv-
ice interventions in schools. We have used col-
lege students, retired people, indigenous i.nner-
city mothers, and fourth graders as helpers for
children requiring special assistan MTrain-
ees" simultaneously working in/the rogram
have ranged from 9- year- oldsd oolboys to 82-
year -old grandmothers. These trainees have
been characterized by thir strong interest in
children, their high degree of motivation, their
energy, dedication, and enthusiasm. Whereas
programs using nonprofessionals might initially
have been justified on the basis of dire profes-
sional manpower shortages and fiscal austerity,
our growing impression is that many such work-
ers, by virtue of their natural adaptation to the
setting, their freedom from jargon, and their
flexibility,, offer as much as professionals in
helping maladaptirig school children.

Two s; 3c.ific observations can be made about
these offshoot programs. Several, particularly
those using r .tired people and inner-city work-
ers, well reflect the potential of the "helper
therapy" principlei.e., the prospective value
accruing to certain groups in society (e.g., the
aged, the poor) from participating in a process
that is genuinely helpful to another human be-
ing. A second observation pertains specifically
to the retired aide program. It has potential for
introducing adult male figures into the otnerwise
predominantly female world of the primary
grades. Since virtually all problem-incidence
and referral data for young children reflects dis-
prodortionally more boys and since many such
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instances are ones ;n which a male identifica-
tion model is lacking for the male child, retired
males have much to offer in ways that are also
rewarding personally to them as aides for young
school children. A point that should be em-
phasized, however, is that thecall for nonpro-
fessionals does not imply obsolescence for the
professional; rather it points to the need for
developing new, emergent, more socially utili-
tarian roles for him.

THE INNER-CITY

In the current PMHP expansion there are
several schools with appreciable percentages
of inner-city enrollees and one with 97 percent
minority-group enrollment. This latter, a K-6
school, has a 75 percent white faculty, arid its
minority-group students are 74 percent black
and 23 percent Spanish speaking.

When the professional mental health school
workers reported in September, they found a
backlog of more than 99 referrals waiting (the
student population is 736), The referrals rep-
resented problems of sheer educational failure,
lack of interest and motivation, and behavioral
maladaptation.

The program was modified considerably in
this. school. Aides were hired from the imme-
diate vicinity, including one who spoke Spanish.
Their life -style and intimate knowledge of local
conditions and problems equipped them for
effective service in this setting. Since half-time
positions were not feasible for most candidates,
these inner-city aides were hired on a full-time
basis. Within a short time aides were seeing
58 children in a single school. The training of
inner-city aides was more action-oriented than
concept-oriented, responding to the reality that
educational failure is often a totally compelling
fact of life for the inner-city school child.

To demonstrate how interaction patterns dif-
fered in inner-city settings, a preliminary data
analysis system was designed. After each ses-
sion with a child, the aides filled out process
forms indicating time spent on various activities.
The reports of five inner-city aides were com-
pared with those of five non-inner-city aides.
Both schools were staffed by the same psycho-
logist and social worker, hence aide training,
orientation to program, and guiding policy were



assumed to be similar in the two settings. The
most striking difference between the two groups
was that inner-city aides; responding to con-
crete educational deficiencies, spent 45 percent
of their time in direct educational intervention
as compared to 25 percent in the second school.
Conversely; inner-city aides spent 12 percent
of their time in cooperative activities in con-
trast to 27 percent in the comparison school,
and 6 percent in aide- or child-dominated ac-
tivities in contrast to 20 percent in the com-
parison school. These profile differences, in all
likelihood, reflect two variables: the difference
in problems manifested by children in the two
settings, and different styles of the two aide
groups.

Inner-city aides have tended to function in
less schedule-bound ways than those in other
settings, serving more often in a crisis capacity
and seeing more children because of their full-
time presence in the schools. Inner-city aides
have also proved valuable in home visits by
establishing communication with heretofore un-
approachable parents. Because of style, greater
similarity of background and speech, and fam-
iliarity with the neighborhood, they gain en-
trance to homes which would be closed to
school personnel identified with an alien cul-
ture.

SPECIAL PROBLEMS

The PMHP network embraces six project staff
members, 12 school mental health profession-
als, more than 100 teachers, scores of other
school personnel, nearly 60 aides, varying num-
bers of help-agents, and many thousands of
children and parents.

Such a coiriolex net inevitably generates
communication problems and breakdowns. Pro-
fessional time is scarce and full briefing of
involved persons is not always possible. Thus,
teachers and administrators have sometimes
been confused about project aims and methods
and the types of children's problems with which
it is concerned. In some settings there has been
insufficient opportunity for communication be-
tween teachers and aides. The problems of
communication gaps must be dealt with con-
tinually.

RESEARCH PROBLEMS

The basic research-embeddedness of the
project requires careful study of all of its mul-
tiple facetsprogram effectiveness, aide char-
acteristics, and process aspects. To do so
requires methodological and substantive inves-
tigations that necessarily call for the time and
effort of many people. The days of school per-
sonnel are typically full and often harried.
Research pressures are viewed as "extra" de-
mands, and research is seen as abstract and
nohpractical. The respondent cannot readily
See how his checkmarks on a piece of paper
today will affect practice or service tomorrow.
These factors realistically make data collection
difficult, if not hazardpus.

RAPP RT PROBLEMS

Project format requires that the psychologist
and social worker function closely as a team
in all settings, yet their pairings are essentially
random. Team members, all seasoned, com-
petent people, have different professional back-
grounds, histories, orientations, attitudes, life-
styles, and personalities. In some instances,
time and getting to know each other have per-
mitted the necessary accommodation to take
place; in others, such accommodations are still
to be worked out.

ADAPTATION PROBLEMS

Professionals varied in their degree of com-
fort with the project format and methods. For
most, the project meant a substantial change
from long-established, secure ways of operat-
ing. This caused discomfort for some, perhaps
complicated by the lack of full clarity in role-
communication by project staff. Several profes-
sionals, fcr example, found one central project
function, i.e., the supervision of aides, to be an
uncomfortable chore. In these cases a greater
burden was thrown on the partner and resent-
ment was sometimes generated, forcing the
project staff into the uneasy role of arbiter.

Key school personnel, including teachers
and principals, often hold strong viewpoints
and convictions and may see in PMHP, or sim-
ilar programs, threats against tradition. The
resultant problems may be resolved in most
cases by time, dialogue, and consultative inter-
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vention. When they exist, however, they are
capable of reaching frustrating proportions and
preempting scarce staff time.

TIME PROBLEMS

A psychologist or social worker assigned to
a project school for only a half day or one day
a week may be caught between two masters.
The demands of teacher meetings, parent in-
terviews, and aide supervision are pressing,
and in an effort to meet them, assignments.to
other schools or to higher grade levels in the
project school were sometimes deflected in-
advertently. Negative reactions developed in
nonproject personnel who saw the need for
traditional services and found even fewer avail-
able than before. The harried professional of-
ten had no time to explain the project objectives
to those not directly involved but was never-
theless affected by it.

This situation may be relieved by sharply
restricting the scope of the project to a level
realistically warranted by Pxi st i ng resources,
and keeping administration informed as to
proict developments and progress so that, if
possible, additional resources can be allocated
to it in the future.

FUNDS

The fiscal solvency of PMHP, and many other
projects in educational settings today, is at best
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tenuous. PMHP exists through a precarious com-
bination of federal and voluntary funds, the lat-
ter available through a dedicated, supportive,
and active citizens' committee. Inevitably 'these
circumstances raise questions about the long-
range potential of the project. The likelihood
of continuity is increased, but not assured, by
informed communication to the host systems,
public relations activity, and strengthening of
support bases with citizens, parents, teachers,
and all those concerned with educational en-
terprise.

Initial teacher reactions were concerned with
the program's limited scope and some mech-
anics of its function. Negative comments in-
cluded "not enough aides," "program begun
too late," and "more children need help."
Others mentioned were "conflicts with prime
class time," "insufficient contact between teach-
er and consultant," "scheduling problems for
-teachers," and "need for greater activity in
crisis sittrations." Positive statements by teach-
ers noted the valise of the consultant's con-
cerned interest, the new area of learning
opened for teachers through participation in
the consultation process, the value of the new
perspective offered by the aides' observations,
and the establishment of home contacts despite
difficult circumstances. Teacher reactions, over-
all, favored the aims and philosophy of the
program and its continuation.
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Range Mental Health Center, Virginia, Minnesota

Multi-County Mental Health Center, Tullahoma, 'Tennessee



THE RANGE MENTAL HEALTH-CENTER PROGRAM

Virginia, 1 esota, William Hunter, Ph.D.

SETTING

The Range Mental Health Center in Virginia,
Minnesota, with a professional staff of seven,
serves a population of 100,000 in the northern
two-thirds of St. Louis County, adjacent to the
Canadian border. The area covers a series of
14 mining towns situated along the Mesabi iron
ore vein.

When the Center was established in 1962,
these towns were significantly depressed eco-
nomically because of the depletion of high
grade iron ore reserves. At the present time,
economic conditions are much improved as a
result of conversion to the mining and process-
ing of lower grade taconite ore.

There are approximately 20,000 school age
children in the Center's catchment area. There
are no psychiatric resources other than the
Center. Two district offices of the County De-
partment of Public Welfare provide family-
oriented casework, The medical and legal pro-,,
fessions, welfare and school personnel, police
and clergy represent the traditional authoriti s
who are consulted in time of crisis.

Some pockets of extreme poverty exist, suc
as the Nett Lake Indian ReSeryation and som
small Finnish farming communitleswhich
one or two room schools. About 75 percent of
the Indian children drop out of school at the
time of transfer from the Indian Reservation
school to the junior high caucasian school.
Many of those who do not drop out present
severe educational problems. In other areas,
there is a strong emphasis and support for
education and over 90 percent of all high school
graduates go on for advanced education.

The Range Mental Health Center staff pro-
vides consultation and educational services to
14 public school districts, 3 Catholic elementary
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schools, 3 junior colleges, 2 vocational schools,
and several Head Start programs.

e
RA TIUNALE

In 1962 the beginning of a coordinated project
between the Center and the schools sought to
find solutions to two concrete problems.

1. How to provide maximally effective mental
health services to an area of approximately
4,000 square miles

2. How to distribute services equitably to all pop-
ulation centers within this area.

School administrators and teachers were
expressing concern about the unmet needs of
emotionally disturbed children. There was equal
concern about the many children who were not
diagnosed as emotionally ill, but who exhibited
occasional disturbed behavior and were can-
didates for preventive intervention.

The Center's staff of seven could not possibly
employ traditional therapies with the majority
of these children. Even if an adequate staff
had been available, experience had shown that
many families were neither interested in nor
receptive to involvement in therapeutic ventures
with their children. Transportation was a large
problem in an area almost entirely dependent
on private cars, and many parents were unable
to pay for child care at home while they at-
tended Center therapy sessions.

A common problem presented by school per-
sonnel was the number of children with poor
school adjustment and resultant poor perform-
ance. Many had a confused and devalued self-
image, difficulty in relating to peers, conflicts
with authority figures, inadequate opportunity
for basic social experiences, and home situa-
tions which exacerbated these conditions.



