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ABSTRACT 

Therapists’ perceptions of school-based mental health programs are considered to be an important factor in 
determining the effectiveness of a school based behavioral health model. This qualitative evaluation summarizes the 
perceptions of participant therapists on two different behavioral health models called Full Service Schools (FSS) and 
Full-Service Schools (FSS) Plus model that are currently being implemented in a large school district in Florida. FSS 
therapists provide therapy at a hub location whereas FSS Plus therapists work at one particular school. The study 
utilizes therapists’ views of their respective programs to compare and contrast the effectiveness of each of the 
behavioral health models. Five focus groups involving 24 therapists from both models were held at five separate 
locations. Nvivo version 10 was used to conduct a thematic analysis of collected data. Study findings revealed better 
results for the FSS Plus model as compared to the FSS model in terms of successful elimination of barriers such as 
transportation and lack of physical space to provide therapy. This study suggests that improved and effective 
behavioral health services can be provided to students by assigning a designated therapist at each school. 
Florida Public Health Review, 2017; 14, 67-80. 

BACKGROUND 
Irrespective of gender, ethnic/racial backgrounds 

and location, school-aged children across the United 
States (U.S.) suffer from mental health disorders 
(Lindo et al., 2014; Mental Health America, 2016). It 
is estimated that 1 in 5 youth in the U.S. suffers a 
mental disorder in their lifetime (Merikangas et al., 
2010). Additionally, 50% of all lifetime cases of 
mental illness begin by age 14 and 75% by age 24 
(National Alliance on Mental Illness (NAMI), 2016). 
Furthermore, the lifetime prevalence of a mental 
health disorder among 13-to-18-year-olds was 
reported as 46.3% in 2010 (Merikangas et al., 
2010).  According to the National Research Council 
and Institute report (2016), the expenditure on 
childhood mental disorders is estimated to be $247 
billion each year (Centers for Disease and Control 
Prevention, 2016). Given that mental health disorders 
impact millions, including children, families, and 
communities; more comprehensive approaches are 
needed to treat and prevent mental health disorders 
among children. 

One way to improve the problem of increasing 
mental health disorders among children is to provide 
School-Based Mental Health (SBMH) Services.  It is 
essential for mental health support to be available in 

schools, because childhood mental health disorders 
can worsen in adulthood (NAMI, 2016). These 
disorders are treatable and if detected at an early 
stage can be dealt with through various interventions. 
SBMH services have proven to be effective since 
children spend majority of their day in school 
(NAMI, 2016). Schools provide an ideal setting for 
improving mental health services based on a public 
health framework (Dowdy et al., 2010). SBMH 
services have been known to play an important role 
in improving academic performance and emotional 
well-being of school children (Jacob & Coustasse, 
2008). In addition, staff members within schools play 
an important role in identifying early warning signs 
of emerging mental health conditions and can direct 
students to effective services and support within the 
community (Langley et al., 2010). Other important 
factors that affect SBMH services are school 
structure, policies and norms of the school, 
administrative leadership, and other existing 
resources at the schools (Atkins et al., 2003). Overall, 
additional support provided in schools can help 
children improve resilience and give them the ability 
to succeed in school (Association for Children's 
Mental Health (ACMH), 2016). 

Previous literature has shown several benefits as 
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well as challenges in the implementation of SBMH 
services. In a study of 150 elementary, middle, and 
high schools in the state of Minnesota, results 
demonstrated that the student’s mental health had 
significantly improved due to SBMH services. The 
social workers and psychologists participating in the 
study reported that their SBMH programs increased 
access to many students that were in need (Kline, 
2012). Other benefits included: positive behavior, 
decreased stress for parents and teachers, enhanced 
collaboration between schools and providers, and 
availability during the school day. School 
psychologists outlined lack of financial support, 
inadequate support from school staff, parent consent 
for care, and communication between parents and 
therapists as the biggest challenges to successful 
implementation of their SBMH program (Kline, 
2012). In a qualitative study that addressed various 
barriers and facilitators to implementation of 
evidence based SBMH program found that 
coordinating with school staff, lack of parent 
engagement and lack of support from administrators 
and teachers were the major barriers to 
implementation of their Cognitive Behavioral 
Intervention for Trauma in Schools (CBITS) program 
(Langley et al., 2010). Langley and colleagues also 
discussed that the school set up was such that it was 
difficult to acquire space and time to conduct therapy. 
This appeared to be one of the most important 
logistical barriers that stood in the way of successful 
implementation of the program. 

