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An Interconnected Systems 

Framework (ISF) Defined
– A Structure and process for education and mental 

health systems to interact in most effective and 

efficient way.

– guided by key stakeholders in education and mental 

health/community systems, youth/family

– who have the authority to reallocate resources, 

change role and function of  staff, and change policy.  

I think of  it as PBIS for all kids, including 

those we typically miss



Four ISF Key Messages: 

1. Utilize a single system of  delivery (MTSS)

2. Promote mental health for all (Tier 1)

3. Install with multi-tiered system of  support

4. Move beyond access to mental health interventions 

with specific outcomes 

(Lever, Weist, Eber & Barrett, 2016; Weist, Lever, Hoover, Barrett, & Eber, L. 2016) 



Context (and Language):

Installing ‘Behavioral Health’ through Multi-tiered 
Systems of Support in Schools

• School Mental Health

• Community Mental Health

• Systems of Care

• MTSS RTI PBIS

Call it what you like: It’s building 

systems, to make it easier for adults to 

teach students to be mentally healthy.



Part 1: Why ISF?

Why should schools address 

mental health? 

Aren’t they busy enough, 

and isn’t that 

someone else’s job? 

Imagine you are talking to a skeptical stakeholder. How 
would you frame this in 1 minute or less? Turn and talk 
to a partner



I’ll tell you why! – the data!

• Students have complex needs! 

• Mental health challenges are common and treatable. 

• Most children and youth do not have access to 
services, or do not access services available. Between 
50% and 70% of children with internalising problems 
do not access services

• Mental health challenges affect brain development and 
learning. 

• Poor mental health symptoms are a big concern of 
teachers and schools. 



Rates of mental disorders in 
Australia

• In the 12 months prior to the survey around one in 
seven (13.9%) of children and adolescents aged 4-
17 years experienced a mental disorder. 

• This is equivalent to an estimated 560,000 
Australian children and adolescents. 



Gender and type of disorder
• Males were more likely than females to have 

experienced mental disorders in the 12 months prior 
to the survey (16.3% compared with 11.5%). 

• ADHD was the most common mental disorder in 
children and adolescents (7.4%), 

• followed by anxiety disorders (6.9%), 

• major depressive disorder (2.8%) and 

• conduct disorder (2.1%). 



Is it getting worse? 
• Comparison of prevalence data from 1998 and 2013-14 

did not reveal a great deal of change overall, however, 
there were significant changes in the prevalence of each 
of those mental disorders covered by both surveys. 

• The prevalence of major depressive disorder 
increased from 2.1% to 3.2% in 2013-14. 

• The prevalence of ADHD decreased from 9.8% to 
7.8%. 

• Conduct disorder decreased slightly from 2.7% to 
2.1%. 



• Externalizing problems are highly interactive and 
social (ADHD, Conduct Disorder, etc)

• By contrast, internalizing problems are notable for 
what they are not, and are less “visible” in schools

• Social and academic “treading water” or 
“disappearing” while others are moving forward 

• Examples: requesting to leave events, reduced 
participation in activities, poor completion of work, 
frequent trips to the school nurse, withdrawal from 
peer interaction

Distinguishing Internalizing from 
Externalizing Problems



• Major Depressive Disorder

• Social Anxiety Disorder

• Generalized Anxiety Disorder

• Specific Phobia

• Obsessive Compulsive Disorder

• Reactive Attachment Disorder

• Posttraumatic Stress Disorder

Internalizing Diagnoses



How common are Anxiety 
Disorders? 

• Lifetime prevalence for anxiety disorders is 28.8%

• Median age of onset for anxiety is 11 years. 

• Half of all lifetime cases start by age 14 years. 

• Lifetime prevalence estimates are higher in recent 
cohorts than in earlier cohorts. 



How common are Depressive disorders? 

Lifetime prevalence is 20.8%

Typical onset of  depressive disorders is at about 11 to 14 

years.

Depression occurs in 1-2% of  children before puberty.

One in five (20%) teens will have experienced a 

depressive disorder by the time they reach adulthood.



Major depressive disorder based on self-report 

One in thirteen (7.7%) adolescents met diagnostic criteria 

for major depressive disorder in the previous 12 months. 

The prevalence of  major depressive disorder was far 

higher when young people provided the information 

themselves than when their parents and carers did so 

(7.7% compared with 4.7% of  11-17 year-olds). 



