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About CaroNova
CaroNova brings together partners across North and South Carolina to spark innovation and transformation in 
healthcare. Acting as a connector of people and ideas, CaroNova combines strategic vision, tactical initiatives, 
and nonpartisan research to accelerate the future of an affordable and effective healthcare system for every 
Carolinian. CaroNova works with healthcare providers, payors, community health advocates, and patients to 
support promising new practices and develop business models to scale and sustain successful models for 
systemic change. Visit CaroNova.org for more information.

About South Carolina Department  
of Health & Human Services
The Department of Health and Human Services is the state agency that administers South Carolina’s  
Healthy Connections Medicaid program. Visit SCDHHS.gov for more information.

http://CaroNova.org
http://SCDHHS.gov
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Executive summary
Through funding from the South Carolina Department of Health and Human Services (SCDHHS), CaroNova led 
a Pilot Design Committee (PDC) to co-design the Mental Wellness Through Schools (MWTS) framework and 
launch a school-based pilot with Florence 1 Schools (F1S) to test its key components. The pilot launched in July 
2024 and ended at the conclusion of the 2024-2025 school year.

As a result of this pilot, CaroNova is able to articulate this theory of change:

If school districts, with support from community partners, strengthen key foundational supports of their School 
Behavioral Health (SBH) system, including improving reliability of care continuity across settings, increasing early 
access to needed services, and increasing behavioral health knowledge for all staff, then school districts can help 
ensure students’ behavioral health needs are identified early and they are connected to the appropriate supports.

Early findings show that there is promise to this theory of change; however, further validation is necessary.

The F1S pilot demonstrated:

•	 a major increase in averted instances of suicidal ideation in middle schools

•	 a large decrease in emergency department referrals from middle schools

•	 no observable changes in emergency department admissions or inpatient transfers

•	 a large increase in referrals to middle school-based therapists as compared to high  
and elementary schools

•	 no noticeable changes in referrals to community behavioral health providers

•	 a marked improvement in district and middle schools’ SBH systems scores
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Overview
The prevalence of mental and behavioral health challenges affecting today's youth has reached unprecedented 
levels and has placed a staggering amount of pressure on our existing youth behavioral health (YBH) systems, 
specifically schools. Schools, with the help of community and health partners, are a critical location for children 
to gain access to services. To better meet the needs of today's youth, existing school behavioral health methods 
and frameworks must be adapted. The Mental Wellness through Schools (MWTS) Framework streamlines school 
behavioral health (SBH) systems’ best practices and standards. It operates on the premise that all youth deserve 
access to behavioral health and wellness services early and as needed. 

Since 2024, through funding from the South Carolina Department of Health and Human Services (SCDHHS), 
CaroNova led a Pilot Design Committee (PDC)  to co-design the MWTS framework and launch a school-based 
pilot with Florence 1 Schools (F1S) to test its key components. The pilot launched in July 2024 and ended at the 
conclusion of the 2024-2025 school year. 

The following Outcomes Summary presents data from the pilot and has been informed by the CaroNova 
Research and Evaluation Design Team (see Appendix A), SCDHHS, and the Pilot Design Workgroup. Measures 
and analyses were adapted to balance answering guiding questions while maximizing the use of existing data 
collection and readily available data. 

Key results from the MWTS pilot efforts indicate that Florence 1 School District and its middle schools were 
able to strengthen and integrate behavioral health structures and supports, increase identification of students 
in crisis, increase referrals to community-based behavioral health providers, and decrease referrals to the 
emergency department for behavioral health. Taken together, these findings suggest that the MWTS model 
shows great promise. We recommend to continue implementation and monitoring in F1S to confirm these results 
and to expand to additional diverse districts to test and adapt the model so that it can meet the needs of all 
youth in South Carolina. 

Taken together, these findings suggest that the MWTS model shows great promise. We recommend to continue 
implementation and monitoring in F1S to confirm these results and to expand to additional diverse districts to 
test and adapt the model so that it can meet the needs of all youth in South Carolina.

1 The Pilot Design Committee (PDC) was established by CaroNova to co-design a comprehensive school-based behavioral health pilot in the 
Pee Dee region by providing subject matter expertise in the topic area and defining associated metrics to determine statewide scalability and 
long-term sustainability (Appendix B).
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Pilot goals & anticipated outcomes
The Mental Wellness Through Schools (MWTS) pilot aims to simplify, strengthen, and standardize the 
foundational elements needed to support mental wellness for all youth through K-12 public schools. Doing 
so will ensure students' behavioral health needs are identified early and students are connected to the 
appropriate supports. 

Anticipated outcomes of the pilot were to demonstrate improved access to necessary and appropriate 
behavioral health care, an improved identification and tracking process for behavioral health needs, and success 
stories that exhibit how to scale what worked.
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Guiding questions and objectives 
The following Guiding Questions were used to inform the outcomes we sought to collect from the Pilot:

Guiding Questions Reasonings

How have pilot activities improved student 
identification and diversion from higher  
levels of care?