In recent years, a rise in mental health disorders 
has been seen across southeastern U.S., particularly 
in Florida. Compared to other states in the U.S, 
Florida has a lower percentage of children with an 
emotional, behavioral, or developmental issue. Yet, 
children in Florida have limited access to behavioral 
health treatment (MHA, 2015). An estimated 181,000 
Floridian children live with serious mental health 
conditions (NAMI 2010). According to the Youth 
Risk Behavior Surveillance System (YRBS), 26% of 
high school students in Florida reported feeling sad 
and hopeless in 2015. Similarly, approximately 11% 
of adolescents ages 12-17 reported of having at least 
one major depressive episode (HHS, 2015). 

Given the increasing rates of mental health 
disorders among students in Florida, it is vital to 
provide sufficient in-school mental health therapy to 
students. Research SBMH services shows that 
therapists within schools have a positive impact on 
children. School counselling programs are known to 
have significant influence on discipline problems. 
Students involved in a school counselling program 
have less inappropriate behaviors and more positive 
attitudes toward school as compared to students that 
do not (Baker & Gerler, 2001). 

Limited research has examined therapists’ 
perception in evaluating and improving mental health 

programs. Previous literature includes data on the 
perceptions of students, parents and teachers on 
school based behavioral health programs but lacks 
sufficient information on therapists’ understanding 
and view on school based behavioral health models.  
 
Current Study  

The current study was conducted in a large school 
district in Florida. It is a part of a larger evaluation 
that also involved teachers, administrators, students, 
and parents. The school district in this study utilizes 
two models in the provision of behavioral health 
services to students. In the traditional model, also 
known as the Full-Service Schools (FSS) program, 
feeder schools connect to a central hub of therapists 
who provide behavioral health services to these 
schools. In this model, the therapists provide services 
to students by appointment and then return to the hub 
location. On the other hand, the revised program 
(Full Service Schools Plus) has a designated therapist 
assigned to each school. The therapist in the Plus 
model is a part of the school team and is available to 
provide behavioral health services during the school 
day. The FSS Plus program was implemented to 
supplement as well as eliminate the current gaps in 
the traditional model. Currently, the Plus model has 
been implemented in 12 pilot schools in the district.  
 
Scope of the Study 

The purpose of this study is to describe therapists’ 
perceptions of the two behavioral health models in 
improving SBMH services to children in the school 
district. Understanding the benefits and barriers 
involved with each of these models will help 
authorities decide which model would be ideal to 
expand in all schools within the school district. 

Based on the evaluation needs of the school 
district, the major research questions included (RQ1): 
Does the Plus model provide improved capacity to 
meet the needs of students in pilot schools? (RQ2): 
What emotional, behavioral, or academic student 
outcomes are affected by program capacity changes? 
(RQ3): What are the observable differences in school 
climate following the implementation of the Plus 
model as compared to the traditional model? (RQ4): 
What are the barriers faced by therapists in the 
successful implementation of the program? 
 
METHODS 
Study Participants 

Mental health therapists from both behavioral 
health models were contacted by their immediate 
supervisors and were informed about the opportunity 
to participate in this evaluation. These therapists 
included school psychologists and licensed clinical 
social workers. The study group included 9 therapists 
from the 12 pilot schools under the FSS Plus model. 
The comparison group consisted of 15 therapists 
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from 4 different hub locations under the traditional 
model.  
 
Study Procedure 

Five focus groups which lasted 45-60 minutes were 
held across 5 different locations in the school district. 
The first focus group discussion was conducted at 
FSS Plus site and included 9 female therapists. The 
next 4 focus groups were held at 4 different FSS hub 
sites including one elementary, one middle and two 
high schools. At each focus group session, therapists 
were first given a brief overview and the objective of 
the study was explained. Participation in the focus 
group was voluntary and written consent was taken 
from every therapist prior to beginning the focus 
group discussion. Maximum participation was 
encouraged by the focus group facilitator in making 
sure that one participant did not dominate the 
discussion and every therapist had a chance to share 
his/her opinion. The facilitator also sought to observe 
therapists’ thoughts and ideas using a naturalistic 
process of asking open-ended questions. Each focus 
group discussion consisted of 9 questions. Table 1 
provides a list of the focus group questions. Every 
focus group was recorded using an audio recorder 
and handwritten notes were taken. 
 
Thematic Analysis 

Focus group audio files were transcribed for the 
purpose of code development. Thematic analysis was 
conducted on the collected focus group transcripts. 
Research team members individually reviewed each 
transcript and identified important themes. Common 
themes were noted by each reviewer and discussed 
with other members of the research team. Upon 
agreement, parent as well as child/sub nodes were 
preliminarily developed using NVivo Version 10. 
Thereafter, the research team discussed the coding 
scheme and refined the list of nodes by expanding, 
collapsing, or eliminating nodes which did not have 
sufficient data to back it up. The final parent nodes 
which were agreed upon included (1) Barriers in 
Service Provision (2) Observable Differences since 
Program Implementation (3) Program Benefits and 
(4) Changes in School Climate. Table 2 provides an 
outline of the themes and subthemes which were 
identified during thematic analysis. 
 
