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Abstract

Learning collaboratives (LCs) have often been used to improve somatic health care quality in hospitals and other medical
settings, and to some extent to improve social services and behavioral health care. This initiative is the first demonstration
of a national, systematic LC to advance comprehensive school mental health system quality among school district teams.
Twenty-four districts representing urban, rural, and suburban communities in 14 states participated in one of two 15-month
LCs. Call attendance (M =73%) and monthly data submission (M =98% for PDSA cycles and M =65% for progress meas-
ures) indicated active engagement in and feasibility of this approach. Participants reported that LC methods, particularly data
submission, helped them identify, monitor and improve school mental health quality in their district. Qualitative feedback
expands quantitative findings by detailing specific benefits and challenges reported by participants and informs recommenda-
tions for future research on school mental health LCs. Rapid-cycle tests of improvement allowed teams to pursue challenging
and meaningful school mental health quality efforts, including mental health screening in schools, tracking the number of
students receiving early intervention (Tier 2) and treatment (Tier 3) services, and monitoring psychosocial and academic
improvement for students served.
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Schools and districts are well-positioned to support student
mental health and wellness. Given the compelling evidence
in favor of early intervention and prevention of children’s
mental health risks (Kieling et al., 2011; Kessler et al.,
2007) and the well-documented gap between children’s
need for and access to mental health services (Merikangas
et al., 2010), schools are an ideal setting for delivering a
full continuum of student mental health services and sup-
ports (Rones & Hoagwood, 2000; Weist & Evans, 2005).
Accordingly, a comprehensive model of school mental
health (SMH) has grown in the past several decades and
federal investments have been made to support the prolif-
eration of more comprehensive, high-quality SMH systems
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performance standards in the USA define comprehensive
SMH systems as collaborative partnerships between school
systems and community mental health programs to provide
a full array of prevention, promotion and treatment services,
including evidence-based practices and quality improvement
processes (Connors et al., 2016; Hoover et al., 2019). The
current study provides initial support for a learning collabo-
rative model to drive SMH quality improvement for school
districts striving to deliver comprehensive SMH.

Learning collaboratives (LCs) are a strategy to improve
health care practices by speeding up the translation of
evidence-based science into usual care practice (Nadeem,
Olin, Hill, Hoagwood, & Horwitz, 2014). LC targets, set-
tings, and participating teams vary widely, but most LCs
include common methods such as in-person learning ses-
sions, phone meetings, data reporting, leadership involve-
ment, and training in quality improvement (Nadeem et al.,
2014). Although LCs have been extensively used in health
care to address care quality issues such as infant mortality
(Ghandour et al., 2017; Hirai et al., 2018), asthma (Mold
et al., 2014) and sickle cell disease (Oyeku et al., 2012),
LCs are a relatively newer strategy applied to improving
behavioral health care quality. For instance, LCs have been
conducted to improve depression identification and care on
college campuses (Chung et al., 2011), implementation of
evidence-based treatments for trauma (Hanson, Self-Brown,
Rostad, & Jackson, 2016; (Hanson et al., 2016; S Hoover
et al., 2018), foster care placement stability (Conradi et al.,
2011) and engagement in early childhood intervention pro-
grams (Haine-Schlagel, Brookman-Frazee, Janis, & Gordon,
2013). Similar to LCs, professional learning communities
(PLCs) have a long history in education for school improve-
ment, educational reform, and teaching practice improve-
ment (Stoll, Bolam, McMahon, Wallace, & Thomas, 2006).
PLCs share many elements of LCs (i.e., shared vision or
purpose, collaboration and shared learning among a commu-
nity of professionals) but often do not reflect the same level
of structure as LCs with learning sessions, quality improve-
ment training, rapid-cycle tests of change and data reporting.

LCs are best suited to advance the use of evidence-based
approaches in practice by speeding the processes of inno-
vation, diffusion and implementation (Nix et al., 2018).
Despite ample evidence for the effectiveness of SMH on
student outcomes (Bruns, Walwrath, Glass Siegal, & Weist,
2004; Durlak, Weissberg, Dymnicki, Taylor, & Schellinger,
2011; Flannery, Fenning, Kato, & McIntosh, 2014; Green-
berg et al., 2003; Kase et al., 2017; Sanchez, Cornacchio,
Poznanski, Golik, & Comer, 2018; Taylor, Oberle, Durlak,
& Weissberg, 2017) and the factors that contribute to suc-
cessful SMH systems (Langley, Nadeem, Kataoka, Stein, &
Jaycox, 2010; Hoover et al., 2019), districts and schools have
yet to achieve widescale adoption of comprehensive school
mental health systems (Hoover et al., 2019). Implementation

of evidence-based mental health practices in schools is
inconsistent at best (Dix, Slee, Lawson, & Keeves, 2012;
Hoagwood, et al., 2001; Lendrum, Humphrey, & Wigels-
worth, 2013) Also, there are also numerous practical and
fiscal barriers to delivering a full array of prevention, early
intervention, and treatment services within schools across a
district (McIntosh, Kelm, & Canizal Delabra, 2016; Pinkel-
man, Mcintosh, Rasplica, Berg, & Strickland-Cohen, 2016).
Finally, school-community partnership models have been
established, but the quality of these partnerships is often
limited and the degree to which they occur nationally is
unknown (Weist et al., 2012).