Personally, my experience in a community
mental health center had been intensely frus-
trating. The traditional medical model did not
fit the majority of my clients. Traditional psy-
chiatric treatment seemed of little value in work-
ing with large numbers of troubled children and
adolescents. I decided, with trepidation, to ven-
ture into the schools as a mental health con-
sultant to ascertain if I could offer more in this
type of role.

Except for the family, teachers have the most
sustained relationship with children over an
extended period of time. It seemed a reason-
able hypothesis to the Center staff that through
mental health consultation, teachers could be-
come more effective workers in the prevention
of emotional disturbance in children, as well as
more competent in classroom management of

< already evident disturbance. Through consulta-
tion with school personnel, the total impact of
the Center's small staff could be tremendously
expanded.

Accordingly, the project" of partners in pro-
gramming was begun.

PLANNING

At the outset certain priority decisions were
made:

1. Children and adolescents were the first priority
group.

2. A large portion of the available mental health
manpower would be allocated to the schools

3 The mental health program would concentrate
on consultation to school personnel; rather than
on direct clinical services.

In the school setting, mental health consulta-
tion is focused on the child's difficulties in cop-
ing with the educational environment. The
mental health consultant works with the teacher
to assist him in more adequately managing the
teacher-child relationship. This, in turn, should
reduce or prevent interference with the child's
learning behavior.

The basic aim of consultation is prevention
rather than remediation. If childrhn'i problems
or "crises" can be .sidled by school personnel
in a competr ti building manner, both the
teacher and child should come to feel more
adequate since both are building a repertoire of
positive types of behavior.

)

The goal of consultation in the schools is to
enhance the awareness of teachers in observing
and understanding the behavior of the children
they have in their classrooms and to improve
and expand their educational techniques. The
goal is, in essence, an attempt to .assist the
schools in providing for the fullest development
of their faculty and of their programs in meeting
the needs of the individual student.

The difference between consultation as used
at the Range Mental Health Center, and the
common concept of consultation, lies in the
fact that most consultants are called upon to give
advice on one specific problem Having done
so, they depart to return upon request. How-
ever, our method involves being in the school
regularly whether a specific consultation re-
quest is presented or not. In this way we can
also assist school personnel to become aware
of problems that in their earlier stages go un-
noticed and later mushroom into marked man-
agement problems.

Also, in our consultation program we try not
to simply "give advice" on problems presented
to us; rather, we try to furnish means whereby
the school person can develop his own way of
dealing with the problem on a continued basis
in accordance with his own needs and style.

An essential aspect of consultation, as de-
fined here, is that the professional responsibility
for the child remains with the school person.
The consultant may offer helpful clarifications,
diagnostic interpretations, or advice on man-
agement, but the teacher is free to accept or
reject all or part of this help. Action for the
benefit of the child which emerges from the
consultation is the responsibility of the teacher.

The consultative method is specifically non-
judgmental and has no strings attached. It does
not have any connection with a school's internal
policies, employment, tenure, advancement, or
increase in salary.

Consultation differs from supervision in that
the supervisor has an administrative responsi-
bility for outcome, must assure that the work
is completed, evaluate it, and transmit organiza-
tional expectations. The consultant's respon-
sibility is advisory.

The consultant trains through the examina-
tion of problems. He usually does not take for-
mal responsibility for training, nor does he
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utilize formal educational arrangements and
methods. Such programs may be the outgrowth
of consultation, and this does happen at the
Range Mental Health Center. Training through
consultation, because it arises out of what the
teacher brings into the sessions, is opportunis-
tic in nature. Inservice and professional train-
ing methods are more organized.

Consultation may resemble psychotherapy
and casework very closely when the focus is on
the feelings and relationships of the consultees.
The aim of consultation is to assist the con-
sultee to perform his job more efficiently and
to help him solve his problems. Setting a clear
focus and limit to the relationship differentiates
the activity from psychotherapy.

The consultant, as an extension of his role
as consultant or trainer, may choose to see a
child directly for evaluation purposes, or may
develop a demonstration of a particular method
in which he includes his consultees as col-
laborators.

The mental health consultant working in the
schools is not an educational supervisor. From
our point of view we don't monitor the teacher
to ascertain if she has a syllabus, uses a lesson
plan, or has the approved text, so long as her
efforts are successful in preventing emotional
disturbance in children. That may be someone's
concern; it is not ours.

We expect to hear of the'teacher's deficien-
cies, anxieties, er(ors, but through an honest
analysis of any or all of these human experi-
ences w;11 come greater professiona' compe-
tencies,

By removing all judging and rating aspects
we find that the teacher becomes less defensive,
and begins to utilize the consultation process
to upgrade her help-giving skills. Thus, the con-
sultant's essential function is not to do it, but
to enable the teacher to do it, and the most
brilliant ideas I have as a consultant are useless
until the teacher reconceptualizes them into
her own framework.

Taking into account the number and variety
of disturbed children in the schools throughout
the country and the amount of anxiety and
frustration among teachers and principals who
have to deal with these children, it is our opin-
ion that the consultation method best assists
those involved with the child to survive and
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grow, and at the same time help disturbed
children to progress,

It is by no means an easy matter to earn

how to make one's expertise fully serviceable
through consultation. Perhaps one of the most
difficult lessons for the mental health consul-
tant to learn is that neither the teacher who is
the consultee, nor the pupil who is the concern
of the teacher, is to be regarded or treated as
a patient, client, or counselee. This requires a
reorientation of point oC view and learning of
a new method in helping people, especially for
those who are trained to function primarily as
psychotherapists.

A mental healto consultant should not view
it as his task to "revamp" the whole school sys-
tem or to change the overall policies, equip-
ment, or administrative organization unless he
has been specifically employed to do so.

A mental health consultant owes it to the
school personnel with whom he consults to
respect their professional sphere and to make
it his business to learn something about their
way of working, their goals, and their philoso-
phies. He must respect their language and be
careful not to impose his own language on them.

The successful consultant learns to recognize
and work with the integrative potential of his
consultee. He must be able to assess, in the
most distraught teacher or administrator's pre-
sentation of his work problems, what his

strengths and assets are that can be used to
reduce and eventually solve these problems.
The specific aims of school consultation are:

1. To increase the psychological sophistication of
school personnel and to enhance teachers'
concepts of mental health in children.

2. To instill in school personnel a clear comore-
hension and stronger appreciation for pren-
tive mental health practices with children.

3., To improve the abilities of school personnel to
recognize and adequately interpret various be-
havior indicators of potential maladaptive func-
tioning in children.

Both the mental health consultant and the
school person must work in an atmosphere of
trust in which real communication can occur.
Initially because of differing backgrounds these
two individuals may not use symbols and words
in the same way. It will take some time to clar-
ify language and points of view before meaning-
ful communication takes place. ..



HOW WE WENT ABOUT SETTING UP
OUR CONSULTATION PROGRAM

I would like to emphasize that if a mental
health consultant program in a school is to be
successful much planning needs to take place
prior to its initiation. Our experience revealed
a three-phase developmental process

1 Sanctions phase
2 Beginning phase
3 Problems solving phase

These phases are not mutually exclusive.
They do not evolve in exactly this neat or or-
derly fashion but rather overlap and frequently
blend one into the other. For instance, the
beginning phase may be completed in one ses-
sion or may extend to a number of sessions.
Problem solving may be a part of any one of
the phases. The consultant may consciously
attempt to include a problem solving experi-
ence for the prospective consultee in the sanc-
tions phase, as a way of demonstrating the
value of the mental health consultation process.

During the sanctions phase, we interpreted
and offered consultative services. Since con-
sultation services were new and unknown in
this area, these services were introduced by a
number of our staff visiting each school super-
intendent in the area and describing the goals
of the program briefly and stating that consulta-
tion service was available.

Reactions of superintendents and principals
were varied. One superintendent was obviously
very threatened and declined our services. I

learned later he thought we were in his office
to psychoanalyze him. Many administrators im-
mediately requested that our Center perform
their psychological testing of the mentally re-
tarded or attempted to use us as a "dumping
ground' for anti-social and acting-out children.
They expressed disappointment when we in-
formed them that this was not our goal in of-
fering consultation services to the schools.

A high school principal was emphatic in stat-
ing that we should stay in our office and treat
the "sick parents and children" he wanted to
refer to us. Some school personnel indicated
there were no "problem children" in the district
and they did not feel that our agency. had ariy-
thing to offer them.

However, after two months of negotiating we
obtained entry sanctions from all the school
districts in our area. In planning such a pro-
gram, it would be wise to assume school per-
sonnel are going to be somewhat negative or
indifferent at the outset. The degree of accept-
ance of mental health services will initially be
highly contingent on school personnel's pre-
conceived ideas.

At the time school started in September
1962, we met first with the principals in the
district and then with the faculty. We gave each
group a detailed orientation to our mental health
services in general, and to the consultation
services in particular. This should be done each
year to reorient old teachers and reach the new
ones as they enter the school district.

The beginning phase centers around the first
consultation session and the development of a
contract. The contract is simply an agreement
to use consultative services. This may take place
at the time of the sanctions phase or may
occur around a crisis event, or may materialize
some time after one or more consultation ex-
periences. The contract is usually a verbal
agreement in which the consultant and school
personnel vmrk out details such as who will
participate and where and when consultation
will take place.

The problem solving phase is the heart of
the consultation process. Ideally, each time the
consultant and the teacher meet, the teacher
presents an interpersonal problem encountered
in his work that interferes with his ability to
effectively exercise his professional role. The
length of time varies for the evolution of this
process, and for the teacher to perceive that
the consultation relationship is helpful, The
consultant's acceptance of the teacher, his
helping the teacher to focus on the central
theme, and his dynamic understanding of be
havior all play important parts in establishing
the consultant's effectiveness.

In implementing the consultative role with
schools in the Range area, a mental health con-
sultant visits, on a regular basis, each school
district to assist with problems that children are
presenting to the teaching Matt We make an
effort to familiarize ourselves with the prevail-.,
ing philosophy of that particular school. In a
less intensive fashion, we grow to know the
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children and something of the classroom at-
mosphere.

We seek to help teachers and administra-
tors by demonstrating ways in which they can
observe, understand, and manage more suc-
cessfully the problems that confront them. The
consultative method differs from supervision,
discipline, and use of school counselors or
school psychologists in that members of the
Center team rarely deal directly with the child
in question, and never without parental consent.

Teachers often feel that unless the child is
seen, nothing tangible can be accomplished.
It is easy to understand this attitude, but it is
important for the teacher to realize that the
consultant's function is not to "cure" a child.
Rather, it is to help the teacher determine how
he can best aid the child in class.

While the consultation is primarily directed
to assist the teacher, the principal also plays a
crucial role. A school may have fine, sensitively
attuned teachers, but if a principal resists or
fears consultation of this kind, the teachers
either will feel too threatened to request con-
sultation or will not be able to put into practice
the things they have learned.

One technique we found helpful in enhancing
the consultation program was to request that
each school district develop a mental health
coordinating committee made up of key per-
sonnel within the school. All requests for con-
sultation were directed to the chairman of this
committee. It was the commit' le's responsibility
to plan the activities of the Range Mental Health
Center consultant while he was in that school.