Suicide incidence – thoughts and behaviours

• About one in thirteen (7.5%) 12-17 year- olds had 

seriously considered attempting suicide in the 

previous 12 months. This is equivalent to around 

128,000 young people aged 12-17 years. 

• One in twenty (5.2%) had made a plan. 

• One in forty (2.4%) 12-17 year-olds reported having 

attempted suicide in the previous 12 months. One 

quarter or 0.6% received medical treatment as a 

result of  their injuries. 



Self  Harm incidence

• Around one in 10 (10.9%) of  12-17 year-olds 

reported having ever self-harmed. 



• A percentage of students with internalizing 
problems use academic achievement as a coping 
mechanism; hence, are doing “well” and are even 
less likely to be identified and offered support/help

Reducing the Likelihood of Early 
Identification/Intervention



Early Intervention is Critical

• Research suggests that there’s a ‘window of opportunity’ 
ranging between 2-4 years when prevention is critical

Great Smoky Mountains Study: Age Between First Symptom and Initial Diagnosis

Source: O’Connell, Boat, & Warner, 2009 



How many students with 
Internalising Disorders get the help 

they need

• In Australia: About half (52.6%) of children and 
adolescents with mental disorders had seen a health 
service provider in the previous 12 months for 
emotional or behavioural problems 

(The Mental Health of Children and Adolescents Report On The Second Australian 

Child And Adolescent Survey Of Mental Health And Wellbeing. 

Lawrence D, Johnson S, Hafekost J, Boterhoven De Haan K, Sawyer M, Ainley J, 

Zubrick SR (2015). Department of Health, Canberra.) 



Activity

• You will be taking this back to your setting… people 
will have some questions. Draft your staffroom coffee 
chat answers to:

• What is the typical level of need for additional supports for 
any mental disorder in a mainstream classroom? 

• How many of these children get that support under our 
current system? 

• Share with the person next to you



Part 2: What is the ISF? 

A way of getting organised about how we:

• Teach good mental health, 

and 

• Intervene early when students have mental health 
problems (practices)

Using PBS systems (to support adults) already 
established in schools.



ISF works better with PBIS

• Effective teams that include community mental health providers

• Data-based decision making that include school data beyond 
ODRs and community data

• Formal processes for the selection & implementation of 
evidence-based practices (EBP) across tiers with team decision 
making

• Early access through use of comprehensive screening, which 
includes internalizing and externalizing needs

• Rigorous progress-monitoring for both fidelity & effectiveness 
of all interventions regardless of who delivers

• Ongoing coaching at both the systems & practices level for both 
school and community employed professionals



What’s the difference? 

Traditional	
Mental	Health

MH	counselor	“sees”	
student	at	appt.

Clinicians	only	do	
“mental	health”

Case	management	
notes

ISF

MH	person	on	teams	
all	tiers

Contribute	to	
integrated	plan

Contribute	to	fidelity	
&	data



Use PBIS logic and map students needs

Universal

Targeted

Intensive
MTSS

Continuum of 

Support for All

Academic RtI + 

PBIS + Mental 

Wellness

Framework

Reading

Friendships

Anxiety 

Suicidal Ideation

Attendance

Soccer

Social Skills



Which Tier? 

Depends on your Data
Tier 3 – Intensive mental health supports designed to 

meet the unique needs of  students who already 

display a concern or problem.

Tier 2 – Targeted mental health supports provided 

for groups of  students identified as at risk for a 

concern or problem.

Tier 1 – Universal supports that all students receive. 

Promoting wellness & positive life skills can 

prevent or reduce mental health concerns or 

problems from developing.

Multi-Tiered supports



Prevention logic (this stuff 
works)

Schools have done a brilliant job in improving the 
health of the whole community, and preventing 
physical ill health (like the flu), by: 

• Promoting good physical health,

• Identifying kids who need extra treatment and 
getting it to them quickly

• Getting individualised support from other providers 
for kids who get really sick





.

