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PROPOSITION 64 STAKEHOLDER GROUP 
 

Recommendations on the Use of Proposition 64 Adult Use of Marijuana Act Youth Funds 
  
The new revenues generated by state taxes on marijuana represent a unique opportunity to invest 
in community-based public health education, prevention, early intervention, treatment, and 
recovery and to do so through the lens of racial and health equity, focusing those strategies on 
the underlying conditions that lead to substance abuse, such as toxic stress, trauma, 
multigenerational impacts, stigma and co-occurring mental illness.   
  
The undersigned youth-serving organizations -- including a diverse coalition of stakeholders 
representing education, prevention, early intervention, treatment, and recovery -- propose the 
following recommendations to ensure a robust and transparent stakeholder process, that should 
begin no later than July 2018. All of these recommendations apply both to statewide processes 
and programs, as well as those at the local level.   
  
Process  
We recommend that the California Department of Health Care Services (DHCS), the California 
Department of Public Health (DPH), the California Department of Education (CDE) conducts a 
robust needs assessment and planning process in collaboration with community stakeholders and 
partners to determine the most effective investments in the areas of education, prevention, early 
intervention, treatment, recovery, and workforce development. Stakeholders should include those 
explicitly listed in Proposition 64, as well as community-based providers, youth development 
organizations, impacted youth, families, and communities disproportionately affected by the war 
on drugs. This planning process must be informed by the evidence about what works to prevent 
disease and addiction, and the perspectives and lived experiences of adults and young people 
impacted by past drug policies.  
  
The Proposition 64 Youth Funds should not be used to supplant existing funding for services 
and supports; funds should be used to fill gaps in local program needs, in the absence of other 
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funding suitable streams such as the Medicaid 20/20 waiver, private insurance, the substance 
abuse prevention and treatment block grant (SAPT), Hub and Spoke, Early and Periodic 
Screening, Diagnostic and Treatment (EPSDT), or existing federal and state education funding 
dedicated to ongoing prevention activities.   
  

• Create a statewide needs assessment with common standards that will guide the 
work consistently across all three state agencies. The needs assessment should: (1) 
Establish shared definitions of what public education, prevention, early intervention, 
treatment and recovery, with guidance on target ages and services for each element; (2) 
Include an assessment of disparities based on race, ethnicity, primary language, 
immigration status, gender identity, and sexual orientation; and (3) Examine the needs of 
children, youth, young adults, families/caregivers across different ages, from 0-26; with 
specific focus upon the needs of more vulnerable populations such as foster youth, youth 
experiencing homelessness, youth with disabilities, and transition aged youth.  

  
• Build capacity: Leverage and strengthen existing infrastructure for delivering publicly 

funded substance use activities and services while maintaining and expanding existing 
community programs with demonstrated positive outcomes that have addressed the needs 
of the community, including those early intervention programs serving the very young 
and vulnerable, should be considered as important new programs addressing high need 
youth and their families.  

  
• Plan: DHCS, DPH, and CDE should prioritize spending based on the findings of its 

needs assessment that creates clear short- and long-term goals related to reducing youth 
substance use and related health consequences. All funded activities, services, and 
programs should use science-based information and recommendations in non-judgmental 
and non-punitive settings. Programs should also prioritize safety, and recognize the 
importance of moderation, self-regulation, and harm reduction alongside encouraging 
abstinence in a way that is developmentally appropriate.  In particular funds should 
address vital unmet needs in programs that have proven to be effective in preventing 
students from engaging in risky behaviors and provide alternatives to suspension and 
expulsion. Education, prevention, early intervention, treatment, and recovery programs 
should meet higher quality standards than those currently in place for substance use 
programs. These may include the use of evidence based or promising practices for 
preventing and treating substance use disorders (SUDs). State and local planning efforts 
should incorporate lessons learned from other states and nations on their marijuana, 
alcohol, and tobacco prevention efforts.  

  
• Implement: Funding from DHCS, DPH, and CDE should focus on partnerships across 

the full spectrum of care including education, prevention, early intervention, treatment, 
and recovery based on local needs.  

  
• Evaluate: DHCS, DPH, and CDE should assist in the evaluation of all funded programs 

on an ongoing basis and provide sufficient technical assistance to local efforts to ensure 
that measures are uniform across agencies, use a mixture of indicators and outcomes that 
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are appropriate to the setting, specific intervention and age of program participants, 
demonstrate successes and failures of programs designed to reduce substance use-related 
negative outcomes or consequences, and collect and report consistent demographic data, 
including sexual orientation and gender identity. Evaluation efforts should not become 
barriers to programs, organizations and smaller communities receiving funding, and the 
state should provide a broad range of technical assistance to small organizations and/or 
new grantees for implementing an effective evaluation plan.   

  
• Review: DHCS, DPH, and CDE should review these plans on a periodic basis in order to 

adapt their planning and implementation activities to maximize impact.  
  
Guidelines and Principles  
In addition to above stakeholder process, the coalition also offers the following 
recommendations as principles that should be guide the work of all funded programs.   
  

• Integration: Youth and their families generally interact with multiple public and non-
profit entities, therefore their substance use education, prevention, early intervention, 
treatment, and recovery services should be linked, coordinated and/or integrated, to 
school programs, afterschool, child care, child welfare interactions, primary care, and 
mental health systems, when appropriate. The specific nature of the Proposition 64 
funding should not serve to isolate activities and programs within separate disciplines or 
boundaries but should promote approaches that encourage communication between 
different delivery systems that compliment and integrate activities and services across the 
youth/family specific domains, ensuring that the funds are leveraged, and impacts of 
these efforts are maximized at the local level.    

  
• Meet youth where they are: Education, prevention, early intervention, treatment, and 

recovery services should be provided in a variety of school and community settings to 
ensure access for youth and young adults with diverse needs. Programs should meet 
youth “where they are” and be widely accessible to all young people, including those not 
in contact with the public education system, those who are homeless or marginally 
housed, justice-involved youth, LGBTQ youth, and youth from other underserved and/or 
marginalized communities. Programs should prioritize health equity and cultural 
responsiveness.  

  
• Innovation: Education and health agencies should be expected to create innovative 

investments and partnerships with community based organization across the spectrum of 
education, prevention, early intervention, treatment, and recovery. Funding for piloting 
and evaluating emerging practices, community-defined practices, and practices targeted 
at reducing substance use disparities, should be included within the statewide plan.    

  
• State leadership: Though the majority of state and federal funds are now allocated to 

counties through state legislation, there remain important opportunities for addressing 
statewide needs and gaps.  Efforts such as public education campaigns, work force 
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components and assistance in developing state of the art programs can be done effectively 
through coordinated state level implementation activities.   

  
• Equity: Communities of color have been disproportionately impacted by marijuana 

policy and under legalization will be particularly at risk. For decades Black, Latino, 
immigrant and LGBTQ communities suffered disproportionate arrests and convictions for 
marijuana-related and other drug crimes. As a result, families were driven into poverty, 
children were separated from parents, and adults faced huge obstacles in gaining 
employment, housing and education as a result of felony convictions. In many 
communities marijuana businesses and marijuana ads are disproportionately located in 
low-income communities and communities of color. Certain vulnerable populations of  
young people suffer disproportionate rates of marijuana and substance abuse, including 
LGBTQ, foster youth and homeless youth   

  
• Positive youth development: Any youth system of care should be designed from a 

positive youth development model that is developmentally appropriate, culturally and 
linguistically competent, takes a trauma-informed and harm reduction approach, and 
honors youth choice and voice.  Youth development professionals should inform program 
design. Any programs funded needs to serve youth in accordance with their gender 
identity and must meet a basic level of LGBTQ cultural competency.   

  
• Trauma-informed: Programs serving populations who have experienced trauma, funded 

by Proposition 64 will be trauma-informed. Proposition 64 funding should be provided to 
entities committed to engaging in trauma-informed approaches and interventions. These 
organizations should be committed to training all staff to be trauma-informed. These 
organizations should reflect Substance Abuse and Mental Health Services Administration 
(SAMHSA) six principles for a trauma-informed approach.   

  
Workforce  
As a part of the stakeholder process, the DHCS, DPH, and CDE should develop and implement a 
strategic plan for addressing the workforce shortage for substance use prevention, early 
intervention, treatment, and recovery.  The plan should also include education, training, and 
standards for first responders, teachers, community members, youth workers, afterschool 
professionals; expanded treatment roles for primary care providers, nurse practitioners, peer 
support specialists, and other non-traditional providers; promoting efforts to recruit more people 
into the mental health substance use workforce through loan forgiveness and financial 
incentives; and advancing the use of technology to expand treatment options and access to care.   
  

• Resources must be portable across the different systems of care while also encouraging a 
continuum that promotes communication between adequately trained and compensated 
substance use, mental health, and primary care providers serving underserved 
communities who provide education, prevention, and early intervention.  

  
• Barriers to entry to the workforce treating youth should be reviewed to ensure that 

persons with lived experience are prioritized, encouraged, and not being excluded.  
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• All services, in all settings, need to be culturally competent and available in variety of 

languages. Training should be provided to ensure competency for special populations, 
including LGBTQ, trauma, criminal justice involvement, foster care and others.  

  
• In developing a workforce for the provision of services and supports, DHCS, DPH, CDE, 

and stakeholders should work to include a pathway for a peer specialist, student 
assistance program professionals, and peer intervention specialist certification program 
for youth.  

 
 
 
 
 
 
California AfterSchool Network 
California Alliance of Child and Family Services 
California Associations of Alcohol and Drug Program Executives, Inc  
California Association for Alcohol/ Drug Educators 
California Behavioral Health Planning Council 
California Consortium of Addiction Programs and Professionals 
California Council of Community Behavioral Health Agencies  
California Health + Adovcates 
California LGBTQ Health and Human Services Network 
California School-Based Health Alliance 
Child and Adolescent Health Measurement Initiative, John Hopkins University 
Children’s Defense Fund – California 
County Behavioral Health Directors Association 
MILPA Collective  
Steinberg Institute 
Tarzana Treatment Center  
Youth Forward 
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PROPOSITION 64 STAKEHOLDER GROUP 
916-329-7409  
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MESSAGE FROM CORR’S PRESIDENT, CEO & DEPUTY CEO

Dear Friends of CoRR,

We are grateful to be once again sharing an annual report with you that demonstrates tremendous service and outcomes as 
we provide life-changing, and life-saving, services. As we celebrate 5 years at the Campus, and over 40 years of service, we know we 
can be successful in treating and managing a disease that can cause immense suffering, and even death. We see that hope and success 
every day as babies and young children get their parents back, teens find strength in themselves, adults recover meaning and purpose 
as contributive citizens, and families are reunited. Our growth and evolution can be attributed to the dedication of our staff, the increas-
ing effectiveness of our evidence-based care, and the support of our community. 

But even as we can celebrate these successes, we face tremendous challenge. We are all painfully aware of the tragedy of the opiate 
epidemic, as we face the ultimate loss of loved ones—sons, daughters, parents, spouses. This public health catastrophe has left millions 
of Americans with a chronic life-threatening disease. Neighborhoods and communities are suffering as a result of alcohol- and drug-relat-
ed crime and violence, abuse and neglect of children, and the increased costs of health care associated with substance misuse.

As our Surgeon General noted, “most Americans know someone with a substance use disorder, and many know someone who has lost 
or nearly lost a family member as a consequence of substance misuse. Yet, at the same time…Substance use disorder treatment in the 
United States remains largely segregated from the rest of health care and serves only a fraction of those in need of treatment”.

We are here to change that. Because we believe in the value of all life. We believe in alleviating suffering, and that a healthy, joyous life 
of meaning is not only possible, but should be expected.  We know for sure that there is reason for hope.  Whatever challenges lie 
ahead, the individuals and families we serve remain at the heart of everything we do. It is their resilience and indomitable spirit that have 
inspired us for decades—and will energize us for years to come.

Please know that the important work of Community Recovery Resources would not be possible without you, our loyal donors. We 
couldn’t be more grateful for your confidence and need your continued support.
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FROM VISION TO REALITY: 5 YEARS AT THE CAMPUS
2005   Local leaders declare methamphetamine at crisis levels

2007   Purchase of homes on East Main, Brentwood

2008   California Endowment funds business plan for Campus

2009   Submission of proposal to USDA Rural Development

2010   USDA Approves $9.3 million loan

2011   Local contractors break ground on the Campus,  
            Capital Campaign is launched

2012   Doors open at the Campus

2017   Successful capital campaign generates nearly  
 $2 million in donations to support the Campus, and the 
 community celebrates 5 years of life saving services



CELEBRATING FIVE YEARS AT THE CAMPUS 2012-2017
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The Campus offers hope to thousands 
each year as people of all ages find 
compassionate and quality services to 
heal from trauma, substance use dis-
orders, mental health challenges, and 
related health issues. 

Families are the motivation and heart 
of the Campus. About 100 children are 
reunified with their families each year 
through Mothers in Recovery and Hope 
House programs … an estimated  
annual savings of $2,214,000 in 
placement costs. (Over 5 years,  
that’s $11,070,000). 

Between 110-150 children nurtured 
in CoRR’s child development center 
each year, or over 625 children over 
five years. This is how we begin to end 
the cycle of substance use disorder, 
poverty, crime and family violence, and 
begin a story of health, joy, and wellness.  

The Campus Outpatient Center serves about 250 people monthly with outpatient drug treatment and education programs, including 
intensive outpatient, counseling, therapy, teen programs, Mothers in Recovery, parenting classes, anger management and DUI programs. 

In the five years, more than 700 women have been supported by Grass Valley Mothers in Recovery with parenting, counseling, therapy, and 
life-skills. 

In addition, partnering with Western Sierra Medical Clinic, the Campus has served 342 people with 1,254 visits for primary care, with  
diabetes, hypertension, and hepatitis C as the top three primary health issues. 

About 100 Nevada County teens are served each year, in schools or in outpatient programs at CoRR’s Campus.

The Campus Residential programs have served more than 2,000 individuals in this critical phase of treatment. 

Hope House residential treatment program has helped 1,087 women find recovery (plus helped about 200 little ones who lived with their 
moms).

Prior to the Campus, there was no residential program like it for men, and now 1,094 men have sought treatment at Serenity House.

In an average year, about 440 individuals access residential treatment, with around 90 people accessing withdrawal management—a life 
saving resource that was previously unavailable in this community. 

The Campus Supportive Housing Programs provide a safe environ-
ment, prevent homelessness, and encourage development of lifelong 
skills to achieve long-term recovery, wellness, and self-sufficiency.

■  CoRR’s Grass Valley Campus offers 36 beds in supportive hous-
ing. That’s about 12,000 bed nights each year that women, men and 
children are not homeless or in unsafe places: or 60,000 safe nights in 
5 years.

Courtesy of Sugar Pine Studios



2016-2017 PROGRAMS OVERVIEWS & HIGHLIGHTS

CoRR’s comprehensive offering provides support to our community members wherever they are in 
their illness, or wellness, to achieve optimal health, joy, and meaning. 

CoRR has worked with approximately 
4,000 people struggling with sub-
stance use disorders  and changing 
the course of their lives — step-by-
step, moment-by-moment, one day at 
a time.   
Primary outpatient treatment programs 
in Truckee, Kings Beach, Grass Valley, 
Auburn, Lincoln and Roseville provide 
counseling, evidence-based curricu-
lum and support to men, women and 
teens. Intensive outpatient supports 
a higher level of care, and Mothers in 
Recovery offers specialized support for 
pregnant and parenting women.

OUTPATIENT TREATMENT & SUPPORT

Hundreds of presentations at 
schools, clubs, hospitals, service 
clubs, health fairs, and com-
munity events from Truckee to 
Roseville let people in our com-
munity know that help is there 
when they need it, and how to 
reduce the risk of substance use 
disorder for themselves, and their 
children.

COMMUNITY OUTREACH & 
PREVENTION ACTIVITIES

Located in Grass Valley, Truckee, Roseville and Auburn, these nights are open to all, offering no-cost 
sessions for families to learn about supporting relatives in recovery and caring for themselves in the 
process.

WEEKLY FAMILY RECOVERY EDUCATION NIGHTS

The series has welcomed more 
than 600 participants this year in 
a no-cost series learning about 
topics related to health, like 
managing depression; address-
ing trauma in teens; supporting 
children who have experienced 
familial substance use disorders, 
or learning about the opiate 
epidemic. 

RECOVERY & WELLNESS 
SERIES

These services play an important 
role in connecting parents to 
programs that help them achieve 
longer term goals.  Through 
services like therapy, case man-
agement, social work, education 
and quality child development 
programs, families have a greater 
ability to heal. CoRR’s staff meets 
with parents to identify and 
ensure age-appropriate develop-
ment, teach child development 
techniques, and support each 
child’s achievement of devel-
opmental milestones.  CoRR’s 
Child Development Centers have 
nurtured 104 in Grass Valley, 44 in 
Roseville and 35 in Auburn. 

CHILD CARE &  
FAMILY DEVELOPMENT
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2016-2017 PROGRAMS OVERVIEWS & HIGHLIGHTS

Everyday CoRR staff stands together for the empowerment and dignity of women and families. 
Mothers in Recovery contributes to restoring confidence, strength and health as women learn practi-
cal living skills and overcome trauma. This past year CoRR has served 191 women in Grass Valley, 70 
women in Auburn, and  66 women in Roseville getting support to be clean, strong, and healthy.

MOTHERS IN RECOVERY

A unique asset-based treatment and wellness plan is developed to create the greatest opportunity 
for success for each individual. Residential treatment and withdrawal management provide intensive 
support to begin the journey to recovery. CoRR supports 68 beds of residential treatment for adult 
men and women:
■  Auburn Campus Residential: 28 beds for adult men and women
■  Grass Valley Campus Hope House: 20 beds for women, and their children
■  Grass Valley Campus Serenity House: 20 beds for men

RESIDENTIAL/INPATIENT TREATMENT & WITHDRAWAL MANAGEMENT

Many clients experience multiple complex issues simultaneously to include the imminent prospect 
of homelessness, unemployment, mental health struggles, food insecurity, and lack of education, 
transportation and other unmet needs. The impact on the community can be reduced community 
safety, and high costs to public systems. We continue to grow to meet this challenge, and CoRR now 
provides 80 beds of transitional supportive housing through Placer and Nevada County communi-
ties; that’s 29,200 bed nights per year.  145 women and 168 men experienced targeted supportive 
services and addressed housing barriers which led them to self-sufficiency, and 50 children were 
safely housed with their parents. 

TRANSITIONAL HOUSING

CoRR is licensed by the DMV 
and State of California’s De-
partment of Alcohol and Drug 
Programs to provide DUI treat-
ment services for first- and/or 
multiple-offender. With the goal 
of community safety, CoRR’s DUI 
program is designed to encour-
age participants to change at-
titudes and behavior. CoRR has 
helped hundreds of participants 
at all six CoRR locations. 

DUI & EDUCATION PROGRAM 

These help 615 teenagers re-
gain health, focus, and prepare 
for a bright future. 
■  Student Assistance Programs 
provide prevention support 
and education about substance 
use among students at 18 high 
schools in Placer and Nevada 
Counties. At-school support 
helps to discourage drug, alco-
hol, and tobacco use with at-risk 
teens and support kids to stay 
in school. With the support of 
the Nevada County and Placer 
County school districts, CoRR 
has impacted 449 adolescents 
this past year. 
■  Outpatient treatment for 
teens in Roseville, Auburn, and 
Grass Valley, provides life-
changing help to teens with 
substance use disorders and 
emerging mental health issues. 
CoRR provides tools and tech-
niques to empower adolescents 
to handle challenging family 
and social situations, address 
trauma, understand themselves, 
and learn new ways to live free 
of alcohol and other drugs. 166 
adolescents.