Professional development (PD) and improved referral pathways are 
expected to help school staff identify students who need help earlier, thus 
averting behavioral health crises.

PD and improved referral pathways are expected to help school staff 
identify more students who need help, even if this means emergency care.

Adding resource mapping to the PD and referral strengthening activities 
can help school staff send only students truly needing hospitalization to 
the emergency department (ED).

Strengthened referral pathways, and resource maps will help school 
staff direct more students and families to community behavioral health 
providers.

How effectively have implementation  
supports (e.g., resource mapping, coaching)  
been adopted and used by schools?

Using resource mapping best practice should result in a tool that is easy 
to use and beneficial; understanding perception of the tool will help 
explain broader pilot outcomes.

Coaching should result in a school behavioral health system that  
increasingly resembles best practice; seeing this progress will explain 
broader pilot outcomes.

What do success stories reveal about  
changes in student needs, service access,  
and pilot challenges?

Success stories will help explain how the pilot worked to decrease needed 
level of care and unmet behavioral health concerns.

Stories can explain the challenges impeding expected pilot results and 
broader pilot outcomes.
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Pilot activities
Below is a brief overview of the activities that were implemented. For more details, please see the case study: 
Building a Comprehensive School-Based Behavioral Health System in Florence 1 School District.

COACHING

Ongoing district behavioral health coaching started in the Summer of 2024 and concluded in June 2025. District 
staff, with the support of systems coaches, completed fidelity inventories  that assessed existing resources, 
identified strengths, and prioritized areas for improvement — all with ongoing coaching support to guide the 
process. During the pilot year, district staff began implementing key recommendations, including enhancing 
professional development, strengthening team structures and practices, and building internal coaching capacity 
to better connect students to needed support.

Ongoing school behavioral health coaching started in February 2025 and continued through the end of the 
school year. Coaching included training sessions with teachers and school staff to strengthen their knowledge on 
how to identify and support students who may be experiencing mental health challenges.

RESOURCE MAPPING

In early Fall 2024, F1S completed a process to develop a district-wide resource map of all available behavioral 
health resources in F1S, including services from local agencies and community partners. Essential referral 
information, such as billing and insurance, was included to ensure district and school staff were connecting 
students to the appropriate supports. The map was made available to school administrators district-wide.

During the pilot year, coaching sessions with behavioral health staff, administrators, and teachers at the four 
middle schools introduced an “at-a-glance” district-wide resource map, inclusive of how to use the map at the 
school-level.

PROFESSIONAL DEVELOPMENT

A day long professional development training was held in January 2025, Connecting the Dots: Understanding and 
Implementing Tiered Supports for Behavioral Health. It provided an overview of the various BH roles represented 
in F1S and what their specific role is in the SBH system. Systems coaches led the training for all F1S behavioral 
health staff: 17 school-based therapists, 30 school counselors, and five behavior interventionists across school 
levels.  

During the Spring 2025 semester, systems coaches encouraged F1S staff to leverage existing behavioral health 
resources, specifically the “All Hands on Deck” virtual training. The training covers youth mental health, what 
affects it, how schools can support it, and why strong relationships matter. It was shared with teachers and 

2 Systems coaches play a critical role in helping school staff and educators take the knowledge and skills learned in training and apply it to 
their daily work. Unlike academic coaching, which focuses on improving individual teaching skills, the goal of systems coaching is to improve 
the coordinated capacity of a group of educators and ensure best practices are continually implemented and integrated into the daily team 
activities of schools.
3 The SBHA District Systems Fidelity Inventory (adapted from the 2023 PBIS DSFI) evaluates the district-level structures that support 
sustainable school behavioral health systems. It measures key components across domains such as leadership teams, funding and policy, and 
internal coaching capacity, serving as both a roadmap and action plan for implementation. 
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school staff through Professional Learning Communities (PLCs), reinforced during coaching sessions with middle 
school teams, and presented at the district-wide professional development training in January 2025.

STRENGTHENING REFERRAL WORKFLOWS

In Fall 2024, a standardized school-based referral workflow was co-designed with F1S district staff and vetted by 
the pilot design committee. The workflow was shared with district staff and SBH staff. 

From March to May 2025, F1S school staff, district staff and community partners participated in a human-
centered design process to refine the referral workflow to ensure all F1S staff have the necessary knowledge 
and resources to connect students to the right behavioral health (BH) supports at the right time. Through the 
process a teacher referral reference guide was developed to ensure teachers have the tools they need to identify 
and connect students when they are experiencing mental health challenges. 
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Florence 1 school district & middle 
schools key insights 
To better understand the data presented in this report, key insights for F1S and the four middle schools are 
provided below. 

FLORENCE 1 SCHOOL DISTRICT

F1S has 22 schools and approximately 16,024 students. In the 2023-24 school year, all but one F1S school received 
Title I funding which provides supplemental financial assistance to school districts for children from low-income 
families.  The median household income for the residents of the district is $58,956. The community has a 
population of 100,037 and 37,966 households. Its race and ethnicity makeup is approximately 51 percent white 
and 49 percent non-white.

