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Introduction 
 

On April 26, 2016, Governor Hogan signed Senate Bill 494, which required the MSDE, in 

consultation with local and state stakeholders, to develop and implement a reporting system 

designed to: 

  

(1) determine the effectiveness of community-partnered school behavioral health services 

programs; and 

(2) collect data on the outcomes of students who receive behavioral health services from 

community-partnered school behavioral health services programs, including academic, 

behavioral, social, and emotional functions and progress. 

 

The legislation also required the MSDE to submit a report to the Governor and the General 

Assembly on or before December 1, 2017, and every two years thereafter. To meet requirements 

of the legislation, this report will describe data collection that was conducted and will provide an 

analysis of the effectiveness of community-partnered school behavioral health services 

programs.  

Background 
 

With an increasing number of students being identified with mental health and substance use 

concerns, many schools have formed partnerships with community agencies and providers to 

deliver services and supports to students and families. The State Department of Education’s 

Community-Partnered School Behavioral Health Services Program Reporting System and Report 

(School Behavioral Health Accountability Act) was passed during the 2016 legislative session.  

The legislation became effective on July 1, 2016.  

The definition of community-partnered school behavioral health services programs that was 

adopted by the legislation is a program that provides behavioral health services to students by 

community behavioral health providers in partnership with public schools and families that 
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augment the behavioral health services and supports provided by public schools. It is important 

to note that the legislation specifically excludes school-based health centers from this definition.  

Behavioral health services, as defined by the legislation, provide prevention, intervention, and 

treatment services for the social-emotional, psychological, behavioral, and physical health of 

students, including mental health and substance use disorders.  

Local education agency (LEA) partnerships with behavioral health services programs are 

currently driven by local needs and resources (i.e. student concerns, availability of community 

behavioral health services, etc.). Decisions about which behavioral health services programs are 

delivered in a particular school(s) are made at the school or the school system level. Usually, a 

memorandum of understanding (MOU) is developed between the school or school system and 

the community partner. The MOU addresses details such as parental consent for the delivery of 

services, waivers determining which information can be shared with school staff, payment for 

services provided, and confidentiality agreements. These programs may, or may not, collect data 

on students. In instances where student data are collected, information is not currently shared 

with the MSDE.  

In response to SB494, the MSDE’s Division of Student, Family, and School Support met with 

representatives from the University of Maryland Center for School Mental Health, Behavior 

Health Administration, and other stakeholders to collaborate on a reporting system that would 

meet the requirements of the legislation. The reporting system used data from two primary 

sources: (1) an online survey that was sent to an identified contact in each LEA; and (2) existing 

data from the Maryland Department of Health that was compiled from community-based 

providers responsible for input of data into the Outcome Measurement System (OMS) database 

for third-party billing.  

Online Survey Data Collection 

An online survey was developed (see Appendix A) using Survey Monkey to request information 

from LEAs on community partnered school behavioral health programs. The survey was entitled, 

“Community-Partnered School Behavioral Health Services Program Survey. A request was made 

by Dr. Karen Salmon, State Superintendent of Schools, to each LEA superintendent through the 

weekly superintendent’s memo to identify a point of contact to complete the survey for each 

school system. Surveys were distributed to the points of contact during the last week of August 

2017. In addition, a webinar was held to provide technical assistance and to answer questions 

during the second week of September 2017.  

The survey requested the following information: 

 Name and email of the individual completing the survey; 

 The school system; 
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 The name of the Community-Partnered School Behavioral Program for which the 

response was intended; 

 The total number of schools in the school system served by the program; 

 The total number of students served by the program;  

 The type of services provided by the program; 

 The primary referral concerns of students assisted by the program; 

 The types of standardized assessments/metrics used by programs to monitor student 

academics; and  

 The number of students determined by standardized assessments/metrics to be making 

progress by the program. 

Each LEA contact was instructed to complete one survey for each program that served at least 10 

students in the school system. If multiple programs serving 10 or more students were identified 

in a school system, a survey was completed for each program. If a program served fewer than 10 

students, the survey automatically ended the survey for that particular program. 