RESULTS 

Table 3 provides demographic information on FSS 
and FSS Plus therapists that participated in the study.  
 
Barriers in Service Provision 

The four main barriers that were consistent among 
both groups were parent involvement, program 
awareness, student availability, and communication 
gaps. Table 4 provides a rank ordered list of the top 4 
barriers in service provision. These barriers have 

been ranked in order of the frequency with which 
they were discussed by participants in both groups. 
 
Parent Involvement  

Many of the therapists believed that the lack of 
parent participation in treatment plans was the 
biggest challenge that they faced in providing quality 
and consistent care to students. Therapists from both 
the groups described the process of getting the parent 
to consent and sign a treatment plan to be difficult. 

  
“Maybe 65 to 70 percent of the 
time, I’m having a really hard time 
getting my parents to really 
participate and be in this with us.” 
(FSS therapist) 
 
“I literally have to check the parent 
down to come in and sign and sit 
with me and go over the treatment 
plan with them and actually sign 
it.” (FSS Plus therapist) 
 
“Changing their mindset and 
changing their mentality can be 
challenging. It’s not impossible, but 
it’s challenging.” (FSS therapist) 
 

Program Awareness  
Therapists described program awareness as another 

major barrier in service provision. Parents, teachers, 
and administrators were described as having 
difficulties in determining who to approach when 
their children or students were having behavioral and 
emotional issues.  

 
“They don’t even know who we 
are. They’re putting a referral in 
first service that they kind of know 
little bit about, but have no idea 
what it does.” (FSS therapist) 
 
“A lot of people don’t know the 
right person to approach for that 
particular thing, since they don’t 
understand the role clearly as 
therapist in the school.” (FSS Plus 
therapist) 
 

Likewise, an aspect of program awareness that was 
proving difficult for both teachers and parents to 
understand was how the referral process works.  
 

“Some of them are still kind of 
confused as to even where to get a 
referral form from or where to put 
them or where my office is.” (FSS 
Plus therapist) 
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Table 1 
List of Focus Group Questions 
  Question Number and Content 
1 Do you consider these services to be helpful? 

a. If so, how have they helped? 
b. If not, why do you believe they are not helpful? 

2 Do you feel the program promotes benefits to the students behaviorally, emotionally or academically? 
a. Can you provide some examples? 

3 Do you feel the program promotes changes to the school climate? 
a. Can you provide some examples? 

4 Have you encountered or do you perceive any barriers to students successfully using the services? 
5 Have you encountered or do you perceive any barriers to these services continually being offered in the school? 
6 Do you feel school staff, teachers and administrators have been well educated about the offerings provided through DCPS related to 

Behavioral Health? 
7 Do you feel parents and students have been well educated about the offerings provided through DCPS related to Behavioral Health? 
8 Do you recognize any observable difference in student’s behavior since implementation or utilization of the Full Service Behavioral Health 

Initiative? 
9 What are your thoughts about in-school Behavioral and Mental Health Services? 

 
 
 
Table 2 
Outline of Themes and Sub-themes from Focus Group Discussions 
Themes and Sub-themes Number of items (N= 33) 
 
Program Benefits 

• Broad coverage 
• Crisis Management 
• Improved Access   
• Consistency in service provision 
• Evidence based practice 
• Familiar environment 
• Empowerment/Training 
• Open Communication 
• Improved Support 
• Emotional Support 
• Advocacy 

n = 11 

Observable Differences since Program Implementation 
• Academic Improvement 
• Behavior Changes 
• Improved Skills 
• Decreased Referrals 

n = 4 

Barriers in Service Provision 
• Program Awareness 
• Multiple Providers 
• School schedule/Testing 
• Communication Gaps 
• Parent engagement 
• Disruptive home environment 
• Student Availability 
• Safety & Confidentiality 
• Co-operation difficulties 
• Referral process difficulties 
• Physical Space & Tools 
• Displacement 
• Paperwork 

Changes in School Climate 
• Improved relationships 
• Collaborative effort 
• Attitude changes 
• Administrative Support 
• Smooth Referrals 

n = 13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
n= 5 
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Table 3 
Demographic Information 
(N = 24) # of FSS Therapists # of FSS Plus Therapists 

GENDER   

 Male 2 0 

 Female 13 9 

YEARS WORKED AT CURRENT SCHOOL   

 Less than 4 years 14 9 

 4 years or more 1 0 

YEARS WORKED AT THE SCHOOL DISTRICT   

 Less than 4 years 11 7 

 4 years or more 4 2 

YEARS OF PRACTICE AS A CHILD THERAPIST   

 Less than 4 years 9 6 

 4 years or more 6 3 

 
 
 
 
Table 4 
Rank Order of Top 4 Barriers in Service Provision 
Rank Barrier 

1 Parent Involvement 

2 Program Awareness 

3 Student Availability 

4 Communication Gaps 
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“they’re not exactly familiar with 
how the referral process goes, so 
some of them will just come and be 
like “Do you work with such and 
such kid?” and then leave it at 
that.” (FSS Plus therapist) 

 
Some therapists believed that program awareness 
varied from school to school. While some schools 
had a good awareness of the program, others did not. 
  