F1S MIDDLE SCHOOLS

4 https://ed.sc.gov/policy/federal-education-programs/title-i/title-i-district-allocations-and-served-schools/2023-2024-title-i-schools/ 

*Comprehensive Support and Improvement: Schools that are in the bottom 5% of Title I schools for all students.

**Targeted Support and Improvement: Schools that are “consistently underperforming” for any group of students, as defined by the state.

Moore Sneed Southside Williams State Middle 
School Avg. 

No. of Students 1,063 663 1,093 819 1,226

% of Students in Poverty 60% 81% 73% 85% 67%

% Multilingual Learners 8% 5% 4% 3% 10%

Year(s) Principal has been 
at School

4 1 1 2 5

% of Teachers Returning 86% 88% 83% 87% 80%

No. of School-Based  
Therapists

1 1 1 1 n/a

No. of Counselors 3 3 3 3 n/a

Avg. SC Report Card Score 
(out of 100)

49  
(Good)

42  
(Average)

40  
(Average)

37  
(Average)

51  
(Good)

Support Status - CSI* CSI TSI** n/a 

 https://ed.sc.gov/policy/federal-education-programs/title-i/title-i-district-allocations-and-served-schools/2023-2024-title-i-schools/ 
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Data collection methods and strategy
The data collection strategy for this pilot aimed to provide adequate data to assess intervention fidelity and 
outcomes while balancing feasibility of data collection without burdening school teams. Several types of data 
were collected and are outlined below.

DATA PARTNERS

Below is a list of partners that were engaged to help in the data collection process. 

•	 Florence 1 School District - pilot site and local school district

•	 Wellspring Psychology Group - practice that specializes in providing off-campus family therapy for F1S 
students and employees. 

•	 Hope Health - Federally-Qualified Health Center that offers off-campus integrated behavioral health 
counseling services.

•	 MUSC Health Florence Medical Center - local hospital in Florence.

•	 McLeod Health Regional Medical Center - local hospital in Florence.

•	 SC School Behavioral Health Academy - statewide initiative that specializes in school behavioral health 
coaching. Provided technical assistance throughout the pilot.

DATA TO ASSESS INTERVENTION FIDELITY

Strengthening school systems
At the beginning and end of the school year, each middle school participating in the pilot, as well as the district, 
completed an inventory of behavioral health systems in place. A separate tool was used at the district and 
school-level, both based on validated tools adapted by the SC School Behavioral Health Academy (SBHA) , . 
These are the SBHA District System’s Fidelity Inventory (DSFI) at the district-level and the SBHA School 
Inventory at the school-level. These tools are used to assess “the extent to which education and school mental 
health partners are applying the core features of the Interconnected Systems Framework (ISF)”. This framework 
offers a “structure and process to integrate education and mental health systems” with the goal of blending 
resources, training, systems, data, and practices in order to improve outcomes for all children and youth. It 
emphasizes prevention, early identification, and intervention of the social, emotional, and behavior needs of 
students.

The inventories are completed by a multi-disciplinary team at each school, and at the district level. At the district-
level it examines nine domains of implementing an interconnected education and mental health system while at 
the school-level it is comprised of five domains. Within each domain, the team completing the inventory assesses 
several items, ranking them on a scale of 0 (bad) to 2 (good). The scores for each item are then summed and 
divided by the total possible score for that domain and converted to a percentage. Scores from the beginning 
and end of the pilot school year are presented here to assess change over time.

6 Eber, L., Barrett, S., Perales, K., Jeffrey-Pearsall, J., Pohlman, K., Putnam, R, Splett, J., & Weist, M.D.(2019). Advancing Education Effectiveness: 
Interconnecting School Mental Health and School-Wide PBIS, Volume 2: An Implementation Guide. Center for Positive Behavior Interventions 
and Supports (funded by the Office of Special Education Programs, U.S. Department of Education). Eugene, Oregon: University of Oregon Press. 
https://www.pbis.org/resource/interconnecting-school-mental-health-and-pbis-volume-2 
7 Splett JW, Perales K, Al-Khatib AM, Raborn A, Weist MD. Preliminary development and validation of the Interconnected Systems Framework-
Implementation Inventory (ISF-II). Sch Psychol. 2020 Jul;35(4):255-266. doi: 10.1037/spq0000369. Epub 2020 May 28. PMID: 32463253.
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Strengthening staff skills
Staff who participated in the January 2025 Connecting the Dots: Understanding and Implementing Tiered 
Supports for Behavioral Health professional development training completed a survey at the end of the training. 
In this survey, participants were asked to rank their level of knowledge about school behavioral health integrated 
into a MTSS framework before the training and after the training on a scale of extremely knowledgeable to not 
at all knowledgeable. Further questions asked participants to report how relevant the training was, how likely 
they were to use what they learned in their work, the barriers to incorporating the training into their work and 
feedback on the training content and format.

