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Abstract

The immediate period following psychiatric hospitalization is marked by increased risk for 
suicide behavior and rehospitalization. Because adolescents commonly return to school 
settings following hospital discharge, school-related stressors and supports are important 
considerations for psychiatric treatment and discharge planning. The current study aimed to 
inform recommendations provided by hospitals to schools to improve school reintegration 
practices by employing a concurrent, mixed-methods design. Specifically, we: (1) surveyed 
school professionals (n = 133) in schools varying in resource availability and populations in 
one southeastern state of the United States about supports and services provided to return-
ing students; and (2) conducted in-depth interviews with a subset of these professionals  
(n = 19) regarding their perceptions of the hospital to school transition for youth recover-
ing from suicide-related crises. Findings from survey responses indicated that, compared 
to schools located in urban and suburban areas, schools in rural areas were less likely to 
have school reintegration protocols for returning students. More generally, however, avail-
able interventions and modifications were relatively consistent across rural and urban/
suburban schools, schools serving high and low poverty communities, and schools with 
predominantly white and predominantly ethnic and racial minoritized student bodies. Key 
themes across interviews signify the importance of communication between stakehold-
ers, the type of information used to develop re-entry plans, available school-based services 
for returning youth, and the need to mitigate stigma associated with mental health crises. 
Findings inform recommendations that can be provided by hospitals to schools to support  
adolescent recovery as they return to school following psychiatric hospitalization.

Keywords School reintegration · Suicide · Adolescents · Mental health policy · 
Psychoeducation

I think a lot of kids come back unequipped, and it’s just the exact same. That’s 
what sends them into the cycle again is that they don’t have anything. They don’t 
have any replace[ment] behaviors, and so they can just fall back into the same pat-
terns. Then they don’t wanna go back to the hospital because it was scary, and so 
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they just try to stay under—more under our radar instead of dealing…. There’s 
still a lot of follow-through, but I also—I gather that it’s not enough.

- School Professional

Because schools are a primary discharge environment for adolescents hospitalized  
for a suicide-related crisis, an increasing number of studies have begun to explore best 
practice for supporting adolescents during school reintegration [1]. These founda-
tional studies have surveyed school psychologists about existing practice [2], identified  
provider perceptions of facilitators and barriers to re-entry [3, 4], and begun to centralize 
adolescent [5–7] and family [8] experiences during their return. Although findings from 
these studies have helped to inform school-related procedures for reintegration, they have 
rarely addressed hospital procedures for integrating school re-entry planning into their 
treatment and discharge process. And, as evidenced by the quote above, the current state 
of supports for adolescents recovering from a suicide-related crisis is “not enough.”

A recent survey suggests that more than half of schools (62%) may have a formal or 
informal reintegration procedure focused on supporting youth returning to school fol-
lowing a psychiatric hospitalization, with comparable rates of reintegration procedures 
across varying types of communities (e.g., rural and urban communities, high and low 
free and reduced lunch rates, and diverse ethnic and racial student body characteristics 
[2]). Protocols typically involve meetings with families, communication with hospital 
providers, and the development of a re-entry plan [2]. School re-entry plans are recom-
mended to manage school-related stressors, identify supports and interventions, address 
the psychosocial climate of the school environment, establish a safety plan, and identify 
key individuals supporting the student [2,  3, 5, 6, 9, 10]. Although school counselors 
have been identified as the most common professional involved in the process, a wide 
range of school professionals (e.g., administrators, other school support staff) may sup-
port returning youth [2, 9].

Collectively, practitioners and researchers have called for improved communication 
between hospitals, families, and schools during and following discharge [1, 9, 11]. Find-
ings from research conducted with children and adolescents during psychiatric hospi-
talization suggest the need for inpatient procedures to address school-related issues, and 
also identify the importance of discharge planning that attends to the transition from 
hospital to school [6]. Such supports and services should be tailored to the individual 
needs and circumstances of the patient [1], as well as the individual context of the 
school. Although school and hospital providers have noted the importance of providing 
schools with discharge summaries and recommendations for supporting student rein-
tegration, school professionals have described instances where recommendations pro-
vided by hospitals may be unrealistic in school settings [12]. For example, certain ser-
vices (e.g., therapeutic schools and specialized instruction) may only be allowable if a  
student has an Individualized Education Plan (IEP) for special education, and resource 
limitations in schools with higher levels of poverty or schools located in rural areas 
may inhibit the availability of specific supports and services (e.g., school-based mental 
health services). Therefore, identifying supports and services that are available and fea-
sible to implement in school settings could increase the utility of hospital recommenda-
tions to schools.

Common services available to support students upon their return may include indi-
vidual counseling, on-site tutoring, and support with time management [2]. Commonly 

348 Psychiatric Quarterly (2022) 93:347–383



1 3

available accommodations may include a universal pass to see a counselor, flexibil-
ity in time of arrival and departure from school, and extended academic completion 
deadlines [2]. Although the extent to which the availability of these supports and ser-
vices may vary across communities remains unclear, research identifying variability 
in school characteristics more broadly (e.g., rurality, poverty, student demographic 
characteristics) has painted a relatively clear picture of differences across communi-
ties. Put simply, compared to other schools, rural and high-poverty schools have fewer 
resources to serve students (e.g., [13–15]) and myriad obstructions prevent ethnic and 
racial minoritized students from accessing mental health care [16, 17].

Educators staffing high-poverty schools are more likely to have lower qualifications 
than their counterparts in low-poverty schools [13]. Student mental health and coun-
seling resources, as well as the perceptions of their utility and efficacy, may also vary 
across school contexts [18]. Fortunately, schools with large populations of economi-
cally disadvantaged and minoritized students that comply with the American School 
Counselor Association (ASCA) recommended student-counselor ratio (250:1) have  
higher graduation and attendance rates and lower levels of disciplinary incidents [19, 20].  
Yet, as Monteiro-Leitner and colleagues [21] found, rural school professionals are more  
likely to spend time on non-counseling duties, such as supervisory duties, clerical 
duties, special education programs and services, and administrative duties; and school  
districts rarely meet the prescribed ASCA standards [22].

The rate of adolescent death by suicide is double in rural areas compared to urban 
ones, especially among males [23], and the approaches rural and urban schools take for 
suicide prevention programs may differ. Schorr et al. [24] recommended rural schools 
implement programs that target the specific factors related to suicide that may be more 
prevalent in rural regions. These factors include: a lack of access to mental and physi-
cal health resources in the community, rural ideologies regarding mental health and 
distress, lack of community support for specific demographic subgroups (e.g., LGBT-
QIA + students), geographic and personal isolation, high rates of substance abuse, and 
exposure to violence or sexual violence [24, 25]. In urban contexts, training teachers 
and mental health professionals to respond to crises is associated with reductions in 
suicidal behavior [26, 27].

Ample research has also demonstrated lower utilization of mental health services  
for ethnic and racial minoritized youth (e.g., [28]), including among adolescents experi-
encing suicidal thoughts and behaviors [29, 30]. Obstructions to service include stigma 
and shame, reliance on non-medical mental health supports (e.g., religious communi-
ties, family networks), affordability and accessibility of services, a dearth of culturally 
relevant clinicians and interventions, and systemic discrimination [16, 17]. School-
based mental health services are thought to address these impediments given that 
some research has demonstrated equitable service provision across ethnic/racial groups 
[31–33] and similar outcomes for suicide prevention initiatives regardless of student 
ethnicity/race (e.g., [34–36]). Yet, even when schools can mitigate ethnic/racial dispar-
ities, obstructions related to community mental health remain. For example, a study by 
Guo et al. [37] found that a school-based depression screener identified a proportional 
number of non-white students, but follow-through and parent consent were lower for 
Latinx and Asian students. School mental health professionals have reported that their 
provision of services to ethnic and racial minoritized youth can be impeded by cultural 
barriers, lack of interpretation services, and limited training for diverse populations of  
students [38].
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Aims of the Current Study

Irrespective of differences in settings and communities, school-based services remain criti-
cal for supporting youth who may not otherwise have access to behavioral and mental health 
services. Schools are often the de facto mechanism for treatment of youth with psychiatric 
concerns [39]. Yet, hospital recommendations for school reintegration following a suicide-
related crisis need to be tailored according to the individual needs of patients and the context  
of their school. To date, no studies have systematically investigated school-related supports and  
services provided to students as they return to school following psychiatric hospitalization 
based on resource availability or population served, or applied a mixed-methods approach 
to understand stakeholder perspectives about available supports and services. Therefore, 
the present study employed a concurrent, triangulation design to inform improved hospi-
tal discharge planning and recommendations provided to schools. Specifically, this study 
aimed to (1) identify school-based supports and services available to adolescents returning 
from psychiatric hospitalization that are (a) generalizable across most school districts and 
(b) unique to particular school districts based on resource availability and population served; 
and (2) triangulate findings to inform recommendations for schools provided by hospitals to  
improve the school re-entry process.