This technique permitted each school district
to apportion its available mental health man-
power in whatever manner it felt would best
utilize the consultation services to meet priority
needs at a particular time.

In the past, mental health workers have all
too frequently made school personnel feel in-
adequate in terms of their ability to deal with
human problems. They have persuaded them
that all psychiatric problems could be solved
if there were only enough psychiatrists. This is
diametrically opposed to the Range Mental
Health Center's philosophy. The consultant's
job, as we view it, is to stress the contribution
the consultee makes as a member of the mental
health team. Teachers have a tendency to un-
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derrate what they can accomplish through.
change in the classroom setting.

From our point of view, we found it essential
that our psychiatrists and psychologists ap-
preciate the realistic difficulties that school
personnel encounter in trying to modify chil-
dren's behavior They must guard' against hav-
ing a "know-it-all" attitude. Mental health pro-
fessionals need to be careful of reacting to
either of the conceptions of the "Reformer" or
the "Mr Fixit." If staff members of a Center
have had little or no previous experience in
working with school personnel it is imperative
that they receive inservice training which will
assist them in understanding the internal opera-
tion and philosophy of schools.

Also, consultation sessions are seldom filled
with dramatic wisdom. Most of the ccnsultant's
efforts involve support, encouragement, sharing
of and sympathizing with difficult situations,
identifying options, and inservice training.

The consultant is not theie to say what is
right or wrong, but to increase the number of
possibilities the consultee will consider, in any
particular situation. The consultant hopes to
widen the horizons of the person with whom he
is working. He must always respect the need of
this person to make decisions on his own at the
moment when he or she is dealing with an in-
dividual child.

Unless the mental health consultant is ex-
plicit in defihing his role, school personnel will
be at a loss as to how to utilize him. Also, un-
less his role is clearly defined, expectations
can, inadvertently, become unrealistic and in-
appropriate, e.g., rewrite an arithmetic cur-
riculum, decide on educational policy for the
entire school system, attend union hearings,
and go on home visits. These are all valuable
functions but not within the realm of the role
of helping the teachers and administrative staff
to solve their problems, especially in relation to
the school's effect on children with problems.

Initially, the Range Mental Health Center staff,
trying to emphasize prevention and early rec-
ognition of children's problems, presented
a number of lectures in various elementary
schools. These capsule seminars included topics
of interest to teachers such as reading prob-
lems, underachievement, discipline, and basic
aspects of mental health. Later such topics as



interviewing techniques, how to use a relation-
ship, open and submerged hostility, and early
recognition of danger signs in children were
pursued.

The prime message that the Center staff
wanted to communicate was not what to do for
children in trouble but how to work with chil-
dren in trouble. The seminars emphasized the
point of view that children's confusion can
be understood and helped, and that interest,
warmth and concern are often more important
in helping troubled people than special knowl-
edge and training.

Questions raised and cases discussed in the
seminars were of interest both because they
indicated the kinds of problems teachers in the
school face, and because they showed the
effectiveness of the learning process. Teachers
and guidance personnel became more com-
fortable about working with parents. There was
less of -Where can I send this problem?" and
more of "How can I help this child and family?"

SFQUENCE OF PROBLEMS PRESENTED

It has been interesting to note that as mental
health consultants we see a certain sequence
of problems presented to us upon initiating con-
sultation in a school system.

1. "See the child who is disturbing my class-
room!" Invariably the first thing Center staff
members are asked is to give assistance on
individual cases of children who are disturbing
the class or the whole school. This is true, even
though we have tried to make it clear that our
ultimate goal was to help the staff. Following
the rule that we take a school as we find it, we
attempt to help in the individual cases presented
to us. By doing so, we try to show our willing-
ness to help.

We do not refuse a request to deal with
emergency issues simply because we do not
have the answers. Too often teachers get the
feeling, and for good reasons, that consultants
are unwilling to grapple with the dirty work
when it arises.

2. The Bugabo' of Parents! The second is-
sue in which our rilental health consultants are
asked to help is the parent-teacher relationship.
Parents can be a frightened and frightening
group of people. Where people are frightened of

each other, they behave defensively and man-
age to 'avoid the kind of communication for
which patent conferences are scheduled.

Parents sometimes look upon teachers as
some patients look at psychiatrists: "Here all is
revealed, and I am to be judged and found
wanting." On the other-side, teachers are often
uncomfortable in their role. They are, as a
group, oversensitive to criticism and tend to feel
that the parents will attack their methods,
opinions and grading system.

When such fears prevail tne idea on both
sides is to get the whole thing over as fast and
as painlessly as possible. If polite conversation
and positive remarks prevail, how does one say
what needs to be said about the child and how
does one learn of the key issues, i.e., the moth-
er's feelings, fears, aspirations and worries?

At times the Range Mental Health Center staff
member is asked to participate in a parent-
teacher conference. This is done when the
teacher is particularly unsure or frightened of
the parent, when the child presents very par-
ticular problems which need to be dealt with
at home, or when the parent is too anxious or
prejudiced by past conferences to listen to the
teacher. A member of an outside agency pro-
vides a means for keeping the problem in focus
and on an objective basis.

More often the consultant reviews the case,
works with the teacher in getting a total pic-
ture, explores the teacher's feelings about the
child, about that particular parent, and about
parents in general. He may role-play with the
teacher as to how the conference might be
handled.

We have found the most effective guidelines
we can give a teacher on parent conferences is
to work more by setting an example than by
giving advice. The way in which we handle
our interviews with the teacher are, for good
or bad, demonstrations in interviewing. Without
having to say so, in time the teachet'eliminates
some of her judgmental approach to parents,
tries .o help the parents be at ease without
evadi% the issues, and uses some of our
methods to help clarify what is being said so
that both parent and teacher can understand
the purpose of the meeting.

3. Staff Problems. After a number of individ-
ual cases and parent conferences, the teachers
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begin to know us well enough so that we are
invited to approach their own problems. The
principal, too, by then has talked over not just
the cases of Billy or Susan, but has taken time
with us to talk over his concern about the way
Mrs. G or Mr. M is handling her or his class.

Finally, the principal may want to talk about
himself, his problems and victories, how he
deals with the children, parents and staff, and
the impact of his administration on the total
school program.

TEACHERS' EXPECTATION
OF CONSULTATION

Our experience has shown that school per-
sonnel tend to expect too high a level 4-,f results
from consultation. Sometimes attention stOuld
be directed to the fact that many problems ,of
youngsters are of a long-standing nature. they
are not easily modified and therefore, the teach-
er's expectations should nct be unduly-ov.

Secondly, it is important that tie ,"eactier
recognize that the learning proces4 its pro-
vides therapeutic experiences forth child. A
teacher's patient guidance of rco that
he can take the next step in acciiisitVri oi skills
and knowledge is vital to the feelings
that someone cares and believes ti'Llt ht, can be
a more competent and successfOl ..%riar. being.

Third, the teacher needs help in und.$-st,,nd-
ing how each child's already acquiied -,"nesnods
of relating to adults in his environment c?: slow-
ly be altered by new experiences 2iA-4.4,31 the
teacher's interaction with the child.

For example, the emotionally disturb'eU child
has often learned that his temper outburr.ts in
the face of learning tasks usually result in the
adult's withdrawal of the task and the introduc-
tion of punitive measures. Such a child deJper-
ately needs to experience an adult who can live
through these temper outbursts with him and
who can then firmly help him carry out the
learning task. From such experiences the child
begins to develop a different and positive image
of himself, of the adults around him, and of his
own capacities to learn.

A CASE EXAMPLE OF CONSULTATION

A kindergarten teacher in a small consolid-
ated school in the Superior National Forest
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brought this case to my attention during one of
my regular monthly visits to the school. Five
year old Paul had been enrolled in kindergarten
by his mother. The family lived in an isoiated
area with few neighbors. The boy's mother was
a war bride and reported to the kindergarten
teacher that she was very unhappy about living
in the United States. Paul was hyperactive, had
a short attention span, and had few social skills.
After our discussion, it was obvious that there
was much psychopathology in the family.

I wondered, at that time, if the kindergarten
teacher would be able to control the child
enough to keep him in school, but I made some
suggestions as to how she might set limits and
suggested that she begin to establish a thera-
peutic relationship with the boy Each month
when I returned I would hear of the many inter-
actions that transpired, and of the successes
and failures. At my suggestion, the kindergarten
teacher began to call Paul's mother twice weekly
to exchange information and verify impressions.
The teacher's efforts to set limit:- began to
work, and the child became less destructive
and assaultive in the classroom setting.

By the end of the school year the kindcr-
garten teacher had established a strong thera-
peutic relationship with Paul, had been able to
guide his mother in setting some limits at home,
and had helped her become less rejecting of
the child. The boy was so disturbed that he had
not been able to profit very much from his kin-
dergarten experience, and I suggested that he
repeat kindergarten.

In this particular school district, there was a
policy that when a child repeated a grade he
was transferred to a different teacher for the
second year. I felt it would be unwise to trans-
fer this child to another teacher and recom-
mended that the superintendent make an ex-
ception to the established rule to permit the
child to repeat the grade with the same teacher.
My recommendation was followed.

At the beginning of the second year of kin-
dergarten the teacher noted some regression,
but she was soon able to recoup what had been
lost during the summer vacation. Each month
of the first semester of the second year I heard
of less and less disturbed behavior by the boy.
During the second semester, Paul was able to
actively engage in the learning process in a



group setting and was able to assimilate pre-
reading activities.

The kindergarten teacher continued her tele-
phone contacts with the mother during the sec-
ond syear. She was able to arrange three face-
to-face conferences with the parents to review
Paul's progress and to enlist both parents in
the therapeutic program.

The comments of the kindergarten teacher
during the Wile consultation period of the sec
and year were very enlightening. She informed
me that she had been extremely angry with me
when I had suggested that the boy repeat kin-
dergarten and continue his placement with her.
She stated, "I felt that I had done my duty and
given my pound of flesh,, and it should be some-
one else's turn! Now that I have had the boy
a second year I understand exactly why you
made that recommendation. It would have been
a mistake to transfer the child to another teach-
er because he would probably have lost the
good effects of my work with him."

It was very gratifying to me as a consultant
to watch his teacher's increased awareness of
this culturally deprived, isolated and rejected
child's needs as she worked with him over a
two-year period. As Paul has moved on through
the grades he has not been one of the best
students, but conversely he has not been the
poorest either.

It is my feeling that this case illustrates the
positive impact that a consultant can have if he is
willing to expend the effort and time in working
with teaching personnel. I feel quite `strongly
that it would have been impossible to get such
positive results utilizing outpatient therapy, The
boy's parents would have refused to come in,
and the case would have been disposed of by
saying simply that the parents were not moti-
vated to obtain treatment.

SOME PERSONAL OBSERVATIONS WHILE
WORKING AS A MENTAL HEALTH
CONSULTANT IN SCHOOLS

The 15 school districts were divided among
the staff members of the Mental Health Center.
I assumed responsibility for two, which I will
designate as School A and School B. My goals
were lofty as I embarked on my consultation
rounds. However, I soon found myself blocked

whenever I made efforts to initiate interaction
with teachers in these two school systems.
There was resistance in the air and in each
school the resistance was of a different order.
In School A it was largely passive and tended
to be acted out in such things as forgotten
appointments, scrambled communications, and
maintenance of personal distances. At School
B, the staff seemed more open in their com-
munications with me. They were for or against
me in an all-or-nothing way that neither I nor
they doubted their attitudes toward me. To be
sure, there was resistance, but it was active
and not passive.

