
Developing data decision rules for 
Tier 2 and 3 services, including 

universal screening tools



A	Continuum	of	Support	for	All

Tier	1/Universal
• All	students
• Preventive,	proactive

Tier	1/Universal
• All	settings,	all	students
• Preventive,	proactive

Tier	2/Targeted
• Some	students	(At-Risk)
• High	efficiency
• Rapid	response

Tier	2/Targeted
• Some	students	(At-Risk)
• High	efficiency
• Rapid	response

Tier	3/Intensive
• Individual	Students	(High	Risk)
• Assessment-based
• High	Intensity

Tier	3/Intensive
• Individual	Students	(High-Risk)
• Assessment-based
• Intense,	durable	procedures

Academic	Systems Behavioral	Systems

MO	SW-PBS



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



System Features of Tiered Interventions 
● Standard Identification Criteria (decision rule for 
entry into interventions)
● Standard bank of research-based interventions 
continuously available and matched to identified need 
or function 

• manualised at Tier 2 (out of a book), 
• individualised at Tier 3

● Data used to progress monitor 
○ Data to determine student progress 
○ Data decision rules to determine next step: continue, 
fade or modify the intervention 
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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.



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) 



Why the ISF? 
• 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. 



What does that mean for academics? 

In WA schools:
• 60 per cent of students in the Productive Group, 
• 20 per cent in the Disengaged Group, 
• 12 per cent in the Low-level Disruptive Group and 
• 8 per cent in the Uncooperative Group. 

Angus, M.J. (Max J.) The Pipeline Project: Trajectories of classroom behaviour and academic 
progress: A study of engagement with learning

info@rypple.org.au 10



How common is Anxiety?
• Childhood anxiety disorders are the most common 

type of psychiatric problem in children.1

• Lifetime prevalence rates of 30% by age 18, 
• Median age of onset of 6 years (Merikangas et al., 

2010). 
• Anxiety in childhood is a strong predictor of anxiety 

disorders during adolescence and early adulthood
(Rapee et al., 2009). 

info@rypple.org.au 11



Uh oh…

Despite high prevalence and associated disability, over 80% of 
youngsters suffering from anxiety disorders do not receive mental 
health services. 

Merikangas KR, He JP, Burstein M, Swendsen J, Avenevoli S, Case B, et al. Service utilization for 
lifetime mental disorders in U.S. adolescents: results of the National Comorbidity Survey-
Adolescent Supplement (NCS-A). J Am Acad Child Adolesc Psychiatry. 2011; 50:32–45. [PubMed: 
21156268] 

info@rypple.org.au 12



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. 

Information from The Second Australian Child and Adolescent Survey of Mental Health and 
Wellbeing (Young Minds Matter) 2015



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.) 



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 



Tier 1

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

• This means everyone will be teaching them



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



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! 



• An expanded view of data:
• Implementing Tier I PBIS with fidelity creates a safe, predictable, and 

consistent environment for all students, and especially students who have 
experienced trauma or have mental health challenges. 

• Analyzing school outcome data (i.e.: attendance, ODRs, visits to 
school nurse/counselor,) with community partner voices and 
community data (incidences of FDV in the community, crisis calls, 
number of children on CPFS investigation/family support lists, 
etc…..

• What other data do you already have access to/ can get from 
community partners to get an expanded view of student need?  
- list in your team. 

• Kelly Perales, Katie Pohlman, and Lucille Eber, Midwest PBIS Network; Susan Barrett, Mid- atlantic PBIS Network PBIS Forum in Brief: Aligning and Integrating Mental Health and PBIS to 
Build Priority for Wellness PBIS Leadership Forum- Roundtable Dialogue December 2017



Analyse your schools data to work out 
what is required

• For example, a school with: 
• 20% of students with 1 or more ODR, 
• 10% of students requesting to see the school based clinician, and
• referring 5% of students for crisis support 

• would integrate trauma-informed practices at Tier I to support all 
students, such as enhancing social emotional skills taught at Tier I to 
include replacement skills for fight, flight, and freeze or classroom-
wide routines for self-regulation. 



Analyse your schools data to work out 
what is required

• While another school with: 
• 8% of students receiving 1 or more ODR, 
• 5% of students requesting to see the school based clinician, and
• referring 2% of students for crisis support 

• would most likely consider adding trauma-informed interventions 
within their Tier II continuum to support some students. 



Activity: Mapping your students’ TIP needs based 
on school data, hypothesesised community data
• What % of your students would receive more than 1 ODR (office 

discipline referral, or request to the admin team for help with student 
behaviour) per month? _______

• What % of your students 
• a) request to see some form of mental health support? ______
• b) are identified by staff as needing some form of mental health support? 

______
• What % of your students are referred to crisis care services (shelter, 

Police DV unit, Dept Communities (CPFS)
• Do you need to build supports across the Tiers or just specialised

supports (Tier 2 and 3)? 



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







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



Some people HATE MH screening

FACTS ABOUT THE DANGERS OF 
MENTAL HEALTH SCREENING IN 

SCHOOLS

Citizens Commission on Human Rights
6616 Sunset Blvd, Los Angeles, CA. USA 90028

Telephone: (323) 467-4242
Fax: (323) 467-3720

E-mail: contact@cchr.org

www.cchr.org





Some people hate data…

As part of their religious Code, Scientologists pledge “to expose and 
help abolish any and all physically damaging practices in the field of 
mental health” – including school screening. 

FACTS ABOUT THE DANGERS OF 
MENTAL HEALTH SCREENING IN 

SCHOOLS

Citizens Commission on Human Rights
6616 Sunset Blvd, Los Angeles, CA. USA 90028

Telephone: (323) 467-4242
Fax: (323) 467-3720

E-mail: contact@cchr.org

www.cchr.org



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



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 of a School Audit:

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



Activity: Audit Tier 2/Tier 3 interventions 
currently in place in your school

Name of 
Group/ 

Intervention

How many 
youth have

received

How many 
youth

responded

Is the 
curriculum 
Evidence

Based

Is the group 
being 

implemented 
with fidelity?



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



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



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