Respondents were asked to complete the survey for the 2016-2017 academic school year. Since 

the 2016-2017 year represents the first year for the data collection, this data is considered 

baseline data for the purposes of reporting. In addition, respondents were asked to send out the 

online survey link directly to programs, if necessary, in order to verify and confirm responses. 

Future efforts by the MSDE will continue to revise the data collection tool(s) and analysis 

strategies used to comply with Senate Bill 494. Therefore, this report is intended to be viewed as 

a baseline data collection effort that will continue to be developed over time.  

Demographic Data for Online Survey 

Responses were obtained from the 24 LEAs in Maryland. In addition, several community 

partners completed the online survey. Sixty-seven community partners responded to the survey. 

The list of community partners that responded to the online survey on behalf of their program 

can be found in Appendix B.  

Of the 67 responses to the online survey, 64 respondents indicated that the program they were 

reporting on served 10 or more students during the 2016-2017 school year. Of the programs 

which served more than 10 students, responses indicated that there were approximately 15,803 

students served in the State by the programs. The types of services provided by the programs can 

be reviewed in Table 1 on page 7. The primary referral concerns for students serviced by the 

programs can be found in Chart 1 on page 7. 
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Type of Service Percent of Respondents Providing  

Service Type to Students During the 

 2016-2017 School Year 

Individual Counseling for Mental Health Concerns 100% 

Individual Counseling for Substance Use Concerns 28% 

Individual Counseling for Social/Emotional Concerns 94% 

Group Counseling for Mental Health Concerns 65% 

Group Counseling for Social/Emotional Concerns 63% 

Group Counseling for Substance Use Concerns 8% 

Family Counseling 77% 

Prevention Program 26% 

Substance Use Treatment Programs 8% 

Treatment Programs 14% 

Other  35% 

Note: Percentages were rounded up to the nearest whole number. Multiple services are typically provided by a 

single program. Therefore the sum of percentages exceeds 100 percent.  

Chart 1. Primary Referral Concerns for Students Serviced by Programs in 2016-2017 

 

Analysis of Effectiveness of Behavioral Health Services Programs Using 

the Online Survey 
 

The online survey defines a standardized measure/metric as, a student, parent, or teacher-

reported measure using standard items and scoring procedures. Examples provided to 

respondents were rating scales, such as the Outcome Measurement System, Pediatric Symptom 

Checklist – 17, and the Strengths and Difficulties Questionnaire. Other examples included 

measures such as academic engagement, discipline referrals, student attendance, and grades. A 

Table 1. Types of Services Provided to Students by in 2016-2017 
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key determinant of identifying a measure or metric was whether the intended outcome was to 

assess the progress or outcomes of students participating in programs. Progress monitoring was 

defined as, routine collection of standardized assessments at multiple times to monitor a 

student’s progress by a community-partnered behavioral health provider. It is important to note 

that data collected only at intake for a student were not considered progress monitoring 

measures.  

 

Respondents were asked to provide the names of all standardized assessments/metrics used to 

monitor academic, behavioral, and social/emotional progress of students assisted during the 

2016-2017 school year. Respondents were also asked to indicate the number of students reported 

as making academic, behavioral, and social/emotional progress during the 2016-2017 school 

year.  

Analysis of Effectiveness of Academic Functioning and Progress of 

Students in Community Behavioral Health Services Programs 
 

Respondents indicated that a variety of standardized assessments and metrics were used to 

monitor student academic progress during the 2016-2017 school year. Table 2 lists the metrics 

reported by respondents. These metrics included standardized test scores, grades, class 

assignment completion, classroom tests and quiz scores, and homework completion. The most 

prevalent source used to monitor academic progress was grades (55percent), followed by class 

assignment completion (29percent). Approximately 33 percent of the respondents indicated that 

an academic metric is currently not used. Another 28 percent indicated use of an assessment or 

metric other than the metrics listed in the survey. The metrics included teacher consultation 

reports and collaboration with a school counselor or other student service personnel. 

Approximately four respondents from the school systems indicated that data on academic 

progress were not currently reported through the local school system’s office of student services.  