Why such formidable resistance? I have some
speculations which I can offer Teachers are
often under fire and since Sputnik, criticism has
increased, They feared such criticism from me
and certainly did not see me as someone who
would help them. Many teachers have seen so-
called consultants come and go, and they have
rarely profited from these endeavors. Also, in
their travels through academia, they have been
exposed to psychiatric jargon, and they despair
of ever understanding or being understood. I

would like to describe some of my impressions
of the 2 school districts.

School A is a large, impersonal machine
which appears to be run by the book and by
the clock. Administrators are rarely visible.
Memoranda are preferred to face-to-face com-
munications, and decisionmaking occurs at the
bureaucratic center and diffuses outward on a
line and staff model. Teachers tend to be cur-
riculum dominated and view the understanding
or counseling of students as a very secondary
part of their role as teachers.Teachers with whom
I met were guarded and prone to intellectualize.
The majority of the students in the school are
middle class and college bound. Deviant be-
havior tends to be defined as that which does
not conform to middle class standards.

School B is a smaller school with A !es:, rigid
atmosphere. The principai is often seen con-
sulting with teachers or students in an im-
promptu fashion. Staff members know one an-
other and meet without formality. Communica-
tions are open and lateral, and teachers par-
ticipate in decisionmaking and/or are encour-
aged to air their views. Many of School B's
students are not college bound but will find
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jobs in local mining operations or emigrate to
the Minneapolis-St. Paul industrial area.

School B acknowledges many unsolved prob-
lems. It cannot yet meet the needs of such
groups as gifted students for whom the pace
is too slow; students with a negative attitude
toward school; or students who require much
remedial work in basic subjects such as English
and matherr-tics.

I asked myself what these differences in the
two schools do to the emotional development
of the children who pass through the systems,
and how` I, as a consultant could have some
positive impact in both systems. In the case of
School A, the role of the mental health con-
sultarit became one of helping to improve a
school environment that was not particularly
conducive to healthy emotional development.,
In the case of School B, it was mainly one of
helping with individual student problems and
helping to facilitate student-teacher interaction.

I wish I could report that after several years
of consultation a great many changes have
taken place in School A, but unfortunately this
is not so. Changes have been small, and School
A still has far to go toward developing an at-
mosphere that is less mechanistic and author-
itarian. On the other ha , my relationship with
School B has matured the point where my
consultation is actively s ht and I view many
of the school administrator and teachers as
close friends. Several innovative programs have
evolved from long term consultation relation-
ships with this school.

Experience suggests that unIA a consultant
can establish a basic trust relationship with
school personnel in a district, a consultation
program has little chance for effectiveness.
This basic trust relationship cannot exist unless
the consultant respects the school personnel.
He must learn their goals and philosophies,
their ways of working, and their language, as
individuals and as components of a system.

The consultant's task is not to actively change
a school system, its policies, equipment, or ad-
ministrative organization, but to assist in a
nonjudgmental way in the understanding of the
behavior of childien. Only then can the con-
sultant help the teacher to develop his own way
of mar ping the teacher-child relationship. The
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consultant's essential function is not to do the
job, but to enable the teacher to do it.

PROGRAMS STEMMING FROM
CONSULTATION SERVICES

Psychoeducational Consultation. Through the
consultation program. the mental health staff
became keenly aware of inadequacies of the
Center to provide techniques for dealing with
educational deficits. This led to the establish-
ment of a totally new position in the Center
that of psychoeducational consultant. This con-
sultant, a clinician with experience in teaching
both normal and multiple-handicapped children,
was recruited from a university where she taught
graduate courses in special education.

The duties of the psychoeducational consul-
tant include providing a high level of expertise
to school personnel, kindergarten through
twelfth grade, in specific techniques of dealing
with special learning difficulties. This staff per-

, son develops and conducts inservice education
programs for teachers and assists them in de-
veloping special learning disability materials to
overcome educational deficits in their students.
On request she does demonstration teaching
and conducts joint interviews with teachers and
parents.

Special Learning Disabilities Clinic. One
school district, with encouragement from the
Mental Health Center, has developed a special
learning disabilities clinic within the school. A
program evolved whereby children can receive
services ranging from as little as 20 minutes per
week of remedial tutoring up to and including a
complete self-contained classroom for very dis-
turbed children.

Based upon the success of this initial pilot
project, and with the expert assistance of
the psychoeducational consultant, seven other
school districts in this area are now at various
stages of developing special !owning disabilities
programs based upon their unique needs.

.It is important to point out that many of these
programs are utilizing a resource model em-
ploying local teachers who have been given
training in SLD techniques by members of the
Range Mental Health Center staff and academic
personnel from the University of Minnesota. One
group of SLD teachers participated in a tele-



lecture series emanating from the University of
Minnesota as part of their training.

The resource model is one which uses the
specialized services as ancillary and suppor-
tiie to the teacher in the classroom. It is hoped
that this model will prevent the special program
from becoming an end in itself,, but instead pro-
vide a means of helping the student meet suc-
cess in the regular classroom.

Pre-adolescent Boys Program. Consultation
in one school district led to the identification
of approximately 15 emotionally disturbed, so-
cially inept, p,e-adolescent boys. They shared
one major lacka sustained relationship with
an 'ego-ideal' figure. Center collaboration with
the director of a school-based SLD clinic estab-
lished an activity - oriented group program meet-
ing in an elementary school for 2 hours weekly.
Affer a year,. male junior college students were
recruited and trained to conduct this program
with supervision of school personnel.

This program is based on several factors: (1)
extension of the special skills of mental health
professionals; (2) friendship as a reparative
tool for handling peelings of self-effacement and
as a countervailing force to peer group and
community stigmatization; (3) the college stu-
dent as a non-stigmatizing therapeutic agent;
(4) opportunity for reaching children in thera-
peutically difficult life situations; and (5)
provision of informal opportunities for social
growth.

It has proven adaptable to both the emo-
tional and learning needs of children whose
functioning has been affected by the noxious
influences of traumatizing factors and/or de-
privations.

Cerebral Palsy Cli;lic. Local school personnel
are part of the staff of a highly specialized
Mental Health Center operated clinic to eval-
uate children diagnosed as having cerebral
palsy. This is the only such clinic in northern
Minnesota.

Parent Workshop. Local school districts and
Center staff collaborate in conducting half-day
workshops for parents of children about to en-
ter kindergarten. Speakers highlight what will
be expected of the child upon school admis-
sion,, clarify what the parents can co to prevare

the child, and thus attempt to reduce the tr,:turn,::
for the child.

Community Coordination. Through joint con-
sultations with the Center staff, school person-
nel and other agencies or workers involvea
with a single family meet to exchange informa-
tion and views and to develop comprehensive
programs for multiproblem families There have
been several cases of effective service planning
where previously chaos had existed due to
breakdowns in communication among involved
resources.

The Center has also been instrumental in get-
ting local school districts to cooperate in de-
veloping school psychological services on an
inferdistrict basis.

Training. Exposure to mental health concepts
is given at all levels of teacher trainingunder-
graduate, graduate, and inservice training The
Center staff are faculty members of the Univer-
sity of Minnesota and state colleges, and they
offer classes in child psychology and mental
health concepts. Complete inservice training
programs for schools are provided upon re-
quest. Video tapes for demonstration teaching
are in the process of development.

CONCLUSION

If any impact is to be made on mental illness
in the future, more emphasis must be placed
on working with school age children. Mental
Health Center staff members and school per-
sonnel have unique expertise that, when com-
bined into a viable program, can have great
effect on children who show signs of emotional
disturbance.

The Range Mental Health Center has de-
veloped joint programs and services with all
the school districts in its catchment area. These
consultation and educational services are ren-
dered at an economical cost both in terms of
manpower and money. Service is provided to
children and parents who have been ignored
in traditional mental health programs poverty,
Indian and rural groups.

Before embarking on the type of program
outlined in this article, both school and mental
health personnel must be willing to make a
substantial commitment to the program in time
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and training activities. It is the type of program
that produces long-term gains rather than
flashy, immediate results.

After 8 years of consultation experience in
schools, the staff of the Range Mental Health
Center feels that a good consultant can eftect
change without benefit of executive authority.
By sensitive listening and lucid speaking, by
concerning himself with the understanding of
the consultee's problems and his potentialities,
by thinking with him, but from a different orien-
tation and out of a different backldg of experi-
ence, he can move with his consultee from one
new vantage point to another until the consultee
begins to gain new perspective, conceive new
ideas, and glimpse hcw they may be adapted
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to his need. Anxieties, faults, deficits, and self-
doubts are the very things out of v ''ich profes-
sional and personal growth in the teacher may
take place. These are the seeds from which new
insights, awareness, interest, and richer per-
formance grow,

Tie conclusion is that teachers need and
want consultation from individuals whose ex-
perience with children and adults enables them
to understand the causes underlying disrup-
tive behavior.

Such consultation, when effective, can sig-
nificantly assist teachers to help disturbed chil-
dren become more effective human beings and
help all children toward optimal social and
emotional development.



MULTI-COUNTY MENTAL HEALTH CENTER

SCHOOL CONSULTATION

Tullahoma, Tennessee, John Carver, Ph.D.

SETTING

The Multi-County Mental Health Center serves
five rural, middle Tennessee' counties. Eight
public school systems serve the area's 27,150
school children, including approximately 7,100
children from poverty homes. Prior to the estab-
lishment of the mental health center, there were
no mental health services per se either public
or private in the five counties. Schools receive
some psychological testing, service from the
State Department of Education. however. No
school psychologists are employed by any sys-
tem, although most Secondary schools do have
guidance counselors. In one system an elemen-
tary guidance teacher serves all the elementary
schools. Most of the systems have special edu-
cation for the retarded; none have special-
classes for the emotionally disturbed. With the
Mental Health Center serving as catalyst, how-
ever, one system set up a special schooi
for teaching disabled children.

We were eager that the Mental Health Center
develop plans to .provide adequate services
for a majority of cnildren. The concern with
numbers grew out of a painful awareness that
traditional outpatient service reaches only a
small percentage of disturbed children. leaves
systems virtually unchanged, and does not even
address itself to prevention. Schools offer the
manpower and the model service delivery sys-
tem which mental, health so sorely lacks. They
offer preventive potential as yet quite unde-
veloped.

School systems are in daily contact with
many more problem children than are mental
health centers. Of all the alcoholics, drug ad-
dicts, criminals, mentally disturbed, vocational-
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. ly or maritally maladjusted people in our so-
ciety, very few have not been under the in-
fluence of the educational' system. The task
for schools must be affective education as well
as cognitive, for there is no other agency which
can adequately serve this end. The popular sys-
tem of separating out specific children for
referral to other resources has been grossly
overused. It has allowed both educators and
mental health authorities to avoid seeing the
school as the primary mental health agency in
the community.