“Some teachers are on board, and 
some teachers could care less.” 
(FSS therapist) 

 
Student Availability 

School schedule, testing, and student absenteeism 
were the factors that were most frequently mentioned 
by the therapist to affect student availability.  

 
“We were going to the school, and 
they’re not there. Or the other 
thing is where a lot of times I run 
into, especially the high school – 
going into the high school, the kids 
are skipping classes. There’s no 
way of controlling that. That’s out 
of our control.” (FSS therapist) 
 
“I think for me, that is the biggest 
challenge – actually going into the 
school and to see a child for 
therapy services, but they’re not at 
school that day.” (FSS therapist) 
 
“I think because kids are absent 
from school fairly often, 
transportation is another barrier.” 
(FSS therapist) 
 

Therapists from both groups also reported that the 
absence of a standard schedule for providing therapy 
at schools was a challenge that they face regularly:  

 
“We don’t have a set date. We 
don’t have a certain school that we 
go to on a certain day where we 
can be very clear about who we’re 
going to see her what school we’re 
going to be at.” (FSS therapist) 
 

All therapists described testing as another problem 
that affected service provision in schools. Even if a 
child is not testing, but classrooms in proximity to it 
are being used for testing, it makes it difficult for the 
therapist to provide therapy to the client.  

 
“And with testing, even though my 
particular experience is that 
elementary level – my particular 
client might not be in testing, but 
the classroom right next to them 
might. So, I can’t even pull my 
client because the classroom right 
next to them is testing, and the 
whole hall is shut down for being 
able to kind of enter or leave 
because of interruption.” (FSS 
therapist) 
 

Communication Gaps  
An aspect of service provision particularly affected 

by the gaps in communication was keeping 
appointments and difficulties in communicating with 
parents via phone calls. 

 
“They will make appointments. Not 
all of them keep the appointment. 
That’s a breakdown in the 
communication.” (FSS Plus 
therapist) 
 
“One of the things we struggle with 
is also in this population, having a 
good phone number. That’s a 
barrier to being able to provide 
good service. You may have the 
number when you first start the 
referral, but then somewhere down 
the line the number has got 
changed and they are not 
communicating it throughout 
everyone that’s working with the 
kid. That becomes a barrier. (FSS 
therapist) 
 

The impact of this breakdown in communication 
between therapist and parents is an inconsistency in 
therapeutic outcomes. 
 

“Well, if you and I had 
communicated a little bit more and 
you would return my phone calls 
and we had met more than once 
every 60 days or once every 90 
days, then you would see the same 
behavior at home.” (FSS Plus 
therapist) 
 

Differences were observed between the two groups 
with regards to safety and confidentiality; physical 
space and tools; and referral process 
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difficulties. These barriers were generally more 
prominent among the traditional model schools in 
comparison to the FSS Plus model. 
 
Safety and Confidentiality 

FSS therapists described having difficulties with 
safety and confidentiality during therapy sessions. In 
contrast, this was not a significant problem with the 
FSS Plus model.  

 
“I’ve had school principals come 
into a session and say “One of your 
other kids, her mom is up front. Do 
you want to talk to her?” I’m like 
“There is a do not disturb sign on 
the door.” (FSS therapist) 
 
“I’ve had to meet in the nurse’s 
station, which also doubles as the 
staff lunch room. They come in. 
Even with the confidential sign on, 
they will come in and heat up their 
food and leave.” (FSS therapist) 
 

Though, issues of confidentiality were not very 
common in the FSS Plus Model, however, a few 
cases of interruption of therapy sessions were 
mentioned.  
 

“We have some incidents where the actual 
administration will open your door with a 
sign on the door. I’m having a breakthrough 
with his child. You’ve just destroyed it 
because you’re trying to make your priority 
my priority.” (FSS Plus therapist) 
 

However, these incidents did not occur with the same 
regularity they happened in the traditional model. 
 
Physical Space and Tools 

Many FSS therapists reported that because there is 
no fixed location for them to provide therapy to 
children every week, they must spend extra time 
trying to find a place in the school that meets the 
standards of a therapeutic session or forfeit their 
confidentiality and privacy policies by providing 
therapy in any room or space available on the school 
campus.  