Methods

This study was part of a larger study that includes survey data collected from school pro-
fessionals (n = 133) and qualitative interviews conducted with a range of key stakeholders  
that included adolescents (n = 19), parents (n = 19), school professionals (n = 19), and hos-
pital professionals (n = 7). The aim of the larger study is to develop school re-entry guide-
lines for adolescents hospitalized for a suicide-related crisis based on multiple stakeholder 
perceptions [7]. For the current paper, we focus on school professional surveys and inter-
views that identify school-related supports, services, and experiences for adolescents 
returning to school following hospitalization for a suicide-related crisis.

Using a concurrent, triangulation design, quantitative (phase 1) and qualitative (phase 2) 
data were collected simultaneously, and data were merged during interpretation and analy-
sis [40]. Quantitative data, addressing supports and services delivered to students return-
ing from hospitalization, were collected from school professionals across one southeastern 
state of the United States (US; n = 133). Qualitative data, collected from interviews con-
ducted with a purposive subsample of survey participants (n = 19), were interpreted along-
side qualitative data to inform hospital recommendations for schools.

Participants

A total of 35 school districts and one charter school approved dissemination of recruitment 
information to student support professionals in their school districts. School professionals 
were invited by way of email to complete a confidential survey focused on school reinte-
gration procedures and protocols. If allowable by school district, school professional sur-
vey respondents were compensated $5 for completing the survey. During the consent pro-
cess for quantitative surveys, participants indicated if they were interested in completing 
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a qualitative interview about their perceptions of and experiences with school re-entry. 
School professional interview participants were compensated $20 for their participation in 
the interview (if allowable by participating districts).

Eligibility criteria for participation included working as a high school professional (e.g., 
school counselor, school psychologist) in one southeastern state of the US and experience  
with supporting adolescents with suicide-related risk. A total of 172 individuals from par-
ticipating school districts completed consent procedures and opened the survey, of whom  
133 answered the study’s primary question addressing school reintegration protocols for 
students hospitalized for suicide-related thoughts and  behaviors. Participants were from 27  
different school districts, including 84 different schools (30 schools were reported on by more 
than one participant). Participants included school psychologists (14.3%), school social work-
ers (12.0%), school counselors (29.3%), school administrators (7.5%), school nurses (12.0%), 
regular education teachers (13.5%), special education teachers (9.0%), and other (5.3%). Partic-
ipants (n = 97) reported working between 0 and 21 years (mean = 7.2 years, standard deviation 
[SD] = 5.8 years) at their current school and 1 and 32 years in the profession (mean = 12.8 years, 
SD = 7.3). A total of 98 respondents self-identified their demographic information (note that for 
a total of 10 participants, this information was not collected due to district restrictions). Of 97 
reporting their demographics, 88.7% identified as female and 97.9% reported that their ethnic-
ity was non-Latinx or non-Hispanic (with one additional participant preferring not to answer).  
Regarding self-reported race (n = 98), participants identified as white (89.8%), Black or African  
American (6.1%), American Indian or Alaskan Native (2.0%), or other (2.0%).

A purposive subsample of survey respondents, selected to represent a range of profes-
sions working in districts across the state, participated in in-depth interviews (n = 19). Par-
ticipants were from a total of 9 school districts and at least 18 different high schools (with 
some working in multiple schools). Participant interviewees were school psychologists 
(n = 4), school counselors (n = 4), social workers (n = 4), nurses (n = 2), teachers (n = 2), a 
principal (n = 1), a special education teacher (n = 1), and other (n = 1). Fifteen participants 
identified as female and four as male. One participant identified as Hispanic or Latinx and 
indicated “other” for race, two participants identified as Black or African American, and 
the remaining 15 identified as white.

Measures

Surveys

Participants completed a battery of self-report questionnaires that included participant 
and school demographic characteristics, a modified version of the School Reintegration 
Questionnaire [2], and the Authoritative School Climate Survey (ASCS; [41]). For the 
current study, only demographic questions and the modified School Reintegration Ques-
tionnaire were analyzed.

The School Reintegration Questionnaire, which was developed to explore perceptions 
about school re-entry procedures following psychiatric hospitalization, was administered 
to participating school professionals. This survey was developed iteratively based on stake-
holder feedback and then pilot tested with school psychologists in a study examining exist-
ing processes and protocols for supporting school re-entry following psychiatric hospitali-
zation [2]. The original survey includes 46 questions addressing school and community 
mental health services (11 items), school reintegration protocols (19 items), and quality of 
school reintegration protocols (4 items).
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After refining the survey based on feedback from a survey methodologist and findings 
from the previous study, we only included 9 questions related to school reintegration pro-
tocols and 19 questions addressing school and community mental health services (each 
with multiple sub-sections; the administered survey is available in Supplementary Mate-
rials). The questionnaire also includes demographic questions (school level and grades, 
rurality, gender, race, ethnicity, free/reduced lunch status of student population, number of 
students in school, school type, proximity to and quality of mental health services). Most 
of the items in the survey are descriptive in nature (i.e., precluding psychometric property 
analysis).

Interviews

A semi-structured qualitative interview guide addressed four broad areas related to adoles-
cent hospitalization and school re-entry: (a) school experiences prior to hospitalization; (b) 
school experiences and considerations during hospitalization; (c) school re-entry experi-
ences and processes; and (d) information sharing between hospitals and schools. For the cur-
rent study, we focused on themes related to descriptions of school re-entry processes, part 
of (c) school re-entry experiences and processes. Following interviews, debrief summaries 
were completed to summarize key themes. Interviews were conducted in-person, virtually,  
or by phone, according to participant preference, ranging from 35 to 100 minutes long.

Data Analyses

Quantitative Analyses

We conducted descriptive analyses to identify commonly endorsed procedures for re-entry, 
components of re-entry considerations, individuals involved in re-entry, services available 
to students returning to school, and accommodations available to students returning to 
school. Available services and accommodations were then analyzed in a matrix according  
to school district county poverty level (less than 20% vs. 20% or more at or above the 
poverty level) and urbanicity (suburban or urban compared to rural), as well as individual 
school ethnic and racial student body demographics (50% or more ethnic or racial minor-
itized students compared to 50% or more white). Chi-square analyses were conducted to 
compare differences in availability of protocols and procedures by poverty and urbanicity. 
Analyses were conducted using SPSS [42].

Poverty level and urbanicity were determined based the county where each school dis-
trict is located. County-level poverty data was obtained from the Economic Research Ser-
vice, U.S. Department of Agriculture [43] indicating the percent of children ages 0–17 in 
poverty. School districts were categorized into binary poverty levels: (a) districts providing 
services in counties in which 20% or more of families are at or above the poverty level 
(n = 44; 34.1%) were considered high and (b) districts providing services in counties in 
which less than 20% of families are at or above the poverty level (n = 85; 65.9%) were con-
sidered low. Urbanicity was determined based on county-level density calculations from a 
local database. Rural districts (n = 86, 64.7%) were compared to urban or suburban districts 
(n = 47, 35.3%). Student body ethnic and racial characteristics were determined based on 
publicly available data provided by the state’s department of education for each school; 
when unavailable by the state (e.g., in the case of charter schools), self-report data pro-
vided by participants were used. School demographics were coded into binary categories 
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of those including predominantly ethnic and racial minoritized student bodies (i.e., 50% or 
more; n = 45, 35.4%) compared to those with predominantly non-Latinx white Eurocentric 
student bodies (n = 82, 64.6%).

Qualitative Analyses

One open-ended question on the School Reintegration Survey part of phase 1 instructed 
participants to describe their school re-entry protocol. Responses were coded using con-
tent analysis, a systematic method for segmenting text into content categories [44]. The 
first author read through each response and created a coding structure based on emergent 
themes. Following a training, the first and third author coded each response using the cod-
ing structure. All items were double coded and in the case of discrepancies, the authors met 
to reach consensus, refining the coding structure as needed.

Qualitative interviews were audio recorded and transcribed by a professional transcrip-
tion company. Cleaned transcriptions of interviews were redacted of identifying informa-
tion and then entered into NVivo 12 Pro qualitative data analysis software program [45]. 
We conducted applied thematic analysis, which is a systematic and rigorous approach to 
identifying themes in text that is based on multiple theoretical and methodological per-
spectives (e.g., inductive thematic analysis, grounded theory, and phenomenology [46]), to 
analyze the transcripts. We first developed a coding structure for interviews based on the 
interview agenda and made iterative changes to it based on emerging themes. Two trained 
researchers independently read transcripts and identified themes, meeting regularly to 
come to consensus about the coding structure. All interviews were double coded, resulting 
in summaries and illustrative quotes to show common themes for final codes.