ADOLESCENT PROGRAMS
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SUSTAINING THE MISSION

Our mission is to support the communities we serve with a full spectrum of wellness-focused programs to reduce the social, health and  
economic impact on families and children from all types of substance abuse and behavioral health issues. 

CoRR leverages public and private funding through contracts, insurance revenue, fees, grants, and donations to maximize our outcomes for 
families and communities.

REVENUE

EXPENSES

Contract $2,785,004.28

Grants & Donations $937,295.62

Client Fees $2,148,565.16

Coalition $531,227.76

Insurance $1,356,644.39

Total $7,758,737.21

Salaries $3,715,963.69

Operating Expenses $1,306,991.06

Coalition $382,343.17

Benefits $657,409.55

Leases $362,395.00

Contract Services $378,954.73

Unfunded/Underfunded Programs $954,680.01

Total $7,758,737.21

Contract 36%

Grants &
Donations 

12%

Salaries 
48%

Coalition 
5%

Benefits 
8%

Leases 
5%

Contract Services 
5%

Operating 
Expenses 

17%

Unfunded/ 
Underfunded  

Programs
12%

Client Fees 
28%

Insurance 
17%

Coalition 
7%
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We thank our donors for demonstrating corporate responsibility and individual generosity. With their gifts, our donors are giving for change, 

as they:

■  Prevent homelessness

■  Reduce out-of-home placement for children

■  Prevent child abuse

■  Prevent domestic violence

■  Make our community safer--reducing crime

■  Keep families together 

■  Reduce unemployment, promote economically vibrant  

     communities



To learn more, please visit our website at www.CoRR.us, call the office at 530-273-9541 or send this form to our office 
at 180 Sierra College Drive, Grass Valley CA, 95945

PLEASE CONSIDER A MONTHLY DONATION! OVER A YEAR, WHAT AN IMPACT THESE SMALL GIFTS HAVE!

 $10 each month can help provide healthy snacks for babies and children in our care

 $25 monthly allows counselors to provide interventions to help families in crises

 $50 per month equals six months of supportive housing for a woman and child

Or, choose a one-time donation in the envelope included.

Donate online: www.corr.us click on DONATE button.Call: 530-273-9541 x 217  or send in a donation in the envelope included.

THE CoRR FOUNDATION LEVERAGING POWERFUL OUTCOMES

The CoRR Foundation is established with the mission to ensure resources to support 
CoRR’s recovery and wellness programs to support individuals and families and build 
safe, strong communities. An independent nonprofit, The CoRR Foundation raises 
funds for CoRR with the belief that there is perhaps no better investment than in  
recovery and wellness services that reduce homelessness; alleviate child abuse and 
neglect, and domestic violence; reduce healthcare and criminal justice costs; increase 
community safety, and support local economies through a revived workforce. 
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The CoRR  Foundation sponsors  the Bill Schultz Golf Classic, 
the Ed Bonner Golf Classic, 

and the upcoming Winter Gala, February 24th,  at Morgan Creek  Country Club. This work needs your help. Becoming a monthly donor is an easy way to support  
CoRR programs and services through secure, recurring donations from your  

credit/debit card or bank account.



Community Recovery Resources
180 Sierra College Drive
Grass Valley, CA 95945
www.CoRR.us

PLEASE REMEMBER US IN YOUR WILLS AND TRUSTS
Your gift changes lives

WHY THIS IS SO IMPORTANT

Include CoRR in your estate plans and leave a legacy of 
hope. When you make a gift, you’ve made an everlast-
ing investment in your values, your hopes and your 
dreams. 

Look what you’ve done! With one gift to CoRR, your investment works to 
prevent homelessness; reduce out-of-home placement for children; prevent 
child abuse; prevent domestic violence; reduce crime and make our community 
safer; keep families together; reduce unemployment, and promote economi-
cally vibrant communities; and reduce addiction within all sectors of our society.

Only 10% of the 23 million Americans with a substance use disorder get the 
treatment they need. Addiction is treatable. People can and do recover to 
lead healthy productive lives. That’s why, with your support, we provide treat-
ment and in doing so inspire hope, grow health, heal families, and strengthen 
communities. 

 CoRR is honored to carry your aspirations forward in helping more individuals, 
families and communities find freedom from addiction.

LEAVE YOUR LEGACY WITH CoRR

WHAT YOUR GIFT DOES FOR THE COMMUNITY

Everything we do is made possible by our devoted and generous supporters. 
We are honored to recognize those who contribute. Please visit our  
website at www.corr.us/connect to learn more about ways to give,  
and our donors. 

BECAUSE OF YOU
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LEGISLATIVE PROPOSALS 

 



Legislation Related to the Youth Education, Prevention, Early Intervention 
and Treatment Account (YEPEITA) 

 

2019-20 

AB 258 (Jones-Sawyer) requires the Department of Health Care Services (DHCS) to 
establish an interagency agreement with the California Department of Education (CDE) 
to award YEPEITA funds to local educational agencies (LEAs) in which 55 percent or 
more of the pupils enrolled are unduplicated pupils for programs that provide support 
services that will include programs designed to educate pupils and prevent substance 
use disorders from affecting pupils and their families at or near the school.  AB 258 is 
pending referral in the Assembly. 

 

AB 307 (Reyes) requires the Homeless Coordinating and Financing Council to develop 
and administer a grant program to support young people experiencing homelessness 
and prevent and end homelessness among California’s youth, including addressing 
substance use disorders or the risk of substance abuse and ensuring that participating 
youth receive services that provide education, prevention, early intervention, and timely 
treatment services.  This bill provides that the grant program is to be funded in part from 
available funds from the YEPEITA.  AB 307 is pending referral in the Assembly. 

 

2017-18 

AB 1744 (McCarty) would have required DHCS to enter into an interagency agreement 
with CDE to implement and administer after school programs with an educational 
enrichment element that is designed to educate about and prevent substance use 
disorders and to prevent harm from substance abuse, and to allocate to schools funding 
from the YEPEITA.  AB 1744 was held in the Senate Appropriations Committee. 

 

AB 2328 (Nazarian) would have required the development of regulations for treatment 
and recovery programs for youth under 21 years of age, and the development of criteria 
for participation (including consideration of indicators of drug and alcohol use among 
youth), programmatic requirements, treatment standards, and terms and conditions for 
funding.  AB 2328 stated intent that DHCS seek funding for this bill through Medi-Cal, 
federal financial participation, and through funds in the YEPEITA.  AB 2328 was held in 
the Assembly Appropriations Committee. 

 



AB 2471 (Thurmond) would have required DHCS to establish an interagency agreement 
with CDE to award YEPEITA funds to LEAs with high concentrations of disadvantaged 
students to increase in-school support services designed to prevent substance use 
disorders.  AB 2471 was held in the Assembly Appropriations Committee. 

 

SB 191 (Beall) would have authorized a LEA to enter into a contract with a county or 
qualified mental health service provider to create a partnership for providing mental 
health services to students. SB 191 would have requires the Mental Health Services 
Oversight and Accountability Commission, in consultation with CDE and DHCS, to 
develop guidelines for the use of funds from the Mental Health Services Fund, including 
provisions for integration with funds and services supplemented with funds from 
YEPEITA.  SB was held in the Senate Appropriations Committee. 

 



 

 
RESOURCES & PROGRAMS 
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Release: #18-11
February 7, 2018 

Contact: Bill Ainsworth
E-mail: communications@cde.ca.gov
Phone: 916-319-0818 

State Schools Chief Torlakson Announces School 
Resources Following Legalization of Recreational 

Marijuana 

SACRAMENTO – State Superintendent of Public Instruction Tom Torlakson announced today that the 
California Department of Education (CDE) is offering resources aimed at preventing those under 21 
from using marijuana, something even more important now that Proposition 64 has taken effect.

Proposition 64, besides legalizing the recreational use of cannabis for adults 21 and older, creates a tax 
on cannabis for wholesalers, retailers, and purchasers of cannabis and cannabis products. Eventually, 
some of these tax funds will be directed by the CDE to promote health, education, and drug prevention. 

“This is an excellent time to remind parents, students, educators, administrators, and the public about 
the detrimental effects of marijuana, especially to the developing brains of children,” Torlakson said. “In 
this new environment we need to be even more vigilant in making certain school-aged children 
understand the importance of making healthy decisions. We are committed to making sure that new 
resources will effectively support schools, families, and communities in this charge.”

Torlakson said the new CDE Adult Use of Marijuana Web page provides information to assist students, 
parents, educators, and local education agencies in the prevention and intervention of cannabis use. 

“We look forward to working with our partners at the California Department of Health Care Services 
who have been leading the effort to share science-based facts about the effects of cannabis use,” 
Torlakson said.

Proposition 64 does not change regulations regarding use of marijuana by preschool through grade 12 
students. The California Education Code continues to prohibit use, possession, possession for sale, 
and being under the influence of a controlled substance. 

Proposition 64 contains a number of safeguards against the use of marijuana by those under 21 years 
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of age.

It prohibits advertising aimed at children and bars any marijuana ads from within 1,000 feet of a 
school, day care center, or youth center.

It prohibits marijuana businesses from being located within 600 feet of a school, day care center, 
or youth center unless allowed by local government.
It bars anyone under the age of 21 from working for a marijuana business or being on the 
premises of a recreational marijuana retailer. 

Torlakson said CDE will seek to use funds from Proposition 64 taxes to help students counter the 
negative effects of marijuana and address vital unmet needs in programs that have proven to be 
effective in preventing students from engaging in risky behaviors, as intended by Proposition 64.

Additionally, CDE will identify critical needs in drug use education and prevention, school mental health, 
child development, parent and early education programs, career technical education, after school 
programs, and school facilities.

# # # #

Tom Torlakson — State Superintendent of Public Instruction
Communications Division, Room 5602, 916-319-0818, Fax 916-319-0100

Last Reviewed: Wednesday, February 7, 2018 
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Home / Learning Support / Health / Adult Use of Marijuana Act

Adult Use of Marijuana Act
The Adult Use of Marijuana Act legalizes recreational use of marijuana for adults and imposes taxes 
that can be used for health and education. 

The Control, Regulate and Tax Adult Use of Marijuana Act, also known as Proposition 64, legalizes 
recreational cannabis use for adults 21 and older, but does not change laws banning the use of 
marijuana by Preschool -12 students or on school campuses. 

The California Department of Education (CDE) has assembled resources below to help parents, 
students, educators, and the public understand the effects of marijuana on the brains of developing 
children and teenagers, and to provide information about prevention education as well as data. 

The California Education Code continues to prohibit use, possession, possession for sale and being 
under the influence of a controlled substance, including marijuana.

Proposition 64 designates CDE as a recipient of some future revenue generated by new marijuana 
taxes, which are to be used on education, prevention and early intervention services for youth as well 
as other educational needs.

Data
California Healthy Kids Survey (CHKS)
An anonymous, confidential survey of school climate and safety, student wellness, and youth resiliency. 
Administered to students at grades five, seven, nine, and eleven, it enables schools and communities 
to collect and analyze data regarding local youth health risks and behaviors, school connectedness, 
school climate, protective factors, and school violence.

Youth Risk Behavior Survey
Provides data on health-risk behaviors among ninth through twelfth grade students, including behaviors 
that contribute to injuries and violence; alcohol or other drug use; tobacco use; sexual risk behaviors; 
unhealthy dietary behaviors; and physical inactivity.

Prevention Education
Health Education Standards and Frameworks
Information and resources related to health education for students in grades k – 12, including content 
standards, curriculum frameworks and state-adopted instructional materials.
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SAMHSA – Prevention of Substance Abuse and Mental Illness
Resources from the Substance Abuse and Mental Health Services Agency (SAMHSA) regarding 
prevention and early intervention strategies to reduce the impact of mental and substance use 
disorders in America’s communities.

SAMHSA’s National Registry of Evidence-based Programs and Practices
A searchable online registry from SAMHSA of more than 400 substance use and mental health 
interventions developed to help the public learn more about prevention and intervention resources 
available for implementation.

Resources
Let’s Talk Cannabis
California Department of Public Health (CDPH) website sharing science-based information and facts 
you need to know to make safe and informed choices about cannabis use.

Partnership for Drug-Free Kids
A non-profit supporting families struggling with substance abuse. They offer confidential one-on-one 
counseling as well as a library of resources to connect with your teen about drug use.

The National Center on Addiction and Substance Abuse
A non-profit research and policy organization with resources focused on improving understanding, 
prevention and treatment of substance use and addiction.

Student Assistance Programs
Student Assistance Programs (SAPs) are designed to intervene with students who are displaying 
behaviors of concern. Bulletins on various topics describe supports school administrators, teachers, 
counselors and other school district personnel, non-profit organizations, and agencies deliver through 
SAPs.

Marijuana Facts for Teens
National Institute on Drug Abuse (NIDA) publication discussing the often confusing themes of health 
consequences of cannabis use in this age group, its effect on the developing brain, its addiction risk, 
and what we know about its potential as a medicine.

Marijuana Tips for Teens (PDF)
Brochure for teens from SAMHSA provides facts about cannabis. It describes short and long-term 
effects and lists signs of cannabis use. The brochure also helps to dispel common myths about 
cannabis.

California Education Code – 48900
Establishes unlawfulness of possession, use, sale and being under the influence of a controlled 
substance while on school grounds or attending a school-sponsored activity.

Questions:   Executive Office | 916-319-0800 

Last Reviewed: Friday, February 2, 2018 
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Home / Learning Support / Health / Alcohol, Tobacco & Other Drug Prevention

Student Assistance Programs
Provides information for implementing new Student Assistance Programs (SAPs) along with resources 
for strengthening existing SAPs. 

Student Assistance Programs (SAPs) evolved from the Employee Assistance Program (EAP) model of 
the 1960s-1970s. Recognition of the importance of removing all barriers to work performance translated 
to school policy in the 1980s when SAPs developed in the vein of EAPs. SAPs at first only addressed 
substance abuse in students, but soon expanded to help address a wide range of issues that impede 
adolescent academic achievement. These non-academic barriers to learning include, but are not limited 
to the following:

school adjustment problems 
trauma generated at school or at home 
attendance and dropout problems
mental health issues including depression or suicide issues, self-injury, stress and anxiety related 
issues, grief 
physical and sexual abuse, violence 
substance abuse 
gender issues
teen pregnancy and parenting
family issues including dissolution, homelessness or displacement, family member mental health 
and substance use disorders, and relationship difficulties 
parent or other family member incarceration 
military deployment 
delinquency and involvement with the juvenile justice system

As Gary Anderson writes in the first published model for Student Assistance Programs, “Any student 
assistance program effort demonstrates that a school system recognizes, first, that such problems do 
plague students and, second, that a responsible system of adults must respond and help.” (Hipsley, 
2001)

What is a SAP?  
SAP is a comprehensive school-based approach that coordinates support services and some direct 
services for students. Through the referral and facilitation of appropriate services, SAPs have been 
successful in reducing students’ behavioral and disciplinary violations including substance use, helping 
students get through schools safely and successfully, and improving school attendance and academic 
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performance. Although the approach is titled Student Assistance Program, it directly benefits and 
supports the staff, family, and the community when students use the supportive services when they 
need it. 

SAP is a flexible model that can be customized to fit the infrastructure and staffing available at a 
school-site or district. It could be used as a portal to allow the students and families to access the 
county or community based services. Referrals to the SAP are usually open to any school staff, family, 
or students. There are a lot of variations of how a SAP is structured, run, and funded.  Services 
provided under a SAP also vary, but may include interventions such as Brief Intervention or utilize the 
Brief Risk Reduction Interview and Intervention Model. Some form of counseling is usually offered or 
coordinated by the SAP staff.  

Most SAPscan be initiated by the school/district and are often supported by county behavioral health or 
community based agencies. Districts interested in starting a SAP may check with the following county 
programs to explore collaboration opportunities: 

Substance Abuse Prevention and Treatment (SAPT) Prevention Coordinators facilitate federal 
funding for alcohol and other drug prevention. See a list of County Prevention Coordinators here

 . 
California Friday Night Live Partnership offers youth development opportunities and training.
Mental Health Services Act dedicates 20% of the funding to Prevention and Early Intervention 
(PEI).A list of funding is available at PEI Coordinators .

Some currently active SAPs can be found in these school districts: 

Conejo Valley Unified School District 
Desert Sands Unified School District
Murrieta Valley Unified School District 

Some sample school-based prevention programs:  

SAP Approaches to Prevention California County

Athletes Committed and Life of an Athlete Butte, Stanislaus

Project Success Amador, Contra Costa, Napa, Nevada Sonoma

Seven Challenges Santa Cruz, Santa Clara

Brief Intervention Butte, Contra Costa, Riverside, Stanislaus, 
Ventura

Brief Risk Reduction Interview and Intervention 
Model

Riverside, Stanislaus, Ventura
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Bulletins
Student Assistance Program (SAP) Bulletins
These bulletins have been designed to support school administrators, teachers, counselors and other 
school district personnel, non-profit organizations, and agencies who are involved with SAPs.

Intervention Registry 
California Evidence-Based Clearinghouse for Child Welfare (CEBC)
The CEBC is a searchable online registry of evidence-based practices for children and families involved 
with the child welfare system. 

SAMHSA’s National Registry of Evidence-based Programs and Practices
A searchable online registry from the Substance Abuse and Mental Health Services Administration 
(SAMHSA) of more than 400 substance use and mental health interventions developed to help the 
public learn more about prevention and intervention resources available for implementation.

Resources 
Connecticut Governor's Prevention Partnership
The Student Assistance Program is a school-based prevention and early intervention program for 
students in kindergarten through twelfth grade.

National Center on Addiction and Substance Abuse
A non-profit research and policy organization with resources focused on improving understanding, 
prevention and treatment of substance use and addiction.

National Child Traumatic Stress Network (NCTSN)
NCTSN works to increase access to services and raise the standard of care through public education, 
workforce development, improved access to quality treatment, policy analysis and education, 
development of effective trauma-informed evidence-based practices, and initiatives to address gaps in 
services for underserved children and special populations.

Pennsylvania Network for Student Assistance Services
Supporting the Pennsylvania state SAP model. The PA Network assists school personnel in identifying 
issues such as alcohol, tobacco, other drugs, and mental health issues that pose a barrier to a 
student’s success. 

Partnership for Drug-Free Kids
A non-profit supporting families struggling with substance abuse. They offer confidential one-on-one 
counseling as well as a library of resources to connect with teens about drug use.

Prevention First
The Student Assistance Center offers resources to develop capacity in schools to implement a systems 
approach to delivering non-academic services to students and improving school climate.
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Substance Abuse and Mental Health Services Administration
The Substance Abuse and Mental Health Services Administration (SAMHSA) is the agency within the 
U.S. Department of Health and Human Services that leads public health efforts to advance the 
behavioral health of the nation. 

Student Assistance Program Guidebook
This Student Assistance Program Guidebook offers processes, strategies, tools, websites and other 
resources for schools implementing or looking to implement evidence-based Student Assistance 
Programs as a strong system to support those struggling students. 

Training
Center for Applied Research Solutions (CARS)
Provides professional development and technical assistance for substance abuse and mentoring 
professionals.

Masonic Model Foundation for Children
The Masonic Model Student Assistance Program provides training to educators to identify the barriers 
preventing students from achieving academic success and provide intervention to help the youth lead 
productive, useful, and healthy lives. 

Questions:   Coordinated School Health and Safety Office | 916-319-0914 

Last Reviewed: Wednesday, December 19, 2018 
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Your Question:   
 
You asked about how K-12 schools handle the administration of medical marijuana and if there are any safety 
concerns schools should consider. Additionally, you asked how states are using marijuana tax revenue for K-12 
education. 
 