 
“There are times when we have 
literally met in closets. When we do 
individualized therapy, it needs to 
be private. Interruptions happen, 
and we understand that. We’re very 
flexible with that. However, when 
you are so many interruptions 
happening in a therapeutic setting, 
becomes non-therapeutic.” (FSS 

therapist) 
 
“We sometimes have to if there’s 
no space at the schools; we have to 
counsel in a parking lot, in the back 
of the cafeteria.” (FSS therapist) 
 

Therapists also described the lack of assessment tools 
for them to provide quality service to their clients.  

 
“If we had some assessment tools, 
more assessment tools, some 
assessment tools, increased 
assessment tools here at our level, 
we could probably do a lot of 
screening initially that might help 
us in the treatment process as we 
move down the process.” (FSS 
therapist) 

 
Referral Process 

FSS therapists reported having an incomplete 
complicated referral process where parents and 
teachers are not sure who to approach when clients 
are having mental health issues. 

 
“I’ve had some complaints from 
parents and families, like “I tried 
getting hold of you guys a while 
ago, and nobody ever contacted” 
or whatever. I have to apologize 
because it’s not on us because 
we’re the last step here. I’ve heard 
that complain a little bit over 
here.” (FSS therapist) 
 
“I don’t think that everyone really 
understands that we’re there. 
We’re available. They’re not really 
informed on the process.” (FSS 
therapist) 
 

Some delays in referral also arise from the 
unwillingness of teachers to refer due to the fear of 
being seen as incompetent. 
 

“It’s almost like ‘we know the 
services that are there, but if we 
get your services, then it looks like 
we can’t handle things. So, let’s 
not even do it’.” (FSS therapist) 
 

On the other hand, FSS Plus therapists described 
having a smooth referral process where most people 
involved were well educated on how the referral 
process works. 
 

“All of them are educated on the 
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process and what to do. I have 
them coming down with it, saying 
“I have referrals.” (FSS Plus 
therapist) 
 
“The referral process is simple. 
Anyone can do it. It’s just – are 
they willing to?” (FSS Plus 
therapist) 

 
Observable Differences since Program 
Implementation 

There were several improvements seen after the 
implementation of the program in both models. Many 
of the observed improvements were common to both 
groups.  
 
Academic Improvement 

Therapists described academic improvement as a 
direct outcome of the therapy that was being 
provided to the students. Therapists stated that 
students receiving therapy were now able to focus 
better, weed out distractions and channel their energy 
in positive ways, leading to improved attendance and 
improved grades. 

  
“We’ve seen grades. We have kids 
to go from F’s to A’s, B’s, C’s.” 
(FSS Plus therapist) 
 
“He academically has improved by 
the fact that on Friday his reading 
went up 175 percent over what he’d 
been doing last year, and his ability 
to stay in class has improved 
significantly.” (FSS therapist) 
 

Overall, therapists were satisfied with improvement 
in academics among their clients. Many of the 
students that benefitted from therapy were now 
mentoring other students that needed help. 
 
Behavioral Changes 

Therapists agreed that they observed a decrease in 
negative behavior among students. Additionally, 
therapists noted an improvement in self-confidence 
and self-esteem among students. 

 
“You no longer have that kid 
throwing desks and chairs or 
being aggressively physically with 
their peers or with an authority 
figure.” (FSS therapist) 
 
“Decrease in lying and 
stealing….a lot of decrease in 
oppositional and negative 
behavior.” (FSS Plus therapist) 

 
“Their self-confidence of course is 
going to go up” (FSS Plus 
therapist) 

 
Decreased Referrals 

The introduction of the FSS Plus model has also 
led to decreased referrals overall.  Therapists from 
both models observed that there were undoubtedly 
less referrals than before. 

 
“You see empirically that there are 
fewer referrals to [ATOS], to the 
afterschool program.” (FSS Plus 
therapist) 
 
“I just checked today with the 
school to see if she has any 
referrals, and they were like “No, 
not to my knowledge.” (FSS 
therapist) 

 
Improved Skills 

Therapists described observing improvement in 
communication skills, socialization skills and coping 
skills among their clients. Additionally, an 
improvement in parenting skills was seen. 

 
“You’re going to see their 
socialization skills improve.” (FSS 
therapist) 
 
“They’re able to communicate a lot 
better than having all these feelings 
of being irritated and it coming out 
in aggression.” (FSs Plus therapist) 
 
“They can use the skills that we 
teach them and use them 
independently outside of therapy.” 
(FSS Plus therapist) 

 
Changes in School Climate 

Some changes noted were common to both groups, 
while others were unique to each group. FSS 
therapists reported improved relationships and 
rapport building as well as collaboration and team 
approach in their schools. While FSS Plus therapists 
observed improved administrative support and 
attitude changes. 
 
Improved Relationships and Rapport Building 

FSS therapists described the program to be 
instrumental in improving relationships between 
students and their parents as well as students and 
their teachers. Additionally, therapists also have been 
able to build a rapport with the teachers, staff, and 
parents through the program. Therapists described the 
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role they play in enhancing better student-teacher and 
student-parent relationships. 