Our aim for children in designing the Multi-
County Wintal Health Center was to obligate
our staff ,o help education answer its obliga-
tion to children, not to serve as a referral dump-
ing ground or fix-it station to weed out chil-
dren whose behavior had been categorized
through some artificial pattern of labeling. Our
precepts of operation included the following
biases.

1. Mental health programming should be com-
mitted to prevention of emotional disorders' by
whatever means available

2. Direct traditional patient services should, when-
ever possible, include a training element so
that we impart our skills to others at every
available opportunity. This means that volun-
teers, teachers, and others are included.in ses-
sions as trainees.

3. That clinical purity in the traditional sense is
far less important to the general public good
than overall program effectiveness in reducing
the incidence of mental disorders and in pro-
moting mental health in the community at large.

4. That the most effective approach is one of
strengthening all possible elements which en-
hance growth rather than doing spot remedia-
tion of problem children
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5 That the primary focus of mental health serv-
ices should be upon children and should be.
carried out in education rather, than "treat-
ment" methods

The staffing pattern of the Multi-County Men-
tal Health Center was chosen 'on the basis of
our projected community programming For the
most part, staff members were selected by
skills rather than discipline background. Psy-
chological evaluation skills and medical
pertise were the two exc'ptions to "this general r
rule. Foreseeing close working relationships
with clergy, education, medical and volunteer
workers, we defined staff needs in terms of
these target groups. The resulting staff back-
grounds included medicine, psychology, educa-
tion, social work and clinical chaplaincy.' We
have come to believe, moreover, that the most
valuable person for a community 'mental health
staff Cs an educator with mental health skills.
Future staff expansion will.no doubt entail the
addition of educators mbfie than the traditional
mental health professions.

There are many ways in which' mental health
centers can work with local school systems.
Once sanction is received from the proper per-
sons in each organization, it is desirable that
representatives of both mental health center and
school system confer together to negotiate the
types of services that shall be employed. We
recommend a limited time period, such as 6
months, in which specific goals are set down
by mutual consent of both organizations, This
should be committed to writing and reviewed
at the end of the pre-set period if not consis-
tently throughout the period. It would be easy,
of course, to become overly zealous about such
a contract of operation, but there is no reason
that an informal written agreement, perhaps in
the form of a confirmation letter, could not serve
the purpose of clarity without becoming unduly
legalistic.

Proper sanction from superintendents and
school boards and unmistakable clarity about
mutual expectancies are critical matters. The
obstacles to successful programming. are often
so subtle that every possible mechanism to
"stack the cards" in favor of success must be
employed. The potency of institutional inertia,
jealousy over professional "territories," and

tendency to produce innovation without real
change canett be overrated

It is true that mental health people have been
too timid about assertively changing what is
expected of them. We have failed to state loud-
ly that our time spent as testers and as ther-
apists does not effectively attack the problems
of human behavior that schools know only too
well. But while we must be aggressive, we
must address ourselves to the problems as the
educator sees them if we are to gain entry to
the classroom. We must lend our skills to ti..e
frustrations felt by teachers who are struck at
every turn by behavior proolems; we must help
teachers find more joy in teaching; w must
help reduce costs of teacher turnover br ht

about by too little training in the most challen
ing part of classroom managementbehavior.
We must in most ways be a helper to the school,
not its conscience.

METHOD OF SERVICE DELIVERY

Most means of working with school systems
fall into the consultation and education func-
tion of a mental health certer. While we are
only now coming around to some agreements
on the meaning of these terms, consultation
and education almost always suggest an in-
direct method of delivering services to the
ultimate consumer. It is a system of backup,
training, advice, or other sort of interaction
which enables the recipient (consultee, trainee,
client, peer:professional) to deal more effec-
tively with the human behavior aspects of his
own work with people.

Consultation as narrowly defined emphasizes
the consultant's attempt to "release" the prob-
lem solving potential of the consultee. In other
words, the consultee (classroom teacher, prin-
cipal, etc.) has problem-solving skills which are
not being maximized due to failures in com-
munication, intrapersonal blocks, lack of con-
fidence or other reasons. The role of the con-
sultant is not to give advibe nor impart knowl-
edge, but to help the consultee more effectively
tap his own ability to solve problems and to be
more effective with his professional tasks.

Consultation of this sort can occur with a
group or with individuals and might well be used
with teachers, principals or others of the ad-



ministrative staff. Schools, like any other or-
ganizations in industry or commerce, encounter
most of their difficulties in people problems
rather than technology problems. Helping per-
sons solve problems in this area is usually
referred to as administrative consultation and
aims at the more effective consideration of
human processes and carrying Out tl-ie organiza-
tional mission.

Teaching through case consultation often
occurs along with consultation as more purely
defined above. The mental health professional
comes to the school with certain professional
skills which might be profitably shared with the
edu "ator. A teacher, for example, who is en-
countering difficulties with a disturbed child
might legitimately ask to discuss, the child's
behavior with a mental_ health person to gain
skills with which the'child might be more ef-
fectively handled. In this sort of case consulta-
tion. the consultant may or may not see the
child, but will usually concentrate on enhancing
the teacher's skill in dealing with behavior in
the classroom. While this will be focally con-
cerned with the child in question, there is far
greater utility to be gained if the material is
handled in such a way that the teacher can
apply these new skirc to all children in the
classroom. The implications for prevention and
early change of troublesome behavior are
obvious. This sort of consultation should, of
course,, include follow-up visits by the consul-
tant to make necessary adjustments in the ad-
vice riven the teacher. Perhaps even more
important, this assures' the teacher that profes-
sional mental health backup is available should
the teacher feel he has, overextended his
expertise.

We have found far greater utility in using this
method of service delivery if we systematically
take with us some central office person in the
school system. Let me use as an example one
school system with which we have worked. It
employs an elementary guidance counselor
whose job is to serve the guidance needs of
six rural elementary schools. This counselor
accompanied the mental health consultant on
all consultative visits with teachers in the
schools. Due to continual exposure to the ap-
plication of mental health skills to specific
child problems, the guidance counselor became

increasingly proficient in teaching these skills
to teachers on her owr. She was able to apply
this learning in such a way that her need for
mental health consultation decreased monthly.
While the consultant could only spend a few
hours a week with the Sr hool system, the guid-
ance counselor could spend 40. A practical
skill had been transferred to a person in the
school system who could use it effectively wth
many teachers.

An Example of Teaching Through Case Con-
sultation is the case of fourth grade Cindy. She
had been diagnosed as emotionally' disturbed
after extensive child psychiatric outpatient
treatment, during which time little change had
taken place. She was withdrawn at school, and
often absent with very real symptoms of physical
distress. School personnel and parents were
confused, fearful, and uncertain as to, what
approaches might be helpful:

Cindy's parents had grown quite sensitive to
her probiems, but they tended to respond much
more to her weaknesses than to her strengths.
As a result, -Cindy's most available route to
gaining parental attention was through weak
and inappropriate behavior., The school staff
as well inadvertently reinforced Cindy's negative
and manipulative actions and often let her have
her own way. These responses by the parents
and school were normal and understandable,
but they nevertheless contributed unwittingly
to Cindy's difficulties.

Cinciy, her parents, and the elementary guid-
ance teacher were seen one time by a mental
health consultant on the Center staff: Subse-
quent work was done exclusively by the guid-
ance teacher with periodic consultation to her
from the consultant. She structured the parents'
response to the child, set up a management
plan with Cindy's teacher, set goals and limits.
and even instructed the school bus driver. As
a result of this diffused communication, Cindy
was able to remain in her regular school class-
room. Not all of her problems were solved, but
positive behavioral changes did take place. The
special persons in Cindy's life learned to re-
spond to and reinforce her appropriate rather
than inappropriate behavior. Moreover, learn-
ing through the clear success with Cindy has
helped the guidance counselor to move effec-
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Lively with many other children, parents, and
teachers.

lnservice training is no stranger to classroom
teachers; it is a more formalized method of
what usually is a didactic approach to training.

We are somewhat biased toward teaching
through a case consultation method rather than
inservice. We have found that a given teacher
who is particularly disturbed about her inter-
action with one child is more ready to learn
than a teacher in the relatively sterile inservice
training setting. Nonetheless, we do believe that
inservice training for teachers can be a useful
device to teach a number of skills to help
teachers deal more effectively with childhood
behavior. Demonstration and the use of video
tapes can help overcome the sterile nature that
often besets inservice training.

We are employing a hybrid of case consulta-
tion and inservice training started in the fall of
1970. Having felt that we often failed during the
previous year to provide sufficiently intense
input for lasting change in individual teachers,
we decided to meet with the faculty of an ele-
mentary school one afternoon per week for 8
weeks with a package program of instruction
and "homework" for the teachers. Repetitive
sessions were designed to cover (a) behavior
management, (b) learning disabilities, and (c)
teacher-parent communications.

Classroom behavior management instruction
and case consultation draw heavily on the very
creditable methods of Dr. Charles Madsen and
Dr. Clifford Madsen of Florida State University.
Their concepts concerning the positive class-
room, "catching the child being good,"' and
other elements are easily adapted-to class or
home and represent an acceptable combination
of behavior rqpdification and human warmth.

One means of inservice training which we
intend to employ is the regular seminar ap-
proach to training secondary school counsel-
ors. The seminars will attempt to make coun-
selors more comfortable with disturbed be-
havior and more effective as behavior experts
and counselors. It is our hope that schools can
eventually see their counseling personnel as
resident resource persons who can address
themselves to the problems encountered by
classroom teachers. It is unlikely, however, that
school counselors will ever be viewed in this
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light by other teachers until they can demon-
strate sufficient expertise to earn this respect.

Supervised practicum experience may be
used to augment the special training of coun-
selors or of any other teachers as shown below
Researh has indicated that well trained volun-
teers can be very productive counselors. For
this reason and because of the necessity to
multiply our manpower, we do not hesitate to
involve volunteers and paraprofessionals as co-
therapists in training. To provide the practical
setting in which the previously discussed sem-
inar training skills can be more firmly routed.
we intend to involve school counselors as co-
therapists whenever possible. This will give
both substantive and face validity to legitimizing
the school counselor as a resource to other
teachers based on his demonstrated human
behavior knowledge and training.

Personal growth groups. The current con-
cern about drug abuse and other problems
plaguing the late adolescent and young adult
has led us to view with dismay our ineffective
handling of these problems after they have be-
come full-blown. We believe that aiding the
secondary school teacher to become a better
human resource to his students would be a far
more effective way of decreasing the ills that
plague young people than by exposing them to
reams of data on drug use, alcoholism or other
problem areas. To this end we have encour-
aged formation of personal growth groups in
secondary schools which have as their purpose
the enhancement of relating skills, use of one's
peers as resources, and sharing common hu-
man problems, joys, and communication., These
groups are open to all students, not just those
labeled as troubled or delinquent. While a men-
tal health staff member initiates all such groups,
a faculty member is taken as a co-leader and
learns after a number of weeks to take over the
group leadership. The development of trust,
empathy, communications uncluttered by ''gen-
eration gap" lines, and a general feeling of
personal resourcefulness and strength are the
intended goals of such groups. We will only run
these groups if teachers are willing to par-
ticipate in training.

par -

ticipate
groups are characteristically initiated

by a presentation on mental health to an as-



sembled student body. Applications are taken
from :ntere§ted students The groups are ex-
plained as an opportunity to know one's self
better and to develop better relationships with
others. Groups meet once weekly during school
hours with a' teacher and a Center staff mem-
ber. Although classwork missed must be made
up, groups are a legitimate excuse from class
This is meant to convey that the group is im-
portant enough to be offered during the school
day so that bus riders. for example, are not
penalized, but that it is not just a time to get
out of class requirements.