Accordingly, there have been significant efforts to advance
high-quality comprehensive SMH for schools and districts
nationwide (Rones & Hoagwood, 2000; Stephan, Paternite,
Grimm, & Hurwitz, 2014; Stephan, Hurwitz, Paternite, &
Weist, 2010; Weist et al., 2019; Weist et al., 2009a, Weist,
Paternite, Wheatley-Rowe, & Gall, 2009b). Numerous dis-
trict and school teams engage in self-assessment and quality
improvement to ensure they have a multi-tiered system of
support (MTSS) in place for meeting students’ individual
education and behavioral needs (c.f. SWPBIS Tiered Fidel-
ity Inventory, (Algozzine et al., 2017); Interconnected Sys-
tems Framework Implementation Inventory, (Splett et al.,
2016); SMH Quality Assessment, (Connors et al., 2016). In
recent years, federal funding supported the development and
dissemination of national performance standards for SMH
system quality and sustainability in order to drive a consist-
ent standard among schools and districts nationwide (Con-
nors et al., 2016). However, school and district teams likely
need structured, ongoing technical assistance and support to
identify and improve their system quality.

Given the promising literature supporting LCs as a viable
approach to QI for other system improvements in health and
behavioral health, this method has the potential to advance
innovation and improvement in comprehensive SMH as
well. Despite some targeted quality improvement efforts in
SMH, there is virtually no literature describing the use of
LCs to improve SMH system quality. Only one study docu-
ments the use of an LC to improve SMH, and it was lim-
ited to SMH in school-based health centers (which exist in
less than 3000 schools nationally) and focused primarily on
tertiary services (Stephan, Connors, Arora, & Brey, 2013;
Stephan, Mulloy, & Brey, 2011). This 15-month LC with
19 school-based health centers in 6 states was successfully
implemented and shown to result in an increase in provid-
ers’ use of evidence-based practices and improvement in
service quality indicators (e.g., screening, risk assessment,
diagnostic and procedural coding) and collaborative care
quality indicators (e.g., communication between providers
and effectiveness of referral processes).

The current study piloted an adapted version of the Insti-
tute for Healthcare Quality Breakthrough Series Model
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(IHI BTS) Model and the Model for Improvement (Langley
et al., 2010) to drive quality improvements in SMH among
25 school districts in 14 states. Based on the description
of feasibility as an implementation outcome described by
Proctor et al. (2009), we examine the likelihood that the LC
method can be successfully used to improve SMH quality
based on participating teams’ engagement and experience.
Engagement was measured by LC call attendance and data
submission, and experience of the LC was assessed using a
mixed methods survey.

Methods
Participants

Twenty-five school district teams of approximately six team
members each committed to participate in a 15-month learn-
ing collaborative focused on improving SMH system qual-
ity and sustainability. Twelve teams participated in the first
cohort and 13 teams participated in the second cohort for a
total of 25 teams across the two cohorts. Of note, one district
participated in both cohorts, so the 25 teams were from a
total of 24 districts. A request for applications (RFA) was
developed by faculty and staff at the National Center for
School Mental Health (NCSMH) with feedback from exter-
nal project advisors and disseminated via a national listserv
of approximately 2000 subscribed individuals as well as by
project advisors and the NCSMH advisory board. District
teams identified and obtained commitments from a core
team, including at least 1 representative from each of the fol-
lowing groups: (1) school district or community leader, (2)
school building administrator (e.g., Principal, Assistant Prin-
cipal), (3) school-employed supervisor/director (e.g., district
school psychology supervisor), (4) community-employed
supervisor/director (e.g., clinical director of a community
behavioral health organization that provides SMH services),
and (5) youth or family member or advocate. Applicants
were asked to have the capability to access basic school sys-
tem and/or behavioral health system data including student
population, SMH service delivery, and school outcomes, as
well as internet and phone access to participate in virtual
learning experiences.

LC teams represented small, medium and large districts
in rural, suburban, and urban areas (see Tables 1 and 2 for
district characteristics). In total, these districts served 1446
schools, with each district serving anywhere from 2 to 680
schools. LC districts served approximately 815,222 stu-
dents, with each district/school serving anywhere from 600
to 386,261 students. Although the RFA guidelines, applica-
tion process, and dissemination strategy were identical for
both cohorts, Cohort I teams represented primarily medium
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and large school districts and Cohort II teams represented
primarily small and medium school districts (see Table 1).

Design

Our LC was an adapted version of the Institute for Health-
care Improvement Breakthrough Series Model (IHI BTS;
see Fig. 1). The LC started with a pre-work conference call
and a 2-day, in-person learning session. Action period calls
were held each month for which all teams were asked to
submit progress measures and at least one Plan-Do-Study-
Act (PDSA) cycle (See Fig. 2 for a sample). PDSAs were
used to document specific changes in school mental health
quality or sustainability. Teams did not address all drivers of
SMH system quality with their PDSAs during the LC, which
would not have been practical or realistic for the 15-month
period. Instead, they focused, as encouraged, on those driv-
ers of most importance for their district. Action period calls
focused on reviewing and discussing observed changes in
progress measures and reviewing PDSAs to facilitate shared
learning and accelerate innovative and effective quality
improvement cycles. Action period call agendas were set
by ColIN developers. Calls started with a “roll call” to track
attendance and welcome participants, followed by approxi-
mately 5-10 min for shared learning on any special topics or
resources the teams requested between calls or live during
that agenda item. Next, 4-5 PDSAs were selected by ColIN
developers for teams to present and invite feedback from
the group aloud or in the chat box function. PDSA selec-
tion was decided by the study team on a rotating basis to
ensure all teams had the opportunity to present numerous
times throughout the LC. PDSA selection was also based on
ensuring exemplar quality improvement methods and diverse
areas of school mental health innovation could be dissemi-
nated to the group. Run chart data were reviewed for some
or all domains, depending on time and signals in the data to
discuss. There were approximately 25 LC participants who
attended each call (i.e., two team members per team), plus
study team faculty and staff.