The CaroNova team sought feedback on the pilot's impact on participating schools and staff members. SC 
School Behavioral Health Academy (SBHA) coaches shared reflection questions with the middle school principals 
involved and received several responses via email. The coaches summarized this feedback and provided it to our 
team, along with additional insights from participating school staff. 

At the end of the “All Hands on Deck” virtual training, participants receive a 10-question knowledge test. To 
complete the course, users must score 100% on the knowledge test but they may retake the test as many times 
as needed. A pre-test, with the same knowledge test questions, was incorporated into the “All Hands on Deck” 
training on January 15, 2025. Scores are presented as percentages in the findings below. 

PROCESS AND OUTCOME INDICATORS

Early detection of need and referral of students to appropriate care
Florence 1 Schools tracked the number of referrals they made to community-based behavioral health providers 
(including to Pee Dee Mental Health, Justice Works and Wellspring) and to school-based therapists in the first 
two months (August-September 2024) and last two months (April-May 2025) of the pilot school year. The data 
are disaggregated by middle school. The percent change from beginning to the end of the school year was 
calculated for each school, for the aggregate of middle school referrals, and for the aggregate of referrals from 
non-middle schools (primary and high schools) in F1S district.

Attendance of behavioral health care at select community-based providers
Two community-based behavioral health providers, Wellspring and Hope Health, shared data on the number of 
children ages 11-13 years old residing in F1S zip codes to whom they provided services in the 2023-2024 and 2024-
2025 school years. While imperfect, these data serve as a proxy for F1S middle-school students receiving care 
from these providers. Data are disaggregated by new and returning student clients. 
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Early identification and averting of mental health crises
For a crisis—either suicidal ideation or homicidal ideation—to be considered “averted,” it begins with a notification 
This can happen in one of three ways:

Once a concern is identified, it is immediately brought to the School-Based Therapist, who conducts a risk 
assessment to determine the appropriate response.

•	 If the student is in immediate crisis, the SBT initiates the school’s crisis protocol, which includes calling 
EMS to transport the student to the Emergency Department (ED).

•	 If the student is not in immediate danger, they are referred to therapy for follow-up support. 

•	 For students at a medium- or high-risk level, families are required to provide receipt of services if they 
decline school-based services or services from other partner organizations.  

Each SBT maintains a tracking spreadsheet to document instances of suicidal or homicidal ideation (SI/HI). This 
information is regularly shared with the school counselor and administrators to ensure appropriate follow-up and 
coordination. F1S middle schools shared their counts of instances of suicidal and homicidal ideation for the pre-
pilot and pilot school years. As all cases of SI/HI that the school is made aware of get connected with the SBT, all 
are considered instances averted. Data on homicidal ideation are not presented in this report as they were not 
the focus of the MWTS activities.

Referrals to the emergency department
Florence 1 Schools tracked the number of referrals they made to the emergency department for behavioral 
health during the 2023-2024 and 2024-2025 school years. The data are disaggregated by middle school. The 
percent change from the pre-pilot year to the pilot school year was calculated for each school, for the aggregate 
of middle school referrals, and for the aggregate of referrals from non-middle schools (primary and high schools) 
in F1S district.

Appropriate use of emergency department visits 
Two hospitals in Florence, McLeod and MUSC, extracted aggregate data from their electronic health records 
to provide counts of emergency department visits from likely F1S middle school students in the 2023-2024 and 
2024-2025 school years. Specifically, they shared the tallies of emergency department visits for patients ages 11-
13 years old residing in one of the F1S district zip codes. Tallies were shared for this population for all emergency 
department (ED) visits, for ED visits specifically for behavioral health issues (as defined by an agreed-upon list 
of ICD-10 codes, see Appendix C), and for ED visits where a psychiatric consult was ordered. For each of these 
categories, counts were provided for the number of ED admissions as well as those that resulted in an inpatient 
transfer. Inpatient transfers represent a likely necessary ED visit rather than a case that could have been 
supported by a community-based provider. Data are disaggregated by race, ethnicity, and insurance type.

Beacon system GoGuardian Report

Through the Beacon system, which 
alerts district staff, principals, 
assistant principals, and sometimes 
School-Based Therapists (SBTs), 
depending on alert settings.

Through GoGuardian, which alerts 
teachers if a student accesses 
restricted content on their 
Chromebook.

Or through a report from a student or 
staff member who notices a concern.
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Findings and insights

GUIDING QUESTION: HAVE PILOT ACTIVITIES IMPROVED STUDENT 
IDENTIFICATION AND DIVERSION FROM HIGHER LEVELS OF CARE?

Changes in emergency department utilization
Overall, there was a 54% decrease in F1S middle school referrals to the emergency department (ED) 
for behavioral health needs during the pilot year as compared to the previous school year (Figure 1). This 
is in contrast to a 49% increase across F1S primary and high schools. While the mental health needs of 
students may vary by school level, this comparison suggests that without pilot activities there may have 
been a similar increase at F1S middle schools.