Phase 1 Results

Survey results are presented in the following order: (1) frequency of hospitalization, (2) 
prevalence of school reintegration protocols, (3) descriptions of protocols based on open-
ended text responses, (4) procedures and components within protocols, (5) key individuals 
supporting reintegration, and (6) services and accommodations to support reintegration. 
Note that because qualitative themes drawn from descriptions of protocols (3) were ana-
lyzed alongside descriptive results, a subset of themes are presented alongside descriptive 
information presented in subsequent sections.

Frequency of Hospitalization

Participants (n = 119) estimated the number of students they referred for psychiatric care 
during their most recent school year. On average, 9.2 students were referred per year 
(SD = 11.6; range from 0 to 70), with most participants (71.4%) reporting a range between 
1 and 10.

Prevalence of School Reintegration Procedure or Protocol

A total of 133 participants answered the question asking if their school had a protocol 
or procedure for school reintegration. A total of 41.4% reported having no procedure, 
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with the remaining 58.6% reporting having a formal (written) protocol (32.3%) or an 
informal (not written) protocol (25.3%). Suburban and urban districts (70.2%) were sig-
nificantly more likely to report having a re-entry plan compared to rural districts (52.3%; 
�

2
= 4.01, p = .045 ). Results were not significantly different for districts with high com-

pared to lower rates of poverty ( �2
= 2.83, p = .09 ), or for schools comprising majority  

ethnic and racial minoritized students compared to those comprising majority white students  
( �2 = 1.82, p = .18) . Of the 75 participants who answered the question about the level 
at which their re-entry protocol was established, 37.3% reported that this procedure was 
set by their school and 62.7% reported it was set by the district. We also assessed level 
of agreement between participants reporting on procedures within the same school, with 
responses indicating disagreement between having a procedure (formal or informal) and 
not having a procedure in 15 of the 30 schools (50%).

Open‑Ended Description of School Reintegration Procedure or Protocol

Participants reporting that their school had a formal or informal re-entry protocol were next 
asked to provide a brief description of their school’s protocol by typing into an open text 
box. A total of 71 participants described their school’s procedures. Responses were coded 
inductively, revealing six main categories: (1) identification of a specific protocol for suicide-
related risk or school reintegration; (2) description or identification of re-entry meetings; (3) 
individuals involved in supporting re-entry; (4) information informing how best to support 
returning students (e.g., precipitants, medication); and (5) plans or actions taken to support 
returning students (e.g., changing schedules, checking in).

Regarding the first category (protocols), a handful of participants (n = 5) indicated that 
they were not sure or unaware of the specific procedures in their school; however, 12 iden-
tified having a specific protocol for re-entry (e.g., “We have a formalized reintegration pro-
tocol for students who have had extended hospital stays”). A number of participants (n = 9) 
described their risk assessment protocol (e.g., “We evaluate the students and determine if 
there is suicidal ideation and then determine their level between low medium and high”) 
instead of a re-entry protocol, signifying some confusion around differences between risk 
assessments/referrals and reintegration. The remainder of categories reflect overlapping 
results from the close-ended questions on the surveys and are presented in the subsequent 
sections according to content (and can also be found in Supplementary Table S1).

Specific Procedures and Components of School Reintegration Protocols

Participants who reported having a formal or informal school re-entry protocol next identi-
fied specific procedures that were part of their school’s protocol, as well as specific compo-
nents considered within the school re-entry planning process (see Tables 1 and 2, respec-
tively). For each selection, participants indicated if the option was mandatory, optional, or 
unavailable. Majority of respondents (more than 60%) endorsed meetings with the family 
and student and the development of a re-entry plan as mandatory procedures for re-entry. 
Indeed, 36 participants also described having a re-entry meeting and 13 described docu-
menting a re-entry plan in their open-ended responses. Although phone calls between the 
hospital and school were commonly endorsed as optional procedures (63.6% indicated it 
as optional), in-person visits were commonly reported as not available (43.8% and 46.9% 
indicated that in-person visits by school staff to hospital and vice versa were not available).
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Commonly identified considerations within school re-entry plans that were manda-
tory included hospital evaluations or recommendations (53.0%), previous school-based 
evaluations (51.6%), recommendations by parents or other family members (51.5%), and 
recommendations by students (45.5%; see Table  2). Recommendations from teachers, 
staff (school counselors, school social workers, school psychologists) and outside men-
tal health professionals were commonly endorsed as optional considerations. Fourteen 
responses from the open-ended text also suggested that school professionals sought out 
or integrated hospital discharge summaries and recommendations into their decision-
making for the re-entry plan, with one describing it as mandatory.

Although a separate school for transitioning from the hospital was relatively uncommon 
within school re-entry plans (61.5% reported it was not available and only two responses 
from open-ended responses indicated the availability of an alternative school prior to re-
entry), more than half of those with a re-entry protocol (56.2%) reported a gradual return 

Table 1  Procedures within school reintegration protocols

Numbers in this table represent frequencies (n), with percents (%) in parentheses

Procedures for Re-Entry N Mandatory Optional Not Available

Phone communication with hospital staff 66 9 (13.6) 42 (63.6) 15 (22.7)

In person visits by school staff to the hospital 64 1 (1.6) 35 (54.7) 28 (43.8)

In person visits by hospital staff to the school 64 0 (0.0) 34 (53.1) 30 (46.9)

Development of individualized re-entry plan 66 39 (59.1) 23 (34.8) 4 (6.1)

Referral for Special Education/504 Evaluation 64 6 (9.4) 54 (84.4) 4 (6.3)

Meeting with family about re-entry needs 69 44 (63.8) 23 (33.3) 2 (2.9)

Meeting with student about re-entry needs 69 45 (65.2) 22 (31.9) 2 (2.9)

Table 2  Components considered within school re-entry planning

Numbers in this table represent frequencies (n), with percents (%) in parentheses

School Re-Entry Plan Components N Mandatory Optional Not Available

Consideration of hospital evaluations/recommendations 66 35 (53.0) 26 (39.4) 5 (7.6)

Consideration of previous school based evaluations 65 33 (50.8) 27 (41.5) 5 (7.7)

Recommendations provided by Teachers 65 20 (30.8) 41 (63.1) 4 (6.2)

Recommendations provided by School Counselors 65 32 (49.2) 31 (47.7) 2 (3.1)

Recommendations provided by School Social Workers 66 25 (37.9) 35 (53.0) 6 (9.1)

Recommendations provided by School Psychologists 65 15 (23.1) 42 (64.6) 8 (12.3)

Recommendations provided by outside mental health professionals 66 24 (36.4) 39 (59.1) 3 (4.5)

Recommendations provided by parents or other family members 66 34 (51.5) 29 (43.9) 3 (4.5)

Recommendations provided by student 66 30 (45.5) 33 (50.0) 3 (4.5)

Recommendations provided by others 65 8 (12.3) 53 (81.5) 4 (6.2)

Separate school for transition prior to return to classes 65 3 (4.6) 22 (33.8) 40 (61.5)

Gradual return to school using transition space outside of school 
(e.g., separate facility for academic and social-emotional 
support)

64 3 (4.7) 33 (51.6) 28 (43.8)

Gradual return to academic classes using transition space within 
school (e.g., separate area for academic and social-emotional 
support)

65 2 (3.1) 46 (70.8) 17 (26.2)
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to school using a transition space outside of school (e.g., separate facility for support) 
as optional or mandatory, and nearly three-quarters (73.9%) reported a gradual return to 
school using a transition space within school as optional or mandatory. Twelve partici-
pants indicated that their school considered gradual returns using other services, identify-
ing online learning programs and homebound services (n = 8), partial outpatient programs 
(n = 2), tailoring services to the individual (n = 1), and no services (n = 1).

A number of participants (n = 19) also identified the type of information considered 
within re-entry planning when describing their school re-entry procedure in the open-
ended text response (see Supplementary Table  S1). Multiple (n = 14) described wanting 
broad information, such as how best to support the student. A handful described the impor-
tance of understanding specific information needed to keep the student safe, such as the 
student’s triggers and warning signs (n = 5), reasons for hospitalization (n = 3), information 
about follow-up care (n = 3), and medications (n = 3). Six responses indicated that school 
professionals considered coping strategies for the student to use during their school day 
(primarily recommended by the hospital). Additional considerations not addressed in the 
close-ended survey responses that emerged in the open-ended responses regarding re-entry 
planning included the development of a safety plan (n = 11) and the request for a release to 
speak with an outside clinician (n = 4).