In all these ways the schools with which we
work are increasingly addressing themselves to
the whole child.

CONTENT OF SERVICE DELIVERY

We have talked thus far about some of trie
methods used to deliver mental health services
in the schools. It may be a separate issue to
consider lust what kind of service is conveyed.
Pure consultation as defined above delivers a
service aimed at enhancing the problem-solv-
ing skills and effectiveness of consuitees. In the
case of the other methods, however, a clear
statement of what we see to be the most useful
conceptualization of treatment and human be-
havior is in order.

With the exception of a portion of secondary
guidance counselor training, it is not the inten-
tion of this program to make teachers into
psychotherapists. It is our intention to present
to school people a conceptual scheme wherein
human behavior may be looked at in a rela-
tively uncomplicated fashion, a way which by
its nature suggests methods not only of under-
standing, but of changing behavior. More often
than not this entails a learning rather than a
psychoanalytic, approach to child behavior.

The application of positive reinforcement
techniques and the habit of looking at behavior
as a learned phenomenon have extensive impli-
cations for classroom management and teacher

satisfaction as well This service from a mental
health facility is meant to supplement what is
provided in teacher training institutions.

In addition to the external contingencies af-
fecting behavior. there is an internal set of fac-
tors which needs to be harnessed more produc-
tively "Internal" is not meant to reintroduce
psychodynamics, but to focus upon the child as
a neurological unit of high integrity. Sequences
of perception and motor development are cri-
tical to building concepts, reading and all aca-
demic skills. Overlooking the crippling effects
of these developmental difficulties has led to
the wasteful labeling of many children as re-
tarded, dyslexic, unmotivated, disturbed, ad
infinitum.

SUMMARY

The largest obstacle to working out more ef-
fective programs for the mental health of chil-
dren are the problems of the service givers
themselves. The defensiveness of teachers to
outside help is matched by the defensiveness
of mental health professionals. This defensive-
ness, of course, varies among individuals and is
demonstrated in any number of ways. But per-
haps the main way it is shown is a passive type
of defiance by teachers and a presumptuous
"expect haughtiness of mental health people.
These defenses sometimes obscure the fact
that teachers feel the need for help in behavior
management and the equally important fact that
mental health professionals often feel out of
their element and therefore somewhat unpre-
pared ,n the school room. Far-reaching ov-r-
haul of existing systems will be necesszry to
make our efforts more than patchwork But we
must begin. Changes in our training institutions
can certa'nly go far to correct this, but for those
of us already in the field the best solution may
lie in an increased attempt at tolerance and a
joint commitment to the children whom we
serve.
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A COLLABORATIVE PROGRAM OF MENTAL HEALTH AND

EDUCATION IN RURAL AND,SUBURBAN MARYLAND

Prince George's County, Beryce MacLennan,, Ph.D.

SETTING

The school system in Prince George's Coun-
ty, Maryland, is a very large county system
which in 1969 served approximately 145,000
children. In the southern part of the county,
where this program has been operating for over
3 years, the region has a heterogeneous popula-
tion and extremes of wealth and poverty. HOus-
ing ranges from substandard,. without running
water or indoor sanitation, to luxury, The far
southeast section of the county is predominantly
agricultural, with a large proportion of the pop-
ulation living as tenant farmers on large tobacco
farms. As one approaches the District of Co-
lumbia, population density increases and many
suburban developments and high rise apart-
ments can be seen along access routes to the
city.

HISTORY

The Mental Health Study Center, a research
and demonstration arm of the National Institute
of Mental Health located in Prince George's
County, Md., had a history of consultation to
the local school system prior to the programs
reported here. School consultation was offered
to pupil personnel workers, to special programs,
and to a special school for organically handi-
capped children.

In 1967 the Study Center adopted the role of
a Community Mental Health Center and con-
cerned itself with the mental health of the
broader community. The added responsibilities
involved in becoming a Community Mental
Health Center made apparent the need fcr a
program which copld not only meet specific
crisis situations but also focus on the mainten-

ance of mental health in the area and preven-
tion of disturbance.

OBJECTIVES

It was anticipated that the program, through
consultation, would:

1 Assist school staff members to understand the
mental health climate, issues problems and re-
sr'urces of the area, and to serve as a point of
entry to the community.

2 Assist in identifying, referring, and treating chil-
dren in need of specialized help, with help being
given in the school setting whenever possible.

3. Assist in creating a positive mental health
climate in the schools and in dealing with the
everyday mental health experiences of the
average child

4. Promote cooperative exploration between the
Center staff arid sch;,ois into the question of
how curriculums coiki promote the develop-
ment of sound human relations among students

To accomplish these goals the Center con-
sul-ants would need access to various parts of
the school system. The Center's new respon-
sib lities had to be made known and services
interpreted to the schools. Goals and priorities
had to be established with the educational staff.
The Center staff had to more clearly understand
the internal structure and functioning of the
schools. In addition, all community resources
Vt hich might successfully collaborate in the
program had to be assessed as to present and
potential capacity for- helping to create and
maintain a sound mental health climate.

ACTION
,.

Tile first step was to expand and capitalize
_)ri the friendly relationships with the school
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system which had been established in previous
years. In the summer of 1967, senior members
of the Center met with the school superinten-
dent, his deputy. and all of his program super-
visors. Old acquaintances were revived and new
ones made.

Center personnel explained their new respon-
sibilities and described the services they hoped
to offer. Education representatives presented
their views on the school system and discussed
the problems with which they wanted help.
Goals held in common were clarified. The most
effective patterns of collaborative effort were
suggested and considered. The Center staff
then began to meet with area supervisors,.
school administrators, teaching staff, and spe-
cial school personnel, pursuing the same col-
laborative planning.

TEAM FORMATION

The Center staff divided into geographically
identifiable sub-area teams to more clearly un-
derstand the varied neighborhoods and their
widely differing needs and resources. The teams
were given considerable latitude in the deve-
lopment of their activities, deciding how they
would combine consultation, inservice train-
ing, and education with direct outpatient serv-
ice. In,the first year all the teams met with the
pupil personnel workers and psychologists serv-
ing their area. Overlapping roles and functions
were disclosed, and the consultants gained a
better understanding of the strengths and
weaknesses of individual schools. This was im-
portant, since school psychologists had begun
to include some mental health consultation and
individual and group treatment in certain
schools. Pupil personnel workers, in some in-
stances, introduced the consultants to their
schools and interpreted school problems to the
Center staff. In most instances, however, the
consultants approached the principals directly
and made the first efforts toward collaboration
through them.

Team I. Team I consisted of a child psychi-
atrist, a social worker, a psychiatric nurse, an
adult psychiatrist, and a third psychiatrist who
worked 2 days weekly. The sub-area they served
contained a rapidly developing rural suburb and
a large, sparsely populated farming territory.
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The population consisted primarily of middle
class white and black groups: many transient
armed service families, and poverty pockets
filled with black and white agricultural and con-
struction workers The schools included several
elementary, but only one junior and one senior
high school. The team decided to focus on the
two secondary schools and one elementary
school located nearby. thus attempting con-
centrated rather than diffused service. Consulta-
tion was also offered to a grades 1-8 parochial
school and a school serving organically and
emotionally handicapped children.

Team l's major focus was on improving the
emotional climate of the schools. Consultation
aimed at increasing the sophistication and
skills of the staff in working with children and
Parents, and in introducing programs into the
curriculum to increase the capacity of the chil-
dren and their parents to develop good human
relations.

A psychiatrist and a social worker worked
together in the secondary schools and one team
member was assigned to each of the others
elementary, parochial, and special school.

The psychiatrist operating in the secondary
schools met weekly with the principal, joined in
administrative conferences, taught a course on
human relations and family life, and assisted
in the establishment of an after-school ad hoc
committee of students and faculty to deal with
a problem of race relations.

The social worker, a group-work specialist,
trained staff members to use group methods.
He demonstrated group counseling, group tech-
niques in speech and reading classes, and
group discussion for parents of children in spe-
cial education. He also conducted a supportive
group for beginning teachers. At the senior
high school he assisted the psychology teacher
in developing an after-school club for teen-
agers in which discussion of personal problems
increased insights into human relations.

The consultant at the public elementary school,
a psychiatric nurse, combined consultation with
training and direct service. She observed class-
rooms before participating in conferences de-

signed to assist staff members in identifying,
clarifying, and designing suitable approaches
to child problems. She collaborated in treat-
ment of particularly difficult children and, in



some cases, joined in parent interviews. She
developed a general human relations and child
development training proa'am for the faculty
and participated in a PTA program relating
school consu,talion to the national mental health
movement.

Parochial school consultation offered differ-
ent challenges. Since the school had no special
services personnel, the consultant worked di-
rectly with the principal and faculty. Classes
were larger, discipline was stricter, and the
climate was more authoritarian. Problem stud-
ents presented symptoms of severe disturb-
ance, social withdrawal, or learning disabilities,
but few behavioral difficulties. An eighth grade
sex education course was started by this con-
sultant and expanded the next year by another
into a composite sex education, family living,
and human relations laboratory. An attempt to
train a faculty member to teach this course un-
covered a conflict in role perception which may
occur when the demands of advances in educa-
tion place faculty in culturally inconsistent
positions.

At the special school, half of which is de-
voted to orthopedically or neurologically hand-
icapped children, the consultant's efforts were
directed mainly toward the teachers' problems
with acceptance of the disabled. Anxieties or
rejections articulated and dealt with through

.consultation became less likely to interfere with
progress of children in the classroom.

To extend a degree of service to those ele-
mentary schools in which consultation was not
active, Team I held regular meetings with pupil
personnel workers and psychologists from all
the sub-area schools. Specific cases were dis-
cussed. Some were accepted for evaluation or
brief intervention, and a broad range of topics
was explored. These included management of
suicide threats, significance of homosexual be-
havior, school and board of education politics,
family problems, classroom techniques, and
other issues concerning child development.

Team II. Team II consisted of one adult psy-
chiatrist, one chid psychiatrist, one psychia-
tric nurse, and one part-time physician. The sub-
area they served was urban, rapidly expanding
into suburbs. Housing was mainly high-rise or
garden apartment sub-developments off high-

speed highways. The population of approxi-
mately 50,000 was served by a very large shop-
ping center where Team II was housed.

The three senior high, five junior high, and
18 elementary schools were overwhelmed by the
sudden population increase. New schools in

construction could not -hope to cope with the
headlong growth of the school-age population
projected by the high percentage of young
families. In response to the crushing demand
for service, the system was redirecting the ef-
forts of pupil personnel workers and psychi-
logists by placing emphasis on consultation
rather than on testing and crisis intervention.