Tier One: 

Interventions For ALL

Tier Two:                        

Targeted Interventions

Tier Three:

Individualised  Interventions



Partnerships with other 
providers are needed: 

• School is “defacto” MH provider

• Juvenile Justice system is next level of system default

• Factors that impact mental health occur  ‘round the 
clock’

• It is challenging for educators to address the factors 
beyond school

• It is challenging for community providers to address 
the factors in school

ISF solution: Formal partnerships with other providers, 
and their participation in the process (Tier 1, 2 and 3 of 
ISF)



Ongoing monitoring
George Sugai: 

“unless you can measure fidelity of implementation, 
and STUDENT BENEFIT, don’t ask teachers to do 

anything”

We need to measure:

• Are we doing this thoroughly/with fidelity?  (Tools 
include the TFI with ISF enhancement, the ISF II)

• Is this making a difference to our kids? (school-wide 
screening annually, individual pre-post assessment 
when extra intervention is provided at Tier 2 and 3)



Part 3: How to ISF

• Multi-tiered systems of support for Mental Health

• Using all the things you already have in place with 
PBIS



So what do we do in the ISF? 
Build systems to: 

1. Teach good Mental Health to all students (Tier1)

2. Identify kids with Mental Health Problems

3. Provide extra support/ teaching in school to those 
students we identify as having a problem (often group 
programs), quickly (Tier 2).

4. Collaborate with other providers (eg CAMHS, 
Headspace etc) to get individualised support for 
students, quickly, in school/out of school (Tier 3).

5. Monitor students to make sure they are getting better 



Step 1

• Tier 1. 

• Teaching good mental health for all

• Choosing an EBP for all students



How do we choose a good ’un? 

Kidsmatter programs guide: 
https://www.kidsmatter.edu.au/primary/resources-for-
schools/other-resources/programs-guide/programs

• SAMHSA GAINS Center for Behavioral Health and Justice Transformation 
Checklist (Blanford & Osher, 2012)

• Implementing Evidence-Informed Practice: A Practical Toolkit (Ontario Centre 
of Excellence for Child and Youth Mental Health, 2013)

• Selecting Mental Health Interventions within a PBIS Approach (Putnam et al., 
2012)

• The Hexagon Tool (Blasé, Kiser, & Van Dyke, 2013)

• META-ANALYSIS CLEARINGHOUSE:

• http://nrepp.samhsa.gov/

• http://www2.ed.gov/admins/lead/safety/exemplary01/exemplary01.pdf



Positive Action

Ages 6-12, 13-17, 18-25

https://www.positiveaction.net

Say it Straight

Ages 6-12, 13-17, 18-25

http://www.sayitstraight.org/Brochure.pdf

Promoting Alternative Thinking Strategies ( PATHS)

Pre K- 12

http://www.pathstraining.com

Ripple Effect 

Ages K-12

https://rippleeffects.com

Social Skills & Bully Prevention 



The Hexagon Tool 

https://www.pbis.org/Common/Cms/files/Forum16_Presentations/D1_H1_Hexagon%20Tool.pdf



The Hexagon Tool (Blasé et al., 2013)

Emphasizes six factors when considering if an 
intervention should be adopted:

1. Need in school

2. Fit with current initiatives

3. Evidence of effectiveness

4. Capacity to implement

5. Readiness for replication

6. Resources and supports

41

Is	this	practice	/	intervention	

appropriate	for	our	students,	

school,	and	community?

Does	the	school	have	

sufficient	resources	to	install,	

sustain,	and	expand	the	

practice	/	intervention?	

In other words, is the practice / intervention worth adopting?



Administration and Scoring

• Team members each complete the Hexagon Tool for every 
practice / intervention suggested to address an identified 
need

• Six items are scored on a 5-point Likert scale:

• 1 = Low

• 3 = Medium

• 5 = High

• Individual members’ are averaged

• Higher average rating indicates the practice has “more 
favorable conditions for implementation and impact” (Blasé 
et al., 2013, p. 4)

42



Activity

• Apply the hexagon tool to the Tier 1 interventions 
listed in your handout



Tier 1

• Include the Mental Health universal intervention 
key teachings into your matrix

• This means everyone will be teaching them





Teaching 

Matrix

INCORPORATE BULLY PREVENTION / INTERVENTION

All 

Settings
Halls Playgrounds

If you see 

Disrespect

Library/

Comput

er Lab

Assembly Bus

Respectful

Be on task.

Give your 

best effort.

Be 

prepared.

Walk. Have a plan.

Study, 

read, 

compute.

Sit in one 

spot.

Watch for 

your stop.

Achieving

& 

Organized 

Be kind.

Hands/feet 

to self.

Help/share 

with others.

Use 

normal 

voice 

volume.

Walk to 

right.

Share 

equipment.

Include others.
Whisper.

Return 

books.

Listen/watc

h.

Use 

appropriate 

applause.

Use a 

quiet 

voice.

Stay in 

your seat.