The most notable adaptation of our LC model as com-
pared to the traditional IHI BTS model is that our follow-up
learning sessions were held virtually for 90 min long instead
of 2-day, in-person follow-up learning sessions. This was
driven primarily by limited time and cost resources of par-
ticipating teams. Learning sessions focused on best practices
of interest to teams by presenting in-depth didactic content
from expert faculty as well as sharing practice-based evi-
dence. As opposed to the action period calls which focused
on PDSA and data submission sharing and discussion, the
learning sessions emphasized learning from expert faculty,
with teams invited to present PDSA or data submissions
aligned with that topic. Expert faculty also held individual
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Table 1 Participating district

O Team Cohort Track State  Schools Student population Urbanicity? % families w/children
characteristics below poverty line
1 1 S CA 8 4100 2 41.30
2 1 S MA 5 6953 1 6.40
3 1 S CA 32 21,800 1 9.60
4 1 S CA 15 8029 1 9.80
5 1 S CT 20 15,715 2 11.60
6 1 Q MD 188 84,976 1 24.60
7 1 Q IL 680 386,261 1 25.20
8 1 Q ™ 156 85,795 1 22.10
9 1 Q MN 76 35,356 1 1.70
10 1 Q IL 1 1700 1 12.90
11 1 Q WI 2 1175 3 15.60
12 1&2 QthenQ+S KS 10 4577 4 27.80
13 2 Q CA 19 30,000 1 16.30
14 2 Q NY 5960 1 4.80
15 2 Q MN 907 6 8.00
16 2 Q NH 1100 7 18.80
17 2 Q NH 1963 2 0.50
18 2 Q RI 42 24,000 1 30.40
19 2 Q CA 16 11,249 1 7.20
20 2 Q MN 8 3000 4 10.60
21 2 Q+S NC 19 12,574 2 11.50
22 2 Q+S DC 113 48,439 1 23.30
23 2 Q+S CA 6 3086 1 22.60
24 2 Q+S NH 4 520 7 13.90

#Urbanicity is based on the US Department of Agriculture Rural-Urban Continuum Codes, in which coun-
ties coded 1-3 are in metro areas, 4—7 are in urban areas and 8-9 are in rural areas

team calls as requested by teams, which ended up ranging
from 1-3 calls during the entire LC.

Measures
LC Engagement

Team engagement in the LC was assessed by three meas-
ures, (1) monthly call attendance, (2) virtual learning session
attendance, and 3) data submission of PDSAs and progress
measures. Participants received several reminders about
monthly calls, learning sessions, and data submission to
improve the likelihood of engagement in each type of activ-
ity. Attendance was based on at least one team member join-
ing learning sessions. PDSA submission was defined as sub-
mitting a PDSA with at least the “plan” section completed.

Progress measure submission was defined as completing
at least one process or outcome measure per month. There
were six quality process measures, one quality outcome
measure, five sustainability process measures, and one sus-
tainability outcome measure that were tracked in run charts

and reviewed on calls (see Figs. 3 and 4 for sample run
charts). Monthly measures included mean scores from the
School Mental Health Quality Assessment (SMH-QA) and
the School Mental Health Sustainability Assessment (SMH-
SA). The SMH-QA and the SMH-SA assess district team
self-reports of comprehensive SMH system performance
on 12 key domains (Connors et al., 2016). Mean scores
in the 1.0-2.9 range are considered “emerging,” 3.0-4.9
are considered “progressing,” and 5.0—6.0 are considered
“mastery.” Teams completed the SMH-QA and SMH-SA
on a web-based quality improvement system, The SHAPE
System (www.theSHAPEsystem.com) where they could log
into their team account, complete measures, and automati-
cally view reports. The five quality process measures used
for the LC were mean scores on each of the six SMH-QA
domains, as follows: (1) teaming; (2) needs assessment/
resource mapping; (3) screening; (4) evidence-based ser-
vices and supports; (5) evidence-based implementation; and
6) data-based decision making. The quality outcome meas-
ure was the number of students receiving early intervention
(Tier 2) or treatment (Tier 3) services and supports with any
improvement (since their baseline assessment) in academic
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Fig. 1 Adapted breakthrough series model for school mental health LC

or psychosocial domains (selected by each team).The five
sustainability process measures used for the LC were mean
scores on each of the five SMH-SA domains, as follows: (1)
funding and resources; (2) resource utilization; (3) system
quality; (4) documentation and reporting of impact; and (5)
system marketing and promotion). The sustainability out-
come measure was the number of domains on the SMH-SA
with a mean score of mastery (5.0-6.0).

LC Experience

An online survey querying participants’ experiences of the
LC was e-mailed to all individual members of district teams.
The survey included questions about professional charac-
teristics (i.e., degree, discipline, years in current position,
years in mental health), ratings from 1 (“Strongly Disagree”)
to 5 (“Strongly Agree”) on four items about LC objectives
and open-ended questions about benefits, challenges, and
recommendations for the LC. Survey administration time
was approximately 20 min and up to five reminders were
sent via email.