Key Individuals Supporting School Reintegration

As shown in Table 3, respondents were also asked to identify how frequently specific indi-
viduals were involved in the re-entry process. In addition to students and families (identi-
fied as always being involved by 63.0% and 60.7% of respondents, respectively), the most 
commonly endorsed professionals involved were school counselors (65.1% indicated they 
were always involved) and school principals (39.8% indicated they were always involved). 
Open-ended responses coded to identify individuals involved in the process were similar, 
with families (n = 31), students (n = 34), counselors (n = 28), and administrators (n = 20) 
commonly identified. Participants were also asked to indicate how often a representative 
from the school communicates with the hospital to support re-entry. Out of the 107 partici-
pants responding to this question, the majority (n = 84, 78.5%) indicated that a member of 

Table 3  Key individuals involved in school reintegration

Numbers in this table represent frequencies (n), with percents (%) in parentheses

Individuals Involved in Re-Entry N Never Sometimes Always N/A

School Psychologist 107 38 (35.5) 43 (40.2) 7 (6.5) 19 (17.8)

School Counselor 109 0 (0.0) 33 (30.3) 71 (65.1) 5 (4.6)

Principal 108 8 (7.4) 52 (48.1) 43 (39.8) 5 (4.6)

Vice Principal or Assistant Principal 106 9 (8.5) 63 (59.4) 24 (22.6) 10 (9.4)

School Nurse 108 14 (13.0) 72 (66.7) 16 (14.8) 6 (5.6)

School Social Worker 109 6 (5.5) 63 (57.8) 24 (22.0) 16 (14.7)

Special Education Teacher(s) 108 14 (13.0) 79 (73.1) 4 (3.7) 11 (10.2)

Regular Education Teacher 108 19 (17.6) 68 (63.0) 13 (12.0) 8 (7.4)

Parents or Family 108 1 (0.9) 35 (32.4) 68 (63.0) 4 (3.7)

Student 107 2 (1.9) 36 (33.6) 65 (60.7) 4 (3.7)
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the school sometimes communicated with the hospital (and only 7 [6.5%] indicated never 
and 16 [15.0%] indicated always).

Services and Accommodations to Support Reintegration

Table 4 displays the types of services and Table 5 displays the types of accommodations 
available to students following a psychiatric hospitalization. Participants were instructed to 
identify which, if any, were available, and also whether or not an Individualized Education 
Plan (IEP) or 504 Plan1 were required to receive services and accommodations. The most 
commonly identified services available to all students included check-in/check-out (86.7%), 
individualized counseling (90.2%), and support with time management and assignment 
completion (79.2%). Most services were available to all students, irrespective of their spe-
cial education status.

Commonly reported accommodations, shown in Table 5, included receiving a univer-
sal pass to leave class as needed (88.5%), reduced assignments or workloads (90.4%), 
extended deadlines for assignments (98.1%), missing work forgiveness (91.4%),  
opportunities to take tests in quiet locations (81.4%), and opportunities to retake tests  

Table 4  Available services to returning students

Numbers in this table represent frequencies (n), with percents (%) in parentheses. Participants could select 
multiple responses for requirements, so total percent may exceed 100%. IEP = Individualized Education 
Plan

Requirements

Services N Available None IEP 504

Off-site tutoring 102 17 (16.7) 14 (82.4) 3 (17.6) 2 (11.8)

On-site tutoring 106 79 (74.5) 76 (96.2) 2 (2.5) 2 (2.5)

Peer mentoring programs 103 31 (30.1) 30 (96.8) 1 (3.2) (0)

Adult mentoring programs 101 24 (23.9) 24 (100) (0) (0)

Check in/Check out (e.g., regular check ins with students 
by adult)

105 95 (90.5) 91 (95.8) 2 (2.1) 1 (1.1)

Self-monitoring instruction 101 62 (61.4) 57 (91.9) 3 (4.8) 1 (1.6)

Transition space within school (e.g., separate area for 
academic and social-emotional support)

104 74 (71.2) 61 (82.4) 9 (12.2) 10 (13.5)

Transition space outside of school (e.g., separate facility 
for academic and social-emotional support)

104 25 (24.0) 18 (72.0) 6 (24.0) 6 (24.0)

Group counseling 99 31 (31.3) 31 (100) (0) (0)

Individual counseling 102 95 (93.1) 92 (95.8) 1 (1.1) 1 (1.1)

Social skills groups 97 35 (36.1) 35 (100) (0) (0)

Support with time management/ assignment make-up 101 90 (89.1) 80 (88.9) 7 (7.8) 6 (6.7)

Personalized Early Outreach 101 59 (58.4) 57 (96.6) 1 (1.7) 1 (1.7)

1 Individualized Education Plans (IEP) are part of the Individuals with Disabilities Education Act (IDEA), 
and serve as a formal plan for a child’s special education experience; IEPs allow for both accommodations 
(changes to the learning environment) and specialized instruction that are addressed by a special education 
teacher. 504 plans are part of Sect. 504 of the Rehabilitation Act, and serve as a formal plan to provide sup-
port and eliminate barriers for a student with a disability; 504 plans allow for supports and accommodations 
(but not specialized instruction).
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(83.7%). Although offering a universal pass and missing work forgiveness appeared to 
be available to most students (irrespective of special education status), many of the other 
accommodations appeared variable across schools. In other words, many of the com-
monly endorsed accommodations (e.g., reduced workloads, extended deadlines, extended 
time limits for taking tests, alternatives to traditional testing) could require an IEP or 504  
plan in some schools.

In order to explore differences between different school communities (i.e., poverty 
level, racial and ethnic diversity, and urbanicity) and available services or accommo-
dations, we conducted chi-square analyses (see Supplementary Tables S2 and S3). For  
school services, significant differences were only found between schools in counties  
with higher versus lower levels of poverty, with self-monitoring instruction (i.e., a 
strategy to self-assess behavior) significantly more likely to be available in schools in 
communities with lower levels of poverty ( �2 = 7.12, p = 0.008). For accommodations,  
significant differences were only found between schools in rural counties compared  
to schools in urban or suburban counties, with missing work forgiveness ( �2 =  
7.81, p = 0.005) and open-book tests ( �2 = 6.64, p = 0.010) significantly more likely 
to be available in schools in rural counties compared to schools in urban or suburban 
counties. In sum, there were very few significant differences in availability of services  
and accommodations based on school community differences.

Phase 2 Results

A total of 19 school professionals were interviewed about their experiences and per-
ceptions of school re-entry. Participants worked in counties considered to be low  
poverty (n = 16) or high poverty (n = 3); suburban (n = 9), urban (n = 3), or rural (n = 7); 
and worked in schools serving  predominantly white students and families (n = 14) or 
predominantly ethnic and racial minoritized students and families (n = 5). Results from 
interviews are presented in two sections according to qualitative themes: (1) themes 
related to school processes for reintegration; and (2) themes related to perceptions of 
student and family experiences during school reintegration (see Tables 6 and 7 for an 
overview of each theme and category with illustrative quotes).

Re‑Entry Processes

Themes related to school processes are shown in Table 6, and include four main catego-
ries: (1) processes, including whether or not schools have a protocol, re-entry meetings, 
the development of re-entry plans, and key individuals involved; (2) services, including 
accommodations and interventions; (3) communication, including contact between the 
school and members of the student’s family, their clinician, and the hospital, as well as 
between members of the school; and (4) psychosocial considerations.

Re‑Entry Protocols, Meetings, and Planning

Of those (n = 8) identifying that their school or school district had a protocol for school 
re-entry, most (n = 7) described it as being followed inconsistently due to internal or 
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external factors. In particular, three professionals explained that the process hinged on 
knowing whether or not the student was hospitalized, which is oftentimes unclear. Still 
others (n = 3) described variability according to who was in charge of leading the re-
entry process, with the focus of the meeting sometimes shifting from social-emotional 
considerations to academic planning. Of the eight participants explaining their school 
did not have a protocol (to their knowledge), a few explained that their school had pro-
tocols for other emotional and behavioral health concerns (e.g., for risk assessments, 
extended periods of absences, behavior problems), but not for re-entry.

Thirteen participants described having a re-entry meeting when students return to 
school from hospitalization, and two explained they were unsure if meetings occurred 
or believed that they did not occur. Only four explicitly described developing a formal 
re-entry plan for returning students, although most described similar processes occur-
ring within re-entry meetings or separate, informal plans to support re-entry. Partici-
pants described key individuals involved in the process (n = 11), key information and 
considerations they sought when meeting with the student and their family or planning 
for their return (n = 12), and documentation requests or requirements from the hospital 
(n = 10).