 

Table 2. Standardized Assessments and Metrics used by Programs to Monitor Student Academic 

Progress during the 2016-2017 School Year 

 

Academic Metrics Percent Using Metric 

Standardized Test Scores  20% 

Grades 55% 

Class Assignment Completion 29% 

Classroom Tests and Quiz Scores 24% 

Homework Completion  22% 

No Academic Measure Used at This Time 33% 

Other 28% 

Note: Percentages were rounded up to the nearest whole number. Multiple metrics are typically used by a single 

program. Therefore the sum of percentages exceeds 100 percent.  
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Table 3 indicates the percentage of students served by programs who were reported as making 

academic progress during the 2016-2017 school year.  

 

Table 3. Percentage of Students Served by Programs Reported as Making Academic Progress 

during the 2016-2017 School Year 

 

Answer Choices Responses 

N/A Program did not Monitor Academic Progress  16% 

Don’t Know (Program did Monitor Academic Progress, 

but the Number of Students Making Progress is 

Unknown) 

68% 

Total Number of Students in the Program Making 

Academic Progress 

16% 

Note: Percentages were rounded up to the nearest whole number.  

An analysis of written responses provided by the respondents yielded some additional insights 

into these data. Some comments are captured below: 

 “Our program requires clinicians to monitor academic metrics but does not have a data 

system to collect, aggregate, and monitor them for the program as a whole.” 

 

 “The program has been in place for 13 years and has grown in both number of students 

served and schools served. Data are collected to reflect program growth. A parent 

satisfaction survey is conducted bi-annually to ascertain the opinions of parents regarding 

the services provided.” 

 

 “We are in the third year of implementation with very positive results. We have not 

collected data specific to our school-based population but we do have outcome data. We 

also have in place comprehensive training, supervision, monitoring, and consultation for 

all clinicians and their clinical supervisors and a fidelity monitoring system that support 

providing a high fidelity evidence-based practice. “ 

Analysis of Effectiveness of Behavioral Functioning and Progress of 

Students in Community Behavioral Health Services Programs 
 

Respondents noted that a variety of standardized assessments and metrics were used by the 

program to monitor student behavioral progress during the 2016-2017 school year. Table 4 

indicates the assessments/metrics reported by respondents.  Assessments and metrics reported 

included functional assessment/behavior intervention plans, goal attainment scales, Connors 

Parent and Teacher Rating Scales, the Achenbach Child Behavior Checklist, the Behavior 

Assessment Scale for Children, the Outcome Measurement System (OMS), school attendance, 

and number of office referrals. The most prevalent sources used to monitor behavioral progress 

were number of office referrals (57 percent) and school attendance (55 percent). The OMS was 

also another widely used data source. Forty-three percent of respondents indicated use of the 
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OMS to monitor behavior progress. Approximately 16 percent of the respondents indicated no 

current use of a behavioral assessment or metric. Thirty percent indicated use of an assessment or 

metric other than ones listed in the survey. Additional assessments or metrics used included the 

Risk Identification Suicide Kit (RISK) Assessment Tool, provider-developed rating scale, 

consultations with the school behavior interventionist and other student service personnel, and 

the Vanderbilt Assessment Scales.  

 

Table 4. Standardized Assessments/Metrics used by Programs to Monitor Student Behavioral 

Progress during the 2016-2017 School Year 

 

Behavior Assessments/Metrics Percent Using Assessment/Metric 

Functional Behavioral Assessment/Behavior Intervention Plan  28% 

Goal Attainment Scale 16% 

Connors Parent and Teacher Rating Scales 26% 

Achenbach Child Behavior Checklist 4% 

Behavior Assessment Scale for Children 10% 

Outcome Measurement System 43% 

School Attendance 55% 

Number of Office Referrals 57% 

No Behavioral Measure Used at This Time 16% 

Other 30% 

Note: Percentages were rounded up to the nearest whole number. Multiple metrics are typically used by a single 

program. Therefore the sum of percentages exceeds 100 percent.  

Table 5 indicates the percentage of students served by programs who were reported as making 

behavioral progress during the 2016-2017 school year.  