 
“You see kids who will verbalize 
“My teacher doesn’t like me” at 
the start of services. By the time 
services are over, they feel like that 
teacher is somebody they could go 
to in need. You find parent to come 
in, and yes them ‘Tell me some 
good things about your kid.’ 
Cannot do it in that first session. By 
the time you close, they’re able to 
give you a list of positive qualities 
in their child.” (FSS therapist) 
 
“I would also say the relationship 
with the client and their parents, 
huge change. Family relationship, 
where the child used to isolate 
themselves. Now they’re starting to 
be involved more in family 
activities.” (FSS therapist) 
 

The FSS model allowed therapists to develop 
relationships with teachers and staff in several 
schools which ultimately helped bring in more 
referrals. FSS therapists also indicated the importance 
of leadership buy-in for them to be successful with 
the administration at each school. 
 
Collaboration and Team Approach 

FSS therapists identified improved collaboration 
among all those involved in providing care for the 
kids as an important change in the school climate 
since program implementation.  

 
“Working with the teacher, 
working with the guidance 
counsellor, working with the mom 
to just change the family dynamics 
and the dynamics between her and 
the teacher.” (FSS therapist) 
 
“I see the collaboration enhancing 
the services between the home and 
the school life……..it’s providing 
more holistic care to the child, and 
I think that’s a benefit of the 
school-based counselling.” (FSS 
therapist) 
 
“Most of my kids have been 
successfully terminated with 
behavioral problems, because we 
have that connection between 
parent and teacher.” (FSS 
therapist) 

 
Improved Administrative Support 

Although an improvement was seen in terms of 
administrative support, some teachers in this model 
still remained less cooperative. 

  
“As far as administration, they’re 
very appreciative. I have awesome 
administration of my school. Some 
of the teachers, like I said, some 
are on board, and some are like 
“Whatever. You’re here. Okay.” 
(FSS Plus therapist) 
 

Overall, administrators were reported to “have been 
very supportive” and “very happy that the services 
are here.” 
 
Attitude Changes 

FSS Plus therapists described observing positive 
changes in teachers' attitudes toward mental health 
issues since the implementation of the program. 

  
“The FSS Plus model has made 
some of the teachers a tad more 
empathetic to the students.” (FSS 
Plus therapist) 
 
“A teacher changed her mind set 
from thinking that “A counsellor’s 
here because we don’t know how to 
handle our students” to “Wow. 
This is a totally different service.” 
(FSs Plus therapist) 
 
“People originally that did not like 
me being in there are now coming 
to me and giving me children and 
asking different questions.” (FSS 
Plus therapist) 
 

Program Benefits 
Some of the frequently discussed benefits that were 

common to both models were open communication, 
improved access, and emotional support. FSS 
therapists stated that empowerment and training was 
a benefit of the FSS model. On the other hand, FSS 
Plus therapists mentioned advocacy as a benefit of 
the Plus model. 

Open communication. According to therapists 
from both groups, since the implementation of the 
program, students can articulate their feelings in a 
better way than before.  

  
“They become a lot more articulate 
and are able to say “This makes me 
feel this way. This makes me feel 
that way. I don’t like it when this 
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happens.” (FSS therapist) 
 
“I think we’re able to be that link 
for the parent, bring the parents 
into teacher conferences so that it 
starts open communication with the 
teachers and starts open 
communication with the guidance 
counsellors.” (FSS therapist) 
 
‘Just giving both parties that 
resource to say “Communicate. 
Just communicate.” It’s so simple.” 
(FSS Plus therapist) 
 

Improved access. Therapists from both models 
noted an improvement in access to mental health 
services for students. 

 
“One of the primary things I see is 
access. Many of these children 
would not be receiving any services 
for counselling if it wasn’t for the 
ability to go into the schools to see 
them.” (FSS therapist) 
 
“The thought of putting mental 
health services, removing any 
barrier for any student or any 
parent to receive the services, is 
fantastic.” (FSS therapist) 
 
“It’s good that we’re able to go to 
the schools to go and see the kids. 
That way they don’t have to come 
to us.” (FSS therapist) 
 
“We can see them [clients] in their 
natural environment.” (FSS Plus 
therapist) 
 

School-based programs overcome this barrier of 
transportation problems in neighborhoods: 
  

“A major barrier for the 
community I work in is 
transportation. I think one major 
improvement is that the service is 
right there in the school.” (FSS 
Plus therapist) 
 

Emotional support. Therapists described 
themselves to be strongly supportive of students. 

 
“Constantly motivating the child, 
constantly being that 
encouragement, constantly trying 
to change that child’s mind set.” 