Our Response:   
 
Marijuana legalization has been a growing trend across the U.S. According to the National Conference of State 
Legislatures, nine states and D.C. have legalized the use of recreational marijuana, and 31 states allow marijuana for 
medical purposes. The legalization and sale of marijuana have raised education policy issues, including student use of 
medical marijuana on K-12 campuses and related safety and health concerns, as well as the use of tax revenue from 
marijuana sales for K-12 education. 
 

Medical Marijuana on K-12 Campuses  
 
As states have legalized medical marijuana and students have been prescribed the substance, states have grappled 
with ways to ensure student have access to medical marijuana on school grounds. ECS has identified six states that 
have policies providing for administration of medical marijuana to students on school grounds. More states may have 
such a policy but have not been identified.  
 
Common elements have emerged in these states. In particular, Colorado, New Jersey, and Maine have adopted 
similar standards for the administration of medical marijuana at schools. In these states, common provisions include: 

• Students using medicinal marijuana products must have a valid medical recommendation. 
• Only non-smokable marijuana products may be administered on school grounds. 
• Only parents, legal guardians or primary caregivers may administer the substance. 
• Students cannot be punished for marijuana use on school grounds. 

 
State Policy Examples: Administration of Medical Marijuana on School Grounds 
 
Colorado 
In April 2016, Colorado passed House Bill 1373 amending Colorado Revised Statutes 22-1-119.3 to set guidelines for 
district policies on the use and possession of marijuana in schools for medical purposes. The rules establish the 
following provisions for the use of medical marijuana in schools: 

• Administration: A primary caregiver may possess and administer medical marijuana to a student who has a 
valid recommendation. Local school boards or charter schools may adopt policies regarding who may act as a 
primary caregiver and the reasonable parameters of the administration and use of medical marijuana. The 
administration of medical marijuana should not disrupt the educational environment or be exposed to other 
students. 

• Location: District policy must include a process through which schools may restrict student possession and 
self-administration on school grounds, school buses, or at any school-sponsored event. 

• Method: Nonsmokable medical marijuana only. 
 

Response to information request 

October 5, 2018 
Tom Keily and Jill Mullen 

tkeily@ecs.org and jmullen@ecs.org  
 

http://www.ncsl.org/research/civil-and-criminal-justice/marijuana-overview.aspx
http://www.ncsl.org/research/civil-and-criminal-justice/marijuana-overview.aspx
http://www.ncsl.org/research/health/state-medical-marijuana-laws.aspx#3
http://www.leg.state.co.us/clics/clics2016a/csl.nsf/fsbillcont3/CA9BFC3DDAA36A3587257F2400659AB5?open&file=1373_signed.pdf
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=7734363a-349c-4a81-9a66-7ce1b51ce772&nodeid=AAWAABAABAAX&nodepath=%2FROOT%2FAAW%2FAAWAAB%2FAAWAABAAB%2FAAWAABAABAAX&level=4&haschildren=&populated=false&title=22-1-119.3.+Policy+for+student+possession+and+administration+of+prescription+medication+-+rules+-+definition&config=014FJAAyNGJkY2Y4Zi1mNjgyLTRkN2YtYmE4OS03NTYzNzYzOTg0OGEKAFBvZENhdGFsb2d592qv2Kywlf8caKqYROP5&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A5T3S-CJY0-004D-10JR-00008-00&ecomp=-Jh89kk&prid=14c4e5d8-fa11-49ee-8734-5d6c7b43e033
mailto:tkeily@ecs.org
mailto:jmullen@ecs.org
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In addition to addressing the issue of the use of medical marijuana in schools, Colorado set provisions for when 
school districts or charter schools do not have to comply with the rules above. Compliance is not required if a school 
district or charter school can demonstrate all of the following: 

• It will lose federal funding as a result of implementing the rules; 

• It can reasonably demonstrate that it lost federal funding as a result of implementing the rules; and  

• It posts on its website in a conspicuous place a statement regarding its decision not to comply with the rules. 
 
Additional information on Colorado’s marijuana policy can be found in this fact sheet provided by the Colorado 
Department of Education. 
 
New Jersey 
The statutes governing the use of medical marijuana in New Jersey are similar to those outlined in Colorado. In 
November 2015, New Jersey passed Assembly Bill 4587, which established the following provisions for the 
administration of medical marijuana at schools: 

• Administration: Parents, guardians, and primary caregivers are allowed to administer medical marijuana to 
students on school grounds, aboard school buses, or at school events. Criteria for qualification as a primary 
caregiver who may administer marijuana to a student can be found in New Jersey Public Law 2009, c.307. 

• Location: Schools must designate locations on school grounds where medical marijuana may be 
administered. 

• Method: Smoking or inhalation of marijuana while on school grounds, school buses, or at school events is 
prohibited. 

 
Illinois  
In February 2018, Illinois passed HB 4870 that requires a school district, public school, charter school, or nonpublic 
school to authorize the use and possession of medical marijuana on school grounds. 

• Administration: A parent or guardian of a student who is a qualified patient may administer a medical 
cannabis infused product to the student on school grounds or a school bus if both the student and the parent 
or guardian have been issued registry identification cards under the Compassionate Use of Medical Cannabis 
Pilot Program Act. The administration of medical marijuana should not disrupt the educational environment 
or be exposed to other students.  

• Location: The product may be administered by the designated caregiver on school grounds or school buses.  
• Method: The law specifies that a “medical cannabis infused product” may be administered. 

The Illinois law notes that “a school district, public school, charter school, or nonpublic school may not authorize the 
use of medical marijuana if the school district would lose federal funding as a result.” 

Maine 
In June 2015 Maine passed H.P. 381 amending 22 MRSA §2426 and 20-A MRSA §6306, which establish rules for the 
use of medical marijuana while attending school. The following provisions are in place for the administration of 
medical marijuana in schools in Maine: 

• Administration: Marijuana must be administered by a caregiver. A child who holds written certification for 
medical marijuana should not be denied eligibility to attend school because they require non-smokable 
marijuana to perform their daily activities. 

• Location: An eligible caregiver may possess marijuana for administration on school grounds or a school bus.  

• Method: Medical marijuana must be in nonsmokable form. 
 
 
 

https://www.cde.state.co.us/cdesped/ta_medicalmarijuana
https://www.ecs.org/medical-marijuana-in-schools-state-legislation-and-policy-considerations/
http://www.njleg.state.nj.us/2014/Bills/PL15/158_.PDF
ftp://www.njleg.state.nj.us/20082009/PL09/307_.HTM
http://www.ilga.gov/legislation/publicacts/fulltext.asp?Name=100-0660
http://legislature.maine.gov/legis/bills/getPDF.asp?paper=HP0381&item=5&snum=127
http://legislature.maine.gov/statutes/22/title22sec2426.html
http://legislature.maine.gov/statutes/20-A/title20-Asec6306.html
http://legislature.maine.gov/statutes/22/title22sec2423-A.html
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Washington 
To date, Washington has taken a slightly different approach to the administration of medical marijuana in schools. In 
2015 Washington passed Senate Bill 5052, which permits students to consume medical marijuana on school grounds 
in accordance with school policy but does not require schools to make accommodations for the consumption of 
medical marijuana. The student and the guardian administering the marijuana must hold a recognition card.  
 
Florida 

Florida statute, Fla. Stat. Ann. § 1006.062 (8), establishes that district school boards must adopt a policy and 
procedure for allowing those students who qualify as a patient to access medical marijuana. The statute requires 
that district policies: 

• Ensure access for qualified patients; 

• Identify how the marijuana will be received, accounted for, and stored; and 

• Establish processes to prevent unauthorized students and school personnel from accessing the marijuana. 
 
Additional information can be found in ECS’s 2016 blog on administering medical marijuana to students while at 
school.  
 

Marijuana and Safety Concerns for Schools 
 
The legalization of recreational marijuana is still a relatively new area of policy. States are still navigating the complex 
regulatory landscape in response to new safety concerns. At the federal level, marijuana is still classified as a 
controlled substance.  
 
Some states that have legalized recreational marijuana have released guidance for parents on how to prevent 
underage use of marijuana. For example, the Oregon Health Authority Public Health Division’s guidance document 
includes information on how marijuana use can affect youths’ health, the different types of marijuana products, and 
strategies for talking with kids about marijuana.  
 
In Colorado, the Department of Public Safety has a resource center with many guidance documents, fact sheets, and 
studies on youth marijuana use prevention. Additionally, in 2015, Colorado passed legislation, HB 1273, adding the 
unlawful use, possession, or sale of marijuana on school property to the list of items that must be included in each 
school’s annual written report to the board of education concerning the school’s learning environment-- ensuring 
marijuana offenses are noted separately from other drug offenses. 

 
Marijuana Funding for K-12 
 
While every state is different, many have imposed some type of tax on medical and recreational marijuana sales, 
according to a marijuana policy advocacy group. Our general sense is that revenue from recreational marijuana 
exceeds revenues collected from medical sales. For example, Nevada allowed medical marijuana before recreational 
was legalized. In fiscal year 2015-16, $761,848 was collected in tax revenue from medical marijuana sales. By 
contrast, roughly $62 million has been collected in Nevada since the state legalized recreational marijuana and began 
sales in 2017.  
 
The chart below provides the year states legalized recreational marijuana and whether any of the revenue collected 
has gone toward funding public education. Colorado and Washington were the first states to allow recreational 
marijuana. While Washington has used most of the recreational marijuana revenues for public health programs and 
administration, Colorado has used a substantial amount of its collected marijuana revenues for K-12 education grants 
and programs. Oregon, also, has appropriated a significant amount of marijuana revenues collected to education. 

http://lawfilesext.leg.wa.gov/biennium/2015-16/Pdf/Bills/Session%20Laws/Senate/5052-S2.SL.pdf?cite=2015%20c%2070%20%C2%A7%2031;
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=1000-1099/1006/Sections/1006.062.html
http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0300-0399/0381/Sections/0381.986.html
https://www.ecs.org/medical-marijuana-in-schools-state-legislation-and-policy-considerations/
https://www.colorado.gov/pacific/marijuana/federal-implications
https://www.oregon.gov/oha/PH/PREVENTIONWELLNESS/MARIJUANA/Documents/OHA-8965-Marijuana-Parent-Guide.pdf
https://colorado.gov/pacific/cssrc/marijuana-in-schools
http://www.leg.state.co.us/clics/clics2015a/csl.nsf/fsbillcont3/7F1EFB6ABC80036B87257D9000765B04?Open&file=1273_enr.pdf
https://www.mpp.org/issues/medical-marijuana/medical-marijuana-dispensary-laws-fees-and-taxes/
https://tax.nv.gov/uploadedFiles/taxnvgov/Content/TaxLibrary/Annual%20Report%20FY16%20FINAL%20FINAL(1).pdf
https://tax.nv.gov/uploadedFiles/taxnvgov/Content/TaxLibrary/News-Release-May-Marijuana.pdf
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Legalization of Recreational Marijuana 

 

State Date sales 
started 

Legalizing Document What is known about where the revenue 
goes?  

Alaska Late 2016 Measure 2 (2014) – Measure 2 
left it up to the legislature to 
determine how the marijuana 
revenue is spent.  

In 2017, Alaska collected $1.7 million in 
marijuana cultivator tax revenue. As of June 
2018, $11 million has been collected. 
Marijuana is only taxed when it is sold or 
transferred from a marijuana cultivation 
facility to a retail store. Half of the revenue 
goes to a Recidivism Reduction Fund; the other 
half goes to the state’s General Fund.  
 

California Jan. 2018 Proposition 64 (2016) – 
Proposition 64 specifies a portion 
of the tax funds collected shall go 
to into the Youth Prevention, 
Early Intervention, and Treatment 
Account and may be used to 
address substance abuse and 
improve school retention and 
performance.  

Governor Brown estimates the cannabis excise 
tax will generate $630 million in 2018-19 (page 
131). But, it is unclear how much, if any, will go 
towards education.  

Colorado 2014 Amendment 64 (2012) – A64 
specifically included language that 
taxes from the sale of marijuana 
would be used to fund school 
construction. That has been 
expanded with subsequent 
legislation.  

In 2017-18, the Colorado Department of 
Education (CDE) received $90.3 million in 
marijuana revenue. In 2016-17, CDE received 
$48.5 million. CDE uses the money to fund 
school construction projects, early literacy 
grants, school health professional grants, 
school bullying prevention grants, and drop-
out prevention programs.  

District of 
Columbia 

Not yet in 
effect. 

Initiative 71 (2014) – The Initiative 
legalizes personal use and not 
commercial sale. As a result, the 
Initiative does not contain 
language on taxation. 

 

Maine Not yet in 
effect. 

Question 1 (2016) – Q1 specifies 
all sales tax revenue collected 
must be deposited in the General 
Fund.  

 

Massachusetts Not yet in 
effect. 

Question 4 (2016) – Q4 specifies 
all money collected from the sale 
of marijuana shall be deposited in 
the Marijuana Regulation Fund. 
The Fund is subject to 
appropriation but can be 
deposited in the General Fund.  

 

https://www.aclu-wa.org/sites/default/files/media-legacy/attachments/Text%20of%20Alaska%20Ballot%20Measure%202.pdf
http://tax.alaska.gov/programs/programs/reports/monthly/Marijuana.aspx?ReportDate=6/2018
http://tax.alaska.gov/programs/programs/reports/Annual.aspx?60000&Year=2017
http://vig.cdn.sos.ca.gov/2016/general/en/pdf/text-proposed-laws.pdf#prop64
http://www.ebudget.ca.gov/2018-19/pdf/Enacted/BudgetSummary/FullBudgetSummary.pdf
https://www.fcgov.com/mmj/pdf/amendment64.pdf
https://www.cde.state.co.us/communications/20170919mjqanda
https://www.cde.state.co.us/communications/20170919mjqanda
https://www.cde.state.co.us/communications/20180427mjfactsheet
http://lims.dccouncil.us/Download/33230/B20-1064-SignedAct.pdf
http://lldc.mainelegislature.org/Open/Laws/2015/2015_IB_c005.pdf
https://www.sec.state.ma.us/ele/elepdf/IFV_2016.pdf
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Nevada July 2017 Question 2 (2016) – Proceeds 
from the excise tax will first fund 
the costs of administration by the 
Department of Taxation; the 
excess revenue will be deposited 
in the Distributive School Account 
to provide K-12 funding.  

In May 2018, marijuana tax revenues totaled 
$62.64 million. It is unclear how much will go 
toward education.  

Oregon Jan 2016 Measure 91 (2014) – Marijuana 
revenue collected is deposited in 
the Oregon Marijuana Account. 
Measure 91 specifies 40% of the 
money available for distribution 
in the account must go to the 
Common School Fund.  

In 2017, $34 million (40% total eligible revenue 
for distribution) was provided to the State 
School Fund.  

Vermont Not yet in 
effect. 

H. 511 (2018) – The bill does not 
include language on taxation.   

 

Washington 2014 Initiative 502 (2012) – The 
Initiative outlines how the tax 
revenue should be distributed 
(page 41).  

In 2017, Washington collected $319 million in 
marijuana revenue. The money is used for 
public health programs, substance abuse 
prevention, research and given to local 
governments.  

 

  

http://dpbh.nv.gov/uploadedFiles/dpbhnvgov/content/Boards/RBHPB/Meetings/2018/4b.%20Marijuana%20wholesale%20and%20retail%20excise%20taxes%20-%20Imposition%20and%20Distribution%20Information%20(6-1-18).pdf
https://tax.nv.gov/uploadedFiles/taxnvgov/Content/TaxLibrary/News-Release-May-Marijuana.pdf
https://www.oregon.gov/olcc/marijuana/Documents/Measure91.pdf
https://www.oregon.gov/newsroom/Pages/NewsDetail.aspx?newsid=2334
https://legislature.vermont.gov/assets/Documents/2018/Docs/ACTS/ACT086/ACT086%20As%20Enacted.pdf
https://sos.wa.gov/_assets/elections/initiatives/i502.pdf
https://lcb.wa.gov/sites/default/files/publications/annual_report/2017-annual-report-final2-web.pdf
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Additional Resources 
 
ECS Historical Policy Database on Health Issues:  In this ECS database additional information can be found on past 
legislation relating to school-related marijuana policy and other topics dating back to 1996. 
 
ECS Policy Tracking: This database can provide additional information on the current session enacted or vetoed 
legislation across all fifty states. 
 
National Council of State Legislature Deep Dive on Medical Marijuana: While this resource does not deal directly 
with the administration of medical marijuana in schools, it does provide a comprehensive list of state policy on 
medical marijuana as well as an abundance of resources on the topic. 
 

https://b5.caspio.com/dp.asp?AppKey=b7f93000695b3d0d5abb4b68bd14&id=a0y70000000CboxAAC
https://www.ecs.org/state-education-policy-tracking/
http://www.ncsl.org/bookstore/state-legislatures-magazine/marijuana-deep-dive.aspx
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Acknowledgements Executive Summary
A Guide to K-12 Student Behavioral Health Supports with a Focus on 
Prevention, Early Intervention, and Intervention for Students’ Social, 

Emotional, and Behavioral Health Needs

Comprehensive School Behavioral Health  
Systems Defined 
K-12 comprehensive school behavioral health systems include 

district- and school-level educational and local behavioral health 

professionals working in concert with families to improve prevention, 

early intervention, and intervention strategies within the school and 

community to meet students’ social, emotional, and behavioral health 

needs.

Why School Behavioral Health Systems
Research increasingly points to the link between students’ academic success 

and social, emotional, and behavioral health. However, schools are generally 

not measured and evaluated on social, emotional, and behavioral health 

outcomes for students. As a result, they are often unable to justify and provide 

the attention, data infrastructure, and funding necessary to embed social, 

emotional, and behavioral health initiatives into school culture. Additionally, 

many schools do not have the necessary resources and support to address 

the misconceptions and lack of understanding about behavioral health, which 

contributes to its stigma. 

The Colorado Opportunity
While multiple barriers persist in regard to implementing comprehensive 

school behavioral health systems, recent state and federal legislation and 

various state-wide behavioral health initiatives are now affording Colorado 

schools more opportunities to improve student behavioral health. With 

this improvement, the state will be positioned to realize greater academic 

achievement, enhanced student and staff wellbeing, and improved school 

climate and culture. 

Framework Snapshot

Includes:

◗ Best Practices Guide

 ◗ Tools and Resources

 ◗ Implementation Spotlights 
From Districts and Schools

“Given schools’ unique ability to access large numbers of children, they are 
most commonly identified as the best place to provide supports to promote 
the universal mental health of children” (CASEL 2008, p. 1).1
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A Guide to K-12 Student Behavioral Health Supports with a Focus on 
Prevention, Early Intervention, and Intervention for Students’ Social, 

Emotional, and Behavioral Health Needs

Comprehensive School Behavioral Health  
Systems Defined 
K-12 comprehensive school behavioral health systems include 

district- and school-level educational and local behavioral health 

professionals working in concert with families to improve prevention, 

early intervention, and intervention strategies within the school and 

community to meet students’ social, emotional, and behavioral health 

needs.

Why School Behavioral Health Systems
Research increasingly points to the link between students’ academic success 

and social, emotional, and behavioral health. However, schools are generally 

not measured and evaluated on social, emotional, and behavioral health 

outcomes for students. As a result, they are often unable to justify and provide 

the attention, data infrastructure, and funding necessary to embed social, 

emotional, and behavioral health initiatives into school culture. Additionally, 

many schools do not have the necessary resources and support to address 

the misconceptions and lack of understanding about behavioral health, which 

contributes to its stigma. 

The Colorado Opportunity
While multiple barriers persist in regard to implementing comprehensive 

school behavioral health systems, recent state and federal legislation and 

various state-wide behavioral health initiatives are now affording Colorado 

schools more opportunities to improve student behavioral health. With 

this improvement, the state will be positioned to realize greater academic 

achievement, enhanced student and staff wellbeing, and improved school 

climate and culture. 