1

Measuring Impact

Measure Pilot Goals Impact

Averted suicidal ideation 2. Early Access
3. BH Knowledge for All Staff

Major increase in averted incidents of 
suicidal ideation in Middle Schools. 

F1S Behavioral Health Emergency 
Department Referrals

2. Early Access
3. BH Knowledge for All Staff

Large decrease in emergency department 
(ED) referrals from Middle Schools

Emergency Department Visits by Discharge 
Disposition 

1. Care Continuity
2. Early Access
3. BH Knowledge for All Staff

No observable changes in ED admissions 
or inpatient transfers

Middle School Referrals for Student 
Behavioral Health

1. Care Continuity
2. Early Access
3. BH Knowledge for All Staff

Large increase in referrals to Middle 
School school-based therapists as 
compared to High School and Elementary. 

No noticeable change in referrals to 
community BH providers. 

District & School Behavioral Health Teams’ 
Adherence to Best Practice

1. Care Continuity
2. Early Access
3. BH Knowledge for All Staff

Marked improvement in district and all 
Middle Schools’ SBH systems score.

1. Care Continuity 2. Early Access 3. Knowledge

Improve the reliability of Care 
Continuity across settings

Increase Early Access to services 
through universal supports

Increase behavioral health Knowledge 
for all staff

Pilot Goals

OVERVIEW OF FINDINGS
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It is important to note that this change in emergency department referrals for behavioral health needs 
was not consistent across the middle schools. The decrease in referrals was largely driven by Williams 
School that saw a 90% decrease, indicating that students may be getting redirected to lower levels of care. 
There was little-to-no change at Southside, Sneed, and JW Moore; however, the total number of referrals 
from each of these three schools are so small that it is difficult to draw strong conclusions from these data. 
Factors such as differences in student body populations, preexisting behavioral health resources, and major 
events that occurred in the last two years, should also be considered when interpreting these findings.

Despite a decrease in F1S middle school referrals to the emergency department for behavioral health, data 
from MUSC and McLeod of likely F1S middle school students show a 30% increase in ED admissions 
for behavioral health from the pre-pilot to the pilot school year (from 118 to 154 ED visits). The majority 
of behavioral health ED admissions were among youth who identified as Black or African American, or as 
another race other than White  (Figure 2). Further, most behavioral health ED admissions comprised youth 
who did not identify as Hispanic or Latino. From the 2023-2024 school year to the 2024-2025 school year, 
behavioral health ED admissions among Non-White individuals increased by 23% whereas they increased 
by 46% among White individuals.
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Figure 1: Emergency department visits for behavioral health from F1S middle schools were 
halved during the pilot implementation compared to the previous year but varied by school

Number of referrals to the emergency department for behavioral health, by school and year

ED = emergency department; SY = school year
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Most emergency department admissions with a behavioral health diagnosis were among patients using 
Medicaid (Figure 3). The proportion of these visits attributed to Medicaid beneficiaries decreased from 79% 
to 75% from the pre-pilot to pilot school year. 

There are some key limitations to these data that must be considered when interpreting these findings. 
First, MUSC and McLeod do not represent all the emergency departments serving F1S district. Without 
insight into all ED admissions, regardless of health facility, we are unable to confirm the observed trend in 
increasing behavioral health visits. Second, these ED admissions include anyone who is 11-13 years old and 
resides in the zip codes associated with F1S district. As such, the data are not exclusive to F1S middle school 
students but may also include students from other schools that did not receive pilot activities. Last, without 
a comparison group or several years of data, we are unable to isolate any possible effect of the intervention. 

Overall, 14% of all ED admissions were for behavioral health needs during the 2024-2025 school year, 
with little change from the pre-pilot year (Figure 4). In 7% of all ED visits, there was a psychiatric consult 
ordered during the pilot year, with a small increase from 5% the preceding year. ED admissions with a 
behavioral health diagnosis and with a psychiatric consult are not mutually exclusive so cannot be added 
together.

Figure 2: Total number of ED visits for behavioral health increased over time
Number of emergency department visits with a behavioral health diagnosis from 

likely F1S middle school students, by race, ethnicity and school year
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8 Racial categories available within the health management information systems at MUSC and McLeod include American Indian or Alaska 
Native, Asian, Asian Indian, Black or African American, Chinese, Filipino, Guamanian or Chamorro, Hispanic, Japanese, Korean, Native Hawaiian, 
Samoan, Vietnamese, White or Caucasian, Other, Other Asian, Other Pacific Islander, More than one race, Unknown, Patient unable to respond, 
Declined to answer.

Figure 3: Most ED visits for behavioral health are among Medicaid recipients
Number of behavioral health ED visits from likely F1S middle school students by insurance type and school year
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For students in crisis, a referral to the ED may be necessary and appropriate. In examining the proportion of 
ED admissions that result in an inpatient transfer, we can estimate those that were appropriate. In both the 
pilot and pre-pilot school years, 26% of ED admissions resulted in an inpatient transfer (Figure 5). This 
suggests that 114 of the 154 ED visits in the 2024-2025 school year (the 74% that were outpatient visits) may 
be for students who could be better supported by lower levels of care.