During the first year, Team II planned a pro-
gram to disperse its manpower in three care-
fully selected levels of the system:

1 Work with the pupil personnel workers and
psychologists for more rapid and effective diag-
nosis and treatment of children with identified
emotional problems

2. Work with the 26 principals in gfoup meetings,
to help them develop methods of working with
faculties to raise the level of mental health
knowledge among them.

3. Work with teachers and other staff members in
school conferences, utilizing specific cases to
help them with classroom management and the
handling of emotional problems.

The child psychiatrist helped an elementary
school staff to successfully maintain, in the
school setting, seriously disturbed children who
had been referred for residential treatment. The
children spent 1 hour daily with a teacher in
their own special class. The consultant met
weekly with this teacher and all others working
with the children to analyze the problems of
both children and staff. The understandings
gained by the teachers were carried over into
other situations, and the children involved re-
mained in the school.

On all three levels, consultation broadened
the range and impact of mental health skills,
and the team members learned a great deal
about the interpersonal patterns among school
staff and students. However, team members felt
that their efforts were spread too broadly for max-
imum impact. Consequently, during the second
year, Team II decided to refocus its efforts on
what it saw as the community's major problem
to be approached through mental health edu
cation coordinationthe problems of adoles-
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cence. After exploratory meetings with various
agencies dealing with adolescents, the team de-
cided to concentrate on working with one senior
high school.

With the principal's cooperation. regular
meetings were held with a group of teachers,
and a questionnaire to survey adolescent needs
was designed and distributed to the students.
Among the 24 questions for anonymous re-
sponse were a number relating to the students'
attitudes toward school personnel and authority
figures, personal problems, and hopes or de-
sires tor change in life situations. In conjunction
with this questionnaire, the team worked with
the school in developing a course in crisis man-
agement for all pe_onnel and later repeated
this training course in other schools.

Team III. Team Ill consisted of three psychi-
atrists and one mental health nurse. At the start
of the program,, two of the psychiatrists were
new to the area and knew little about the
Team's sub-area except its geographical bound-
aries.

The sub-area included over half of the catch-
ment population-110,000 people Within it were
small Negro ghetto communities of hlatant
poverty, communities in transition where middle
class Negroes leaving the city were displacing
white lower-middle class groups and an Air
Force base with an overwhelmingly white, mid-
dle class population. The 27 schools scattered
in this area were correspondingly dissimilar,
and the communities and problems were too
diversified to allow for a unified approach by a
team of four people.

The first task was to decide on the point and
methcd u entry. A Center social scientist` who
had done a participant observation study in the
poverty area offered to introduce the Team to
the community leaders. The Team's chief was
interested in working with ghetto residents in
mental health activities. The poverty area be-
came, therefore, the chosen point of entry.
Major emphasis was placed on a two-point
program:

1 Establishment of a walk-in clinic to provide
direct service, with an emphasis on evaluation
and training of community action volunteers as
mental health workers.

2 Efforts to make effective contacts as mental
health workers
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Until the second year, therefore, Team III did
net work as intensively within the schools as did
its counterparts However, the Board of Educa-
tion wps one of the first agencies approached
and a meeting was held with the pupil services
personnel working in the same area. At this
meeting, one psychiatric consultant arranged a
schedule whereby he met with each of eight
pupil personnel workers once a month for in-
dividual consultation. In many instances, he
accepted the child presented for evaluation at
the walk-in clinic, school, or the Center. A few
children were continued in individual or group
treatment.

A second psychiatrist; called to an elemen-
tary school in a crisis situation, used this in-
troduction as the basis for involvement with the
whole school. He provided regular consultation
to the school personnel and set up as a training
demonstration an activity group for latency-age
boys who had been presenting problems.

A third psychiatrist and the psychiatric nurse
entered the elementary schools through the
area supervisors. They worked with specific
problems and provided consultation for teach-
ers on classroom management. All Team mem-
bers worked with the PTA's in developing pro-
grams related to mental health, thus informing
and educating the area adults

During the next 2 years much more intensive
consultation was requested by one junior and
one senior high school in' the poverty area.
Group counseling and special classes were pro-
vided for boys entering high school and iden-
tified as having serious emotional, behavioral,
or learning problems. Consultation and training
were given to teachers and counselors working
with these boys. Consultation was also provided
to the principals on the management of crises
in these schools. Team III's approach in this
difficult setting illustrates the pragmatic manner
in which responses to a system's needs may
lead to effective cooperation between mental
health and education.

Team IV. Team IV, consisting of two psychi-
atrists and a psychiatric social worker, was de-
veloped during the program's second year to
serve the southern fringe of the countythe
largest, most undeveloped, and most sparsely
populated sub-area. The general economic level



was low, with many tenant farmers living well
below the poverty line.

Team IV began its field operations with an
intensive survey of existing community re-
sources. It was apparent that a major problem
for the inhabitantsinadequate transportation
facilitieswas also a major obstacle to delivery
of services. A second observation was that the
Team's acceptance by the community was large-
ly dependent upon its direct treatment services
to the community.

The Team met with school administrators,
general practitioners, public health nurses,
members of the clergy, the local Health Coun-
cil (a voluntary association), the Family Service
Association, the State Police, the Mental Health
Association, and a number of individual citizens
interested in community affairs. From this ex-
ploration emerged the decision to concen-tiaTe
activities in the public school system, the one
institution reaching into almost every home in
the area.

Most of the first year was spent establishing
consultation programs in the schools.. One psy-
chiatrist worked with a junior and a senior high
school, consulting with the guidance counselors,
the principal, and the teachers. This consulta-
tion centered on problem cases and on ad-
ministrative and orgamizational difficulties. Later,
identification of potential school drop-outs and
prevention of disorders became major concerns.

The second psychiatrist, at a junior high
school, provided direct treatment to difficult
adolescents and used these cases as training
situations for the counselors. He and a coun-
selor formed a group for several girls who were
causing disturbances to themselves and others.

The social worker met with the principals of
the six elementary schools. and a regular con-
sultation program was developed in four of the
schools. The reactions of the principals varied
and the process of negotiation had a different
course in each school. In one school, the con-
sultant was immediately welcomed and the prin-
ciple attempted to involve all her staff in the
new activity. In a second, the principal was not
sure that he wanted consultation. He met with
the consultant for several months, gradually
gaining confidence in her before he revealed to
her any of the problems in his school. A third
principal demonstrated that he did not wish

outside consultation by cancelling all appoint-
ments which were set up with him. In most
schools here, as in the other Team areas, the
consultant-consultee relationship took time and
effort to develop.

For direct service, two walk-in clinics located
in the school buildings were established. The
social worker screened students and coordin-
ated activities one-half day per week, and one
of the psychiatrists was available for direct
treatment in each clinic for the same amount of
time. Gradually, however, since there was little
utilization of this service, the clinics became
referral centers. A valuable by-product emerged
from one clinic experiencea very effective
consultation relationship with the principal, from
whom the psychiatrist had to get the clinic key
on each visit. A training program in human re-
lations for the teachers resulted from this re-
lationship, at the principal's request.

INTERVENTION IN A COMMUNITY CRISIS

In the area serviced by Team III, there were
only two remaining all black secondary schools:
a junior and a senior high. These schools be-
came part of a controversial desegregation plan
involving eight secondary schools in the sys-
tem.

Feelings about race relations became height-
ened and there was an urgent demand for as-
sistance with students, staff, and community,
The atmosphere was one of imminent crisis and
required quick and concerted action by all the
Center teams. Two consultants worked with an
inservice training institute at one of the ele-
mentary schools. Six members of the staff took
part in a student - faculty- community intensive
planning workshop for desegregation, of the
secondary schools.

The program's coordinator worked with the
desegregation project coordinator and the
workshop planners, consulted with the School
Board and superintendent, and participated in
the superintendent's faculty-community advi-
sory committee. This consultant also helped to
develop a coalition of community groups which
worked to organize community leaders, resi-
dents, and parents to support a smooth school
transition. Meetings of teachers, parents, and
interracial groups of students were organized.
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A short seminar for teachers in conjunction with
the unersity on intergroup problems in the
classroom was provided.

Many underlying discontents in regard to in-
terpersonal relationships within the schools
were brought to the surface and dealt with dur
ing this crisis. The Center staff was able to
assist more effectively with these disturbances,
then and later, because it already had an under-
standing of the school system and a sound
working relationship with many school per-
sonnel.

Although the Center staff was consulted on
issues pertaining to the management of special
problems within the system throughout its his-
tory of working with the schools, it was not
until the desegregation crisis that consultation
was requested on matters pertaining to the man-
agement and climate of the system as a whole.
However, without their extensive knowledge of
the place and people, it seems doubtful that the
Center staff could have given much effective
assistance. or even been consulted at all.,

EVALUATION

Methods for evaluating the program's impact
are still very primitive, but from the start the
Center has attempted to gather some informa-
tion on progress by:

1. A system for recording all contracts and ac-
tivities for the consultation itself and any chil-
dren considered in it

2. A weekly wcrkshop for program review.
3 Regular consultants' review and evaluation of

consultation with consultees
4 Annual program evaluation between the Center

staff and school administrators.
5. Written request at end of first year for assess-

ment of the service by all consultees.
6 Reactions of all pupil personnel workers ob-

tained at end of second year
7. A study of 1' 1 children in case consultation to

evaluate follow-through on consultation plans
and effectiveness.

8. The attempt to ,lesign in the third year, specific
projects with more concrete evaluation built in.

The overall staff evaluation, referring to
stated goals, agreed that:
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1 The staff obtained a good understanding of the
school system, its functioning. strengths, and
stresses

2 Good working relationships were established
with the superintendent and several of his key
administrators.

3 Consultation was requested and provided ex-
tensively on special problems within the system

4 Consultation on management and climate of the
system was requested and provided at a time
of community crisis.,

5 Intensive consultatiOn was offered to four senior
high, two junior high and 33 elementary schools
and principals, and consultation and training
was provided to all the 'psychologists, pupil
personnel workers, and a large percentage of
the counselors and teachers in the area .

6 The staff had direct contact with students and
parents through mental health education and
treatment, and through contact with the PTA'S.

7. The staff had limited influence on classroom
climate and eh, -iculum through staff teaching,
classes, and extracurricular activities in which
tliey were involved Some of the special dem-
onstrations have been incorporated into school
practice.

CONCLUSION

The Mental Health Center staff cannot over-
emphasize the importance of the establishment
of good relations, with mutual respect for each
other's disciplines and a minimum of jargon,
between school and Center.

Some teachers suffer from loneliness, feel-
ings of inadequacy, and problems of com-
munication which impair their efforts at help-
ing children. Sorely needed is teacher training
in human relations, group processes, and the
management of everyday problems in the class-
room.

Students, we have found, long for more rele-
vant school experiences. They want schools that
are geared to their personal needsschools
where they are respected, where they are taught
to have inquiring, problem-solving attitudes
toward life, and where they are helped to de-
velop satisfying human relationships.