Responsible

Recycle.

Clean up 

after self.

Pick up 

litter.

Maintain 

physical 

space.

Use equipment 

properly.

Put litter in 

garbage can.

Push in 

chairs.

Treat 

books 

carefully.

Pick up.

Treat chairs 

carefully.

Wipe your 

feet.

E
xp
e
ct
a
ti
o
n
s WALK: Invite 

people 

who are being

disrepected to 

to join you and 

move away.

Invite	those	

who	are	

alone	to	

join	in.	

STOP:	
Interrupt	&	

model	respect,	

rather	than	

watch	or	join	in

Stop:	Interrupt, 

Say “that’s not ok.”

Walk:	Walk away  

Don’t be an audience

Talk:	
REPORT to an adult



Step 2. 

Collect data to work out what is going on: 

• Who are your students requiring more help? 

• How many are there? 

• How powerful does your Tier 1 need to be? 

Universal screening is recommended! 



Universal screening examples

Examples of  Screening Tools (free) 

1. Pediatric Symptom Checklist

2. Children’s Anxiety Scale

3. Global Appraiser of  Individual Needs – Short 

Screener

4. Depression Scale for Children

5. Columbia Depression Scale

6. Child Report of  Post-traumatic Symptoms

7. Trauma Symptom Checklist for Children & 

Trauma Symptom Checklist for Young Children
Source: Nic Dibble Wisconsin Department of  Public Instruction nic.dibble@dpi.wi.gov

http://sspw.dpi.wi.gov/sspw_mhbehavioraltools



http://ebi.missouri.edu/?p=1116







Ask the 
Families!

Parent Screener 
for ALL students 
transitioning to 
Middle school

Missoula, MT

Adapted from Dishion

et al

https://reachinstitute.

asu.edu/

Data: Screening all students



Before starting Universal 
Screening

• Set the groundwork with presentation of 
information/rationale via face-to-face training 
and professional development. Staff and 
parents!

• Support for staff in using the tool (how to 
screen)

• Begin purchase/set-up of universal screening at 
least 1 month prior to implementation

• Technology compatibility issues may arise if you use online versions
• Time for teachers to do the screening
• Time for data entry onto Excel if using paper forms



Activity:

• Consider:

• If we are going to start screening our student for 
mental health difficulties, what are some things we 
need to consider first? 

• Students

• Parents and school community

• Staff



Step 3: 

Install supports for children who need 

more (Tier 2 and 3)



• Install systems (support your staff with information, 

PL and coaching systems) first

• Invest in a small number (ie: 1) of evidence based 

practices (interventions which actually work)

• Matched to need (data), culture and context (apply the 

hexagon tool again)

Tier II/III supports



Messages on Continuum of 
Interventions

• Start with CICO and DPR

• Small group instruction on specific skill sets
• Social, coping, problem solving etc. skills as low level 

generic, higher frequency dosage of teaching

• Skills are layered into DPR

• Small group instruction to address a specific 
identified need

• Use of screening, expanded data, referral



Before you Start Developing NEW, 
Assess What’s Currently in Place

• What groups are currently running?

• Who are they led by?

• What data is gathered to assess:

• If students are responding?

• If the intervention is being done with fidelity?

• Is the intervention being done with fidelity?

• Are students responding?

• IF YES- KEEP IT!

• IF NO - Consider modifying or adding NEW



Example school audit 1:Tier II Inventory 
Tier II Intervention

Capacity     

(# of 

students     

at 1 time?)

Who 

coordinates 

intervention?

Describe students 

who would be 

good fit for 

intervention

What data is 

used to evaluate 

student 

outcomes?

How many students 

have been:

Maintain,

Revise or

DiscontinueReferred Successful

Check in Check 

out

25 Mike Students with 

emerging behavioral 

concerns that would 

benefit from 

additional structure 

and that enjoy adult 

attention 

CICO Daily 

Progress Notes 

and ODRs 

15 10 Maintain 

Coping And

Support Training

2 groups

of 10 

Kerri + 

Denae 

Students with 

emerging substance 

abuse and/or 

mental health

issues

Grades, 

attendance, and 

substance abuse 

reports and 

Behavior Rating 

Scale (BRS) 

15 9 Maintain

Strong Teens

(Targeted Group)

10 Luke Students with 

internalizing concerns

and/or social 

difficulties 

Pre and post

assessment (Strong 

Kids Symptom 

Test) 

10 7 Maintain 

Cognitive

Behavior 

Intervention for 

Trauma in 

Schools

15 Celeste Students with histories 

of trauma and abuse

Pre and post

Strengths and 

Difficulties 

questionnaire for 

children

15 10 Maintain 



Example of a School Audit 2:

Name of Group How many youth 

have received

How many youth

responded

Is the curriculum 

Evidence Based

Is the group 

being 

implemented 

with fidelity?