Analyses

Quantitative data were cleaned and checked for accuracy
among data submission portals, data tracking forms, and
call recordings. Descriptive statistics including percentages
and frequencies were calculated as well as intercorrelations
between the number of PDSA cycles and number of domains

Maintain Gains
Replication
Dissernination

with reported improvement. Qualitative data were analyzed
using a grounded theory approach using NVivo software
(Charmaz & Bryant, 2007). Open codes were applied by
question type and collapsed into a refined set of focus codes.
Data were re-coded in an iterative fashion as necessary dur-
ing codebook refinement. Two coders were involved in cod-
ing with one additional author to provide review of codes
and themes after they were developed.

Results
Learning Collaborative Engagement
Monthly Call Attendance

A total of 15 monthly calls were conducted. Across both
cohorts, teams attended 11 calls (73%) on average; the
median number of calls attended was 13 (87%), and the
range of calls attended was 3 to 15.

Virtual Learning Session Attendance

Teams in Cohort I could attend up to three virtual learn-
ing sessions. Three Cohort I teams (25%) missed one ses-
sion, but nine teams (75%) had 100% attendance across all
three sessions. Teams in Cohort II were offered four ses-
sions. Learning session attendance in Cohort II ranged from
zero to four sessions (mean =23 sessions). Five Cohort II
teams (38%) had 100% attendance across all four sessions,
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PDSA WORKSHEET

Site name: Apple Ridge Schools

| Dateoftest: 101018 | Test Compietion Date: 10112119

Which change idea does this test? Imp

1

yint in Tier 2 and 3 services and supports (CHANGE IDEA) to improve

Labe "

our ability to make data-driven deetsuons about studont suppoﬂ  needs over time.

Which quality improvement priority or SHAPE domain is test related? Impact

provide easy access to one that tracks an outcome they care about for students receiving
mental health treatment (Tier 3)

Briefly describe the test: Ask the SMH clinicians to administer the PHQ-9 to 1 student each
and report back on the feasibility and acceptability of using this measure on a monthly
basis

What do you predict will happen? The clinicians will administer the PHQ-9 but have different
kinds of feedback about how feasible it would be to complete monthly based on their other
roles and duties

PLAN

PLAN DO: Test the changes.
What questions do you want this test to answer? Will 2 school mental health clinicians (a Was the cycle carried out as planned? Yes (1 No
school social worker and community-partnered clinician) use 1 progress measure if we Record data and observations.

The clinicians administered the PHQ-9 and both used the paper-and-pencil version.

What did you observe that was not part of our plan?

They collected the data and reported back but never used it at all for treatment. We think this
means we need to take step back and understand how valued progress monitoring is and how
it could be used to inform their work with students

STUDY:

Did the results match your predictions? Yes (1 No

Compare the resut of your test to your previous

Person
List the tasks y to complet sponsibk
this test (whaf) (who) When

consistency. At least now they are implementing the same measure, which is an

performance:
Ewthe last PDSA we asked clinicians to report the measures they are using and found
mprovement

1. Meet as a team to review NCSMH- [Lucy, Charlic and|10/12/19
provided Tier 2 and 3 definitions [Linus
and discuss if we need to

ARS

What did you leam?

2. Meet as a team to clarify which
services and supports quality as
tier2or3

[Cucy, Charlie and[10/12/19
ILinus

ARS

ACT: Decde fo Abandon, Adapt, Adopt

L Abandon: Discard this change idea and try a different one.

L Adapt: Improve the change and continue testing.
Describe what you will change in your next PDSA
Next we will provide a reminder card with the measure with tips on how to use

the results with the student to see if that improves their use of the data, and in

5 a future PDSA we are going to test ways to enter these data and scale up if it
works!
How will you know that the change is an improvement? Plan for collection of data: This change will ml
be an improvement because two different types of SMH clinicians will collect the same - %ﬁ:ﬁmmtmammwmmwm

Fig.2 Sample PDSA

Monthly: % of Students in Tier 2/3 With
Improvement (Outcome Measure)

35% 1
30% A
Goal
25% A
Median
20% + Mean
15% -
10% -
5% A
0%‘% (A L L N B
7)) o [ 7))
2 988385 s 555z @8
@g;<owc'-‘;~<mm@g;
N S8 RNBRNR8E8BER8S
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Fig.3 Sample run chart—quality outcome measure
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Fig.4 Sample run chart—quality process measure from SMH-QA
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Table 3 PDSAs submitted }oy Improvement domain Total number of Range of submis-  # Sites that
school mt.:ntz?l health domain PDSAs sions by site reported
(N=25 districts) improvement®
Quality indicators
Screening 65 0-14 18
Evidence-based services and supports 32 0-10 16
Evidence-based intervention 9 0-7 16
Needs assessment and resource mapping 25 0-9 21
Teaming 64 0-12 20
Data-based decision making 63 0-13 19
Sustainability indicators
System quality 17 0-7 9
System marketing-promotion 15 0-7 7
Funding and resources 23 0-8 9
Documentation and reporting 21 0-10 8
Resource utilization 13 04 7

?Any improvement between baseline and most recent data submission. For screening, improvement means
the numerator and/or denominator was greater than zero (baseline)

four teams (31%) attended three (75%) sessions, two teams
attended two (50%) sessions, and one team didn’t attend any
of these sessions. Overall, learning session attendance for all
participating teams across both cohorts was 78.3%.

PDSA and Measures Submission

Teams were asked to complete one PDSA per month, but
some completed and submitted more. Over the 15-month
LC, teams produced an average of 14.7 PDSAs across the
various domains (range =3 to 54, median=12, mode =38). In
terms of PDSA content across teams and cohorts, teams sub-
mitted the most PDSAs in the screening domain (N= 68"
and the least in evidence-based implementation (N=9). For
screening, two teams completed 12 and 14 PDSAs, respec-
tively, thus positively skewing the number of PDSAs com-
pleted in that domain. Table 3 displays PDSAs by domain.
Teams submitted measures an average of 9.7 times over the
course of the LC (range=1 to 14 submissions; median=10;
mode = 14). Five teams submitted progress measures for one
to 5 months, which is less than 33% required progress meas-
ure data submission.