Key individuals included parents and families (n = 5), social workers (n = 9), counse-
lors (n = 9), school psychologists (n = 1), administrators (n = 5), nurses (n = 4), students 
(n = 4), case managers or 504 coordinators (n = 2), and other (n = 1). Two interviewees 
described how their school takes a team approach to supporting re-entry. Four indicated 
there was typically a point person or lead to re-entry meetings or planning, identifying 
the social worker (n = 2) or school counselor (n = 2).

Multiple participants (n = 12) identified information they sought out from students 
and families to better understand how to support returning students or supportive strate-
gies they employed to help students plan for their return. These included addressing  
basic information required for planning (e.g., their intended date of return), information 
about their hospitalization (e.g., length of stay, diagnosis, what worked well in the hospi-
tal), ongoing treatment (e.g., medications, outpatient and follow-up care), current func-
tioning, specific triggers and school-related stressors that might be integrated into a safety 
plan, and school-related supports that they believe may be helpful. Three interviewees 
specifically identified how they considered hospital recommendations within re-entry 
planning (if available) and five described making schedule changes based on individual  
needs.

Participants also described conversations with students and families addressing infor-
mation sharing within the school. A handful of interviewees (n = 5) explained that they 
ask students and families what information they are comfortable sharing with certain 
school professionals. Five individuals described supporting the returning student in 
planning how they would respond to peer questions about their absences generally, or 
how to prepare for conversations with individuals who may know about what happened 
already (e.g., if another student referred them). One participant described trying to cre-
ate a safe environment to try to help support the student’s planning. Another, however, 
described how this process occurred spontaneously in a way that seemed to threaten the 
students’ wellbeing when a nurse abruptly asked the student what they were going to tell 
their friends. In response, the student “lost it, and then the mother grabbed her up and 
they stormed out.” Finally, two interviewees explained they identify specific school pro-
fessionals or teachers who students can check-in with during their return, something that 
was also brought up (and is described in subsequent sections) when describing ongoing  
interventions.
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The ways in which documentation from the hospital was considered during re-entry 
planning were described by ten interviewees. Although most simply described attempting 
to get documentation from the hospital or how it is sometimes or rarely brought in, one 
interviewee described how their school required a doctor’s release for students to return 
following identification of suicide-related risk. Another explained how they had seen these 
requirements cause problems at a previous school, preventing the student from returning in 
a timely fashion.

Others explained how paperwork was rarely brought in, with one explaining, at best 
it only included “cookie-cutter” recommendations that were “minimal and generic.” Ide-
ally, two interviewees described wanting a plan of care or safety plan. A few (n = 3) also 
explained how they also have parents sign an authorization to release information to the 
hospital or clinician. Finally, a school psychologist explained the importance of documen-
tation in order for returning students to have their absences excused, explaining “we’re not 
trying to be nosy, but we need to code the absences correctly.”

Re‑Entry Services: Modifications

Interviewees (n = 12) identified a range of social, emotional and academic modifications 
available to students returning from hospitalization. One interviewee explained that stu-
dents were relatively good at using the modifications, and another reported they felt the 
modifications were effective. Regarding the timing of modifications, one interviewee 
described how after three weeks of support, they check in with students about their needs 
and progress, adjusting or removing supports as appropriate.

Nine interviewees described accommodations to support returning students  that were 
unrelated to academics. The most commonly identified modification was an abbreviated or 
modified day (n = 8) that could include integration of hybrid or online courses. However, 
one school psychologist described their concern about allowing students to stay home for 
too long, preventing them from returning to “normalcy.”

Another six participants explained that they offer students universal passes to leave class 
or provide a safe and quiet place for students to go when needing a break. Other modifica-
tions included leaving class early to avoid crowded hallways (n = 1), teaching students to 
self-regulate needed breaks (n = 1), changing student seating (n = 1) and allowing students 
to have access to music or sensory objects (e.g., stress ball, drawing; n = 1).

Fifteen interviewees described accommodations specifically addressing academics upon 
return. Waiving certain aspects of work, providing exemptions for missed work, and reduc-
ing homework or overall workloads, were among the most commonly described modifi-
cations (n = 13). Interviewees (n = 5) also described allowing students extended time to 
submit work. Exemptions and extensions were described as occurring on a case-by-case 
basis by some (n = 4), and as requested of teachers by administrators, other school profes-
sionals, and even the hospital (n = 6). One teacher described making a work plan with kids, 
explaining how she further teaches them to self-advocate when communicating with other 
teachers about their remediation.

Others (n = 4) identified challenges around exemptions, including timing (e.g., if stu-
dents return at the end of the semester, it can be more challenging to navigate exemptions 
and extensions compared to the beginning), stigma (if students don’t share their hospitali-
zation they may not be eligible for extensions or exemptions), and the rigor of the course 
(advanced placement and honors classes can be less flexible for such accommodations). 
One counselor explained how even if the school waives work requirements, it can still be a 
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challenge to find a way to help the student learn missed material and prepare for required 
exams, questioning, “What if it’s too much for them to stay after school because they’re 
exhausted after just gettin’ through a day? What needs to happen?” In contrast, a special 
education teacher explained that for shorter hospital stays (of one or two weeks), students 
are usually expected to make up all work, which “is its own bit of stress.” This teacher con-
tinued to explain how there is often variability across teacher’s responses to work remedia-
tion and it is up to the students to negotiate with teachers, who often “get the teacher they 
ask for.”

Five interviewees described how they or other school professionals specifically provided 
workplans with timelines to students and three allowed students to have extended time to 
make-up work. Other modifications involved allowing students to enroll in a study hall 
(n = 1), providing one-on-one teaching (n = 2), and helping students talk to teachers about 
making up work (n = 2). Others (n = 3) described how they utilized existing opportuni-
ties to support students with making up work (e.g., study halls, tutoring). Specifically, one 
participant described how all students are eligible to retake tests or receive tutoring from 
teachers and another described how as part of their school’s multi-tiered systems of sup-
port (MTSS) process, all teachers hold an open short period where students can connect  
with them to get caught up or retake missed tests. The third, however, explained that supports  
like study halls are only available to those with an IEP.

Despite a large focus on academic remediation, a handful of interviewees (n = 4) 
acknowledged the importance of mental health above academics, as well as the ways in 
which mental health can influence academics. One school psychologist noted the tradeoff 
between building skills for supporting mental health and the need to stay on top of academ-
ics: “If they go into Day Treatment, they stay there long-term, they come back and they 
may have some coping skills, but now they’re behind academically.”

Finally, four participants specifically described how their school made exceptions to 
absences for students returning from the hospital, with three underscoring such exceptions 
can only be made if the school is informed of the student’s hospitalization. For example, a 
social worker described an incident in which they learned about the student’s hospitaliza-
tion when taking the family to court. The social worker explained how had they known the 
absences were related to hospitalization, the absences would have been excused and the 
family would never have ended up in court.

Re‑Entry Services: Interventions

A total of 14 interviewees identified interventions that could be or were provided to return-
ing students. Interventions included the opportunity to participate in school-based mental 
health (n = 6), development and maintaining of a safety plan (n = 3), and ongoing monitor-
ing or check-ins with students (n = 10). Monitoring and check-ins were described to include 
check-ins about upcoming appointments and therapy, ongoing counseling sessions, and 
informal check-ins with teachers or support staff.

A total of 13 interviewees described consideration of IEPs, 504 plans, or behavior  
intervention plans for returning students. Two explained that unless a student already had 
an existing IEP or 504, these services would not be considered for returning students (and 
an additional interviewee explained that while this was true for IEPs, a 504 might be con-
sidered). Others (n = 8) explained that these services might be considered on a case-by-case 
basis, with four suggesting that a 504 plan may be particularly useful and “do-able” with a 
diagnosis. Still, another interviewee cautioned against the utility of a 504 plan for returning 
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students, describing it as useful for chronic cases but not acute. Three also described how 
they would often use the return as a chance to update or revise existing 504 or IEPs. 
Finally, three participants indicated they might provide a behavior intervention plan for the 
retuning student, possibly including access to an intensive intervention class.

Communication

Interviewees identified the importance of communicating during the re-entry process 
between (a) school professionals and families, (b) other school professionals, and (c) com-
munity providers, and hospitals.

Communication between the school and family was described by 13 participants. School 
Professionals described how parent and caregiver communication was key to information 
sharing about supporting a student’s return. They described contacting families, having 
families contact them, and the frustration they experienced when families were unwill-
ing to provide any information or notify them of a student’s hospitalization. Much of the 
work interviewees described being able to offer hinged on parent approval and support. For 
example, one counselor explained how having established relationships from the beginning 
was critical to communication during reintegration.