Problem 

Solving

20 10 YES NO

Pro-Social 30 25 YES YES

Divorce 

Group

7 3 NO NO

Coping Cat 12 12 YES YES

Girls Group 30 10 NO NO



Tier II/III Supports

Demystify Interventions

• Teams and staff are explicit with staff and parents 
about types of interventions students and youth 
receive 

• e.g. from “student receives counseling” to “student 
receives 10 Coping Cat skills group sessions”

• Skills acquired during sessions are supported by ALL 
staff 

• e.g. staff are aware that student is working on developing 
coping skills and provides prompts, pre-corrects, 
acknowledges across school day



Key Intervention Targets for 
Internalizing Problems

• Psychoeducation

• Self-monitoring

• Problem solving

• Activity scheduling (pleasurable, 
instrumental, exercise)

• Social skills

• Relaxation

• Exposure

• Cognitive restructuring

Great 

Curriculums 

exist for 

teachers to 

teach these skills

Get a MH 

partner to do 

these more 

specialised

interventions



Tier	II/III	Supports

Connect Interventions (Tier 2) back to the Core 
curriculum/ school expectations (Tier 1)

• Skills acquired during sessions are supported by 
ALL staff 

• e.g. staff are aware that student is working on developing 
coping skills and provides prompts, pre-corrects, 
acknowledges across school day



Specific Behaviors + Social-Emotional 
Skills = comprehensive intervention

Expectation

Specific Behavior or 

Social Emotional Skill (link to SEL 

curriculum)

Be Safe
Keep hands and feet to self

I tell an adult when I am worried about a friend.

Be Respectful

Use the signal to ask a public or private question.

Make sure everyone gets a turn.

Be Responsible

Turn in all work on time

Check in with my feelings during the day



Daily	Progress	Report	(DPR)	Sample
NAME:______________________  DATE:__________________

Teachers	please	indicate	YES	(2),	SO-SO	(1),	or	NO	(0)	regarding	the	studentʼs	achievement

in	relation	to	the	following	sets	of	expectations/behaviors.

EXPECTATIONS

1 st block 2 nd block 3 rd block 4 th block

Be Safe
2      1      0 2        1        0 2        1        0 2        1        0

Be Respectful
2        1        0 2        1        0 2        1        0 2        1        0

Be Responsible
2        1        0 2        1        0 2        1        0 2        1        0

Total Points

Teacher Initials

Adapted	from	Grant	Middle	School	STAR	CLUB

Adapted	from	Responding	to	Problem	Behavior	in	Schools:	The	Behavior	Education	Program by	Crone,	Horner,	and	Hawken

Tier 2/3 Plan with 

Trauma-Informed 

Strategy

SOS (slow down, orient, self-

check) Use mindfulness

Distract & Self-Soothe

Let ‘M Go

Make A Link

Make Meaning



Daily Progress Report (DPR) Sample
NAME:______________________  DATE:__________________

EXPECTATIONS
1st block 2nd block 3rd block 4th block

Be Safe
2      1      0 2        1        0 2        1        0 2        1        0

Be Respectful
2        1        0 2        1        0 2        1        0 2        1        0

Be Responsible
2        1        0 2        1        0 2        1        0 2        1        0

Total Points

Teacher Initials

“Social & Academic 

Instructional 

Groups”
(sample coping skills group)

Label feeling

Use deep breathing 

Use calm words with  peers

Let teacher know feeling temperature if 

above yellow



How can I get started in the ISF? 
Helpful Tools for implementing the 

ISF

• ISF-II Action Plan 

What, who, when, progress

• ISF Implementation Workbook

V2 August 2017. Perales, K., Pohlman, K., VanAcker, 
E., Barrett, S., and Eber, L., 2017

https://docs.google.com/document/d/1t4K2q0IobAN18
KKq5flG5LMaY01_pDCUsJ0-dfbDu5I/edit#



ISF  Action Planning Companion Guide 
to SWPBIS TFI

• The purpose is to guide action planning for integration 
of Mental Health into PBIS 



1.3 Behavioral Expectations
Subscale Tiered Fidelity Inventory: Tier I Features

Implementation

1.3 Behavioral Expectations:

School has five or fewer positively stated behavioral expectations 

and examples by setting/location for student and staff behaviors 

(e.g., school teaching matrix) defined and in place.