Framework Snapshot

Includes:

◗ Best Practices Guide

 ◗ Tools and Resources

 ◗ Implementation Spotlights 
From Districts and Schools

“Given schools’ unique ability to access large numbers of children, they are 
most commonly identified as the best place to provide supports to promote 
the universal mental health of children” (CASEL 2008, p. 1).1
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The Framework 
To reduce barriers to learning, schools need comprehensive systems that 

integrate behavioral health supports into the daily academic life of the school. 

With this understanding and with support from Rose Community Foundation, 

The Colorado Education Initiative (CEI) created a statewide Framework for 

school behavioral health services. Additionally, CEI identified challenges to 

and opportunities for improving school behavioral health systems in Colorado. 

Along with a state-wide gaps and barriers analysis, CEI has investigated 

the scalability of the Colorado Department of Education’s Building Bridges 

for Children’s Mental Health. Building Bridges was piloted in Mesa County 

and integrated two complementary approaches: 1). Positive Behavioral 

Interventions and Supports (PBIS), “an implementation Framework that is 

designed to enhance academic and social behavior outcomes for all students” 

(Sugai and Simonsen, 2012, p. 1)2 and 2). System of Care (SOC) from the 

behavioral health system (see definition below). Other research that informed 

the development of this Framework includes: a review of appropriate literature 

and state policy documents, interviews and focus groups throughout Colorado 

with district and school personnel and behavioral health and education 

experts, a scan of national models, and interviews with school district 

leaders throughout the nation engaging in this work. The development of the 

Framework was guided by a leadership advisory committee comprised of 

education and behavioral health professionals.

Based on the aforementioned methods, the Colorado Framework for School 

Behavioral Health Services blends a Multi-Tiered System of Supports (MTSS) 

from the education realm with a System of Care (SOC) more commonly used 

in the public health arena. Along with state and federal movements toward 

MTSS, CDE is using a MTSS system, which combines Positive Behavioral 

Interventions and Supports (PBIS) with Response to Intervention (RTI) so that 

all students receive a layered continuum of supports.

MTSS combines Positive Behavioral Interventions and Supports 

(PBIS) with Response to Intervention (RtI). MTSS is a whole school, 

data-driven, prevention-based framework for improving learning 

outcomes for every student through a layered continuum of 

evidence-based practices and systems. MTSS includes: shared 

leadership; a layered continuum of supports; universal screening 

and progress monitoring; evidence-based instruction, intervention, 

and assessment practices; data-based problem solving and 

decision-making; and family, school, and community partnering 

(Colorado Department of Education 2013).

A System of Care is a “spectrum of effective, community-based 

services and supports for children and youth with or at risk for 

mental health or other challenges and their families, that is 

organized into a coordinated school network, builds meaningful 

partnerships with families and youth, and addresses their cultural 

and linguistic needs, in order to help them to function better at 

home, in school, in the community, and throughout life” (Stroul, 

et.al, 2010, p. 3).3

Definitions

Introduction
According to the American Psychological Association, less than half of children 

with mental health problems get treatment, services, or support.4 Yet, research 

increasingly reveals the connection between social, emotional, and behavioral 

health and academic achievement.5 Because students are much more likely 

to seek behavioral health support when school-based services are available 

(Slade, 2002),6 schools need comprehensive behavioral health systems to 

create positive learning environments where all students can flourish.

Historically, school policies and procedures have separated behavior and 

academics; as a consequence, classroom management has been largely 

addressed in a superficial manner. Students who have externalizing behavioral 

health problems have traditionally received behavioral health services because 

they have been referred through a disciplinary approach—for example, an 

office referral, suspension, or expulsion. Conversely, students with behavioral 

health issues that are often internalized – for example, anxiety and depression 

– have largely been under-identified. In addition, educators have long noted 

that the unmet social, emotional, and behavioral health needs of children 

challenge their capacity to effectively teach their students (Atkins, et al., 2010, 

p. 2).7 However, research reveals that when schools focus on district- and 

school-wide systemic improvements to prevention and early intervention for 

student’s social, emotional, and behavioral health needs, both externalizing 

and internalizing students not only improve their social outcomes, but they 

also have increased academic outcomes. 

What is externalizing behavior? 
Externalizing behavior is the undercontrol of emotions, which could include 

difficulties with attention, aggression, and conduct.8 

What is internalizing behavior?
Internalizing behavior is the overcontrol of emotions, which could include 

withdrawal, anxiety, fearfulness, and depression.9 Internalizing behaviors may 

not be apparent to others and may manifest themselves as frequent worrying, 

self-denigrating comments, and low self-confidence.10

“A study estimating the  

relative influence of 30 

different categories of 

educational, psychological, 

and social variables on  

learning revealed that social 

and emotional variables 

exerted the most powerful 

influence on academic 

performance”  

(CASEL, 2003, p. 7). 11

Colorado Framework for School Behavioral Health Services | 7 



6 | Colorado Framework for School Behavioral Health Services

The Framework 
To reduce barriers to learning, schools need comprehensive systems that 

integrate behavioral health supports into the daily academic life of the school. 

With this understanding and with support from Rose Community Foundation, 

The Colorado Education Initiative (CEI) created a statewide Framework for 

school behavioral health services. Additionally, CEI identified challenges to 

and opportunities for improving school behavioral health systems in Colorado. 

Along with a state-wide gaps and barriers analysis, CEI has investigated 

the scalability of the Colorado Department of Education’s Building Bridges 

for Children’s Mental Health. Building Bridges was piloted in Mesa County 

and integrated two complementary approaches: 1). Positive Behavioral 

Interventions and Supports (PBIS), “an implementation Framework that is 

designed to enhance academic and social behavior outcomes for all students” 

(Sugai and Simonsen, 2012, p. 1)2 and 2). System of Care (SOC) from the 

behavioral health system (see definition below). Other research that informed 

the development of this Framework includes: a review of appropriate literature 

and state policy documents, interviews and focus groups throughout Colorado 

with district and school personnel and behavioral health and education 

experts, a scan of national models, and interviews with school district 

leaders throughout the nation engaging in this work. The development of the 

Framework was guided by a leadership advisory committee comprised of 

education and behavioral health professionals.

Based on the aforementioned methods, the Colorado Framework for School 

Behavioral Health Services blends a Multi-Tiered System of Supports (MTSS) 

from the education realm with a System of Care (SOC) more commonly used 

in the public health arena. Along with state and federal movements toward 

MTSS, CDE is using a MTSS system, which combines Positive Behavioral 

Interventions and Supports (PBIS) with Response to Intervention (RTI) so that 

all students receive a layered continuum of supports.

MTSS combines Positive Behavioral Interventions and Supports 

(PBIS) with Response to Intervention (RtI). MTSS is a whole school, 

data-driven, prevention-based framework for improving learning 

outcomes for every student through a layered continuum of 

evidence-based practices and systems. MTSS includes: shared 

leadership; a layered continuum of supports; universal screening 

and progress monitoring; evidence-based instruction, intervention, 

and assessment practices; data-based problem solving and 

decision-making; and family, school, and community partnering 

(Colorado Department of Education 2013).

A System of Care is a “spectrum of effective, community-based 

services and supports for children and youth with or at risk for 

mental health or other challenges and their families, that is 

organized into a coordinated school network, builds meaningful 

partnerships with families and youth, and addresses their cultural 

and linguistic needs, in order to help them to function better at 

home, in school, in the community, and throughout life” (Stroul, 

et.al, 2010, p. 3).3

Definitions

Introduction
According to the American Psychological Association, less than half of children 

with mental health problems get treatment, services, or support.4 Yet, research 

increasingly reveals the connection between social, emotional, and behavioral 

health and academic achievement.5 Because students are much more likely 

to seek behavioral health support when school-based services are available 

(Slade, 2002),6 schools need comprehensive behavioral health systems to 

create positive learning environments where all students can flourish.

Historically, school policies and procedures have separated behavior and 

academics; as a consequence, classroom management has been largely 

addressed in a superficial manner. Students who have externalizing behavioral 

health problems have traditionally received behavioral health services because 

they have been referred through a disciplinary approach—for example, an 

office referral, suspension, or expulsion. Conversely, students with behavioral 

health issues that are often internalized – for example, anxiety and depression 

– have largely been under-identified. In addition, educators have long noted 

that the unmet social, emotional, and behavioral health needs of children 

challenge their capacity to effectively teach their students (Atkins, et al., 2010, 

p. 2).7 However, research reveals that when schools focus on district- and 

school-wide systemic improvements to prevention and early intervention for 

student’s social, emotional, and behavioral health needs, both externalizing 

and internalizing students not only improve their social outcomes, but they 

also have increased academic outcomes. 

What is externalizing behavior? 
Externalizing behavior is the undercontrol of emotions, which could include 

difficulties with attention, aggression, and conduct.8 

What is internalizing behavior?
Internalizing behavior is the overcontrol of emotions, which could include 

withdrawal, anxiety, fearfulness, and depression.9 Internalizing behaviors may 

not be apparent to others and may manifest themselves as frequent worrying, 

self-denigrating comments, and low self-confidence.10

“A study estimating the  

relative influence of 30 

different categories of 

educational, psychological, 

and social variables on  

learning revealed that social 

and emotional variables 

exerted the most powerful 

influence on academic 

performance”  

(CASEL, 2003, p. 7). 11

Colorado Framework for School Behavioral Health Services | 7 



8 | Colorado Framework for School Behavioral Health Services
Colorado Framework for School Behavioral Health Services | 9 

Who are local behavioral health professionals?

Local behavioral health professionals are therapists from the 

Community Mental Health Center (CMHC), School-Based Health 

Center (SBHC), or other children- and adolescent-serving behavioral 

health practice.

Who are school behavioral health professionals?

School behavioral health professionals include school psychologists, 

school social workers, and school counselors.

What is student behavioral health?

Student behavioral health includes the social, emotional, and 

mental health needs as well as the substance abuse behaviors of 

students. All students require social and emotional skill-building 

opportunities while some students may have more complex needs 

as suggested by the three-tiered pyramid in this guide (see p. 9). 

Definitions

Comprehensive School Behavioral 
Health Systems Overview
The Colorado Framework for School Behavioral Health Services melds a System 

of Care within a Multi-Tiered System of Supports. The Framework includes three 

models of service delivery for students with high behavioral health needs: 1). Co-

located services, where a district or school has a school-based health center that 

includes behavioral health and primary care; 2). A school-based therapist, where a 

therapist from the community comes to the district or school to deliver group and 

individual based therapy; and 3). A referral to a community based therapist, where 

a district or school has a strong relationship with a Community Mental Health 

Center (CMHC) and has a streamlined referral process with the center to create a 

seamless service delivery model for children, adolescents, and their families. Given 

the Colorado context, the service delivery model should be determined based on 

each community’s location, needs, and resources. While the specific model may 

vary between communities, there are critical foundational elements both within and 

outside of the school that must be in place to foster and sustain comprehensive 

school behavioral health systems. In addition, it is the shared responsibilities of 

a given district, school, and the people they serve to gauge their local needs and 

ensure they are building the best system for all stakeholders.

The following Framework and best practices guide provide the key elements 

required to implement comprehensive school behavioral health systems in districts 

and schools across Colorado.  As part of a tiered system of supports, school staff 

must realize that individual students’ needs are not fixed at one of the tiered levels; 

instead, students may move fluidly between tiers—up or down—at any time, 

depending on circumstances. While the pyramid is fixed, students’ needs are not. 
Tier 1 ALL

Referral Process
Behavioral Health Screening 

Social, Emotional Learning Opportunities
Positive Behavior Supports

FOUNDATION
Family-School-Community Partnerships

Mental Health Stigma Reduction     Staff Professional Development 
Positive School Climate and Culture    Accountability Systems

Data-Based Decision Making 

Tier 3 FEW
Crisis Response
Re-entry Plan

Individual/Group 
Counseling/Therapy

Tier 2 SOME
Progress Monitoring

Evidence-Based Interventions

District and School Teams 
Drive the Work

School Behavioral Health
Services Framework

Adequate Information Sharing 

Strong Communication Loop

Warm Hand-Off

Wraparound Services

Youth-Driven and 
Family-Guided Services

Linking with 
Systems of Care

It is the shared responsibilities of 

a given district, school, and the 

people they serve to gauge their 

local needs and ensure they are 

building the best system for all 

stakeholders.
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Best Practices Guide
for Implementing Comprehensive 
School Behavioral Health Systems

District and school teams guide the behavioral health work.  

District- and school-based teams must be the drivers of the work, and these 

teams must garner buy-in from administration and school staff. For many 

districts and schools, the teams could be the pre-existing RtI/PBIS/MTSS, 

health and wellness, school climate and culture, or leadership team. It is 

important the teams are comprehensive with representation from various 

stakeholders, including family representation, to create buy-in. The teams 

should gauge their local needs to inform next steps and to create sustainable 

school behavioral health policies. Teams can use the readiness assessment in 

the  tools and resources section of this Framework to do so.

The foundational elements that support the tiered levels of support 

students receive are critical to the success of prevention, early 

intervention, and intervention for the positive development of 

students’ social, emotional, and behavioral health. The foundational 

elements drive districts’ and schools’ abilities to engage in 

comprehensive school behavioral health efforts.

Foundation Best Practices
Districts and schools have strong family-school- 

community partnerships.  

The district and school teams engage families, community members, 

and community organizations to advance student behavioral health and 

learning. Families are aware of their individual student’s social and emotional 

development and know how to support behavioral learning at home, and families 

are included in intervention and counseling efforts. Family-school-community 

partnerships provide a foundation to leverage resources for students’ behavioral 

health needs. Research explains that “mental health resides not only within the 

child but also within the influential web of interactions surrounding the child, 

including the family, the school, and the neighborhood and community in which 

the child lives” (Kellam, Ensmiger, & Branch, 1975, from SAMHSA, 2011, p. 

5).12 One of the critical success elements of creating comprehensive systems 

of care in education is the stakeholder relationship, especially among school 

leadership, the behavioral health provider, community members, and families. In 

Colorado, evidence of family and community involvement is required to renew 

accreditation. Learn about Colorado’s new family-school-community partnership 

legislation in the  tools and resources section. 

District, school, and community leaders ensure pointed 

efforts to reduce the stigma around mental health.  

Over the past decade, state-wide and national campaigns have 

helped reduce the stigma of mental health; yet, there is still a major 

need for school systems to address the stigma. “The Surgeon 

General identified the stigma surrounding mental illness as one of 

the primary reasons that individuals and families don’t seek help” 

(U.S. Public Health Service, 1999 from SAMHSA, 2011, p. 8).13 

Along with staff professional development, the school, community, 

families, and students should engage in mental health stigma 

reduction efforts. Students can do this through project-based 

learning assignments (see the  tools and resources section 

for examples), and school personnel can work closely with the 

community to engage in joint efforts to reduce the stigma around 

mental health by providing Youth Mental Health First Aid Trainings 

(MHFA) and creating a culture of care. Youth MHFA trainings are 

discussed on page 19. 

Staff professional development opportunities address 

social, emotional, and behavioral health systems.  

Staff must acquire the knowledge, tools, and resources to promote 

the positive development of students’ social, emotional, and 

behavioral health. Because social, emotional, and behavioral health 

interrelate to academic success and school climate and culture, 

school leaders should schedule staff professional development for 

behavioral health throughout the entirety of the year. Professional 

development should include:

• Working within a comprehensive school behavioral health 

system: The staff should be trained on who will refer and how 

to refer students for services, how to speak with families about 

their concerns, how to promote mental health stigma reduction 

and mental health awareness, and how to universally screen and 

progress monitor students. These elements of a comprehensive 

school behavioral health system will be discussed further in the 

guide, and there are tips in the  tools and resources section 

that address these professional development needs.

• Creating trauma-sensitive and culturally-responsive 

schools: “A trauma-sensitive school is a safe and respectful 

environment that enables students to build caring relationships 

with adults and peers, self-regulate their emotions and 

behaviors, and succeed academically, while supporting 

their physical health and well-being” (Lesley University and 

Massachusetts Advocates for Children 2012).14 Research 

increasingly reveals that students who have experienced 

trauma or adverse childhood experiences 15 struggle to regulate 

emotions, attend to classroom activities, and/or achieve normal 

developmental milestones (Wisconsin Department of Public 

Instruction).16 Culturally responsive classrooms acknowledge the 

lived experiences of all students in a classroom, including those 

in poverty, LGBT students, and students who are culturally and 

linguistically diverse. School leaders must provide opportunities 

for teachers to learn about creating trauma-sensitive and 

culturally-responsive classrooms. For tips on how to help 

teachers create trauma-sensitive and culturally responsive 

classrooms see  the tools and resources section.

• Understanding child and adolescent development: 

Through the Building Bridges for Children’s Mental Health pilot in 

Mesa County, school staff developed rubrics to help school and 

community agency staff as well as families and teachers “talk 

the same language” and understand social/emotional stages in 

a student’s development. The rubrics were developed from the 

national Counseling Standards and cross walked with Colorado’s 

Emotional Social Wellness Standards. The rubrics are included in 

the  tools and resources section. 

“The Surgeon General 

identified the stigma 

surrounding mental illness as 

one of the primary reasons 

that individuals and families 

don’t seek help.”13

“A trauma-sensitive school is a safe and respectful environment that enables 
students to build caring relationships with adults and peers, self-regulate 
their emotions and behaviors, and succeed academically, while supporting 
their physical health and well-being.”14 
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• Promoting staff self-care: Many educators and behavioral 

health practitioners burnout, and as a result, negatively 

impact students, suffer health consequences, and leave their 

profession. Now, research is pointing to vicarious trauma and 

compassion fatigue that can result from burnout. Vicarious 

trauma and compassion fatigue can lead to changes in one’s 

psychological, physical and spiritual well-being (Headington 

Institute).17 Staff self-care is not only part of the coordinated 

school health model, it is a necessary ingredient to the 

success of students. School leaders must provide their staff 

the knowledge, tools, and resources about being self-aware 

and maintaining one’s own care; a healthy staff is necessary 

to create a positive learning environment for all students. For 

tips on improving staff self-care see the  tools and resources 

section.

District and school leaders prioritize a positive school 

climate and culture. The interplay of environment and pathology 

is unquestionable. School climate refers to patterns of people’s 

experiences of school life; it reflects the norms, goals, values, 

interpersonal relationships, teaching, learning and leadership 

practices, as well as the organizational structure that comprise 

school life.18 School culture is a critical factor in school success. 

For nearly two decades, a growing body of research has described 

the link between positive school climate and student absenteeism, 

suspension, feeling connected and attached to school, student 

self-esteem, positive self-concept and motivation to learn. A 

school’s culture, in short, either promotes or undermines student 

learning (CEI, Transforming School Climate Toolkit, 2013). To 

learn more about improving school climate and culture see: CEI’s 

school climate toolkit at http://coloradoedinitiative.org/resource/

transforming-school-climate/.

As part of building a positive school climate, behavioral health 

professionals, both within and outside of the school, should be 

embedded into the culture of the school. These professionals 

should work closely with educators to create a collaborative support 

system for students. They should also play a meaningful role on the 

school team tasked with guiding this work. The school behavioral 

health professionals should have clear roles, which are now 

clarified as a result of Colorado’s Great Teachers and Leaders Act of 

2010 (SB 10-191).

It is also critical that school efforts focus on creating trauma-

informed and culturally responsive classrooms as discussed on 

page 11. There should be district- and school-wide efforts to 

implement PBIS, Positive Behavior Interventions and Supports. CDE 

has trained over 900 schools across Colorado in PBIS. For more 

information about PBIS, visit http://www.cde.state.co.us/pbis/. 