 

Table 5. Percentage of Students Served by Programs Reported as Making Behavioral Progress 

during the 2016-2017 School Year 

 

Answer Choices Responses 

N/A Program did not Monitor Behavioral Progress  12% 

Don’t Know (Program did Monitor Behavioral Progress, 

but the Number of Students Making Progress is 

Unknown) 

70% 

Total Number of Students in the Program Making 

Behavioral Progress 

18% 

Note: Percentages were rounded up to the nearest whole number.  

An analysis of written responses provided by the respondents yielded some additional insights 

into these data. Some of those comments are captured below: 

 “Program did not monitor every student receiving services.” 

 

 “Don’t know exact number of students making progress at this time, but the majority of 

students seen made academic, behavioral, and social/emotional progress as seen by 

grades, office referrals, and teacher reports.” 
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Analysis of Effectiveness of Social/Emotional Functioning and Progress of 

Students in Community Behavioral Health Services Programs 
 

Respondents noted that a variety of standardized assessments and metrics were used by the 

program to monitor student social/emotional progress during the 2016-2017 school year. Table 6 

indicates the assessments/metrics reported by respondents.  Assessments and metrics reported 

included the Pediatric Symptom Checklist, the Strengths and Difficulties Questionnaire, the 

Beck Depression Inventory, the Beck Anxiety Inventory, and the OMS.  

 

The most prevalent data resource used to monitor social/emotional progress was the OMS (45 

percent). Use of the OMS was followed by the Strengths and Difficulties Questionnaire (18 

percent), the Beck Depression Inventory (18 percent), and the Beck Anxiety Inventory (18 

percent).  Approximately 31 percent of the respondents indicated no current use of a behavioral 

assessment or metric. Thirty-one percent indicated no use of an assessment or metric other than 

the ones listed in the survey. The assessments and metrics included outpatient treatment plans, 

provider-developed rating scales, consultations with teachers, consultation with behavior 

specialists and student service providers, Vanderbilt Assessment Scales, the Patient Health 

Questionnaire, the Generalized Anxiety Disorder Scale, the Revised Children’s Anxiety and 

Depression Scale, and the Screen for Child Anxiety Related Emotional Disorders. 

 

Table 6. Standardized Assessments/Metrics used by Programs to Monitor Student 

Social/Emotional Progress during the 2016-2017 School Year 

 

Behavior Assessments/Metrics Percent Using Assessment/Metric 

Pediatric Symptom Checklist  12% 

Strengths and Difficulties Questionnaire 18% 

Beck Depression Inventory 18% 

Beck Anxiety Inventory 18% 

Outcome Measurement System 45% 

No Social/Emotional Measure Used at This Time 31% 

Other 31% 

Note: Percentages were rounded up to the nearest whole number. Multiple metrics are typically used by a single 

program. Therefore the sum of percentages exceeds 100 percent.  

An analysis of the written responses provided by the respondents yielded some additional 

insights into these data. Some of those comments are captured below: 

 “Program did not monitor every student receiving services.” 

 

 “Don’t know exact number of students making progress at this time, but the majority of 

students seen made academic, behavioral, and social/emotional progress as seen by 

grades, office referrals, and teacher reports.”  
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Table 7 indicates the percentage of students served by programs who were reported as making 

behavioral progress during the 2016-2017 school year. 

Table 7. Percentage of Students Served by Programs Reported as Making Social/Emotional 

Progress during the 2016-2017 School Year 

 

Answer Choices Responses 

N/A Program did not Monitor Social/Emotional 

Progress  

16% 

Don’t Know (Program did Monitor Social/Emotional 

Progress, but the Number of Students Making Progress 

is Unknown) 

68% 

Total Number of Students in the Program Making 

Social/Emotional Progress 

16% 

Note: Percentages were rounded up to the nearest whole number.  

An analysis of written responses provided by the respondents yielded some additional insights 

into these data. Some comments are captured below: 

 “We do administer the OMS, but we are unable to pull individual data for clients, only 

program trends. We are now administering On Track Outcomes in order to measure 

progress with individual students.” 

 

 Don’t know exact number of students making progress at this time, but the majority of 

students seen made academic, behavioral, and social/emotional progress as seen by 

grades, office referrals, and teacher reports.” 