Domains with the highest number of teams reporting
improvement were screening (N =18, 75% teams with
improvement), needs assessment/resource mapping (N=21,
84%), teaming (N=20, 80%), and data-driven decision mak-
ing (N=19, 76%). These were also the domains in which
teams submitted the most PDSAs. Number of PDSA cycles
was positively associated with number of domains with

! IThis total is driven in part by two teams who produced a large pro-
portion (N=26) mental health screening PDSAs.

reported improvement (r=.435, p=.034) for the 25 teams
with improvement. However, at the team level, the number
of PDSAs submitted in each domain was not clearly linked
to whether teams reported improvement in that domain dur-
ing the collaborative. Twenty-four (96%) of teams reported
improvement in at least one domain by the end of the collab-
orative, and most teams reported improvement in numerous
domains. None of the teams were able to report the quality
outcome at the beginning of the LC. However, after building
expertise and capacity around this metric, 14 (56%) were
able to report the denominator of this measure (i.e., number
of students receiving Tier 2 or Tier 3 services and supports),
and six (24%) were also able to report the numerator (i.e.,
number of those students who had improvements in educa-
tional or psychosocial functioning).

Learning Collaborative Experience

Forty-nine participants, representing 20 of the 25 LC teams,
completed the LC Experience Survey. There was an average
of 2.2 team members per team who completed the survey
(range=1 to 4).

Quantitative Results

Participants reported that LC participation led to improved
practices or policies in at least one domain. On a scale of
1 (“Strongly Disagree”) to 5 (“Strongly Agree”), they indi-
cated that completing monthly data on the performance
measures helped them identify (M =4.17, SD=1.03) and
monitor (M =4.00, SD=1.12) important areas of improve-
ment. They also agreed that completing the PDSAs helps
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to produce real change in the identified domain (M =4.22,
SD=0.88).

Qualitative Results

Theoretical coding resulted in four themes. Three themes
included codes on both benefits and challenges. The top two
benefits and challenges (i.e., at least five coded instances)
for each theme are listed with code frequency, number of
teams who endorsed the code, and an illustrative quote in
Table 4. One theme, “SMH performance improvements,”
only describes benefits. Top benefits with code frequency,
number of teams who endorsed the code, and illustrative
quotes are also provided in Table 4.

First, a wide variety of benefits and challenges related to
team processes were reported. In terms of benefits, 10 teams
reported improvements in their communication and/or coor-
dination as a result of the LC, which also provided structure
and efficiency to their work by offering a system for account-
ability, support, and shared focus. Other team process ben-
efits noted were strengthened district-community partner-
ships (9 codes, 3 teams), assistance using data to inform
decisions (8 codes, 8 teams), and facilitated shared learning
among teams in the LC (6 codes, 6 teams) and within dis-
tricts (5 codes, 3 teams). Within the team processes theme,
the greatest challenge reported was limited time (21 refer-
ences, 12 teams). This referred to LC activities but mostly
the time for teams to meet with one another to develop and
run PDSAs, collect and use data, and keep their communi-
cation and momentum up in between LC calls. A need for
more buy-in and/or engagement from the LC team, including
some references to needing a larger team was noted by 10
teams (10 codes). Other team process challenges were keep-
ing teams connected, perhaps also due to time constraints (8
codes, 7 teams), team member turnover (2 codes, 2 teams)
and a sense of stress on team members during participation
(2 codes, 2 teams).

Second, LC methods and structure came up frequently in
participant’s report of benefits and challenges. Many teams
reported that the quality improvement (QI) methods they
learned were useful (10 codes, 9 teams) and that the LC
offered valuable resources and technical assistance (TA, 9
codes, 8 teams). On the other hand, the QI methods such
as PDSAs were quite new for most teams and took time to
adopt (7 codes, 6 teams). Collecting and reporting monthly
data was difficult due to data system constraints and focus on
specific metrics to evaluate quality (7 codes, 6 teams). Only
one team member mentioned that LC teams all working on
different goals was a challenge and another mentioned that
learning the language of the LC and the measures was new.

Third, school mental health system performance improve-
ments in various aspects of quality and/or sustainability were
noted by over half of reporting teams. Among those who
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reported the LC resulted in more or better SMH services (16
codes, 10 teams), some referred to general service effective-
ness improvements, increasing the scope of services, improv-
ing reach to students in need and greater focus and/or improve-
ments in specific areas (e.g., screening and triage procedures).
Sustainability improvements were reported as benefits by 4
teams (7 codes), which ranged from strategies to leverage new
resources and more effectively allocating existing resources
to maximizing billing opportunities and identifying grant
mechanisms.

Finally, several broader system factors were acknowledged
as contributing to both benefits of and challenges to LC partici-
pation. On the one hand, the LC reportedly led to an enhanced
recognition of the importance and value of SMH generally,
as well as teams recognizing their own strengths and areas of
growth related to their SMH system (10 codes, 7 teams). The
LC also enhanced explicit support for SMH development and
improvements from stakeholders throughout the district and
local community (8 codes, 6 teams). However, some broader
system factors also challenged LC teams, such as limited SMH
funding, constraining their ability to make desired improve-
ments (5 codes, 3 teams). Also, one team cited leadership
changes as a challenge to their participation and another noted
difficulty making changes within a large, bureaucratic school
district system.