Social, emotional, and behavioral health efforts are 

included in accountability systems. Schools focus on current 

accountability measures regarding academic achievement, which 

often means that students’ social, emotional, and behavioral health 

do not receive the priority they deserve. Yet, research reveals that 

behavioral health interrelates to academic outcomes19 and school 

climate and culture. Therefore, schools must include comprehensive 

behavioral health strategies in their school improvement plans to 

ensure behavioral health initiatives are prioritized and evaluated. 

But simply including them in a plan will not suffice. School leaders 

must create a supportive context20 for this work, include social, 

emotional, and behavioral health in policies, and hold themselves 

and their staff accountable to effectively implement behavioral 

health systems.

Schools use data-based decision making to guide their 

behavioral health efforts. Schools need to begin assessing 

their behavioral health needs through multiple measures. To do so, 

The Substance Abuse and Mental Health Services Administration 

(SAMHSA) suggests that schools: 

1.  Conduct a comprehensive assessment of mental health 

problems and concerns in the school and community and the 

existing policies and resources to meet these needs. 

2.  Use the public health approach; focus on the larger school 

population to maximize the program’s effectiveness. 

3.  Use existing data to identify problems, analyze related risk and 

protective factors in the school and community, and determine 

the gaps between the current situation and the coalition’s vision 

for a whole-school approach. 

4.  Share results with the community, proposing recommendations 

that build on community strengths and resources (SAMHSA, 

2011, p. 22).21 

Once districts and schools have begun implementing behavioral 

health systems by assessing their local needs, they should create 

systems to examine the interplay between behavioral health 

outcomes and school outcomes, such as suspension rates, 

academic achievement, and discipline referrals.

Positive behavior supports are implemented across the 

district. Rather than focus on control and punishment, schools 

should focus on creating positive classroom environments that focus 

on social, emotional, and behavioral health skill building with clear 

and consistent expectations.22 As part of PBIS, positive behavior 

supports for all students is emphasized.

Evidence-based/practice based social, emotional learning 

opportunities are included across classes and curriculum.

Districts and schools should include evidence-based or practice-

based social and emotional learning throughout the curriculum, 

across content, and across grade levels. Research reveals that 

when schools integrate skills-based social and emotional learning 

opportunities throughout the school day, across classes, and across 

grade levels, the impacts are greater than if schools simply set aside 

twenty minutes a week for social and emotional learning.23 However, 

even if full integration of SEL is not feasible, any opportunity for social 

and emotional learning can be impactful for students. Also, with 

Colorado’s new Emotional and Social Wellness Standards (ESW), 

which are embedded in the Comprehensive Health and Physical 

Education Standards, schools now have more guidance about how 

to implement social and emotional learning across grade levels so 

that students build the necessary skills, such as resiliency, advocacy, 

and knowing one’s self, to succeed in school, in the community, and 

in life. Research supports partnering with families to support these 

skills at home, helping to generalize and expand learning. To learn 

more about SEL and the Colorado Department of Education’s ESW 

Standards, see the  tools and resources section.

Schools include 

universal behavioral 

health screening. 

Currently, very few 

schools in Colorado 

use formal measures 

to screen students 

for behavioral health 

needs. Instead, too 

often, students’ 

behavioral health 

needs are addressed 

only from a reactionary 

and punitive approach 

rather than a 

preventative one, and 

internalizing students’ needs are overwhelmingly not addressed. 

Districts and schools must be very thoughtful in their approach to 

universal screening and ensure that appropriate tiered interventions 

are in place and that students are not over-pathologized or labeled 

(Adelman and Taylor, 2010, p. 34-43).24 Read more about how to 

approach universal screening in the  tools and resources section 

and in the spotlight stories on Aurora Public Schools and Boston 

Public Schools on pages 14 and 15. 

Districts and schools have a formal referral process 

in place. School leaders must work with all school staff and 

behavioral health experts outside of the school to create a 

streamlined referral system for students with Tier 2 and Tier 3 

needs. Additionally, schools must ensure they have adequate 

systems in place so that students who are referred for Tier 2 and 3 

interventions have the support they need. All school staff members 

need training to know how to and who should refer students for 

more specialized services, and families need to know how to 

access the referral system and support services. Each school may 

vary in its referral process, but all schools must include appropriate 

documentation and ensure student and family confidentiality. For an 

example of a referral form see the  tools and resources section.

Tier 1-Universal Supports for ALL STUDENTS
Tier 1 includes the supports that all students should receive within a district and school to build their social and 

emotional skills.

CEI also promotes practice-

based work in schools. 

These practices are created 

within a district or school, 

based on local need and 

show positive results.
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Aurora Public Schools, 2012-2013 School Year
Jessica O’Muireadhaigh, a Board Certified Behavior Analyst 

and Special Education Consultant of APS, took an idea to the 

superintendent to conduct a social, emotional learning pilot at APS elementary 

schools. That idea has taken off and shown positive early outcomes. Jessica 

recognized a need to scale up prevention, early intervention, and intervention 

efforts at elementary schools in the district, so she brought on Shannon 

Kishel, a school psychologist, and Adria Young, a school social worker, to 

begin helping schools implement the evidence-based social and emotional 

learning curriculum for all students called Caring School Communities. In 

addition to using a school-wide social and emotional curriculum, they helped 

teachers use a universal screener to determine the top three externalizing and 

top three internalizing students. Those students were then screened using the 

BASC-2, a behavior assessment, in order to identify the elevation status of 

each of the identified students. Students screened extremely elevated were 

the focus of the pilot. To improve students’ social, emotional, and behavioral 

health, the Tier 2 evidence-based curriculums they used are I Can Problem 

Solve and Social Skills Improvement System. Tier 3 curriculum that was used 

included Skill Streaming. After only 10 to 15 weeks of intervention, around 

50% of students showed significant behavioral improvement based on pre- 

and post-assessments. Hoping to grow their work across APS, staff members 

involved in the pilot remain reflective about how to improve their practices and 

translate those across the district. Overall, school staff members have seen 

initial improvements as a result of the pilot and hope to increase the program 

to more schools in the future.

Universal Screening
When it comes to data sharing and universal screening for school behavioral health systems, Aurora 
Public Schools (APS) and Boston Public Schools (BPS) have worked tirelessly to create systems change 
with existing practitioners and resources. 

After only 10-15 weeks of 

intervention, around 50% of 

students showed significant 

behavioral improvement based on 

pre- and post-assessments.
To learn more about how your 

district/school can implement 

universal screening, see the universal 

screening toolkit in the   tools and 

resources section. 

Boston Public Schools, 2012-2013  
School Year
Massachusetts comprehensive health care legislation has 

existed since 2006, which has helped bridge the gap between schools 

and behavioral health service providers. However, while legislation can 

play an important role in driving district level work, the Student Services 

Department for Boston Public Schools (BPS) has found another impetus 

for its behavioral health systems change. According to Andria Amador, 

Acting Director of Special Education and Student Services, the pressing 

unmet need for comprehensive behavioral health services in schools 

drove the creation of its comprehensive behavioral health model (CBHM), 

called the Lighthouse Model in 2012. Between an executive planning 

committee and strong partnerships with Boston Children’s Hospital and 

the University of Massachusetts, Boston is finding much success with 

its model in its 10 pilot schools and plans to expand its work over the 

next couple of years until all schools throughout BPS have comprehensive 

behavioral health systems.

After piloting various universal screeners, BPS selected the BIMAS,25 

a screener created here in Colorado, to screen every student for both 

externalizing and internalizing behaviors. Because teachers were highly 

engaged in the piloting process, there has been instrumental buy-in from the 

teaching staff to help create the systems change. BPS staff members have 

found the BIMAS to have very few false positives and false negatives (i.e. the 

incorrect results of a universal screener), and they have also explained that 

the screener is user friendly. 

Along with deciding to use the BIMAS, BPS had to figure out many logistics, 

including: acquiring parental consent, figuring out when to do the screening, 

finding the right space for screening, deciding which grade levels to screen, 

and providing alternative activities for youth who did not have parental 

permission for screening. Each school in the pilot made these decisions 

according to their own needs.

Once students were screened, in the fall and once in the spring, BPS had 

to ensure supports were in place for students who needed supplemental 

services. Because the BIMAS has substantial progress monitoring built into its 

system, which includes an online data collection system, the district has been 

working on integrating the BIMAS data with other school outcome measures 

to create transformational school climate and culture change. 

Along with the universal screening and the interventions at Tier 2 and Tier 3 

levels, all schools in the pilot engaged in 30 minutes of social and emotional 

learning using the evidence-based Second Step or Open Circle programs. 

The school psychologists in the district are leading the 

pilot, and they attend monthly Professional Learning 

Communities (PLCs) to learn from each other about 

what is working and what is not at each of the pilot 

schools. Pre-service school psychologists from 

local universities are being trained in the CBHM to 

leverage their practicum hours and to ensure they 

are prepared to work within a school comprehensive 

behavioral health system. In addition, monthly principal 

breakfasts ensure the principals participating in the 

pilot program are receiving the support they need to 

implement comprehensive school behavioral health 

systems.  BPS staff are very excited about integrating 

a comprehensive school behavioral health system 

into the district, and because of the positive early 

outcomes, they have the energy to keep moving 

forward with the pilot.
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Tier 2-Secondary or Targeted Interventions for  
SOME STUDENTS
For too long, students needing early intervention services go unnoticed because they may not exhibit externalizing 

behaviors. At the same time, those who do externalize a behavioral health issue are often dealt with through a 

disciplinary and reactionary approach. Truly, without comprehensive behavioral health systems in place that link 

Systems of Care with Tier 2 students, schools often fail to intervene early. The unfortunate result is that Tier 2 

students do not receive the support they need and either continue to go unnoticed or spiral downward. These 

students experience increasing challenges during youth and adolescent years, and likely, increased challenges in 

their adult life. 

Tier 3-Tertiary or Intensive Interventions for FEW STUDENTS
When Tier 1 and Tier 2 interventions do not meet students’ needs, other interventions should be used. Tier 3 

interventions should be linked with the System of Care principles discussed further on in the guide. 

Schools offer evidence-based group and/or individual 

interventions. School behavioral health professionals and local 

behavioral health experts should work together with the school 

and the team guiding the behavioral health work to ensure the 

interventions they are using are effective. Interventions should (a) 

be sustained, flexible, positive, collaborative, culturally appropriate, 

and regularly evaluated; (b) build on the strengths of the students 

and their families; and (c) address academic as well as social 

behavioral deficits (Bullock and Gable, 2006).26 It is important 

to strategically plan for how students will receive interventions 

throughout the school day. 

Progress monitoring is integrated into the school day. 

Progress monitoring is most effective when it occurs in natural 

settings throughout the school day and when it includes multiple 

measures, including those from the home and community. 

Behavioral health professionals should work closely with the 

school to share adequate information with educators to ensure 

students are transferring their behavioral health skills in multiple 

environments, and they are receiving the interventions they need. 

Schools offer opportunities for individual and group 

counseling/therapy during the school day. 

Students who have tertiary needs will struggle to learn without 

the proper support in place. Schools need to include opportunities 

throughout the school day for students to receive the therapy and 

counseling services they need. 

Schools have a re-entry program for students transitioning 

back from hospitalization or residential treatment.  

Districts and schools should have a thorough plan in place that 

supports students and their families transitioning back to school 

from hospitalization or residential treatment. Colorado HB 10-1274 

highlights that schools should help ensure a successful transition 

for students back into the public school system after receiving 

care in day treatment facilities, facility schools, or hospitals. For 

an example of a school program for students transitioning back to 

school from residential or hospital treatment see the  tools and 

resources section.

Schools have a crisis response plan in place.  

Schools must establish a crisis response protocol and have a plan 

in place for events that affect multiple students and that address 

the need for grieving and coping. Some districts and schools in 

Colorado have used Psychological First Aid, which is designed to 

reduce the initial distress caused by traumatic events and help 

students cope with disaster. In addition to district- and school-

wide crisis plans, with the recent passage of Colorado SB 13-266, 

Colorado is developing a coordinated behavioral health crisis 

response system as discussed in in the  tools and resources 

section. 

System of Care
A System of Care (SOC) requires multiple agencies working together to improve students’ outcomes. SOCs 

should be youth guided and family driven and promote the SOC concept and philosophy.  For information 

about the SOC Concept and Philosophy, see the tools and resources section. 

Schools ensure adequate information sharing between the 

behavioral health professional, other youth-serving agencies, 

families, and necessary school staff. For many districts and 

schools, the lack of adequate information sharing has kept students 

from receiving the services they need in school and has made progress 

monitoring of school’s behavioral health efforts difficult. Yet, districts 

and schools have many options to address this barrier through tiered 

consent forms from families and children and adolescents about 

what information should and can be shared with the schools. This 

consent form is fluid and allows students and families the ability to 

change how much information they want shared. Plus, with the new 

State of Colorado Authorization-Consent to Release Information Form, 

schools can now use a streamlined information sharing form between 

all agencies. At the same time, district, school, and behavioral health 

professionals must comply with the Family Educational Rights and 

Privacy Act (FERPA) and Health Insurance Portability and Accountability 

Act (HIPAA). Without adequate information, schools cannot collect and 

analyze the data that is necessary to track and improve their behavioral 

health efforts to meet students’ needs. For more information on this 

topic see the  tools and resources section. 

Constant and effective communication loops exist between 

the behavioral health professionals and the team leading 

the behavioral health work. As part of a comprehensive school 

behavioral health system, schools need a strong communication loop 

with the behavioral health professional(s) serving the school and other 

youth-serving systems. The team guiding this work should ensure 

constant and effective communication among staff who interact with 

the students, so the students’ needs are met, and students transfer the 

skills they have gained in their social, emotional, or behavioral health 

interventions across multiple settings.

Schools ensure opportunities exist for “warm hand-offs” 

between school staff and behavioral health professionals.  

A warm hand-off is an empathetic process where an educator, school 

social worker, school psychologist, school counselor, or school nurse 

introduces a student to the local behavioral health specialist and 

helps that student navigate the process of care coordination between 

the behavioral health professionals within and outside of the school. 

Before a warm hand-off is initiated, schools must ensure families have 

provided consent for services. However, per Colorado statute, youth 

who are fifteen years or older can consent to their own behavioral 

health treatment.

Wraparound services are available for students with Tier 3 

needs. Wraparound services are individualized, community-based 

services that bring multiple systems together with the child or 

adolescent and their families to provide a highly individualized plan to 

meet the unique needs of the student. A team, consisting of a teacher, 

other school staff, a service provider, family member, and student, 

should work closely together to develop an individualized-care plan that 

includes intervention, culturally and linguistically relevant services, and 

progress monitoring. Wraparound services are often provided in the 

community, home, or school setting.27

School leaders ensure youth-guided services and family 

partnerships for students with Tier 2 and Tier 3 needs.  

As part of the System of Care principles, youth-guided services and 

family partnering are integral to the success of student interventions. 

Family partnering is a critical piece to help families navigate the 

complex behavioral health system. Family members should help 

develop local policies and serve on committees in relationship to 

this work, and families should partner with teachers and school 

staff throughout the 3 Tiers. In Colorado, there are family navigators 

throughout the state who help families learn how to better access 

services. Through the Colorado Department of Human Services 

Trauma-Informed System of Care, which are county- or area-wide 

initiatives to build Systems of Care, each selected Community of 

Excellence throughout Colorado must have a family advocate in place. 

A family advocate must have experience caring for youth with mental 

health issues while family navigators do not require this qualification. 

School behavioral health services best 
practices must be youth-guided and should 
link to one of three models for specialized 

behavioral health service delivery. 
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Tier 2-Secondary or Targeted Interventions for  
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Common Best Practices for Specialized Service  
Delivery Models
1. A memorandum of understanding (MOU) exists between the 

CMHC or local behavioral health professional and the district 

and school. 

2. Culturally and linguistically appropriate (CLAS) services are 

delivered.28 “More than 5.5 million students in U.S. schools 

are English-language learners (ELLs)…ELLs are expected to 

comprise more than 40 percent of elementary and secondary 

school students by 2030” (Thomas & Collier, 2002 from 

SAMHSA, 2011, p. 8).29  For information on the CLAS Standards, 

see the  tools and resources section.

3. Local and school behavioral health professionals are integrated 

into the school culture, and a common language between the 

school staff and behavioral health professionals exists.

4. Local and school behavioral health professionals have a strong 

working relationship with clear boundaries and specific role 

differentiation.

5. School staff, leaders, and local and school behavioral health 

professionals agree about when to provide student services 

during the school day based on student need and thoughtful 

collaboration between educators, families, and behavioral health 

professionals. 

6. School staff and school behavioral health professionals have a 

clear understanding of how they communicate with and work 

with local behavioral health professionals.

7. Appropriate physical space is allocated within the school for 

behavioral health care service delivery. Rooms include adequate 

space and privacy. 

8. Local and school behavioral health professionals help schools 

implement effective progress monitoring within the school setting.

9. Local and school behavioral health professionals help bridge the gap in 

communication between the school staff, families, and students.

10. Local and school behavioral health professionals help school staff build 

capacity to identify and refer students in need of behavioral health 

services. 

11. The district and school leaders and the behavioral health professionals 

have a common understanding of legal responsibility. 

12. A local and school behavioral health professional sit on the school team 

that leads the behavioral health work for the district and school.

13. Local behavioral health professionals work directly with school staff 

members to train them in mental health stigma reduction and help them 

better understand how to identify students who may be struggling by 

educating them about expected measureable behaviors a child might 

exhibit at certain stages of development. Various educators, bus drivers, 

and other school staff in Colorado have found the Mental Health First Aid 

Youth Curriculum Training to be very helpful. 

14. Local and school behavioral health professionals work closely with 

other youth serving agencies to improve student behavioral health. This 

is happening throughout many Communities of Excellence, which are 

county- or area-wide initiatives to build Systems of Care through a Grant 

from the Colorado Department of Human Services. Current Communities 

of Excellence are: Adams, Arapahoe, Boulder, Chaffee, Eagle, El Paso, 

Garfield, Gunnison/Hinsdale, Jefferson, Lake, Larimer, Montezuma/

Dolores, Montrose, Pueblo, and Weld counties and the San Luis Valley.

15. Local and school behavioral health professionals ensure that prevention 

and early intervention are emphasized and, if needed, ensure coordination 

of existing intervention and service plans, such as RtI, IEP, and 504 plans, 

with behavioral health interventions.

“More than 5.5 million 

students in U.S. schools are 

English-language learners 

(ELLs)…ELLs are expected to 

comprise more than  

40 percent of elementary and 

secondary school  

students by 2030”29

“Youth Mental Health First Aid (MHFA) is a public education program 
which introduces participants to the unique risk factors and warning 
signs of mental health problems in adolescents, builds understanding of 
the importance of early intervention, and most importantly – teaches 
individuals how to help a youth in crisis or experiencing a mental health 
or substance use challenge. Mental Health First Aid uses role-playing 

and simulations to demonstrate how to assess a mental health crisis; select interventions and 
provide initial help; and connect young people to professional, peer, social, and self-help care” 
(Mentalhealthfirstaid.org).30 For more information about MHFA in Colorado  
visit www.mhfaco.org. 

Three Models for Specialized Service Delivery
There are three models that Colorado districts and schools use for specialized services 

within a comprehensive school behavioral health system. Depending on location, resources, and need, 
the three models include delivering early intervention and intervention evidence-based services 
through: 1. co-located services within a school-based health center; 2. a school-based therapist who 
comes to the school to deliver services; and 3. a community-based therapist who delivers services in 
a Community Mental Health Center. In the following section, there are best practices and spotlight 
stories about each model in Colorado. While the three models vary in setting, they have common 
best practices. 

Tier 1 ALL

Foundation

Tier 3 FEW

Tier 2 SOME

Co-Located School-Based 
Health Center Services

School-Based Services

Community-Based 
Services

MODEL 1

MODEL 2

MODEL 3
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As part of the Safe Schools/Healthy Students 

federal grant, Pueblo City Schools (PCS) 

created a System of Care by partnering with the 

CMHC, the police department, justice systems, 

community organizations, and families. 