Summary 
 

As noted in the introduction, on April 26, 2016, Governor Hogan signed Senate Bill 494, which 

required that the MSDE, in consultation with local and State stakeholders, develop and 

implement a reporting system to: 

  

(1) determine the effectiveness of community-partnered school behavioral health services 

programs; and 

(2) collect data on the outcomes of students who receive behavioral health services from 

community-partnered school behavioral health services programs, including academic, 

behavioral, social, and emotional functions and progress. 

 

Data were collected from respondents representing the 24 local school systems using an online 

survey. Respondents were also asked to identify assessments and metrics that are used by 

behavioral health services programs during the 2106-2017 school year to monitor the academic, 

behavioral, and social/emotional progress of the students served. Respondents were also asked to 
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identify the percentage of students in behavioral health programs making progress on these 

assessments and measures. The data presented in this report are baseline data which provide a 

deeper understanding of the number of students in Maryland serviced by behavioral health 

services programs, the referral concerns of the students, and current assessments and metrics 

used to monitor progress and program effectiveness.  
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Appendices 
Appendix A  

Community-Partnered School Behavioral Health Services Program Survey 
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co11mun1ty·Pannered School Behavioral Heallh 5eMces Programs sur1ey 

FAQ for Survey 

\Vhat IS a ~commun1r1 ·partneri!d sc11001 De11av1or8l health program~'? 

A community-partnered school behavioral health progra1u (~Progranl'") i s a progran1 or sen.i ce 

prov ided by a c o1n1nunity n'ICntro hc.,lth agency/organization. l icensed 1nental health cl inici .tn, or 

outpatienr mental health center C'Provider") t hat partners with publ ic schools and f an1iti es. to 

previde prevention. inte1vention and treatn1ent ser1iees for social·e1uotiooal, psychological. 
be11av1ora1, and p11ys1cE.I heann ar sruden1s, 111c1uacng rnental heatth anel suustance use 

disorders. school-Based He.alr/1 c~nters are not jnctudt:d jn tlis dara reques·t. 

Ho\v should t his form be co111pleted rt a single Provider has n1u1ti1>~ ?rograms? 
This form shoo1d be com,.al tl ttd for eachrrcgram. If a Provider o fftlrs mul tip le Programs. a 
sepa1at~ fonn n1ust be fi lled c ompleted for each Pro9ran1. 

\Vhotl are "behavioral he<dth services'"( 
A behavioral healt h se1v ice is a therapeutic ;iervice pro11ided to an indi\fidu.el. 1 fa111i ly, anclfor a 

group of children v1ith i dcnt\f i cd nlencal he.11t h ~'nd'or subs(anc.o uso con·ccrns. 

\Vhatare "s landardize-d assessments atld 1netrics"? 
St;;indardizo:t assessment$ ;,tnt.t metrics inc lude student. p;;iront, or te<tcher-repo"cd nteasures vrith 
standard ite.11s and s~oring proce-dutes. !iuch as raring scales l ike the Pe.:fiatric syn1ptom Chec~:list 

• 11 (rsc-17) or the S(rengths Md Diffieulric.s Questionnaire. ¥ou nlny also include My 

assessments or metrics of ;:ic.idemic engagement. o ffic;u disc ipline refcrr..ds, ;;,ttend;;moo, or grades 
chat are collected to as!oess. t he prc.gress or outcornes of ;itude1us partic ipating in Pro.grams.. 

s t.:ind.:udizoj il.$SCssnlcnts a1ld nlctrics do include tho o utcorno Mc,'\Sw cn1cnt systc nil (Of\15). 

\Vhat i s " prog1ess monitoring•? 

t•rogress moni tor ing rofers to routin•:l y collecting swnd<.udized a.ssessmenls otl multiple times to 

moni tor i l student's r.irourcss by a communi lY·Pilrtnc red behotvior ;,,I heillth provider. 
f/OTE: This fonn asks obout standardized nssessmonts M d metrics used f or progress 

monitoring. Outacollccted only at in t.."lkc should not bu included. 