Figure 4: There was little change in the contribution of behavioral health to total ED visits over time
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Figure 5: Estimated appropriate ED visits for behavioral diagnoses remained constant
Proportion of ED admissions that resulted in an inpatient transfer for behavioral diagnoses by school year
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Changes in the utilization of community and school-based behavioral health care 
Pilot efforts aimed to bolster school staff’s ability to detect students’ need for behavioral health services 
earlier and better direct students to community-based providers when ED visits are not warranted. To 
gauge if the pilot activities have started to divert students from the ED to community and school-based 
behavioral health care, the four middle schools shared the number of referrals they made to school-
based therapists (SBTs) and to community providers (including Pee Dee Mental Health, Justice Works and 
Wellspring) in the first and last two months of the pilot school year. 

These data show there were almost no referrals to community-based or school-based providers at the 
beginning of the pilot (Figure 6). Any referrals in the first two months of the school year were to community-
based providers. By the end of the pilot period, all four middle schools were making behavioral health 
referrals to community-based providers and school-based therapists, referring more heavily to school-
based therapists. 

2

Figure 6: Behavioral health referrals to community providers and school-based
therapist increased considerably during the pilot across all schools

Number of referrals in the first and lat two months of the pilot, by provider type and school
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From the start to the end of the pilot school year, the total number of referrals to either community 
providers or SBTs increased saw a 24-fold increase (from 6 to 144 referrals). This is in comparison to 
a 1.2-fold increase in such referrals at F1S primary and high schools. The steeper increase in referrals at 
F1S middle schools could indicate changes in referral practices or greater student need. We should also 
consider the documented effect of seasonality on the utilization of behavioral health services.  Research 
has shown that ED visits for behavioral health needs increase as the school year progresses. While the 
comparison of referrals between pilot middle schools and non-pilot primary and high schools helps 
account for seasonality, it is possible that the seasonal effect is stronger among middle school students. 
Longitudinal data or data from a comparison school district will be needed to isolate the effect of pilot 
activities from seasonal patterns. 

9 Radhakrishnan L, Carey K, Pell D, et al. Seasonal Trends in Emergency Department Visits for Mental and Behavioral Health Conditions Among 
Children and Adolescents Aged 5–17 Years — United States, January 2018–June 2023. MMWR Morb Mortal Wkly Rep 2023;72:1032–1040. DOI: 
http://dx.doi.org/10.15585/mmwr.mm7238a3
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These data also raise questions about the ideal mix of service provision. Given the emphasis of referrals to 
SBTs, it will be important to monitor SBT caseload to ensure that any increase in demand for services does 
not overburden the SBT team. 

Changes in referral practices are critical to redirecting students to the appropriate level of care, however, 
they do not necessarily translate into service utilization. Data from two community-based behavioral 
health partners, Hope Health and Wellsprings, offer insights into community-based service utilization. From 
school year 2023-2024 to 2024-2025, there was little change in the total number of likely F1S middle school 
students receiving care from these two providers. These do not represent all the possible community 
providers that F1S students may visit though, limiting our ability to ascertain any trend.

Figure 7: F1S Middle schools had a greater increase in averted incidents 
of suicidal ideation than F1S primary and high schools over time
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A critical component of a well-functioning school behavioral health system is to be able to identify and 
connect students in crisis with care in a timely fashion. Within F1S district, schools have systems in place to 
identify when students are experiencing suicidal ideation including monitoring of web searches and tracking 
reports from students and staff. Every time the school is made aware of an incident of suicidal ideation the 
student is connected to a school-based therapist who then takes appropriate action. This leads to 100% of 
cases of suicidal ideation considered averted. From the pre-pilot to pilot school year, there was an increase 
in incidents of suicidal ideation averted across F1S with a larger percent increase at middle schools than 
primary and high schools (Figure 7). This may reflect an increasing ability of staff to identify students in 
crisis or a growing number of students in crisis, particularly at middle schools. These findings suggest a 
need to continue focusing on connecting students to preventive services in an effort to avoid crises.
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GUIDING QUESTION: HOW WELL HAS THE PILOT BEEN IMPLEMENTED?

To understand if the pilot activities were implemented with fidelity, we can examine changes in the district and 
school level SBHA inventories. Scores on the inventories offer insights into the structures in place to support an 
interconnected education and mental health system.