Through its efforts, PCS bolstered its behavioral 

health services by placing school-based mental 

health therapists at four co-located wellness 

centers, two at middle schools and two at high 

schools throughout the district. School leaders 

trained staff, including support staff, to implement 

Positive Behavioral Interventions and Supports 

(PBIS) and a bully prevention program with fidelity. 

To complement the work in the schools, 

Pueblo police continues to train officers in 

de-escalation techniques, and School Resource 

Officers participated in bully prevention and 

crisis response trainings. Police trainers have 

also provided the de-escalation training for 

district and building administrators, counselors, 

school psychologists, community advocates, 

and nurses. There is now trust building 

between the police and students, resulting in 

less punitive approaches to discipline for youth.

By blending the System of Care principles 

with the co-located services in the schools, 

over 600 students per year received services 

(approximately 3,000 encounters). Interestingly, 

the number of youth clients at the same mental 

health organization’s other community-based 

outpatient facilities did not decrease, indicating 

that the services in the school reached a 

population of youth who were not previously 

accessing services. Through the PBIS efforts, 

schools reduced office discipline referrals 

significantly and therefore increased classroom 

time for students and reduced administrative 

time for discipline issues. Not only do Multi-

Tiered Systems of Support blended with 

Systems of Care help students, but also they 

create cost savings. The system they designed 

saved the community an estimated $239,000 

because of decreased student Emergency 

Room visits.

While PCS found much success and learned 

invaluable lessons, PCS leaders said that data 

continues to be a barrier because currently, 

there are not a lot of data collection efforts 

for behavioral health in schools. However, 

PCS has attempted to address that gap by 

generating a data system that ties office 

referrals, suspension rates, and absences to 

the behavioral health system data. Another 

challenge that PCS leaders have noted is 

the need to tie comprehensive behavioral 

health practices, not programs, to Unified 

Improvement Plans (UIPs) and accountability 

measures. Without a planning and 

accountability piece, PCS found that schools 

will not implement comprehensive behavioral 

health supports to standard. 

Community Reach Center 

Community Reach Center, a CMHC in north metro 

Denver, operates one of the largest school-based service 

programs in Colorado by providing therapy and case 

management services to students and families within 

Adams County School Districts 1, 12, 14, and 27J. 

Community Reach Center hires, screens, and trains the 

school-based therapists. While the therapists practice in 

schools, Community Reach Center is their employer and 

collaborates with the schools to create an integrated care 

approach. At the start of the school year, school-based 

therapists from Community Reach Center visit the schools 

to help students and families learn about their services 

and inform them about resources to meet students’ social, 

emotional, and behavioral health needs. 

The school is an ideal environment for providing students 

services because it is a collaborative environment where 

students can feel supported by various professionals. 

Even more noticeable, by having school-based therapists 

present in schools, the mental health stigma is greatly 

decreased, as the school-based therapist is there to 

support the entire school. The school-based therapist can 

be beneficial for students who may move quickly between 

Tiers 1, 2, and 3 as well as for some students who may 

simply need one session to access the right resources. 

School-based therapists can also be integrated into the 

school community by serving as a member of a restorative 

justice circle at the school, and they can be a beneficial 

resource for helping students acquire practical skills to 

improve their behavior. 

School-based therapists from Community Reach Center 

also host family dinners and family game nights at the 

schools for their consumers because they realize the 

importance of family and peer support in overcoming 

behavioral health challenges. 

As students’ behavioral health needs are on the rise, 

it is now more important than ever for communities 

of professionals to work together to create healthy 

environments where all students feel safe to learn. 

To meet this need, Community Reach Center plans 

to offer the Mental Health First Aid Youth Curriculum, 

a public education program that helps participants 

better understand how to help adolescents who may be 

struggling with a mental health challenge or crisis, free of 

charge to schools in Adams County. Providing the MHFA 

Youth Curriculum is an effective strategy for supporting 

the Colorado Framework for School Behavioral Health 

Services.

SBHCs should have 

fully integrated care—

the coordination of 

services between the 

primary and behavioral 

health care provider—

where the primary 

and behavioral health 

providers should 

have a formal process 

for sharing student 

information. 

Co-Located School-Based Health Center Services Model
A School-Based Health Center “is a health care facility located within or on school grounds. It is staffed by a multi-disciplinary team of 
medical and behavioral health specialists…School-Based Health Centers serve students whose access to care is limited. Services are 
designed to identify problems early, provide continuity of care, and improve academic participation” (Colorado Association of School Based 
Health Centers).31 

There are 54 SBHCs in Colorado, and the need for them continues to grow.

Because students are much more likely to seek services when school-based services are available, SBHCs are ideal for students with 
behavioral health needs. To learn more about Colorado SBHCs, visit http://www.casbhc.org/.

Referral to a School-Based Therapist

Spotlight on Metro Denver –  
Community Reach Center and Jewish Family Service

Referral to Co-Located Services 

Spotlight on Pueblo City Schools—

MODEL 1 MODEL 2
School-Based Services Model
A district and school may have a community behavioral health therapist or private 
behavioral health therapist come to the school to deliver group and/or individual based 
therapy during the school day. 

• The district and school should ensure that, if private therapists are used, they can bill 
Medicaid. 

• There are 17 Community Mental Health Centers (CMHC) across the state in addition 
to other non-profit CMHCs. 

• Less stigma is associated with seeing a behavioral health professional at school.

• When a local behavioral health professional is integrated into the school climate and 
culture, the stigma of mental health is greatly reduced.
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Spotlight on Pueblo City Schools—

MODEL 1 MODEL 2
School-Based Services Model
A district and school may have a community behavioral health therapist or private 
behavioral health therapist come to the school to deliver group and/or individual based 
therapy during the school day. 

• The district and school should ensure that, if private therapists are used, they can bill 
Medicaid. 

• There are 17 Community Mental Health Centers (CMHC) across the state in addition 
to other non-profit CMHCs. 

• Less stigma is associated with seeing a behavioral health professional at school.

• When a local behavioral health professional is integrated into the school climate and 
culture, the stigma of mental health is greatly reduced.
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Jewish Family Service 

Jewish Family Service (JFS) has played a leading role in helping to create school environments 

that support positive academic performance and developmental success by addressing the 

mental health challenges that often compromise student performance in school. In 1995, JFS’s 

Counseling Center began providing school-based intervention services when a local Denver Public 

Schools (DPS) middle school asked the agency to address bullying and anger management among 

a small group of girls. The counseling was so successful that not only did the middle school ask 

JFS to continue its bully-proofing services for the following school year, but it also asked the 

agency to provide services for a wider range of students and include consultation with families 

and staff. Upon learning of JFS’s impact, another DPS school also engaged JFS to provide mental 

health services for their students. Within a few years, the program now known as KidSuccess was 

formalized, and today it operates in 12 Denver Public Schools. 

The goal of KidSuccess is to provide a safety net for the entire school community by 

removing barriers to learning and, in turn, giving low-income, underinsured, and/or uninsured 

students the tools they need to succeed in school and in life. KidSuccess services include 

individual, group, and family counseling; family case management; family psychoeducational 

presentations; staff consultation and training; psychiatric services and intervention and 

prevention services as indicated. 

Highlights from JFS survey results from the 2012- 2013 school year

• 83% of students surveyed report that they are much more able to cope with problems.

• 75% of students surveyed report they have greatly improved their ability to deal with 

others.

• 100% of students surveyed report their counselor was very responsive to their personal 

issues.

• 100% of parents surveyed report the counselor was very responsive to the needs of their 

child. 

• 75% of parents surveyed report there was a significant improvement in their child’s 

behavior.

• 100% of school staff surveyed report very adequate collaboration between the JFS 

counselor and school personnel. 

• 82% of school staff surveyed report there significant improvement in the desired  

behaviors of students.

Having therapists placed in schools helps the students they work with feel more connected to 

school. In addition, school-based therapists can provide teacher consultation through one-on-one 

support, which has increased various educators’ abilities to help students with behavioral health 

challenges. In the 2012-2013 school year, JFS conducted a mental health intervention at a school 

to help school staff members learn how to respond to students with behavioral health needs.

Overall, KidSuccess Program at JFS provides access to mental health services that would 

typically be much more costly and difficult for students and families to access. Through 

KidSuccess’ collaboration, students and their families have found many positive outcomes.

                 Referral to a Community- 
Based Therapist 

Spotlight on Mesa County
In 2009, CDE selected Mesa County to pilot Building Bridges for 

Children’s Mental Health—a system that integrated a System 

of Care within a Positive Behavioral Interventions and Supports 

(PBIS) model. Building Bridges helped the school district make a 

much stronger connection to its community partners, particularly 

the mental health provider, Colorado West (now Mind Springs 

Health), by emphasizing school-community collaboration to improve 

behavioral health supports. As a result of Building Bridges, teachers 

and school staff—including bus drivers—were trained on how to 

identify and refer students while supporting those students in the 

classroom through a PBIS model. This allowed students to receive 

the services they needed as well as the school community—

teachers, administrators, counselors, and social workers—the 

collaboration necessary to provide wraparound services (see 

wraparound services defined on page 17) to Mesa County students.

According to student services leaders in Mesa County, the first 

step to create an effective system of supports is to build strong 

relationships with the community provider and the schools. This 

involves communicating frequently with the community provider; 

including the community provider as a member of the school and/or 

district student services team; and partnering with the community 

provider to deliver professional development to school staff.

While many districts/schools have expressed that HIPAA and 

FERPA regulations are difficult to navigate, preventing necessary 

information sharing between the service provider and school, 

those involved in the Mesa County project have not found these 

regulations to be a barrier. In fact, they said, through the Building 

Bridges project they have found that integrating a member from 

the CMHC onto the school student services’ team has helped 

streamline information sharing efforts.

Along with CDE, Mesa County student services professionals created 

tip sheets for teachers about how to call families whose students 

were exhibiting behavioral health problems; this helped teachers 

feel more comfortable with calling families to express their concerns 

about students’ behavioral health. A common referral form and 

informational one-pagers about various mental health issues were 

developed, and school staff members were trained on how to refer 

students to services. The Building Bridges resources are included in 

the  tools and resources section of the Framework. 

The largest project that resulted from the work of Building Bridges 

is a Social/Emotional Standards rubric outlining the expected 

measureable behaviors a child might exhibit at certain stages of 

development. These rubrics help school and community agency 

staff as well as families and teachers “talk the same language” and 

understand social/emotional stages in a student’s development. The 

rubrics were developed from the national Counseling Standards and 

cross walked with the state’s Emotional Social Wellness Standards, 

and the rubrics are included in the  tools and resources section. 

Despite multiple successes, there are barriers that Grand 

Junction continues to face, and those include: sustaining systems 

due to lack of funding; ensuring that schools have effectively 

implemented PBIS/MTSS; and providing the data to show the 

direct link of the services provided to students’ academic growth. 

While Mesa County continues to address these challenges by 

being more proactive about implementing PBIS and using data to 

guide their decisions, Mesa County continues to face some of the 

aforementioned key systemic barriers for all districts and schools 

in Colorado working to sustain comprehensive school behavioral 

health systems.

 See the tools and resources 

section for an informational one-

pager about HIPAA/FERPA.
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Community-Based Services Model
When districts and schools do not have a SBHC and do not have access to school-based therapists, they may create a strong relationship with 
a CMHC to ensure there are streamlined referral processes and communication loops with the center to create a seamless service delivery 
model for children and adolescents.

• District and school leaders should establish a strong relationship with the CMHC.

• District and school leaders should ensure there is a way to embed the community behavioral health professional into the culture of 
the school. 

• Local behavioral health professionals should help school staff build the capacity to identify and refer students with behavioral health 
challenges.
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Jewish Family Service 

Jewish Family Service (JFS) has played a leading role in helping to create school environments 

that support positive academic performance and developmental success by addressing the 

mental health challenges that often compromise student performance in school. In 1995, JFS’s 

Counseling Center began providing school-based intervention services when a local Denver Public 

Schools (DPS) middle school asked the agency to address bullying and anger management among 

a small group of girls. The counseling was so successful that not only did the middle school ask 

JFS to continue its bully-proofing services for the following school year, but it also asked the 

agency to provide services for a wider range of students and include consultation with families 

and staff. Upon learning of JFS’s impact, another DPS school also engaged JFS to provide mental 

health services for their students. Within a few years, the program now known as KidSuccess was 

formalized, and today it operates in 12 Denver Public Schools. 

The goal of KidSuccess is to provide a safety net for the entire school community by 

removing barriers to learning and, in turn, giving low-income, underinsured, and/or uninsured 

students the tools they need to succeed in school and in life. KidSuccess services include 

individual, group, and family counseling; family case management; family psychoeducational 

presentations; staff consultation and training; psychiatric services and intervention and 

prevention services as indicated. 

Highlights from JFS survey results from the 2012- 2013 school year

• 83% of students surveyed report that they are much more able to cope with problems.

• 75% of students surveyed report they have greatly improved their ability to deal with 

others.

• 100% of students surveyed report their counselor was very responsive to their personal 

issues.

• 100% of parents surveyed report the counselor was very responsive to the needs of their 

child. 

• 75% of parents surveyed report there was a significant improvement in their child’s 

behavior.

• 100% of school staff surveyed report very adequate collaboration between the JFS 

counselor and school personnel. 

• 82% of school staff surveyed report there significant improvement in the desired  

behaviors of students.

Having therapists placed in schools helps the students they work with feel more connected to 

school. In addition, school-based therapists can provide teacher consultation through one-on-one 

support, which has increased various educators’ abilities to help students with behavioral health 

challenges. In the 2012-2013 school year, JFS conducted a mental health intervention at a school 

to help school staff members learn how to respond to students with behavioral health needs.

Overall, KidSuccess Program at JFS provides access to mental health services that would 

typically be much more costly and difficult for students and families to access. Through 

KidSuccess’ collaboration, students and their families have found many positive outcomes.

                 Referral to a Community- 
Based Therapist 

Spotlight on Mesa County
In 2009, CDE selected Mesa County to pilot Building Bridges for 

Children’s Mental Health—a system that integrated a System 

of Care within a Positive Behavioral Interventions and Supports 

(PBIS) model. Building Bridges helped the school district make a 

much stronger connection to its community partners, particularly 

the mental health provider, Colorado West (now Mind Springs 

Health), by emphasizing school-community collaboration to improve 

behavioral health supports. As a result of Building Bridges, teachers 

and school staff—including bus drivers—were trained on how to 

identify and refer students while supporting those students in the 

classroom through a PBIS model. This allowed students to receive 

the services they needed as well as the school community—

teachers, administrators, counselors, and social workers—the 

collaboration necessary to provide wraparound services (see 

wraparound services defined on page 17) to Mesa County students.

According to student services leaders in Mesa County, the first 

step to create an effective system of supports is to build strong 

relationships with the community provider and the schools. This 

involves communicating frequently with the community provider; 

including the community provider as a member of the school and/or 

district student services team; and partnering with the community 

provider to deliver professional development to school staff.

While many districts/schools have expressed that HIPAA and 

FERPA regulations are difficult to navigate, preventing necessary 

information sharing between the service provider and school, 

those involved in the Mesa County project have not found these 

regulations to be a barrier. In fact, they said, through the Building 

Bridges project they have found that integrating a member from 

the CMHC onto the school student services’ team has helped 

streamline information sharing efforts.

Along with CDE, Mesa County student services professionals created 

tip sheets for teachers about how to call families whose students 

were exhibiting behavioral health problems; this helped teachers 

feel more comfortable with calling families to express their concerns 

about students’ behavioral health. A common referral form and 

informational one-pagers about various mental health issues were 

developed, and school staff members were trained on how to refer 

students to services. The Building Bridges resources are included in 

the  tools and resources section of the Framework. 

The largest project that resulted from the work of Building Bridges 

is a Social/Emotional Standards rubric outlining the expected 

measureable behaviors a child might exhibit at certain stages of 

development. These rubrics help school and community agency 

staff as well as families and teachers “talk the same language” and 

understand social/emotional stages in a student’s development. The 

rubrics were developed from the national Counseling Standards and 

cross walked with the state’s Emotional Social Wellness Standards, 

and the rubrics are included in the  tools and resources section. 

Despite multiple successes, there are barriers that Grand 

Junction continues to face, and those include: sustaining systems 

due to lack of funding; ensuring that schools have effectively 

implemented PBIS/MTSS; and providing the data to show the 

direct link of the services provided to students’ academic growth. 

While Mesa County continues to address these challenges by 

being more proactive about implementing PBIS and using data to 

guide their decisions, Mesa County continues to face some of the 

aforementioned key systemic barriers for all districts and schools 

in Colorado working to sustain comprehensive school behavioral 

health systems.

 See the tools and resources 

section for an informational one-

pager about HIPAA/FERPA.
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Community-Based Services Model
When districts and schools do not have a SBHC and do not have access to school-based therapists, they may create a strong relationship with 
a CMHC to ensure there are streamlined referral processes and communication loops with the center to create a seamless service delivery 
model for children and adolescents.

• District and school leaders should establish a strong relationship with the CMHC.

• District and school leaders should ensure there is a way to embed the community behavioral health professional into the culture of 
the school. 

• Local behavioral health professionals should help school staff build the capacity to identify and refer students with behavioral health 
challenges.
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Chaffee County High School
As part of Chaffee County’s Communities of Excellence initiatives, students at a local alternative school took part 

in many social and emotional skill building opportunities, including youth-guided work, a powerful instrument 

for change. Teachers and school counselors serve as supporters for the youth to empower students’ social and 

emotional health. Some students formed a youth advisory council to ensure youth voice and support for LGBTQ 

youth. The youth-led initiative was successful, as other community members helped support students in this effort. 

Now, students will connect with a member from Southwest Conservation Corps to work collaboratively on the 

LGBTQ initiative, and a business in Buena Vista will host events and have speakers to support the students’ efforts. 

Another youth-guided project in Chaffee County includes training youth at the alternative high school in restorative 

justice, a mediation approach that focuses on rehabilitation of offenders through the restoration of relationships 

with the victims and community. A student leading the restorative justice work at the school facilitated this initiative 

as a truly peer-guided opportunity and will continue the work with the project in the 2013-2014 school year. 

In addition to youth-guided social and emotional efforts, at the beginning of the school year, students at the 

alternative school take part in intensive social and emotional skill building for half a day for an entire month and 

again at the beginning of the new semester. Erin Dziura, a former school counselor at the alternative high school 

and now a counselor at Salida Middle School, would provide students an emotional intelligence assessment, 

and based on the assessment, students selected two social and emotional goals for the school year. Students 

showed growth data of 67% in one or more of the target goals. Also, WCMHC conducted Mental Health First Aid 

Youth training with students over the course of several days. While it was emotionally challenging for many of the 

students, the students positively evaluated the training, explaining they really liked it and thought it was culturally 

empowering. To build relationships with students, a therapist from the CMHC conducted a yoga class at the 

alternative high school every Thursday afternoon, emphasizing life skills for breathing, centering, and finding space 

for one’s self. The yoga class helped students become familiar with the WCMHC therapist, which decreased the 

stigma associated with seeing a behavioral health professional. Finally, alternative school staff also took part in a 

trauma-informed training to improve their skill and knowledge base about creating a trauma-informed school. 

Salida Middle School
Another key to the work that Chaffee County is currently doing as a Community of 

Excellence is to build systemic support systems for the appropriate identification of children 

and adolescents in need of social, emotional, or behavioral health support. Now, school 

counselors in Chaffee County are working to create systems-level change by examining 

data to develop specific tiered interventions to intentionally identify students earlier and 

build a school behavioral health system through a preventative lens. As part of holistic 

change to school climate and culture, restorative justice will be implemented at Salida 

Middle School in the 2013-2014 school year with alternative and elementary schools in 

the area showing interest in developing similar systems.