TINEFRAt.1E: Plcuse contplete the folltrtiing survey qutlstions for the zo1~zo11 schootycar 
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(ber.·re.:n J uly 1, 2016 through J u ne 30, 2011). 

"1SDE Conta: t : r or qucl-tion.s M d corn1n.cn1s. p!cnsc c ontoct 0(b0fnh Ncl::.on b y cmnil at 

tJ~lou 1 1tl1.u~l !lun@1u1:11 yl~11tJ .yuv 0 1 Loy µhuo~ ~t 41~7&7·0294 

DUE Ot. TE: Responses art. due no la.:er than September 28, 2017 

• 1. l\~Jttc (and E111a il or P'.itscn COr)p!etin~ F011n 

F1f1 N '):Tlfl: 

Ttlr,: 

C11t:t-JI: 
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(~ ~IJl)lt.'1 \' U.'U:ly 

( ' C ot.'el'! COllT.).' _, 

c C 11tol1t C-:..a.11\' 

c C;:arrol Coun1>1 

c C\'CI CU.ti!" 

c Ch=i !r~ C-011)1\• 

(, Oil,,t·~~' Ce<.fi:-, 

c ~1 :dt?tkl C U111ily 

c <,:a,~ 1.XIWllY 

c H111~(1 •d <'.-Oum;; 

c .... : .. ;;.,<I ~·)it)!)' 

(~ l(.:O) I C.-.!f •';) 

(~ 1\ IUitl<'.lt.'ll!..:Ol'\' Ci11.i l 't 

(~ Pm!Je ( ir,ni;ir,' .s. c:-.ar l'/ 

(; Q.1(11'.l i Mn.-:':; C:rA,l'l('f 

(~ $(:<"l:t St'l()ll'l 

(~ ~('tU;ll'rl ( , .. tll!T)' 

(~ s~ \ l ill'i':· COull!v 

(~ T:ilbo:Co~r'C'I 

c \\'Yh ll(fnl'I \.t:c!l'r.'/ 

c~ \\' tr.m•t.·., r:m"'ri 

c '•\~:O:t\'~!\'f 0:.ul•h 

• ~. Ell«.·1 lhG n;.une Of lhC Co1111!'1uniw~Pilltfl(!r(..>\l SCl'O(•I e e-1..avioraJ HC(l.111'1 P•O!Jf;Jffl ("Pu:rJn.un") b l '.'lhiCh 
)'(IU .;)IC 1<!'!::1)00<5-l~J· F1)1 <tf:lln~i~) 1)1 P ll)!Jl fllll, !)l:C uu~ .'ll)()\•1': F/ -.Q .vr.r<~: E:n.'.·h F rt'r1h/(.'I' :11;ly /o; l\'C 1111;(ff/°JJ1~ 

Pragr~m.~. rnr.~ rv.'!ll .">l'lc11.'d n~ compri!rert h)(RP.i':l'I Progr-aM. 

l=ullN~o1.: Cl !lc-M .. '.i11·ll 
H."lll ~.il Pll\':fi':m: 
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'" l l . NAmF.: a ll the srandan1izP.rt ff.>se..=;smentsf11E«:rics used by ;hE; Pmgran110 mo1itcr s111c!i:!nt 
$Ucitlli<Nt1UlionuJ prug10$S d Llilij the :Kll G-2017 Wl<x:-1 yc{u (Cf;(t(;k \1.1 lhat cippl:;) 

0 Q.Kk,1\fl>i~l't 111"~11.<JI\' 

0 0Jti.-v1.,.. Mt:il'f~1 l'rll.:tll .S-,s~o 

'" 12. Er;P.r tho; ro1al n11n1her of s.111rle>US\\•ho r artt::ipa1P.d in rhis P-rog•am \\'ho 'NP.l'P. rP.l'Cfled as making 
acartanic r rogress '1tlring ;he 2:">16·2<111 sctiod year 

'" L.1. Er;P.r tho; ro1al n11n1her of s.111rte;i;s \\•ho r artt::ipa1P.d in rhis P-mg•am \\'ho 'NP.l'P. rP.l'Cfled as making 
heha1;;oral p.-og•e..:;.5 during the 2016·201 'i school year 