The Community Mental Health Center can
significantly and positively affect the future men-
tal health of youthif it works with the schools,
preferably in the schools, and is allowed to
develop long-range programs.
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APPENDIX I

Additional CMHC-School Mental Health Programs

County of Santa Clara Community Mental Health
Center, San Jose, California

Tne county school superintendent's 'office has
ass.gned six school counselors to the Mental Health
Center foc, a period of 6 weeks each. They will par-
ticipate in all activities of the Center, e.g. participate
as members of the, multidisciplinary teams of the
Center s 24-hour emergency and walk-in service, as
group co-leaders in outpatient services, in the drug
,ouse and alcoholism programs etc. They receive
6 hours credit from a local state college for the time
spent

Two "mini-centers" located directly in schools
were estab:ished so that problems could be handled
immediately within the school setting, and so school
personnel could observe mental health rofessionals
in action and gain a better undersfal. ig of ways
of dealing with children's learning and behavioral
problems

Kennedy Child Study Center, Santa Monica,
California

A special priority clinic has been set up to assist
families with children who have been threatened
with expulsion from school. This service allows chil-
dren fo remain in school while being assisted.

Denver Community Mental Health-Center, Denver,
Colorado

The Center assists a school program of educa-
tional evaluation and remediation. This includes
planning with teachers and other school personnel
for modification of a child's educational program
whe, he is not succeeding in the regular class, and
supervising voluntee- tutors who can follow the
remedial prescription either at sciool or at the

The Center sponsors an educational lab program
and a crisis room program which attempt to modify
behavio, by personalizing learning. The programs
include classroom observations, in-classroom con-
sultation, development of individualized educationa'
prescriptions, and consultation to teachers re: group
tecnniques applied to the classroom setting.

Jefferson County Mental Health Center, Denver
and Lakewood, Colorado

A joint venture between the Jefferson County

School District and the Community Mental Health
Center has resulted in the establishment of a school
for children who are so emotionally disturbed that
they cannot tot, taught in a regular classroom, yet
who do not require placement in a residential facil-
ity Goal to return children to the regular class-
room within 2 years with appropriate followup The
school is staffed with both mental health and educa-
tion personnel.

Community Mental Health Center, Pensacola,
Florida

The Center's program includes projects in preci-
sion teaching and precise behavior management

Institute for Juvenile Research, Community Mental
Health Center, Chicago, Illinois

Teachers are trained by the Center in behavior
modification techniques which "sill enable them to
manage moderate to severe individual and group
classroom behavior problems.

Training and supervision is provided to eighth
grade students to enable them to tutor second
grade students in English and reading. Tutors par-
ticipate in weekly sessions focused on learning,
tutoring techniques and self-confidence instilling
techniques.

Comprehensive Community Mental Health Center
of Rock Island and Mercer Counties, Illinois

The Center will provide a 12-week course, 3
hours per week to assist teachers in Netter under-
standing learning theory and its application to the
classroom setting.

Prairie View Community Mental Health Center,
Newton, Kansas

The Center sponsors monthly consultation lunches
for elementary school principals, secondary school
principals and guidance counselors Consideration
is given to mental health related prohlr ns arising
in the school setting. Topics of these luncheon
sessions include behavioral problems of students,
drug abuse education, teacher evaluation, com-
munication among school personnel, parent con-
ferences, classroom management, and curricula
changes.
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Appalachian Comprehensive Community Mental
Health Center, Ashland, Kentucky

The Center offers a 10 lecture mental health
course for high school students Some of t!.e ob-
jectives are

io understand underlying causes of behavior
to become aware that different causes may be
behind the same behavior in different persons
and that the same causes may produce dif-
ferent reactions in different people
to make consistent atte pts to see things from
the viewpoint of other.,
to realize the effects one s behavior may have
on the behavior of others
to understand the relationship of mental and
physical health to success or failure in school

The Counseling Center Community Mental Health
Center, Bangor, Maine

The Center sponsors an inservice training "Men-
tal Health Course for School Personnel' which can
be used for certification credit by teachers

A special unit of the Centerthe School Service
Unitprovides crisis mterventi )n help for problem
children to prevent them from reaching more serious
stages of emotional disturbance

Boston University School of Medicine Community
Mental Health C,nter, Boston, Massachusetts

A joint committee of persons from the Division of
Psychiatry and the School of Education of Boston
University planned, with the representatives of the
school system, a class in an inner city school for
five to 10 children excluded or about to be excluded
from public schools in the catchment area. The
school system provided space and a salary for a
special teacher. the School of Education provided
special education consultation and graduate student
input the Mental Health Center provided mental
health consultation and support

Regional Mental Health Complex Community
Mental Health Center, Tupelo, Mississippi

The Center provided a 2-day inservice education
institute on classroom adjustment and management
problems for elementary teachers and other profes-
sional workers Institute workshop included case
presentations, reports. small group discussions.
films. and lectures

East Central Missouri Mental Health Center,
Mexico, Missouri

The Center is m th 3 process of helping one par-
ticular school system withan its catchment area to
restructure its public school philosophy along the
lines of that explained in William Glasser's Schools
Without Failure Some of the areas of discussion
with this particular school system are whether or
not competition among children is nealthy, the value
of offering grades. why kids sit in rows rather than
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makinj the classroom informal and offering a more
democratic student participation program

Malcolm Bliss Community Mental Health Center,
St. Louis, Missouri

The Center has developed a series of 16 video
taped television programs- together with a teachers'
guide for teachers within the St Louis metropolitan
area The purpose is to help teachers recognize and
cope with mild rr oderate and severe learning and
behavioral difficulties in children The series in-
cludes input from psychiatrists psychologists, social
workers special educators and regular classroom
teachers It is directed toward helping teachers
better understand how to handle problems in the
classroom and how to recognize problems that need
to be referred to a specialist.

Darmouth- Hitchcock Community Mental Health
Center, Hanover, New Hampshire

An important part of the Center's program is the
Psychoeducational Evaluation Program' to study

children's developmental and adjustment problems
in the areas of perception, cognition feeling, be-
havior. and to devise practical ways of fostering
growth where deficiencies exist. The program is:

also developing a teaching program for profes-
sionals in the fields of education and mental health

Sound View-Throgs Neck Community Mental Health
Center, Bronx, New York

The Center offered a three credit ''In-Service
Course on Group Dynamics and Process'. (under
the aegis of the Board of Education)a human
relations course for teachers and guidance coun-
selors aimed at improving interpersonal skills per-
sonal relations and effectiveness in working with
groups and organizations

Other programs include

Organizational Development Programintensive
work with three school principals Through
group and individual conSuitation, everyday
problems were utilized as the vehicle through
which the principals could develop skills in
problem-solving and effective decision making
and develop new styles of leadership

Guided Group Interaction Program for the
small percentage of disruptive delinquent youth
in school Guided Group Interaction calls upon
the tremendous, often untapped, human re-
source in the youth themselvesit uses peer
influence to get members to thini, and do. what
is wanted Focus of program is to establish
positive social norms that are relevant to these
students

Forum in School-Community Relations Dur-
ing the New York City school strike. staff mem-
bers of the Community Mental Health Center,
along with local community members, helped



plan and execute a forum in scnool-community
reiations It was felt that the Forum would pro-
vide an opportunity for all factions to have
their positions heard by oth3rs in an atmos-
phere of reason rather than 'n one of passion
which prevailed at the time Those who par-
ticipated In the Forum (over 130 parents, teach-
ers students principals and district adminis-
trators) felt it was a small example of how peo-
ple could work together cooperatively even in
chaotic times The Center has since received
several requests from parent associations to
help tnem organize similar types of workshops.

Further suggestions
Have Center consultants work with grass roots
community groups and PTAs as well as with
schools per se. Consultee should be the school-
community system rather than just the school
Have people from school-community system
on Center Advisory Boards r e a school prin-
cipal might become a member of the Center
advisory board
Have Center train community residents and
school personnel during summer months.
Open up field placements for education stu-
dents in Mental health Centers

Convalescent Hospital for Children, Community
Mental Health Center, Rochester, New York

The Center sponsors
primary teacher consultation groups
"personalized approach to learning'a spe-
cialized educational program for students who
have not adjusted to tne academic and institu-
tional requirements of the school system
early detection and remediation of learning
disabilities All teachers involved in this pro-
gram meet regularly with the consultant The
sessions attempt to help the teacher better
understand, deal with, and accept the broad
range of pupil types in his classroom.
program to enhance the skills of guidance
counselors The mental health consultant leads
a case oriented discussion group for guidance
counselors concerned with therapeutically re-
limo to parents and students.

program to train guidance counselors to sevc
as mental health consultants for groups o
primary school teachers
mental health consultation to a day care anr!
child care center

Rochester Mental Health Center, Rochester,
New York

The Center is involved in a clinical teacher trair-
ing project for the educational improvement of emc-
tionally handicapped children Training includes
monitored observations through one-way viewing
screens at the Mental Health Center. didactic dis-

cussions seminars on behavior, modification prin-
ciples and analysis c,f video taped sessions dem-
onstrating teaching strategies Methods are taught
through the use of micro teaching sociodrama and
role playing

W. H. Trentman Mental Health Center, Raleigh,
North Carolina

The Center provides part-time placement of psy-
chology students and social work students in school
settings

The Center conducts workshops far teachers
counselors and princrpals regarding mental health
in the classroom

Falls View Mental Health Center, Cuyahoga Falls.
Ohio

The Center sponsors a Youth Services Prcgram
designed to prevent hospitalization by treat:rig' ado-
lescents on an out-patient basis before they tneed
hospitalization

Central State Community Mental Health Center.
Norman, Oklahoma

The Center provides consultation to a school
drug education program and sponsors a Pre-Drop
Out student volunteer program

Thomas Jefferson University, Community Mental
Health-Mental Retardation Center, Philadelphia,
Pennsylvania

The Center conducts staff development seminars
for school personnel. using interaction analysis and
microteaching techniques Interaction analysis is a
tool for helping teachers conceptualize teaching in
terms of the actual behaviors they perform in the
classroom and the kinds of student behaviors they
engender. Microteaching is designed to be a non-
threatening laboratory situation in which teachers
can receive feedback about their teaching strengths
and weaknesses and also practice specific teaching
skills.

Hahnemann Community Mental Health and
Retardation Center, Philadelphia, Pennsylvania

The philosophy underlying the Center s activities
with the schools is one of helping the system to
change in such a fashion as to make it more re-
sponsive to the broad needs of children Mental
health staff conduct a workshop. "Children s Class-
room Behaviors -then: Implications for Teachi,ig
Strategies The primary focus of mental health
consultation is to, keep the problem child in the
classroom and to assist the teacher in finding solu-
tions to his problems within the classroom setting

Pennsylvania Hospital Community Mental Health
Center. Philadelphia, Pennsylvania

A special Unit (composed of six mental heath
professionals) of the Centel was designated to lam!
state changes in thr educat,wal institutions system



structure The university's role was defined as
attenipting to identify ,.^:ithin the child s school ex-
perience those psychological components which
ha, r: a lasting impact on the developmental growth
pr cess particularly tfir)se related to ego function-
ing PI21/elltIOr; of dis,ibihtie at-.J cnnancing of so-
cial compr,:tcnce of student, and school personnel
become the Unit s goal

An uxtension o,f the cuncept of primary prevention
to assist school: in developing the capacity to be-

come their own resource
Consultation to neip individual teachers develop

strategies and programs for working with problem
children working with team teaching leaders to
develop their group leadership skills and providing
a group experience for some of the staff interested
in examining in-school working relationships
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