Buena Vista School District
In addition to partnering with the CMHC, Buena Vista School District has partnered with a 

private therapist to provide school-based services. When Karla Carroll came to the Buena 

Vista community in 2011, she quickly learned of the unmet behavioral health needs of many students, so she 

approached the district about a potential partnership to deliver her services within the school. Because she is a 

private practitioner, and she can bill Medicaid, the district was very excited to enter into an agreement with her for 

her therapeutic services. 

The district/school leaders recognized the pressing need for students’ behavioral health and, specifically, the 

continued unmet needs of Medicaid and CHP+ students and were very pleased that services would now be 

accessible for students who traditionally did not access them. Therefore, in September of 2011, Karla began 

delivering child and adolescent therapy in a counselor’s office at an elementary school. 

A flier was given to families, so they could learn about Karla’s services, and the response to Karla quickly took off 

as more and more families contacted her about their children’s needs. In addition, teachers continue to ask for the 

flier to speak with a family about a student concern. Realizing the extent of need, Karla has expanded her services 

across elementary, middle, and high schools in the district. Now, every week, Karla sees approximately 22 children 

and adolescents, and she has a case load capped between 35 and 40 students. 

To help students, Karla met with each of the families to determine which children/adolescents needed to be seen at 

the school and which ones could be seen during her private practice hours. Working collaboratively with the school 

staff, times were decided upon for when Karla should see each student. The teachers were just as excited as the 

administrators and families to have this type of support, and Karla spent a lot of time in teacher and IEP meetings.

While many positive outcomes have been realized, Chaffee County has learned a lot. For one, Karla had to be clear 

that the liability with regard to the service delivery lies solely with her, not the school district. When students are 

referred for services in the school, the school is not legally liable for the actual service delivery. Also, there must be 

strong communication among Karla, families, and teachers to share the right amount of information to positively 

support students in a school setting; this often entails Karla meeting with families and children/adolescents to 

discuss how best information can be shared to support the student. Finally, due to a high case load, sometimes 

Karla must deliver pro bono services, and she has performed some threat assessments for which she cannot get 

reimbursed, which can lead to an overbearing workload and practitioner burnout. This, again, reveals the pressing 

need for more streamlined partnerships with schools and behavioral health professionals. 

Spotlight on a Community of Excellence
Chaffee County is one of Colorado’s System of Care Communities of Excellence. 

Chaffee County has been delivering high fidelity wraparound services for the past six years to 
provide integrated services. In its approach to school-based therapy, various schools throughout 
the area partner with West Central Mental Health Center (WCMHC) so that students can receive 
therapeutic services at the school. The counselors in the schools serve as the link between the 
teachers and the WCMHC behavioral health therapists to ensure a streamlined 
referral process. In addition to the therapeutic services offered, WCMHC has 
conducted various Mental Health First Aid Youth Trainings to help community 
members better identify and refer children and adolescents who may be in need of 
behavioral health services. Teachers and bus drivers have attended these trainings, 
and they have reported that the trainings have been very beneficial.

See definitions 

on page 

17 about 

Colorado’s 

Communities of 

Excellence and 

Youth Mental 

Health First Aid.
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Chaffee County High School
As part of Chaffee County’s Communities of Excellence initiatives, students at a local alternative school took part 

in many social and emotional skill building opportunities, including youth-guided work, a powerful instrument 

for change. Teachers and school counselors serve as supporters for the youth to empower students’ social and 

emotional health. Some students formed a youth advisory council to ensure youth voice and support for LGBTQ 

youth. The youth-led initiative was successful, as other community members helped support students in this effort. 

Now, students will connect with a member from Southwest Conservation Corps to work collaboratively on the 

LGBTQ initiative, and a business in Buena Vista will host events and have speakers to support the students’ efforts. 

Another youth-guided project in Chaffee County includes training youth at the alternative high school in restorative 

justice, a mediation approach that focuses on rehabilitation of offenders through the restoration of relationships 

with the victims and community. A student leading the restorative justice work at the school facilitated this initiative 

as a truly peer-guided opportunity and will continue the work with the project in the 2013-2014 school year. 

In addition to youth-guided social and emotional efforts, at the beginning of the school year, students at the 

alternative school take part in intensive social and emotional skill building for half a day for an entire month and 

again at the beginning of the new semester. Erin Dziura, a former school counselor at the alternative high school 

and now a counselor at Salida Middle School, would provide students an emotional intelligence assessment, 

and based on the assessment, students selected two social and emotional goals for the school year. Students 

showed growth data of 67% in one or more of the target goals. Also, WCMHC conducted Mental Health First Aid 

Youth training with students over the course of several days. While it was emotionally challenging for many of the 

students, the students positively evaluated the training, explaining they really liked it and thought it was culturally 

empowering. To build relationships with students, a therapist from the CMHC conducted a yoga class at the 

alternative high school every Thursday afternoon, emphasizing life skills for breathing, centering, and finding space 

for one’s self. The yoga class helped students become familiar with the WCMHC therapist, which decreased the 

stigma associated with seeing a behavioral health professional. Finally, alternative school staff also took part in a 

trauma-informed training to improve their skill and knowledge base about creating a trauma-informed school. 

Salida Middle School
Another key to the work that Chaffee County is currently doing as a Community of 

Excellence is to build systemic support systems for the appropriate identification of children 

and adolescents in need of social, emotional, or behavioral health support. Now, school 

counselors in Chaffee County are working to create systems-level change by examining 

data to develop specific tiered interventions to intentionally identify students earlier and 

build a school behavioral health system through a preventative lens. As part of holistic 

change to school climate and culture, restorative justice will be implemented at Salida 

Middle School in the 2013-2014 school year with alternative and elementary schools in 

the area showing interest in developing similar systems.

Buena Vista School District
In addition to partnering with the CMHC, Buena Vista School District has partnered with a 

private therapist to provide school-based services. When Karla Carroll came to the Buena 

Vista community in 2011, she quickly learned of the unmet behavioral health needs of many students, so she 

approached the district about a potential partnership to deliver her services within the school. Because she is a 

private practitioner, and she can bill Medicaid, the district was very excited to enter into an agreement with her for 

her therapeutic services. 

The district/school leaders recognized the pressing need for students’ behavioral health and, specifically, the 

continued unmet needs of Medicaid and CHP+ students and were very pleased that services would now be 

accessible for students who traditionally did not access them. Therefore, in September of 2011, Karla began 

delivering child and adolescent therapy in a counselor’s office at an elementary school. 

A flier was given to families, so they could learn about Karla’s services, and the response to Karla quickly took off 

as more and more families contacted her about their children’s needs. In addition, teachers continue to ask for the 

flier to speak with a family about a student concern. Realizing the extent of need, Karla has expanded her services 

across elementary, middle, and high schools in the district. Now, every week, Karla sees approximately 22 children 

and adolescents, and she has a case load capped between 35 and 40 students. 

To help students, Karla met with each of the families to determine which children/adolescents needed to be seen at 

the school and which ones could be seen during her private practice hours. Working collaboratively with the school 

staff, times were decided upon for when Karla should see each student. The teachers were just as excited as the 

administrators and families to have this type of support, and Karla spent a lot of time in teacher and IEP meetings.

While many positive outcomes have been realized, Chaffee County has learned a lot. For one, Karla had to be clear 

that the liability with regard to the service delivery lies solely with her, not the school district. When students are 

referred for services in the school, the school is not legally liable for the actual service delivery. Also, there must be 

strong communication among Karla, families, and teachers to share the right amount of information to positively 

support students in a school setting; this often entails Karla meeting with families and children/adolescents to 

discuss how best information can be shared to support the student. Finally, due to a high case load, sometimes 

Karla must deliver pro bono services, and she has performed some threat assessments for which she cannot get 

reimbursed, which can lead to an overbearing workload and practitioner burnout. This, again, reveals the pressing 

need for more streamlined partnerships with schools and behavioral health professionals. 

Spotlight on a Community of Excellence
Chaffee County is one of Colorado’s System of Care Communities of Excellence. 

Chaffee County has been delivering high fidelity wraparound services for the past six years to 
provide integrated services. In its approach to school-based therapy, various schools throughout 
the area partner with West Central Mental Health Center (WCMHC) so that students can receive 
therapeutic services at the school. The counselors in the schools serve as the link between the 
teachers and the WCMHC behavioral health therapists to ensure a streamlined 
referral process. In addition to the therapeutic services offered, WCMHC has 
conducted various Mental Health First Aid Youth Trainings to help community 
members better identify and refer children and adolescents who may be in need of 
behavioral health services. Teachers and bus drivers have attended these trainings, 
and they have reported that the trainings have been very beneficial.

See definitions 

on page 

17 about 

Colorado’s 

Communities of 

Excellence and 

Youth Mental 

Health First Aid.
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Linking to Early 
Childhood

“Beginning in the fall of 2013, local education providers are required 

to ensure all children in publicly-funded preschool or kindergarten 

receive an individual school readiness plan” (Colorado Department of 

Education Office of Early Learning and School Readiness, 2013). To 

help schools implement school readiness plans, CDE has assembled 

a School Readiness Assessment Guidance for Kindergarten. As part of 

Colorado’s Achievement Plan for Kids (CAP4K), local education providers 

must administer the school readiness assessment to each student in 

kindergarten. See the tools and resources section for CDE’s School 

Readiness Assessment Guidance for Kindergarten.

As leaders in Colorado in the field of early childhood mental health, Sarah 

Hoover and Lorraine Kubicek with JFK Partners, an interdepartmental 

program of the departments of Pediatrics and Psychiatry of the 

University of Colorado School of Medicine, developed an environmental 

scan of challenges, progress, and recommendations for the social 

and emotional health of Colorado’s children. A condensed version 

of the report can be found here: http://www.rcfdenver.org/reports/

EarlyChildhoodMentalHealthinColoradoExecutiveSummary2013.pdf. 

As part of the Early Childhood Colorado Initiative, social, emotional, and 

mental health are emphasized. The Early Childhood Colorado Framework 

emphasizes: increased availability and use of high quality social, 

emotional, and mental health training and support; increased number of 

supportive and nurturing environments that promote children’s healthy 

social and emotional development; increased number of environments, 

including early learning settings, providing early identification and 

mental health consultation; improved knowledge and practice of 

nurturing behaviors among families and early childhood professionals; 

increased number of mental health services for children with persistent, 

serious challenging behaviors; and decreased number of out-of home 

placements of children.

As early childhood mental health initiatives have stressed relationship 

building and social and emotional learning, children moving from an early 

childhood system to kindergarten and first grade may struggle because 

of the lack of emphasis on relationship building and social and emotional 

learning in the education system. Therefore, it is important to create a 

system of social and emotional supports from early childhood through 

and beyond K-12 education so that students receive a consistent 

continuum of care to enhance their social and academic outcomes.

While many local and national schools are finding 
success with school behavioral health systems, 
districts and schools are faced with common gaps.
Based on an analysis from academic literature, state policy documents, 

and interviews and focus groups with educational and behavioral health 

professionals in Colorado and across the nation, CEI has recognized the 

top systemic barriers that provide substantial challenges to implementing 

comprehensive behavioral health systems. To see the complete gaps and 

barriers analysis, see the  tools and resources section. 

What is needed for success:

• Collaboration and information sharing between agencies and schools 

for youth, especially youth involved in multiple systems

• The ability to tie student-level and school-level behavioral health data 

with other student-level and school-level outcome measures

• The acquisition of knowledge and skills for school staff to support the 

positive development of students’ social, emotional, and behavioral health

• A common understanding that schools are not legally or financially 

liable when they refer students for services

• An increased capacity of—including number, culturally and 

linguistically appropriate, and quality of—youth- and adolescent-

serving behavioral health professionals, especially in rural areas

• Adequate funding and resources to support comprehensive services, 

especially in rural areas

Communities will reap many 

positive outcomes when they 

integrate comprehensive behavioral 

health systems change from  

early childhood through and 

beyond k-12 education.

Because of the success, principals and administrators have been huge supporters 

of her work, and teachers are now implementing classroom strategies to create 

classroom environments that are responsive to students’ behavioral health needs. 

Also, a health teacher at the middle school has invited Karla to the girls’ 8th grade 

health class to speak on mental health issues that may come up at that age. This 

has been useful for the students, as students like to self-diagnose on the Internet 

without professional support, often misdiagnosing and self-medicating themselves. 

Overall, by coming to the health classes, Karla has built a strong rapport with the 

students. 

For other schools/districts looking for a similar partnership with a private practice 

therapist, Karla suggests they find a therapist with strong child/adolescent 

experience and one who is highly passionate about working with schools to help 

students succeed in school, in the community, and in life.

Overall, through the Community of Excellence initiative in Chaffee County, school 

counselors and other behavioral health professionals hope to build the cultural 

foundation, knowledge, and language to embed positive school climate and culture 

and behavioral health practices throughout the county schools. 
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Linking to Early 
Childhood
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In Summary
Along with the best practices, districts and schools need a person in-district 

who can champion creating comprehensive school behavioral health systems 

and work to integrate local and school behavioral health services into a 

continuum of care. While planning to implement a comprehensive school 

behavioral health system, it is important to remember that an individual 

student can fall anywhere on the three-tiered pyramid depending on individual 

circumstances. Therefore, students should not be labeled Tier 1, Tier 2, or 

Tier 3; many students will move in between tiers in one area while others 

may move in between the tiers based on another area. Remember, while the 

pyramid is fixed; students’ needs are not. 

Once districts and schools have worked through the phases of thoughtfully 

planning and implementing comprehensive behavioral health systems, they 

should identify how they will sustain the most effective practices they have 

implemented. 

Overall, district and school leaders must prioritize behavioral health efforts for 

any systemic change to be found.

To help district and school leaders get started, the accompanying tools 

and resources section includes a needs assessment along with the tools and 

resources listed on the following page.

* = CEI-Created Resources

Additional Resources – *Additional Resources Compendium 

Building Bridges Resources – Behavioral health facts and classroom tip-sheets for parents and teachers about: Attention Deficit 

Hyperactivity Disorder, Anxiety Disorder, Bipolar Disorder, Conduct Disorder, Depression, Oppositional Defiant Disorder, Substance Use 

Disorder, and Post Traumatic Stress Disorder

Flip-chart script for calling parents, Managing Challenging Behaviors for Parents and Teachers tip-sheet, Mandated Reporting for School 

Professionals tip-sheet, Daily Transition Support in School tip- sheet, Building School Teams tip-sheet, Family-Driven Care informational 

one-pager, An Introduction to Colorado’s Emotional and Social Wellness (ESW) Standards one-pager, National Assembly on School-Based 

Health Care Assessment Tools for School Mental Health Capacity Building, and Spark Policy Institute’s legal memo regarding referrals

*District- and School-Level Needs Assessments 

Family-School-Community Partnerships – See Building Bridges Resource on family-driven care and script for calling parents, “On 

the Team and At the Table” family partnering toolkit and Colorado’s State Advisory Council for Parent Involvement in Education (SACPIE) 

resource

*Gaps and Barriers Analysis 

Information Sharing and Consent – Information Sharing tip-sheet, State of Colorado Consent to Share Information Form, Colorado 

Association for School-Based Health Care’s Understanding Minor Consent and Confidentiality in Colorado, An Adolescent Provider Toolkit, 

and West Virginia Sample-Parental Consent form 

Mental Health Stigma Reduction – *Mental health stigma reduction tip-sheet for school leaders, school board members, school staff, 

students, families, and community members

Memorandum of Understanding (MOU) – MOU example between Pueblo City Schools and Spanish Peaks and School-Based Mental 

Health Services Contract

Programs for Transitioning Back to School from Residential or Hospitalization Treatment – PACE and BRYT example programs

Referral Form – Colorado West school referral form and West Virginia sample referral form

School Readiness for Kindergarten – CDE School Readiness Assessment Guidance

Social and Emotional Learning (SEL) – *SEL guide and Mesa County Social and Emotional Continuum for preK-12th grade

*Staff Self-Care Tip Sheet

System of Care Concept and Philosophy One-Pager

*The Colorado Context

*The National Context

Trauma-Sensitive and Culturally-Responsive Schools – *Tip-sheet for creating trauma-sensitive and culturally-responsive 

classrooms and Responding to traumatic events tip sheet

*Universal Screening Toolkit

Students should not be 

labeled Tier 1, Tier 2, or Tier 

3; many students will move 

in between tiers in one area 

while others may move in 

between the tiers based on 

another area. Remember, while 

the pyramid is fixed; students’ 

needs are not. 

Tools and Resources on the CD

Getting Started

• Identify a champion to lead the school behavioral health 
work.

• Garner buy-in from various stakeholders, including 
school- and district-level staff, community agencies, and 
families.

• Create—or embed in an existing team—a school 
behavioral health services team.

• Assess your local systems and need (see the needs 
assessment in the tools and resources to help get you 
started).

• Create an action plan that includes goals, objectives, 
methods, and a timeline; identifies responsible people; 
and pinpoints resources required to implement the plan.

• Begin implementing your plan and continually assess 
progress toward your goals. 
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Initiative 502 (I-502) legalized recreational marijuana for adults in Washington State. The law directs 

the Washington State Institute for Public Policy (WSIPP) to conduct a benefit-cost evaluation of the 

implementation of I-502.1 State law also requires the Health Care Authority’s Division of Behavioral 

Health and Recovery (DBHR)2 to expend substance abuse prevention funding derived from cannabis 

revenues on programs demonstrated to be effective. Specifically, the law requires at least 85% of 

programs funded by cannabis revenues to be evidence-based or research-based and up to 15% to 

be promising practices.3  

 

In this report, we summarize the research evidence for a set of programs intended for the prevention 

or treatment of youth substance use. The programs reviewed include those nominated by DBHR as 

well as similar programs from WSIPP’s current set of inventories that have been evaluated for 

cannabis outcomes.4 We rate the level of evidence for each program using the same methods used 

in other WSIPP inventories, as described below.  

 

This inventory is not limited to effective programs; we report on all programs reviewed, whether or 

not we find evidence of effectiveness. It is important to note that a wide variety of outcomes may be 

examined for a given program. Our evidence ratings are based on all relevant outcomes reported in 

the research, so it is possible that a given program is effective in preventing or treating the use of 

some substances but not others. It is also possible that a program is effective for related outcomes 

such as crime or risky sexual behavior but not for substance use. In addition to the overall evidence 

rating for each program, we also denote which programs have demonstrated evidence of 

effectiveness for preventing or treating cannabis use. Complete detailed results with specific 

outcome effects for each program can be found on WSIPP’s website.5  

This inventory is a snapshot of the evidence at a point in time.6 Ratings for a program may change as 

new research becomes available and refinements are made to the WSIPP benefit-cost model.  

                                                 
1
 RCW 69.50.550. 

2
 Recently re-located from the Department of Social and Health Services to the Health Care Authority. 

3
 RCW 69.50.540. 

4
 Miller, M., Goodvin, R., Grice, J., Hoagland, C., & Westley, E. (2016). Updated Inventory of evidence-based and research-based practices: 

Prevention and intervention services for adult behavioral health. (Doc. No. 16-09-4101). Olympia: Washington State Institute for Public 

Policy; Cramer, J., Bitney, K., & Wanner, P. (2018). Updated inventory of evidence- and research-based practices: Washington’s K–12 Learning 

Assistance Program. (Doc. No. 18-06-2201). Olympia: Washington State Institute for Public Policy; and EBPI & WSIPP. (2018). Updated 

inventory of evidence-based, research-based, and promising practices: For prevention and intervention services for children and juveniles in 

the child welfare, juvenile justice, and mental health systems. (Doc. No. E2SHB2536-9). Olympia: Washington State Institute for Public Policy. 
5
 Washington State Institute for Public Policy. Benefit-cost results. Olympia, WA: Author. 