Four interviewees spoke to the ways they attempted to communicate with families when 
students returned to school from the hospital without any warning. Interviewees described 
making phone calls, conducting home visits, and asking students to communicate with 
families. Two also described the ways in which they maintained communication with fam-
ilies after a student returns, including follow-up to ensure families have connected with 
referrals from the hospital.

The ways in which school professionals communicated with other professionals in the 
building were described by 16 interviewees. Some interviewees described only sharing 
information with teachers that was identified by students and their families as appropriate 
to share with; or sharing information filtered down to the essential components to only the 
essential teachers (n = 8). Although two explained that they or their principal meets with 
the teacher to discuss the student’s needs, others (n = 3) described teachers learning about 
hospitalizations through more informal conversations from counselors or administration. 
As this special education teacher described, these conversations can have implied mean-
ings: “You may get a rumor that ‘Hey, just keep an eye on this kid. Make sure he or she’s 
okay,’ with air quotes. You know what I mean, but no real specifics, nothin’ like that.” Still 
another explained how they, as the counselor, know the teachers and can help determine 
how and to whom to share information.

Although some described simply sharing with teachers that students were hospitalized, 
without specifying why, a few explained that teachers usually get a sense of the student’s 
hospitalization because symptoms often show up in class. One professional explained that 
she felt like very little was communicated to teachers, and another explained that, although 
it would be helpful for teachers to be made aware of a student’s hospitalization, they rarely 
are. Irrespective of what is shared about the student’s mental health, multiple interviewees 
(n = 5) described notifications and communications with teachers about helping students’ 
get caught up, waiving certain work, and being flexible with students.

Eight interviewees described ways in which they communicated with outside clinicians 
or mental health providers. Most simply explained that they requested waivers to engage 
in these communications or how they connected with clinicians as part of their process for 
supporting re-entry, with one noting the barriers to communication presented by federal 
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regulations protecting patient and student information (i.e., the Health Insurance Portabil-
ity and Accountability Act [HIPAA] and the Family Educational Rights and Privacy Act 
[FERPA]).

Finally, multiple participants (n = 12) explained that schools are often not made aware 
of a student’s psychiatric hospitalization. Even if schools made the referral for psychiatric 
care, interviewees described having limited information about what occurs following their 
referral. When schools are not told directly (i.e., by parents, as described in family com-
munication), they may find out indirectly or simply guess about a student’s circumstance. 
Eleven interviewees described ways in which they learned about a student’s hospitalization 
when it was not directly from families. They described students re-appearing and telling 
a school member (n = 6), being told about the incident from a peer or “through the grape-
vine” (n = 3), learning about hospitalizations when the hospital school called and requested 
academic work (n = 2), and monitoring student attendance (n = 2). Three described acci-
dental ways of learning about students’ hospitalizations, with one describing an incident in 
which their social worker learned about a student’s hospitalization because they saw them 
at the hospital when bringing another student to the hospital.

Psychosocial Considerations

All interviewees (n = 19) described ways they attended to the psychosocial experience of 
returning youth. A common theme (n = 7) was an emphasis on reassuring the returning 
student, by, for example, sharing their strengths during the re-entry meeting and welcom-
ing them back to school. Five interviewees described the ways in which they tailor sup-
ports and services to individual needs and consider diversity of needs when re-entry plan-
ning. Considerations included custody arrangements, types of facilities students may be 
transitioning from, variability in information sharing according to teacher needs, changes 
in accommodations and interventions based in individuals, and understanding what risk 
means for each student. Specifically, two interviewees explained how they tried to be sen-
sitive to the different considerations for suicide risk based on individual students, by, for 
example, questioning “at what point are we activating the system again that maybe got you 
in the hospital in the first place?”.

To help ease students back, some interviewees (n = 4) emphasized the importance of 
making their return natural in order to try to normalize the process and destigmatize their 
experience. Interviewees also stressed that re-entry supports begin far earlier than when 
students return from hospitalization, taking more of a prevention approach focused on posi-
tive relationships with students (n = 13) and families (n = 6). As this principal described, 
building trusting relationships with students and families from the beginning is the foun-
dation from which a positive transition can occur: “every single thing is built off the 
foundation.”

Finally, interviewees also described the importance of teachers showing a sense of 
caring to students (n = 14), and how just like in any setting, some teachers are naturally 
empathic, and others may be less so. Many described how they believed their teachers 
(including coaches and teachers involved in extracurricular activities) went above and 
beyond to support returning students. Still, many also described how much support teach-
ers may need in terms of learning how to be sensitive since they may not be equipped to 
discuss topics that “make them uncomfortable.” A social worker put it simply: “It’s easier 
to talk about homework.”
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Perceptions of Students and Families

Themes related to perceptions of student experiences during school reintegration are 
shown in Table 7, and include three main categories: (1) perceptions of student and family 
experiences in school; (2) perceptions of family involvement in supporting the student; and 
(3) stigma associated with mental health needs.

Perceptions of Student Experiences

Participants shared their perceptions about the effectiveness of hospital treatment, how they 
viewed students’ and families’ experiences during their return to school, and how school 
members may view the returning students.

Nine interviewees described how they perceived their returning students’ psychologi-
cal functioning in light of inpatient treatment and also how students described their hos-
pital treatment experiences. A handful (n = 5) described at least one positive outcome they 
perceived to be associated with treatment. For example, one interviewee described how 
students had improved coping skills upon return. Seven interviewees described negative 
perceptions related to treatment, describing how students appear to receive a “different 
cocktail of medication,” how many have no treatment plan or see very little change, and 
how some describe feeling like they were treated “like a criminal.” Still another was care-
ful to say that long-term care often seemed successful, but short-term or acute care rarely 
was.

Eight interviewees described how they viewed students’ experiences when returning or 
shared some of the ways in which students described their feelings on return. Most (n = 6) 
explained that returning students seemed primarily embarrassed or worried about what other  
students might think, or perhaps anxious about what to say to their peers. A special edu-
cation teacher explained how “the vast majority are embarrassed and afraid somebody’s 
gonna find out where they were or why they were there.” Another counselor described how 
one student felt unwelcome because of increased safety monitoring that meant “people are 
gonna be watching her and keeping an eye on her.”

Four interviewees explained that students often times feel overwhelmed – by the amount 
of remediation work, the size of their class, or just seeming a “little lost.” Likewise, two 
interviewees acknowledged the stress faced by students and families during reintegration  
– stress that can be exacerbated by insensitive comments made by school professionals (as 
described earlier when a nurse asked what the returning student planned to share with peers) 
and large numbers of school professionals attending meetings.

Interviewees described how teachers and other school adults (n = 5), as well as other 
students (n = 7), may perceive returning students. Multiple indicated that for the most part, 
teachers and staff are understanding, empathic, and nonjudgmental (n = 3). Some (n = 3) 
described how stigma may still remain among adults, with a nurse explaining how being so 
secretive about information sharing contributed to stigma: “It’s like hush-hush. It’s interest-
ing. We’re trying to get away from the stigma of mental health issues. Yet, we as profes-
sionals are making it a stigma.”

Perceptions of peer reactions were variable. A few explained that kids do notice 
a student’s absence (n = 3), whether by rumors or social media. One teacher even 
described how she led a full class in a writing exercise to help process rumors and ques-
tions they had about a hospitalized student. She continued to explain that if peers were 
the ones to refer the student, it is also important to help answer the questions they have.  
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Regarding stigma, one described a high degree among students, another described a low 
degree, and another school psychologist explained that, among students, it can be “cool 
to have something wrong sometimes.”

Family Involvement

Multiple interviewees (n = 6) expressed the importance of family involvement for a stu-
dent’s recovery following hospitalization. Variability in family involvement was evident 
from some of the anecdotal experiences interviewees described. A small number (n = 3) 
described specific scenarios in which parents were open, communicative, and supportive, 
or simply explained they found that caregivers were generally engaged. A handful (n = 5) 
described specific incidents or made general comments about caregivers’ lack of involve-
ment. Most of these participants, as well as others, (n = 6) described a general variability 
in caregiver engagement, with a range in degree of involvement from caregivers described 
as “helicopter parents” to those who may be less “savvy” about their student’s needs.

The reasons caregivers may appear less engaged were described by 11 interviewees. 
They described stigma within the family (n = 6) that spanned across different socioeco-
nomic statuses and ethnic/racial backgrounds (e.g., ethnic and racial minoritized fami-
lies and “helicopter parents”). Three felt some families were in denial or in a state of 
disbelief about their child, with one describing how the consequences of such denial 
led to a serious suicide attempt for one student. A couple (n = 2) explained how some 
caregivers were fearful of involvement with the Department of Social Services and two 
also felt that some families just wanted a return to normalcy or were too busy to be 
able to address their child’s needs. Language barriers were identified as an obstacle to 
engagement by another four interviewees. And another three explained some families 
just weren’t as “savvy,” with one counselor explaining how important it is to support 
these families with “more hand-holding and walking them through the whole process.”