In terms of recommendations for improving the LC,
participants’ most frequent request was for more techni-
cal assistance (TA). This ranged from general TA support
requests such as “more training and resources,” individual
calls with expert faculty, and more training on the QI pro-
cess including designing improvement plans and PDSAs
based on measures (12 codes, 8 teams). Participants also
recommended additional feedback on and help with data (8
codes, 7 teams), including support with data collection and
interpretation, using run charts “both as a self-assessment
tool and also as a performance metric,” and “more clarity
on [SMH-QA and SMH-SA] questions.” The other common
recommendation centered around the in-person and virtual
learning sessions. Specifically, teams recommended more
interaction with fellow LC teams (4 codes, 4 teams) and/or
another in-person learning session (3 codes, 2 teams). Vari-
ous recommendations were also made to improve the virtual
action period calls including technology improvements (e.g.,
chat box size, adding video capability) and focusing virtual
calls on specific topics at a time (which was used toward the
end of the LC).

Discussion
Schools hold great promise as a venue to promote youth

mental health and to address mental health challenges early.
However, established models of comprehensive school
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Table 4 LC benefits and challenges: qualitative themes and illustrative quotes

Themes Ncodes N teams® Illustrative quote
Team processes
Benefits
Improved team communication/coordination 17 10 We are better organized and better integrated (district and community pro-

viders). There is increased respect and relationships.

Provided structure and efficiency 14 9 [LC] has made us accountable in setting goals/outcomes, tracking data and
conducting ongoing assessments on how we are integrating mental health
supports in our schools.

Challenges
Lack of time 21 12 Finding times to meet has been most difficult as most of the team members
have many responsibilities.
Needed more buy-in and/or engagement 10 10 We haven’t had as large a team participate as we had hoped so it’s fallen on

the two of us to do most everything.
LC methods and structure

Benefits
Learned useful QI methods 10 9 ‘We have learned the value of going slow and doing this right with testing
the change. This has been helpful in getting our Universal Screener going
and developing training programs for Tier 2.
Provided needed resources and TA 9 8 We are learning about new strategies and receiving information about new
resources that are available to our school system.
Challenges
QI methods took time to adopt 7 6 We are having a difficult time keeping up with PDSA’s, SHAPE surveys,

etc. Schools seem to work at a slower pace with all the meetings and col-
laborating that needs to take place to start something new and that doesn’t
tend to align with the LC schedule.

Reporting data was difficult 7 6 It has been difficult to figure out how to...operationalize some of the [data
requirements]—particularly around screening #s and #/ % improving
given our current data systems.

SMH performance improvements
Benefits

Led to more or better SMH services 16 10 Our system has improved across the board regarding implementation of the
National Performance Measures, which has, in turn, translated into better
services for students, stronger and more sustainable partnerships with
community mental health agencies and universities, improved practices
regarding identification of students and progress monitoring, and the
adoption of policies and strategies that place school mental health as a
central focus for district improvement.

Led to more sustainable SMH services 7 4 [LC benefits were] increased awareness of ... additional means to obtain
funding for program growth. [Also,] increased marketing of program
services by district, students and parents.

Broader system factors
Benefits

Enhanced recognition of SMH 10 7 In [District], we know we have an issue with mental health in and out of
the school community. It has been discussed and really put to the side for
many years. LC has offered us the opportunity to bring this to the top of
the page and to include many agencies within our area.

Enhanced support for SMH 8 6 We have received a lot of support from the LC team which has also resulted
in support from our local district and mental health center.

Challenges

Limited funding 5 3 Our LC team has experienced multiple challenges, but the most concern-
ing is funding...School districts in [State] are struggling to get fair and
adequate funding for public schools, and the area of mental health is
always on the chopping block.

422 of the 24 teams provided qualitative feedback
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mental health systems (CSMHS) require an investment
in the structures and practices necessary to support a full
continuum of mental health supports and services with the
partnership of students, families, and community-based
organizations (Hoover et al., 2019). LCs are one approach
that may be particularly feasible and effective to help school
and district teams advance the comprehensiveness of their
local school mental health systems. This study investigated
the feasibility of applying a well-established LC model, the
IHI BTS, to improve quality and sustainability of SMH in
25 districts across the USA.

Overall, our findings indicate that LC engagement was
strong as measured by attendance in LC learning activities,
use of PDSAs, and data submissions. LC participants regu-
larly engaged in monthly calls and Virtual Learning Ses-
sions (i.e., 73% average attendance across the 15 monthly
calls and 78% average attendance on Virtual Learning Ses-
sions). School districts participating in the LC also regularly
used PDSAs as a method to plan, implement, and evaluate
change ideas and drive quality improvement in their CSMHS
with the median number of PDSAs submitted across the
15-month LC was 12 (80% submission). LC participating
school districts also submitted data for most months, but this
type of participation was more variable with a wide range (1
to 14 months) of data submissions across teams. However,
we find the data submission rates impressive given that har-
nessing often unwieldy district-level data systems to collect
and report actionable school mental health data is a complex
endeavor that many districts face (Parke, 2012). Quantitative
and qualitative results from this study underscore just how
challenging it was for district teams to systematically collect
and report numeric data about school mental health services
and supports provided and associated student outcomes.