(FSS therapist) 
 
“They’re getting from us something 
that they’re not getting from 
anyone else – which is some 
individualized one-on-one 
attention, simply a matter of a 
place of being heard.” (FSS 
therapist) 
 

Therapists can create a trust filled relationship with 
students and be just another positive person in their 
life. Therapists also expressed their willingness to 
“go the extra mile” as a huge support for their clients. 
 

“This model is really beneficial in 
the sense of letting the kids know 
there is at least one adult that cares 
about him, even though he feels a 
lot of adults don’t.” (FSS Plus 
therapist) 
 
“It shows that we care. We want to 
see them succeed. Sometimes we 
might be the only ones that tell 
them that they can or “You can do 
this.” (FSS Plus therapist) 
 

Empowerment and training. Therapists described 
providing training for parents and school staff about 
mental health issues. 

  
“It’s an opportunity for us to do 
workshops and provide them with 
trainings and information on how 
to handle kids who might have a 
variety of mental health issues.” 
(FSS therapist) 
 
“We aid in providing 
understanding to what’s happening 
with that child – whether it’s 
familial or biological or whatever, 
medical, no matter what it is”. 
(FSS Plus therapist) 
 
“Another good opportunity that has 
come out of this [school-based 
counselling] is teacher trainings 
and parenting classes…” (FSS 
therapist) 
 
“We’re constantly going through 
trainings. I just went through a 
trauma-focused CBT training. 
Everything in my treatment plan is 
evidenced-based.” (FSS Plus 
therapist) 
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DISCUSSION 
Given the increasing importance of SBMH services 

around the country and in Florida, there is a need to 
have an improved understanding of therapists’ 
perceptions about behavioral health programs they 
are involved in. This study provides new insight on 
therapists’ perception of the factors associated with 
implementation of a behavioral health model in 
schools. We found several benefits and barriers that 
affected the successful implementation of both 
models in their respective schools. Therapists 
reported observable differences and changes in 
school climate after each of programs had been 
implemented. Many of the barriers and benefits that 
were outlined by the therapists were common to both 
the groups. While some of them were unique to each 
individual model. 

Like the findings of a study conducted by Langley 
et al (2010), we found that lack of parent engagement 
was the biggest barrier to implementation of FSS as 
well as FSS Plus model. Poor involvement of parents 
in the treatment plan for their children was a big 
challenge faced by therapists from both models. 
Therapists believed that getting parents to actively 
participate in their child’s therapy will be beneficial 
in ensuring a smooth treatment process and better 
outcomes for the child undergoing therapy. 

Interestingly, lack of program awareness was a 
common barrier to the implementation of both 
models and was ranked #2 by both FSS and FSS Plus 
therapists. Although FSS Plus therapists were 
designated to one particular school and were 
permanently located in the same school, they 
reported poor awareness of their services among the 
teachers, administrators, and other staff at the school. 
Essentially, the presence of a designated therapist in 
each school did not affect the awareness of the 
program among staff at the school. Therapists from 
both the models emphasized the need for an increase 
in the understanding of their role among staff at their 
respective schools. 

Logistical barriers such as lack of teacher buy-in 
and inadequate space and time for providing therapy 
have been previously known to affect service 
provision (Langley et al., 2010). FSS and FSS Plus 
therapists perceived lack of teacher buy-in to be an 
important barrier to service provision. Elimination of 
logistical barriers has been known to be vital for a 
program’s successful implementation (Fixsen et al., 
2005). Because of the growing need for reducing 
implementation barriers it is important to improve the 
involvement of teachers in the behavioral health 
program and increase their overall awareness of the 
services being offered at the school. Regarding 
service provision in FSS Plus schools, therapists 
revealed that being assigned to one particular school 
and having a designated office was instrumental in 
eliminating the inadequate space barrier. On the 

contrary, FSS therapists described the lack of space 
to be one of the biggest challenges to successful 
implementation of their program. Findings from this 
study highlight a major difference among the two 
models in terms of logistical barriers. The presence of 
a designated on-site therapist is beneficial in 
eliminating majority of the logistical barriers and 
contributes to the success of the program. 

Furthermore, this study found that there were large 
communication gaps between therapists, teachers, 
administrators, and parents that were causing delays 
and problems with program implementation. Lack of 
communication by parents was a common barrier in 
both the FSS as well as FSS Plus programs. 
Therapists believed that there was an urgent need for 
improved collaboration among teachers, parents, 
administrators, and themselves. Surprisingly, 
although FSS Plus model had a more organized 
referral process, FSS Plus therapists still seemed to 
struggle with communicating effectively about their 
services and treatment plans with school staff and 
parents. These findings suggest that on-site therapy is 
not a distinguishing factor when it comes to effective 
communication between therapists and other staff 
members. 