'" 14. Er;P.r mo; ro1a1 n11n1ner or s.11111e;i;s \\•no r arn::1pa1P.d rn rn1s Pmg•am \\'no 'NP.l'P. r@rCfrel'J as making 
$Ucitlli<Nt1UlionuJ p1Uy1C$~ du1irlg Ur) 20l b·2Ul / .S(;t)Q(;I yi'ill 

(··~ , Nt.\ {Piu.:11=in d.d YJI lllUo:i W1 ooe~JJ.:O:U!i.'t)~ J)l(t:if"'1;;) 

c 0 110, K<lO••>'{PtUo:11=in d'd 'llOl'i:01 ro~i.· ... ~10001~ µ u:i1 .. ;$, l:U! 11\llt'C!.:O: ~ ~0.. '1!S 111-;J.:11'.1 p1u::i:.:s'J iS•;OW .-.11.j 

0 T".al U111r'..,...I CI .~~l'I!~ h lht: A Oilliifll l.liloi:1ij sott>Ji,..,l\';ltb;1~ Pl\rtf~;;s tj)l ~:- llitr O.r'l'lbl-1 hi.ti~ l!W. 1:~~·1) ,_, 
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Appendix B 

Community-Partnered Programs Providing Services to Students 

Below is a list of Community-Partnered School Behavioral Health Services Programs that were 

identified in the online survey as providing services to students.  

 School Wellness Center 

 Red Flags 

 Positive Youth Development 

 Linkages to Learning 

 TCPS School Mental Health Program 

 Corsica River Mental Health 

 Bridges Behavioral Health and Wellness, Inc. 

 Community Behavioral Health 

 Dorchester County Health Department 

 For All Seasons 

 Eastern Shore Psychological Services, Inc.  

 Army School Behavioral Health 

 In-School Community Partnerships 

 School-Based Mental Health Centers 

 The Children’s Guild, Inc. 

 PACE Consulting, LLC 

 Advanced Behavioral Health 

 Innovative Therapeutic Services School-Based Services 

 Life Renewal Services 

 Behavioral Health and Rape Crisis Center 

 Hope Health Systems 

 Villa Maria 

 Carroll County Youth Services Bureau 

 Thrive Behavioral Health  

 University of Maryland School Mental Health Programs 

 Fusions 

 Anne Arundel County Expanded School-Based Mental Health 

 Caroline Behavioral Health 
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Karen B. Salmon, Ph.D. 
State Superintendent of Schools 


200 West Baltimore Street• Baltimore, MD 21201 • 410-767-0100 • 410-333-6442 TIY/TDD • msde.maryland.gov 


December 1, 2017 


The Honorable Larry Hogan 
Governor 
State House 
100 State Circle 
Annapolis, MD 21401 


The Honorable Michael E. Busch 
Speaker of the House 
H-101 State House 
100 State Circle 
Annapolis, MD 21401 


The Honorable Thomas V. Miller 
Senate President 
H-107 State House 
100 State Circle 
Annapolis, MD 21401 


Re: Community Partnered School Behavioral Health Services Programs (MSAR #10871) 


Dear Governor Hogan, President Miller and Speaker Busch: 


In 2016, the Maryland General Assembly enacted Senate Bill 494, Community Partnered School 
Behavioral Health Services Programs Reporting System and Report (2016 Md. Laws, Chap. 213). The 
legislation requires the Maryland State Department of Education (MSDE) to develop and implement a 
reporting system to determine the effectiveness of community-partnered school behavioral health 
services programs. The enclosed report provides information related to data collection required by the 
legislation. 


If you have any questions or need additional information, please contact Mary Gable, Assistant State 
Superintendent, Division of Student, Family, and School Support/Academic Policy by email at 
mary.gable@maryland.gov or by phone at (410) 767-0472. 


Thank you for your continued support and interest in maintaining the highest quality of education for 
all students in Maryland public schools. 


Best Regards, 


Karen B. Salmon, Ph.D. 
State Superintendent of Schools 


KBS:mg 


cc: Sarah Albert, DLS Library (5 copies) 