There were considerable improvements in the district SBHA inventory scores across nearly all domains 
from the beginning to the end of the pilot school year (Figure 8). In particular, F1S district made major strides in 
improving coaching (from 13% to 100%), training (42% to 92%), funding and alignment (50% to 94%), and local 
implementation demonstrations (17% to 67%).  There was little change in workforce capacity and community 
engagement however the community engagement score was already high at pilot start (83%). Looking ahead, 
workforce capacity, evaluation and local implementation demonstrations remain areas for continued investment 
and focus.
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Figure 8: Florence 1 School District improved across most domains of the SBHA Inventory
District SBHA Inventory scores by domain and time

At each of the middle schools, there were modest improvements in inventory scores however improvement 
was limited by the already high scores at the beginning of the school year (Figure 9). The reported scores 
demonstrate variation in strengths across the schools. At the same time, at the end of the pilot year, the four middle 
schools had commonly lower scores in the domains of intervention selection, implementation and progress, as well 
as data-informed practices.  

Figure 9: F1S middle schools improved across several domains of the SBHA Inventory
District SBHA Inventory scores by school, domain and time
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Fifty-four staff completed the professional development training “Connecting the Dots: Understanding and 
Implementing Tiered Supports for Behavioral Health” in January 2025. Most were school counselors (56%) followed 
by school-based therapists (31%). Participants’ self-reported level of knowledge about school behavioral health 
integrated into a MTSS framework shifted towards greater knowledge following the training, such that 24% ranked 
themselves as extremely or very knowledgeable pre-training whereas 56% felt they reached this level of knowledge 
post-training (Figure 10). The training met the needs of staff whereby 78% said the session was extremely or very 
relevant to their current work and 87% reported that they would definitely or probably use what they learned in 
their work. 

Figure 10: Self-reported knowledge of school behavioral health integrated into an MTSS framework 
improved considerably following professional development
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Staff who completed the Connecting the Dots professional development training shared feedback on the session. 
There was wide agreement among respondents that there is a need for cross-training and collective training 
on this topic. Several explained the importance of “keeping all professions together the entire time” to “ensur[e] 
the same message is being conveyed” to everyone. Others indicated that the training should be offered to 
teachers, administrators and district staff.  One participant poignantly expressed a desire for support on practical 
implementation of MTSS:

“What would be more helpful would be working with schools as a whole including teachers and 
admin and guidance on how to actually implement this in a more effective manner.” 

– School-based therapist

Despite the desire to use the content of the professional development in their work, participants noted several 
barriers that would prevent them from doing so. First, most stated that they need additional training on the 
subject matter before being able to apply the learnings. Second, staff described challenges related to their teams 
such that many noted “my colleagues will not support me in using what I learned,” echoed by others relating 
anticipated “push-back” and the need for “full staff buy-in.” A couple indicated their supervisor would not support 
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them in using what they learned. A school-based therapist shared, “I am not respected in my role enough to 
actually implement positive conversations or changes” suggesting a need to elevate the role of behavioral health 
staff in schools and the topic of mental health in general. Several participants said they would not have the time or 
resources to implement what they learned. 

Across the pilot middle schools, only one staff member had completed the “All Hands on Deck” training prior to 
pilot implementation. During the pilot school year, 18 additional staff members completed the training. To date, 
this represents 5% of middle school staff (19/397) including seven counselors, seven teachers, two administrators 
and three other staff. Participants who completed the training scored 65%, on average, on the pre-test. All 19 staff 
achieved 100% on the post-test, a requirement to complete the training (participants can take the post-test as 
many times as necessary to meet this requirement).

Staff from Florence 1 Schools shared their insights, feedback, and appreciation for the tailored coaching 
they received throughout the pilot. They noted that coaching provided clearer structure and action steps for 
strengthening their school behavioral health (SBH) system of supports, improved use of data for planning, progress 
monitoring, and accountability, better team communication, and overall alignment with district goals. The access 
to SBHA online courses, tools, and individualized coaching support was described as highly valuable and relevant 
to each school’s needs. Common challenges included limited time due to competing priorities (such as academics 
and testing), initially feeling overwhelmed by the scope of work associated with coaching, and varying levels of staff 
buy-in and understanding of their role in supporting student mental health. Staff shared key enablers for sustaining 
this work, including designating a point person or team to lead MTSS/SBH coordination in each school, establishing 
protected time for staff to regularly focus on SBH needs, continued prioritization of behavioral health by district 
leadership, and regular follow-up from coaches to maintain accountability and momentum. Staff also noted that 
having the option to schedule virtual coaching meetings made continued collaboration more feasible. Ongoing 
barriers such as staff turnover, competing initiatives and priorities, and data collection challenges were noted as 
factors that may slow progress or limit consistency of implementation. Despite these barriers, staff mentioned that 
the pilot helped kick-start significant positive changes in their schools, noting higher level of engagement from staff 
in strategic planning, increased alignment with district priorities, clearer understanding of staff roles, and a more 
proactive, data-driven culture surrounding student behavioral health and wellness.
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Evaluation summary
The Mental Wellness Through Schools pilot in F1S district shows promise in creating an improved school 
behavioral health system to ensure students can access behavioral health care from the right provider at the 
right time. 