Because of the lack of physical space to provide 
therapy in FSS schools, FSS therapists faced the 
problem of not being able to provide safe and 
confidential sessions to their students. They described 
the situation to be challenging and difficult. 
Sometimes they had to provide therapy in odd spaces 
such as parking lots, nursing stations and closets. FSS 
Plus therapists rarely faced problems with having a 
confidential and safe environment for providing 
therapy. This was because they had a designated 
location to organize a therapy session. These results 
indicate an important distinguishing factor between 
the two behavioral health models and emphasize the 
importance of having a safe and confidential 
environment for improved therapy outcomes. 

Besides the common challenges faced by therapists 
from both models, they also mentioned several 
benefits of their program that were consistent with 
findings from previous studies. There is growing 
literature that supports the idea of a correlation 
between a positive learning environment, improved 
behavior, and the expansion of SBMH services 
(Walter et al., 2011). Additionally, several studies 
have described the link between mental health and 
academic improvement in the past (Cappella et al., 
2008). Similarly, FSS and FSS Plus therapists 
described academic improvement as a direct outcome 
of providing therapy. Therapists had students that 
went from F’s to A’s after going through a few 
months of therapy. According to therapists, positive 
behavior change, improvement in social skills, open 
communication, access to care, and emotional 
support were benefits that came as a result of 
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providing therapy to students. Therapists reported 
that they had seen a steady decrease in negative 
behavior among students who had received therapy. 
Additionally, after few therapy sessions, students’ 
socialization skills improved and they could 
communicate more effectively while being able to 
articulate their feelings in an effective manner. As 
reported in previous studies, providing on-site 
therapy greatly improves students’ access to care, 
especially children in the lower socio-economic 
bracket (Kline, 2012). Therapists from both groups 
reported access to care as a benefit to students. But 
being able to receive therapy at school itself helped 
students in the Plus model overcome barriers such as 
transportation costs. 

Lastly, therapists from both models described 
changes in school climate after the implementation of 
their respective programs. Some of the common 
changes noted by therapists from both models were 
improved relationships and team approach. It was not 
uncommon to see better student-teacher and student-
parent relationships after program implementation. 
Therapists were responsible for improved family 
relationships as well.  Another common change that 
was noticed by all therapists was the development of 
a team approach to care. Although, improved 
communication was essential to the success of the 
program, the implementation of the program had 
already created an ideal setting in which there was a 
collaboration between multiple stakeholder groups. 
Teachers, therapists, parents, and other school staff 
had to be involved in the therapy process to ensure 
better therapeutic outcomes. Some of the changes 
that were unique to the Plus model were improved 
administrative support and attitude changes among 
the teachers. Thus, evaluation findings suggested 
better administrative support in the FSS Plus model. 
Also, more positive attitude changes were noted 
among FSS Plus teachers as compared to the FSS 
teachers. Therapists reported a change of mindset 
among FSS Plus teachers that made them more 
empathetic to the students. These results point to 
better changes in school climate under the FSS Plus 
model. In terms of program success, having a 
therapist on-site proves to be more beneficial than 
having one therapist assigned for several schools in 
the vicinity. 

There are some limitations to this study that are 
important to consider. These findings may not be 
generalizable because the sample sizes of the two 
models were not equal. In addition, the therapists that 
participated in the study may not be representative of 
the entire group of FSS and FSS Plus therapists. The 
inclusion of all therapists from both models would 
have been more illuminating. Yet, this study provides 
useful insight on some of the benefits and challenges 
perceived by therapists that are involved in the 
implementation of a behavioral health model. 

Furthermore, it also examines some of the key 
differences observed in terms of provision of services 
on-site versus multiple hub locations. More focused 
studies are needed to better understand the most 
important barriers faced by on-site therapists so that 
those barriers can be eliminated and students in 
schools will be able to benefit from an improved an 
effective behavioral health model. 

Overall, our study found multiple benefits and 
barriers that came with the implementation of both 
behavioral health models. The presence of a 
designated therapist at each school under the FSS 
Plus model led to elimination of barriers such as 
transportation and lack of physical space to provide 
therapy. This made it the more effective model of the 
two. Given that the evidence from our study suggests 
that the FSS Plus model eliminates more barriers than 
the FSS model, it would be ideal to call for an 
expansion of the new Plus model in other schools 
within the district. 

The findings from this study can be used by other 
school districts to improvise on an existing school 
based behavioral health program or develop a new 
behavioral health program while keeping in mind the 
advantages of having a designated therapist at each 
school. Therapists in other school districts will also 
benefit from getting a comparative understanding of 
therapists’ experiences with two different types of 
behavioral health models. Further research is needed 
to explore the conditions that cause barriers such as 
parent involvement, lack of communication and 
student availability which consistently affect service 
provision irrespective of therapists’ location. Future 
research being focused on ways to eliminate common 
barriers is vital to finding the most effective and 
beneficial form of SBMH services. 
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