A social worker explained how facing some of these experiences in her own life 
helped her see how stigma in school served as an obstacle to family engagement, because 
“they look at you like something’s wrong with your kid.” Finally, a few described how 
caregivers could be overly involved (n = 3) with one explaining that those of higher soci-
oeconomic statuses were more likely to leverage existing therapists for supporting kids 
with STB risk.

Stigma

A final emergent theme included perceptions of stigma for returning students. 
Across themes, stigma was identified as a concern among families (n = 6), students  
(n = 1), and school professionals (n = 3). Two also simply described stigma as a problem  
more broadly, implicating school and societal level stigma as a problem.

Discussion

The current study aimed to identify and describe strategies employed in schools to support ado-
lescent recovery from a suicide-related crisis that could inform the type of information hospi-
tals consider sharing and recommending to schools during the discharge process. Findings from 
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school professional survey respondents and interviewees conducted in one southeastern state of 
the US revealed themes similar to those reported in previous studies. Stigma related to mental 
health remains a pressing concern across settings [7, 9], limited communication can be a barrier 
to effective supports and services for returning youth [1, 9], and students and families may face 
enormous stressors when reacclimating to normal routines [5–7]. Moreover, the types of modi-
fications and interventions available to returning students, as well as the individuals (i.e., school 
counselors) supporting re-entry in schools, identified in the current study appear comparable to 
findings from those found nationally in our previous works [2].

Findings also contribute new information not addressed in previous studies. Supports 
and services provided to students appear comparable in schools across diverse communi-
ties: from low poverty to high, urban and suburban to rural, and predominantly white to 
predominantly ethnic and racial minoritized student bodies, professionals reported similar 
availability of interventions and modifications to support returning students. Qualitative 
themes drawn from school professional interviews underscore the ways in which schools 
conduct re-entry meetings and develop re-entry plans, the types of information they con-
sider, and the services they provide. They also highlight the need for integrating psychoso-
cial considerations and sensitivity to diverse family needs into these practices. Collectively, 
findings outline the practices and procedures that may be available to returning students, 
from which hospitals can use to inform recommendations to schools during discharge plan-
ning. Based on integration of quantitative and qualitative findings, in the following sections 
we outline considerations for hospital professionals involved in the discharge process for 
supporting school re-entry (see Table 8).

Table 8  Steps for preparing for school re-entry following discharge

1 Consider Return to School Throughout Hospitalization. Integrate discussions around school-related stressors 
and supports with students and families into hospital treatment and discharge planning

2 Discuss Information Sharing with Families. Discuss if families would like to share information with school, 
considering the following:

 a. Attendance Policies: Does the school require documentation of hospitalization to return?
 b. IEP/504 Plan: Does the returning student have an IEP or 504 that needs to be updated? Does the returning 

student have a disorder or concern that merits a request for an IEP or 504 evaluation?
 c. Re-Entry Meeting: Because many schools do not automatically hold a re-entry meeting for returning students, 

does the family know how to request a re-entry meeting to identify a re-entry plan?
 d. Informal Supports: Would the student benefit from any informal supports that the school can provide?
 e. Comfort: Are there individuals at the school that the patient and family trust to initiate the processes with? 

The student’s school counselor may be appropriate for families without a previous relationship, but consider 
other individuals that are already trusted by the family

3 Discharge Summary for Schools. Provide a summary and include recommendations for relevant school-related 
supports and services that can be shared with the school if families provide permission:

 a. Summary. Consider identifying the following information for schools to integrate into their re-entry planning 
process:

  i. School-related stressors and triggers that can inform school supports for returning students
  ii. Any diagnoses that could be used for formal supports requiring an IEP or 504 plan can be clearly identified
  iii. Reasons for hospitalization if applicable to school settings
  iv. Medications that may impact student’s functioning in school or require medication management in school
  v. Coping strategies that can be used by students in school
 b. Psychoeducation on Hospitalization and Re-Entry Protocols. Provide an overview of goals related to 

psychiatric hospitalization, and information about general procedures used by schools to facilitate re-entry
 c. Safety Planning. Integrate school environment into safety planning procedures (e.g., identify trusted adults in 

school in addition to those available at home, identify coping strategies that can be appropriate for classroom 
settings) and consider sharing with school
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Consider Return to School throughout Hospitalization

In addition to considering school-related stressors throughout hospital treatment, identi-
fication of any diagnostic information that may inform school-related supports could help 
schools provide more appropriate services during reintegration. Because some interventions 
and supports may only be available to students with an IEP or 504 plan, hospital providers 

Table 8  (continued)

4 Recommendations for Schools. Provide recommendations for schools supporting returning student tailored to 
patient’s needs

 a. Recommendations for Modifications. Consider the following modifications available in most schools 
for returning students, tailored to each student’s needs. Also consider the timing of modifications (are these 
modifications students may need long-term or modifications that should be reassessed regularly?)

  i. Gradual Return to School: Would the returning student benefit from beginning with partial days in school 
and/or supplemental homebound services or should student to begin school with full school days? Why or 
why not?

  ii. Excused Absences

  iii. Pass to Attend School Late or Leave School Early: Would the returning student benefit from beginning 
school or classes late or leaving early to avoid crowded hallways and busy parking lots?

  iv. Consideration of Missing Work Forgiveness: How should academic stressors and academic/work avoidance 
be considered in light of the returning student’s recovery? Consider how the timing of the academic year may 
influence a school’s ability to make changes to work and test requirements

  Consider the following modifications that may require an IEP or 504 Plan, tailored to each student’s needs:
  v. Consideration of Extended Deadlines or Reduced Assignments/Work Load*

  vi. Opportunity to Retake Tests*

  vii. Opportunity to Take Tests in a Quiet Location*

  viii. Extended Time Limits for Tests*

 b. Recommendations for Interventions. Consider the following interventions available in most schools for returning 
students, tailored to each student’s needs. Also consider the timing of intervention (are these interventions students 
may need long-term or modifications that should be reassessed regularly?)

  i. Support with Work Completion/Time Management: Would the student benefit from support from the 
school with a formal work completion plan and strategies for managing time?

  ii. Tutoring: Is the student describing or showing difficulties in a specific academic content area or with learning 
material overall?

  iii. Access to a Transition Classroom within School (i.e., a separate space for academic and/or social-emotional 
support): Would it be helpful for the returning student to have access to a transition space if the school has a sep-
arate classroom or location with instructional or social and emotional supports available to returning students?

  iv. Check-in/Check-out (i.e., regularly occurring meetings with an identified school member to check in about 
social, emotional, and academic needs and progress)

  v. Individual counseling: Would the returning student benefit from regular counseling sessions with a school 
counselor?

  Consider the following interventions that are only available in some schools, tailored to each student’s needs:
  vi. Self-Monitoring Instruction**

  vii. Group Counseling**

  viii. Social Skills Groups**

  ix. Peer or Adult Mentoring Programs**

  x. School-based Mental Health **

5 Consider Variability Across Schools. Be careful to set appropriate expectations for families since schools may 
vary in the availability and willingness to provide supports and services to returning students

Although available supports and services may vary by school, * indicates a modification that may com-
monly require an IEP or 504 plan and ** indicates an intervention that may commonly vary according to 
school resource availability

IEP Individualized Education Planning
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may also consider gathering data relevant to IEP or 504 plan evaluations when administer-
ing hospital-based assessments. Providers could play a key role in supporting caregivers in 
determining if they should request consideration of an IEP or 504 plan, and also provide 
families with information about what an IEP or 504 plan is. As needed, hospital assessments 
described in discharge summaries could be used by families to initiate requests for an evalu-
ation, especially considering that schools do not appear to routinely consider providing a 504 
plan to returning students.

Discuss Information Sharing with Families

Unfortunately, limited communication between hospitals and schools has been identi-
fied as a significant obstruction to caring for youth returning to school [1, 9]. Despite 
school professionals identifying hospital discharge summaries as important for inform-
ing their decision-making process in supporting returning students, they have also noted 
limited access to this information or recommendations provided by hospitals that may 
not be realistic in school settings [12]. Yet, many participants in the current study indi-
cated that recommendations from hospitals are an integral component to re-entry plan-
ning, despite not always knowing when a student was hospitalized. During the discharge 
process, hospital providers may consider having a conversation with families about the 
types of information they would like to share with the school and who the best person 
for the hospital to communicate with may be, integrating this conversation into other 
forms of psychoeducation supporting their transition from the hospital [47]. It is impor-
tant that families understand that without knowing that a student has been hospitalized 
for a suicide-related concern, schools may be unable to provide services that could sup-
port their recovery.