 
Taken together, these results indicate that students at F1S middle schools are starting to be diverted from the 
ED to community-based providers and SBTs. Importantly, the rise in referrals to community-based providers and 
SBTs signals that students’ behavioral health needs are being identified earlier, hopefully avoiding reaching the 
point of crisis. 

While the data on appropriate ED visits showed no change from the pre-pilot to pilot year, and the total number 
of ED visits of likely F1S students with a behavioral health diagnosis increased during this time, it is too early to 
see meaningful effects of the pilot activities on these outcomes. As more students get connected with consistent 
behavioral health care, we anticipate ED visits for behavioral health to decrease.

 Initial findings show:

•	 The district and middle schools have strengthened behavioral  
health structures;

•	 Overall, middle schools have decreased behavioral health referrals to 
the ED;

•	 Middle school referrals to SBTs and community-based providers have 
increased relative to primary and high schools in the district;

•	 F1S middle schools are identifying more cases of suicidal ideation and 
linking these students to care.
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Future considerations
RECOMMENDATIONS ON IMPLEMENTATION

Considering the promising results of this pilot evaluation, we recommend continuing pilot activities with 
the existing pilot schools and considering expansion to the remaining schools in F1S and/or to other school 
districts. Continued implementation at pilot schools will allow for monitoring of long-term outcomes such as 
ED visits and appropriate ED visits. Expansion to other schools will allow for testing of this proof of concept in 
another context.

 
RECOMMENDATIONS ON FUTURE DATA COLLECTION

CaroNova will continue monitoring F1S data over the next few years to determine impact. Specifically, we will 
work with pilot partners to track:

•	 School referrals for behavioral health to the ED, community providers and SBTs

•	 ED visits among likely F1S middle school students for behavioral health

•	 School inventories 

To strengthen monitoring efforts, we recommend modifying some ongoing data collection including:

•	 Aligning time periods for data captured on school referrals to community-based providers and to the ED. 
This will allow for calculation of the proportion of referrals to each provider type.

•	 Ensuring consistency of how school referrals are documented and followed up.

•	 If possible, document school referrals to all community-based providers, not just a selection. This will offer 
a full picture of the trends in total behavioral health referrals.

•	 If possible, extract the number of behavioral health ED visits at all possible hospitals in the area, not only 
to the main hospitals, to truly understand trends in ED visits.

•	 To get a complete understanding of the behavioral health burden on ED visits, it will be useful to receive 
data on the number of ED visits with a behavioral health diagnosis that overlap with those where a 
psychiatric consult is ordered. 

To bolster evaluation efforts and better gauge impact, we recommend exploring the possibility of conducting 
more rigorous analyses such as:

•	 Trend analyses of school referrals for behavioral health

•	 Interrupted time series analysis of behavioral health ED visits

•	 Analysis of a matched comparison group
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RELATED AREAS FOR EXPLORATION

In considering the potential for scale-up and adjustments to monitoring, there are several areas that may be 
useful to explore:

•	 Readiness:

•	 How do we determine if a school district is ready to take on this new approach?

•	 Can we develop a tool to help make this assessment and offer a roadmap to move  
towards readiness?

•	 Leadership and buy-in:

•	 How can we better understand and measure the role that leadership and buy-in play in the success 
of uptake and sustainability of the MWTS model?

•	 Referral completion:

•	 How can we better track if students who are referred to community-based behavioral health 
providers from school complete their referral and start receiving behavioral health care?

•	 Repeat ED visits:

•	 Of behavioral health ED visits, how many unique individuals are represented? How many times, on 
average, does a student attend the ED for behavioral health needs in a one-year period? Could these 
data help us flag students who need more ongoing behavioral health support?

•	 Hospital processes for making an inpatient transfer:

•	 Our current proxy for an appropriate ED visit for behavioral health is when it results in an inpatient 
transfer. To ensure this is the right metric, it would be helpful to explore how providers make these 
decisions and what other factors may contribute to this outcome.

•	 Homicidal ideation:

•	 F1S identified that homicidal ideation is a critical element in the constellation of youth behavioral 
health. Other districts may also wish to track these data and consider how best to incorporate this 
element into the MWTS model.

•	 Contextual and environmental factors:

•	 How can we systematically identify and document contextual and environmental factors that may 
affect youth mental health and implementation of the MWTS approach? For example, changes 
in school leadership, a student death, a school shooting, or new efforts to foster inclusivity or 
psychological safety at schools could all have major effects on MWTS outcomes. Tracking such 
events will allow for rapid program adaptation and appropriate interpretation of data.
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Concluding thoughts
Even through a short period, the Mental Wellness Through Schools pilot activities of bolstering school behavioral 
health systems and foundational supports are showing promising results. Over time, we could see students 
better connected to the behavioral health care they need at the right time and from the right provider along 
the continuum of care. We recommend continued monitoring of F1S, with modified data collection and analysis, 
to confirm these results. We also advise expansion of this effort to other diverse districts to adapt and test the 
model to ensure it can meet the needs of all youth across South Carolina.  
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