Notably, none of the teams were able to report the qual-
ity outcome at the outset of the LC, reportedly due to data
system constraints. Several teams noted that reporting data,
specifically the number of students screened and the qual-
ity outcome (i.e., percentage of students with psychosocial
or academic progress as a result of an intervention), was
difficult throughout the LC. However, over half of teams
were able to report the denominator (i.e., number of students
receiving Tier 2 or Tier 3 services and supports) and one
quarter were able to report the numerator (i.e., number of
students with improvement) by the end of the 15 months.
Teams attributed their success in data reporting to having
defined measures to focus on, structure and consistency of
the LC, and technical assistance about how to use data to
inform decisions. In some instances, it appears that a focus
on data-driven processes did indeed support coordinated
teamwork and communication among teams working to
advance mental health in schools, as has been suggested in
prior research (Lyon, Borntrager, Nakamura & Higa-McMil-
lan, 2013). These findings highlight the research-to-practice
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gap within school mental health; scholars who have reviewed
research demonstrating the impact of school mental health
services on student academic and psychosocial outcomes
suggest that, as a field, we must continue to demonstrate the
relative effectiveness of evidence-based interventions at all
tiers to ensure continued recognition of the value of school
mental health and investment in the most effective services
(Sanchez, Cornacchio, Poznanski, Golik, Chou & Comer,
2018; Suldo, Gormley, DuPaul, & Anderson-Butcher, 2014).
Moreover, requirements for districts to track and report on
the effectiveness of services provided are likely unreason-
able without usable data systems, quality improvement
structures, and ongoing support.

Overall, these LC engagement findings are extremely
promising given the fast pace of the school environment,
busy workloads of school and district personnel, current
state of district data systems, and voluntary, unfunded par-
ticipation. Even in this context, participating school districts
were quite engaged in all LC activities throughout the entire
cycle and demonstrated commitment to drive school mental
health quality improvement.

In addition to strong engagement in LC activities, LC
participating school districts reported that the LC helped
them to identify, monitor, and improve key areas of SMH
quality improvement. Qualitative results were embedded
in the LC experience survey and collected sequentially
to expand our understanding of participants’ quantitative
responses (per mixed methods guidelines, this design is
consistent with QUAN + QUAL, Function = Expansion and
Process =Embed; (Palinkas et al., 2011). Specifically, we
learned that LC participation offered benefits in terms of
improved team processes (communication, coordination,
structure and efficiency), new skills using LC methods and
resources, system-wide improvements to drive quality and
sustainability, and an impact on broader system factors such
as enhanced recognition of and support for SMH. Partici-
pants’ comments about these benefits provide useful insight
into how and why their quantitative ratings of how the LC
helped them identify, monitor and improve SMH quality.

Arguably, effecting change within school mental health
systems may be more challenging than traditional health care
delivery settings such as hospitals or outpatient health clin-
ics given the necessary engagement of at least two systems
(education and mental health) in improvement efforts (Kata-
oka, Rowan, & Hoagwood, 2009; Stephan, Brandt, Lever,
Acosta-Price, & Connorsa, 2012; Waxman & Weist, 1999).
While education systems are often locally driven with little
influence or authority of state education agencies, mental
health systems are often more state-driven related to Medic-
aid reimbursement and other state regulations. Differences in
state and local influence and practices across mental health
and education are often reflected in distinct technical assis-
tance modalities and resource allocation. Conducting quality
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improvement efforts in a manner that leads to mutually ben-
eficial results for both systems and positive outcomes for stu-
dents can be challenging. Even deciding how funding should
be allocated and the extent to which a given student’s mental
health needs should be paid for by different systems remains
problematic. School mental health LCs offer opportunities to
bring education and mental health system partners together
to identify shared values, recognize distinct system strengths
and responsibilities, and collaborate to meet the compre-
hensive needs of students across a multi-tiered system of
support.

To date, LCs have been proven effective in advancing
quality improvement efforts in health care settings (Ameri-
can Diabetes Association, 2004; Nadeem et al., 2014).
Applying key components of LCs, and particularly the IHI
BTS model, to this SMH LC offered an established, well-
researched process to enhance access, accountability, and
quality in mental health prevention, early intervention, and
treatment in schools. Several core features of LCs and their
specific application to CSMHS proved essential to attain-
ing quality improvement in comprehensive school mental
health systems.

First, participating teams used a uniform mechanism for
collecting and reporting progress measures. As previously
referenced, existing education and mental health system
data platforms are highly variable across communities and
typically do not interface with each other even within dis-
tricts. All multidisciplinary teams in the LC spanning edu-
cation and behavioral health systems were able to utilize
a national quality improvement performance measure, the
School Mental Health Quality Assessment (SMH-QA) and
an online system, the School Health Assessment and Per-
formance Evaluation (SHAPE) System (www.theSHAPEsy
stem.com), to collect, report, track and share their progress
throughout the LC.

Second, teams benefited from consistent methods and
a curated set of resources to plan, test and evaluate their
local quality improvement goals. Teams learned how to use
Plan-Do-Study-Act Cycles to organize their improvement
goals into testable change ideas and had access to strate-
gic planning guides and resources on The SHAPE System
to inform their application of evidence-based approaches
and innovations in their district. One particularly beneficial
aspect of the PDSA method for participating teams was the
principle of “starting small.” LC participants received train-
ing and coaching to test changes in small increments using
PDSA s that could be accomplished in a week or less, allow-
ing opportunities to modify and improve plans to address
problems before scaling up. In many cases this was a new
concept for districts who were used to a more “top down
roll out” of implementation initiatives to schools, and also
offered flexibility, creativity and innovation to test and
observe the result of change ideas on a small scale for more

durable long-term changes. For example, as districts tackled
school mental health screening, they were encouraged to
consider testing processes and practices with a small number
of students before testing scaling up to classrooms, grades
and schools.