Because stigma associated with mental health crises may serve as a barrier to informa-
tion sharing, this conversation should be sensitive to the family’s concerns and involve a 
discussion on both the merits of sharing some information with the school (e.g., the poten-
tial for excused absences, reduced workloads, and mental health services) and also the 
drawbacks for others (e.g., concerns about stigma). In some cases, hospital providers may 
be able to help families identify the most important information to share with schools to 
ease their concerns about confidentiality.

It is critical that hospitals engage with families in this decision-making process without 
generalizing across individuals, families, and schools. A wide range of factors can play a 
role in blocking access to care in schools, including stigma associated with mental health 
care and problems in families, schools, and communities, systemic racism that favors emo-
tional supports for white students and behavioral discipline for ethnic and racial minor-
itized students; and much more. Still, majority of youth with psychiatric concerns receive  
mental health interventions in school settings [39], and findings from the current study  
indicate that school professionals often feel that they have the returning student’s best inter-
est in mind. Thus, a focus on preparing families to self-advocate for their returning student 
in systems that could vary based on individual families, schools, and school professionals,  
and supporting school professionals by providing recommendations for supporting  
the returning student’s recovery, could go a long way in facilitating a smoother recovery 
post-discharge.
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Discharge Summaries for Schools

Findings from the current study also inform the types of information that may be found in 
discharge summaries and used to inform supports for returning students by schools. Sur-
vey respondents and interviewees described some of the key information that they used 
to inform school-related supports to include reasons for hospitalization, student triggers 
and warning signs, medications, coping strategies that can be used by students in school, 
and recommendations for school-related supports. Depending on family comfort, discharge 
summaries documenting this information could be shared with schools to help with their 
decision-making process around continued supports for the returning student and for deter-
mining eligibility for an IEP or 504 plan (as applicable).

Interviewees described both positive and negative impressions of the effectiveness of 
psychiatric hospitalization for adolescents experiencing a suicide-related crisis. Although 
the effectiveness of psychiatric hospitalization is highly debated [48], discharge summaries 
including an overview of the purpose of hospitalization (i.e., stabilization and safety) and the 
expectation that recovery is a longer-term process involving ongoing outpatient care follow-
ing discharge [49], may help school professionals better understand adolescents’ treatment. 
Such information may also reinforce the importance of school supports during reintegration.

Finally, although previous work did not identify significant differences between schools 
of varying communities in having a protocol for reintegration across the nation [2], find-
ings from the current study suggest that in this southeastern state, rural schools may be less 
likely to have such protocols. Thus, another important consideration for hospital providers 
is the extent to which the school their patients return to is prepared to support their return. 
Because findings from the current study, and previous work (e.g., [1]), outline some of the 
strategies employed by schools to support student return, hospital providers may also con-
sider integrating some of these approaches into their recommendations for schools (espe-
cially those located in rural areas).

For example, providers could recommend that schools hold a re-entry meeting with the 
student, their family, and other key members of the school and student’s support system 
in order to develop a re-entry plan. Among the pertinent issues to consider, schools may 
address any school-related stressors or triggers, identify specific adults for the returning 
student to go to for help, identify coping strategies to reinforce in school, outline a work 
remediation plan, consider the student’s schedule, and consider how best to balance aca-
demics with mental health. Moreover, providing the school with a safety plan that accounts 
for school context, or encouraging schools to collaborate with returning students to develop 
a safety plan using some of the information provided by hospitals, could help school pro-
fessionals handle and monitor ongoing risk and minimize unnecessary referrals to the 
emergency department [50]. School professionals in the current study expressed an interest 
in receiving safety plans that could be implemented in schools, because, as described by a 
school social worker, when a student with a history of suicide-risk expresses suicidal idea-
tion or intentions of self-harm, it “doesn’t mean that at that exact moment in time you’re 
calling in the Calvary.”

Modification and Intervention Recommendations

Feasible modifications that hospitals may consider recommending to schools for supporting 
returning students during recovery could include universal pass to connect with a trusted 
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adult, missing work forgiveness, and an abbreviated or modified day in school. On the other 
hand, hospital recommendations may also encourage schools not to use some of these stand-
ard accommodations. For example, it is possible that patients struggling with school or work 
avoidance may actually benefit from returning to a full schedule and delaying their return to 
school could do more harm than good. By outlining how the returning student’s functioning 
relates to specific recommendations, hospital providers may help the school provide appro-
priate supports and services tailored to individual student needs.

Interventions could address support with time management and assignment comple-
tion, check-in/check-out interventions, and individual counseling. In some cases, schools 
may offer school-based mental health services providing access to psychotherapy. Impor-
tantly, however, schools can also be encouraged to leverage services already integrated into 
their universal curriculum. For example, schools following a multitiered system of support 
(MTSS) may be able to leverage existing intervention periods to help students catch up on 
academic work. Thus, schools may be able to support returning students by thinking crea-
tively about opportunities that are readily available.

Consideration of Variability in School Settings

Although findings from this study do indicate commonalities in supports and services 
available across schools, hospital providers should remain cautious in setting patient expec-
tations about what a school can and cannot provide. For example, although absences may  
be excused for returning students in many schools, policies vary, and absences can still  
influence a student’s academic success. Even with excused absences and forgiven 
or reduced workloads, students are often still accountable for exams and tests man-
dated by the school or state. Another factor affecting availability of modifications is the  
timing of hospitalization within the academic year and the types of courses students are 
taking. Students hospitalized early or late in the semester may have more flexibility in 
changing their schedule or handling missed work, but students hospitalized in the middle  
of the semester may have less. Likewise, students in general education classes may more 
easily receive accommodations for work exemptions compared to students in advanced 
or rigorous courses. Thus, psychoeducation to families that encourages them to seek out  
understanding of the policies and services available in their own school, for their own cir-
cumstances, can help students and families hold appropriate expectations for their return.

Irrespective of school resources, schools should be offered a full range of recommen-
dations to support the student’s return given that supporting a smooth transition back to 
school does not necessarily require additional material resources or costs. Certain details 
from the hospital may bolster processes that are already in place, such as supports avail-
able within MTSS and IEP/504 plan evaluation. Although many of the suggestions do 
require additional time from school professionals (e.g., check in/check out, individual 
counseling, re-entry meeting), implementing these supports proactively may reduce overall 
burden on school staff. Specifically, supports may play a role in helping to prevent student  
crises, academic remediation or drop out, and conflict with families. Hospital professionals 
should put forth recommendations tailored to the needs of the returning student, explaining 
that it is each school’s prerogative to implement the supports that are feasible for their set-
ting. Providing this guidance to school professionals may better equip them to support the 
returning student. As one teacher noted, “If we can make it more comfortable for them, I 
guarantee you, they’ll find the time.”

379Psychiatric Quarterly (2022) 93:347–383



1 3

Limitations

This mixed-methods study integrated the perspectives of school professionals about rein-
tegration supports and services across one southeast state of the US. Because participants 
were drawn from only one region, results may not generalize to other parts of the US. Find-
ings are based on self-report measures and interviews and may be impacted by self-report  
bias. Additionally, multiple participants in the survey represented the same school, poten-
tially inflating prevalence estimates of services available across schools and also reflect-
ing inconsistencies in perceptions of school protocols. Although noted as a limitation,  
these inconsistencies also underscore the importance of a standardized, written proto-
col that is clearly communicated across professionals. Finally, because this study aimed 
to identify practical and feasible school-based supports and services, the sample focused 
only on school professionals and likely overlooked important considerations as perceived 
by other stakeholders. Inquiries addressing the perspectives of hospital providers, patients,  
and parents are needed to substantiate the recommendations outlined here.

Conclusion

As adolescents recovering from a suicide-related crisis return to schools, they may require 
varying levels of school-related supports and services. When planning for hospital dis-
charge, in addition to considering outpatient treatment and safety in home environments, 
hospitals should also consider the adolescent’s school-related needs, including how and if 
the family would like to share information about hospitalization with the school, whether 
they may require an IEP or 504 plan, and the specific types of school interventions and 
modifications that may be helpful. Findings from the current study inform recommenda-
tions that hospitals can provide, reinforcing the importance of tailoring recommendations 
to individual patient and family needs and the unique context of their school. As this prin-
cipal explained, the process “Just depends on what the child needs…you’re dealing with 
mental health. It’s not like fixing a car.”
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