PBIS Big Idea: School-wide expectations are a brief, memorable 

set of positively-stated expectations that create a school culture that 

is clear, positive, and consistent.

ISF Big Idea: School-wide expectations foster skill building, 

positive relationships, and focus on teaching social and emotional 

competencies.

ISF Enhancements

Families, students and community participate 

in development of the expectations

All elements of the social emotional 

curriculum including community 

enhancements are linked the behavioral 

expectations



Directions:  Please list at least 2 
action statements 

Action Steps? RESOURCES 

NEEDED?

WHO? WHEN?

A.

B.



Subscale Tiered Fidelity Inventory: Tier I Features

Evaluation

1.13 Data-based Decision Making:

Tier I team reviews and uses discipline data and academic outcome 

data (e.g., Curriculum-Based Measures, state tests) at least monthly 

for decision-making.  

PBIS Big Idea: Teams use data on a regular basis to problem solve 

and identify solutions that are efficient, effective, relevant, and 

durable.

ISF Big Idea: Regularly reviewing an expanded set of school 

community data allows for the team to more effectively and efficiently 

meet the social, emotional, and behavioral needs of all students.

ISF	

Enhancements

An expanded view of school data (universal 

screening, visits to nurse and school clinician, 

time out of class). 

Community data (e.g.: community 

demographics, food pantry visits, crisis calls, 

hospital visits), from a variety of settings, 

inform action planning at the Tier 1 level.  



Directions:  Please list at least 2 
action statements 

Action Steps? RESOURCES 

NEEDED?

WHO? WHEN?

A.

B.



2.3 Screening
Subscale Tiered Fidelity Inventory: Tier II Features

Teams

2.3 Screening:

Tier II team uses decision rules and multiple sources of data (e.g., ODRs, 

academic progress, screening tools, attendance, teacher/family/student 

nominations) to identify students who require Tier II supports.  

PBIS Big Idea: Quick access to additional supports increases the 

likelihood of student success.

ISF Big Idea: Screening for social, emotional, and behavioral concerns; 

both internalizing and externalizing; allows students to be identified early 

and linked to the appropriate intervention.

ISF 

Enhancements

School-wide screening protocol includes a process to 

identify both internalizers and externalizers.

Data from screening and Tier II decision rules are used to 

select appropriate evidence-based intervention (e.g., if a 

small group of students are experiencing anxiety, an 

intervention specifically aligned to teach coping skills  is 

selected).



Directions:  Please list at least 2 
action statements 

Action Steps? RESOURCES 

NEEDED?

WHO? WHEN?

A.

B.



• We want to do it

• What does that look like? 

Ok, this ISF thing sounds cool



What kind of commitment is 
the ISF?

• Include Mental Health in the School’s top Priorities

• Include ISF time in PBS meetings (data based decisions) 

• Include Professional Learning for all staff in

• What is mental health/ ill health?

• How do I find the “invisible” internalising students? 

• What do we do to teach the students who need skills to be 
mentally healthy? 

• A Tier 2/3 Team that provides extra teaching for identified 
students (see menu of interventions)



It will take more time…
• Can you dedicate any FTE (even 0.05) to the 

collection and analysis of data?

• Can you make time to PL your staff? (1-2 hours per 
term)

• Can your staff make time for screening their class? (1-
2 hours x 2 per year)

• Can your staff make time for teaching a mental health 
universal program? (1 hr/week)

AND…



It will take more time
Can you create a Tier 2 Team who can

• Meet regularly

• Analyse data

• Select interventions for groups of students

(approx 1 hour per fortnight)

AND

• Teach these interventions to students (approx 1-2 
hours, per person, per week, depending on 
intervention and number of students



Takeaway messages

• PBIS + Mental Health = support for all students

• Screening helps us find the students we miss

• Effective interventions for internalising and 

externalising problems exist at Tier 1, 2 and 3

• Invest in Systems that support your adults before 

adding any more practices



Remember your power as 
teachers!

Some of the most 

therapeutic experiences 

do not take place in 

‘therapy’ but in naturally 

occurring healthy 

relationships” (Bruce 

Perry, 2011)

The Power of Relationships