Third, participating school districts meaningfully engaged
in networking and shared learning opportunities to enhance
quality improvement. Although 25 individuals may seem
like many participants to navigate in a virtual meeting,
discussion and participation was plentiful by all teams.
Strategies to ensure meaningful participation included
pre-requests for rotating teams to present on each call, and
the facilitators’ regular practice to spontaneously “call on”
teams to share during each call. As a result of shared learn-
ing on virtual calls and other communication formats such
as the listserv, quality improvement goals, PDSA cycles and
even data collection strategies were informed by input from
other teams and expert faculty supporting the LC. A key
tenet of the IHI BTS model is the concept of “sharing seam-
lessly and stealing shamelessly.” The opportunity to learn
from other districts with similar populations, needs, and
strengths offered invaluable lessons and shared momentum
to advance key aspects of SMH quality at a faster pace that
likely would have been achieved without this network of
support and ideas from other teams.

Collectively, this study demonstrated the feasibility of
applying a well-established LC model, the IHI BTS, to
improve quality and sustainability of SMH in 25 districts
across the USA. Findings indicated that LCs can be used to
rapidly translate expert knowledge and best practices to prac-
tical program change in school mental health. Across teams,
the model fostered innovation and program changes that
contributed to school mental health quality improvement.

Limitations

These findings suggest that LCs are a feasible strategy to
improve SMH system quality but must be considered in the
context of several limitations. Participating teams applied
to join the LC and thus participants may have been more
engaged than would have been observed with a representa-
tive sample of school districts with a wider range of com-
mitment to and readiness for SMH quality improvement.
However, our results of initial feasibility with this sample
of motivated sites provides the foundation for future work
to refine and test variations in the LC approach for sites to
support sites with a wider range of readiness and capacity
of sites.

Participation in the LC Experience Survey was voluntary
and subject to some degree of response bias because a small
number of teams that did not complete the LC Experience
Survey may have had more difficulty engaging with the LC

@ Springer


http://www.theSHAPEsystem.com
http://www.theSHAPEsystem.com

490

School Mental Health (2020) 12:478-492

process overall. If we had 100% site participation in the
Experience Survey, we may have uncovered more or differ-
ent experiences with less engaged sites. However, our overall
engagement metrics were promising enough across all teams
that we do not feel this overly biases the results presented.

Future Directions

Continuing to use and expand the LC model with CSMHS
is indicated given the feasibility, high levels of engagement,
and promising quality improvement outcomes from these
first two cohorts. There are several future directions we are
particularly interested in as a result of our findings. First,
future SMH LCs may consider broadening district team
participation beyond education and behavioral health pro-
fessionals by requiring and supporting student and family
participation. We encouraged student and family feedback
throughout this LC, but engagement of these stakeholders
was variable based on the team and their quality improve-
ment foci. We believe students and family members would
be invaluable partners on district teams to help develop,
implement, evaluate, and act on quality improvement goals
and tests of change. Future SMH LCs could also be custom-
ized to expand the reach and dissemination of this model,
as well as engage stakeholders who represent the broader
systems supporting teams. Specifically, engagement of
state agency personnel within departments of education,
behavioral health, and other child-serving systems could
provide additional support for teams participating in the LC
and ultimately, dissemination, and spread to other teams
within a state system. In fact, the current School Health
Services Collaborative for Improvement and Innovation
Network, supported by a cooperative agreement from the
Health Resources and Services Administration, includes
state agency sponsors of LC participation to oversee and
coordinate participating sites at the school, district, region,
local education authority, or tribal community level (Health
Resources and Services Administration Maternal and Child
Health Bureau, 2019). One purpose of engaging state depart-
ments of education and behavioral health in the LC is to
build state leaders’ capacity to support participating sites to
engage with the LC model as well as their potential to run
future LCs with additional LEAs within their state. Finally,
it would be important to gain a more refined understanding
of the most active components of the LC model. Creating
a learning collaborative is one of 73 discrete implementa-
tion strategies that may stand alone as a testable approach
to drive SMH quality improvement (Powell et al., 2015).
However, the LC approach is certainly multi-component,
and understanding the impact of various other implementa-
tion strategies included in LCs (e.g., audit and provide feed-
back, centralize technical assistance, use an implementation
advisor, provide ongoing consultation, model change) could
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improve our precision to tailor LC components to the needs
of various sites.

Conclusion

LCs offer an incredible opportunity to move the needle in
quality improvement for the school mental health field. Find-
ings from the current study indicate that participating school
district teams were able to actively engage in a 15-month LC
including monthly calls, monthly data submission, team-
specific quality improvement work in between scheduled LC
activities (i.e., PDSAs), and several virtual learning sessions.
Moreover, participants reported numerous benefits to par-
ticipation including improvements to their team processes
as well as access to and quality of services provided to stu-
dents. LCs are notably resource intensive, with significant
data and technical assistance support required, and it will
prove useful to understand which teams are likely to most
benefit from LC participation and how resources and support
can be delivered most effectively, efficiently and economi-
cally. As the school mental health field continues to refine
the application of LC frameworks to this work, we should
consider how to understand and delineate the readiness fac-
tors needed for meaningful LC participation and how to
maximize the balance of technical assistance and independ-
ent quality improvement planning and testing. Investigating
these factors and considering dissemination factors, such
as building state capacity to lead and expand LEA LCs will
support the field in more broadly disseminating this strategy
to advance quality in school mental health across the nation.
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