6
 This inventory is an update of a previous inventory; the most recent prior version is Darnell, A., Goodvin, R., Lemon, M. & Miller, M. (2016). 

Preventing and treating youth marijuana use: An updated review of the evidence. (Doc. No. 16-12-3201). Olympia: Washington State 

Institute for Public Policy.  
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Creating the Youth Cannabis Inventory 
 

WSIPP’s approach to creating the inventory is the same approach we use for legislatively 

directed inventories in other policy areas.7 We first use a rigorous, three-step research approach 

to assess the evidence, economics, and risk for each program. Then, using information derived 

from the three-step approach, we classify all programs according to standard definitions.  

WSIPP’s three-step approach is as follows: 

 

1) Identify what works (and what does not). For each program under consideration, we 

systematically review all rigorous research evidence and estimate the program’s effect on all 

relevant outcomes. The evidence may indicate that a program worked (i.e., had a desirable 

effect on outcomes), caused harm (i.e., had an undesirable effect on outcomes), or had no 

detectable effect one way or the other.  

 

2) Assess the return on investment. Given the estimated effect of a program from Step 1, we 

estimate—in dollars and cents—how much the program would benefit people in 

Washington were it implemented and how much it would cost the taxpayers to achieve this 

result. We use WSIPP’s benefit-cost model to develop standardized, comparable results for 

all programs that illustrate the expected return on investment. We present these results as 

net present values on a per-participant basis. We also consider how monetary benefits are 

distributed across program participants, taxpayers, and other people in society. 

 

3) Determine the risk of investment. We allow for uncertainty in our estimates by calculating 

the probability that a program will at least “break even” if critical factors—like the actual cost 

to implement the program and the precise effect on the program—are lower or higher than 

our estimates.  

 

We follow a set of standardized procedures (see Exhibit 1) for each of these steps. These 

standardized procedures support the rigor of our analyses and allow programs to be compared 

on an “apples-to-apples” basis. For full detail on WSIPP’s methods, see WSIPP’s Technical 

Documentation.8 

                                                 
7
 EBPI, & WSIPP. (2018). 

8
 Washington State Institute for Public Policy. (December 2018). Benefit-cost technical documentation. Olympia, WA: Author. 
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Step 1: Identify what works (and what does not) 

We conduct a meta-analysis—a quantitative review of the research literature—to determine if the 

weight of the research evidence indicates whether desired outcomes are achieved, on average.  

WSIPP follows several key protocols to ensure a rigorous analysis for each program examined. We: 

 Search for all studies on a topic—We systematically review the national and international

research literature and consider all available studies on a program, regardless of their

findings. That is, we do not “cherry pick” studies to include in our analysis.

 Screen studies for quality—We only include rigorous studies in our analysis. We require that a

study reasonably attempt to demonstrate causality using appropriate statistical techniques.

For example, studies must include both treatment and comparison groups with an intent-to-

treat analysis. Studies that do not meet our minimum standards are excluded from analysis.

 Determine the average effect size—We use a formal set of statistical procedures to calculate

an average effect size for each outcome, which indicates the expected magnitude of change

caused by the program (e.g., tutoring by adults) for each outcome of interest (e.g.,

standardized test scores).

Step 2: Assess the return on investment 

WSIPP has developed, and continues to refine, an economic model to provide internally consistent 

monetary valuations of the benefits and costs of each program on a per-participant basis.  

Benefits to individuals and society may stem from multiple sources. For example, a program that 

reduces the need for publicly funded substance use treatment services decreases taxpayer costs. If 

that program also improves participants’ educational outcomes, it will increase their expected 

labor market earnings. Finally, if a program reduces crime, it will reduce expected costs to crime 

victims.  

We also estimate the cost required to implement an intervention. If the program is operating in 

Washington State, our preferred method is to obtain the service delivery and administrative costs 

from state or local agencies. When this approach is not possible, we estimate costs using the 

research literature, using estimates provided by program developers, or using a variety of sources 

to construct our own cost estimate.  

Step 3: Determine the risk of investment 

Any tabulation of benefits and costs involves a degree of uncertainty about the inputs used in the 

analysis, as well as the bottom-line estimates. An assessment of risk is expected in any investment 

analysis, whether in the private or public sector. 

To assess the riskiness of our conclusions, we look at thousands of different scenarios through a 

Monte Carlo simulation. In each scenario, we vary a number of key factors in our calculations (e.g., 

expected effect sizes, program costs) using estimates of error around each factor. The purpose of this 

analysis is to determine the probability that a particular program or policy will produce benefits that 

are equal to or greater than costs if the real-world conditions are different than our baseline 

assumptions.  

Exhibit 1 

WSIPP’s Three-Step Approach 
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Classifying Practices as Evidence-Based, Research-Based, or Promising 

Results from meta-analyses and benefit-cost modeling are then used to classify programs as 

evidence-based, research-based, or promising, based on the definitions in state law shown 

below. 

To classify programs, the criteria in the statutory definitions are operationalized as follows: 

1) Weight of evidence. To meet the evidence-based definition, results from at least one

random-effects meta-analysis of multiple evaluations or one large multiple-site evaluation

must indicate the practice achieves the desired outcome(s) (p-value < 0.20). To meet the

research-based definition, at least one single-site evaluation must indicate the practice

achieves desired outcomes (p-value < 0.20).

2) Benefit-cost. The statute defining evidence-based practices requires that, when possible, a

benefit-cost analysis be conducted. Programs that achieve at least a 75% chance of a

positive net present value meet the ”cost beneficial” criterion.9

9
 To operationalize the benefit-cost criterion, net benefits must exceed costs at least 75% of the time. After considerable analysis, we 

found that a typical program that WSIPP has analyzed may produce benefits that exceed costs roughly 75% of the time with a p-

value cut off of up to 0.20. Thus, we determined that programs with p-values < 0.20 on desired outcomes should be considered 

research-based to avoid classifying programs with desirable benefit-cost results as promising. 

Legislative Definitions of Evidence-Based, Research-Based, and Promising Practices 

Evidence-based practice 

A program or practice that has been tested in heterogeneous or intended populations with multiple 

randomized, or statistically controlled evaluations, or both; or one large multiple site randomized, or 

statistically controlled evaluation, or both, where the weight of the evidence from a systemic review 

demonstrates sustained improvements in at least one outcome. "Evidence-based" also means a program 

or practice that can be implemented with a set of procedures to allow successful replication in 

Washington and, when possible, is determined to be cost-beneficial. 

Research-based practice 

A program or practice that has been tested with a single randomized, or statistically controlled 

evaluation, or both, demonstrating sustained desirable outcomes; or where the weight of the evidence 

from a systemic review supports sustained outcomes as described in subsection (14) of this section but 

does not meet the full criteria for evidence-based. 

Promising practice 

A practice that, based on statistical analyses or a well-established theory of change, shows potential for 

meeting the evidence-based or research-based criteria, which may include the use of a program that is 

evidence-based for outcomes other than those listed in subsection (14) of this section (defining “evidence-

based”). 
RCW 71.24.025. 
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3) Heterogeneity. To be designated as evidence-based, a program must have been tested on a

“heterogeneous” population. We operationalize heterogeneity in two ways. First, the proportion of

program participants belonging to racial/ethnic minority groups must be greater than or equal to

the proportion of minority children in Washington. From the 2010 Census, for children age 0-17 in

Washington, 68% were White and 32% belonged to racial/ethnic minority groups.10 Thus, if the

weighted average of program participants in the outcome evaluations of the program was at least

32% racial/ethnic minority, then the program was considered to have been tested in a

heterogeneous population.

Second, the heterogeneity criterion can also be achieved if at least one of a program’s outcome

evaluations has been conducted on children in Washington and a subgroup analysis demonstrates

the program is effective for racial/ethnic minorities (p-value < 0.20).

To summarize, we begin with the pool of programs defined at the outset and review the research 

literature for studies meeting WSIPP’s criteria for methodological rigor. Programs that have no studies 

are not analyzed further, and these programs are noted in the report. Programs are deemed to be 

promising if some research on the program suggests effectiveness even though the studies do not 

meet WSIPP’s methodological criteria or if the program has a well-defined theory of change. For 

programs that do have studies that meet WSIPP’s methodological criteria, we conduct a meta-

analysis. If the meta-analysis indicates at least one effect on an outcome of interest according to the 

weight of evidence criterion, the program is eligible to be either research-based or evidence-based. 

To reach the top tier, a program must also meet heterogeneity and benefit-cost criteria. Many 

interventions produce effects on more than one type of outcome. In our evidence ratings and benefit-

cost results, we include all relevant outcomes, not just those related to substance use or marijuana.  

WSIPP has clarified classifications for programs that produce null or poor results since the last 

inventory update. In prior inventories, there was a single category for programs producing “null or 

poor outcomes.” Programs with null effects on outcomes (p-value > 0.20) were inconsistently 

categorized as either “null or poor” or as “promising.” For the current inventory, WSIPP has defined 

two separate categories to distinguish between programs producing null results (no significant effect 

on desired outcomes) and those producing poor (undesirable) outcomes. If results from a random-

effects meta-analysis of multiple evaluations or one large multiple-site evaluation are not statistically 

significant (p-value > 0.20) for relevant outcomes, the practice may be classified as “null.” If results 

from a random-effects meta-analysis of multiple evaluations or one large multiple-site evaluation 

indicate that a practice produces undesirable effects (p-value < 0.20), the practice may be classified as 

producing “poor” outcomes. If there is sufficient evidence of desirable effects on some outcomes but 

undesirable effects on other outcomes, we note the mixed results next to the program rating.  

Results of our classifications are displayed at the end of this report and are also available on our 

website.11 Further information on the individual programs contained in the inventory can also be 

found on our website.12  

10
 United States Census Bureau, 2010. 

11 
 Darnell, A., Goodvin, R., del Moral, S., Hicks, C., Wanner, P., & Westley, E. (2018). Updated inventory of programs for the prevention and 

treatment of youth cannabis use. (Document Number 18-12-3201). Olympia: Washington State Institute for Public Policy. 
12

 WSIPP. Benefit-cost results. 
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Updates to the Inventory as of December 2018 

Since the previous publication of this inventory, WSIPP has updated the benefit-cost results for all 

programs13 and has updated the literature reviews and meta-analyses for ten topics. Exhibit 3 

provides an overview of programs for which we changed classifications and the reasons for 

classification changes.  

There are a variety of reasons the classification for a program may change in an inventory update. 

These reasons include new research evidence, removing studies from the set of included studies, 

updating statistical calculations, and/or updating program costs. In this update of the cannabis 

inventory, the introduction of the null classification of programs also resulted in classification changes 

for some programs. In other cases, classifications changed because we based the rating on a broader 

set of outcomes than previously. Results have also changed due to updates to WSIPP’s benefit-cost 

model and analyses. In November 2018 WSIPP completed an update to its benefit-cost model that 

reflects ongoing improvements to inputs and calculations across a variety of policy areas. We revised 

benefit-cost analyses using WSIPP’s updated model for all eligible programs on the inventory. 

13
 WSIPP’s meta-analytic and benefic-cost methods are described in detail in our Technical Documentation. 
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fa
c
to
rs
 
b
a
se

d 
o
n 
C
T
C 
y
o
u
th
 
su

rv
e
y 
d
a
ta

. 
 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
 
 

–
3
3
%
 
le
ss
 
lik
e
ly
 t
o 
in
it
ia
te
 a

lc
o
h
o
l 
in
it
ia
ti
o
n 
th
re
e 
y
e
a
rs
 l
a
te
r 

–
3
2
%
 
le
ss
 
lik
e
ly
 t
o 
in
it
ia
te
 t
o
b
a
c
c
o 
in
it
ia
ti
o
n 
th
re
e 
y
e
a
rs
 
la
te
r 

–
2
5
%
 
le
ss
 
lik
e
ly
 t
o 
in
it
ia
te
 d

e
lin

q
u
e
n
t 
b
e
h
a
vi
o
r 
th
re
e 
y
e
a
rs
 
la
te
r 
th
a
n 
 

8
th
 g

ra
d
e
rs
 
in
 c

o
n
tr
o
l 
c
o
m
m
u
n
it
ie
s 

 
F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.w
o
m
m
u
n
it
ie
st
h
a
tc
a
re
.n
e
t 
 

http://www.wommunitiesthatcare.net/


C
o
m
m
u
n
it
ie
s 
th
a
t 
C
a
re
 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
P
ro
vi
d
e
s 
w
e
b 
b
a
se

d 
c
a
p
a
c
it
y 

b
u
ild

in
g 
fo
r 
c
o
m
m
u
n
it
ie
s 
to
 
u
se
 

p
re
ve

n
ti
o
n 
sc

ie
n
c
e 
to
 
a
d
d
re
ss
 

th
e
ir 
c
o
m
m
u
n
it
y 
n
e
e
d
s 
w
it
h 

e
vi
d
e
n
c
e 
b
a
se

d 
p
ro
g
ra
m
s 
w
it
h 

st
ro
n
g 
im

p
le
m
e
n
ta
ti
o
n 
fi
d
e
lit
y
. 
 



P
R
O
S
P
E
R
 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
C
o
m
m
u
n
it
y
—
1
0
-1
5 
y
e
a
r 
o
ld
s 

▪
P
ro
g
ra
m
 F
o
c
u
s:
 A
 
d
e
liv
e
ry
 s
y
st
e
m
 o

f 
E
vi
d
e
n
c
e 
B
a
se

d 
P
ro
g
ra
m
s 
ra
th
e
r 
th
a
n 

a 
p
ro
g
ra
m
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
F
a
vo

ra
b
le
 
a
tt
it
u
d
e
s 
to
w
a
rd
s 
d
ru
g 

u
se

*I
n
te
ra
c
ti
o
n 
w
it
h 
a
n
ti
so

c
ia
l 
p
e
e
rs
, 
P
o
o
r 
fa
m
ily
 m

a
n
a
g
e
m
e
n
t, 
P
e
rc
e
iv
e
d 

ri
sk
 
o
f 
d
ru
g 
u
se

, 
P
e
e
r: 
In
te
ra
c
ti
o
n 
w
it
h 
p
ro
so

c
ia
l 
p
e
e
rs
, 
A
tt
a
c
h
m
e
n
t 
to
 

p
a
re
n
ts
, 
O
p
p
o
rt
u
n
it
ie
s 
fo
r 
p
ro
so

c
ia
l 
in
vo

lv
e
m
e
n
t 
w
it
h 
p
a
re
n
ts
, 
P
a
re
n
t 
so

c
ia
l 

su
p
p
o
rt
 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
  

–
A
lc
o
h
o
l 

–
C
lo
se
 R

e
la
ti
o
n
sh

ip
s 
w
it
h 
P
a
re
n
ts
 

–
D
e
lin

q
u
e
n
c
y 
a
n
d 
C
ri
m
in
a
l 
B
e
h
a
vi
o
r 

–
Ill
ic
it 
D
ru
g 
U
se

 
–

T
o
b
a
c
c
o
 

 
F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
 
 

http://www.blueprintsprograms.com/


P
R
O
S
P
E
R
 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
T
h
e 
p
ro
g
ra
m
 
is
 b

e
st
 c

h
a
ra
c
te
ri
ze

d 
b
y 
a 
sc

h
o
o
l, 
c
o
m
m
u
n
it
y
, 
a
n
d 

u
n
iv
e
rs
it
y 
p
a
rt
n
e
rs
h
ip
. 
 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
O
n
c
e 
fo
rm

e
d
, 
th
e 
lo
c
a
l 
te
a
m
 i
s 

ta
sk
e
d 
to
 
se

le
c
t 
e
vi
d
e
n
c
e
d
-b
a
se

d
, 

u
n
iv
e
rs
a
l-
le
ve

l 
fa
m
ily
-f
o
c
u
se

d 
a
n
d 

sc
h
o
o
l-
b
a
se

d 
p
ro
g
ra
m
s 
to
 

im
p
le
m
e
n
t 
w
it
h 
m
id
d
le
 s
c
h
o
o
l 

y
o
u
th
 a

n
d 
th
e
ir 
fa
m
ili
e
s 
in
 t
h
e 

lo
c
a
l 
sc

h
o
o
l 
d
is
tr
ic
t.
 



C
o
m
m
u
n
it
y
-b
a
se

d 
M
e
n
to
ri
n
g 

(b
a
se

d 
o
n 
B
ig
 
B
ro
th
e
rs
/
B
ig
 
S
is
te
rs
) 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
5
-1
8 
y
e
a
rs
 
o
ld
 

▪
P
ro
g
ra
m
 F
o
c
u
s:
 M

e
n
to
ri
n
g
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
R
is
k 
F
a
c
to
rs
: 
 
E
a
rl
y 
in
it
ia
ti
o
n 
o
f 

a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r, 
E
a
rl
y 
in
it
ia
ti
o
n 
o
f 
d
ru
g 
u
se

, 
L
o
w 
sc

h
o
o
l 
c
o
m
m
it
m
e
n
t 

a
n
d 
a
tt
a
c
h
m
e
n
t,
 P
o
o
r 
a
c
a
d
e
m
ic
 p

e
rf
o
rm

a
n
c
e
, 
A
c
a
d
e
m
ic
 s
e
lf
-e
ff
ic
a
c
y
, 

P
ro
so

c
ia
l 
b
e
h
a
vi
o
r, 
P
ro
so

c
ia
l 
in
vo

lv
e
m
e
n
t, 
F
a
m
ily
: 
A
tt
a
c
h
m
e
n
t 
to
 p

a
re
n
ts
 

▪
 P
ro
ve

n 
O
u
tc
o
m
e
s:
  

▪
A
lc
o
h
o
l 

▪
A
n
ti
so

c
ia
l-
a
g
g
re
ss
iv
e 
B
e
h
a
vi
o
r 

▪
C
lo
se
 
R
e
la
ti
o
n
sh

ip
s 
w
it
h 
P
a
re
n
ts
 

▪
C
lo
se
 
R
e
la
ti
o
n
sh

ip
s 
w
it
h 
P
e
e
rs
 

▪
Ill
ic
it 
D
ru
g 
U
se

 
▪

P
o
si
ti
ve
 S

o
c
ia
l/
P
ro
so

c
ia
l 
B
e
h
a
vi
o
r 

▪
T
ru
a
n
c
y 
- 
S
c
h
o
o
l 
A
tt
e
n
d
a
n
c
e
 

 

F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
h
tt
p
:/
/
n
re
p
p
.s
a
m
h
sa

.g
o
v/

V
ie
w
In
te
rv
e
n
ti
o
n
.a
sp

x?
id
=
2
2
7 
 

http://nrepp.samhsa.gov/ViewIntervention.aspx?id=227
http://nrepp.samhsa.gov/ViewIntervention.aspx?id=227


C
o
m
m
u
n
it
y
-b
a
se

d 
M
e
n
to
ri
n
g
 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
1
) 
re
c
ru
it
m
e
n
t; 
2
) 
sc

re
e
n
in
g
; 
3
) 

tr
a
in
in
g
; 
4
) 
m
a
tc
h
in
g
; 
5
) 

m
o
n
it
o
ri
n
g 
a
n
d 
su

p
p
o
rt
; 
a
n
d 
6
) 

c
lo
su

re
. 

▪
M
e
n
to
rs
 
a
re
 
e
xp

e
c
te
d 
to
 
m
e
e
t 

w
it
h 
th
e 
c
h
ild
 a

t 
le
a
st
 
3
-5
 h

o
u
rs
 

p
e
r 
w
e
e
k 
fo
r 
a 
p
e
ri
o
d 
o
f 
1
2 

m
o
n
th
s 
o
r 
lo
n
g
e
r 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
R
e
la
ti
o
n
sh

ip
 d

e
ve

lo
p
m
e
n
t 

▪
G
o
a
l 
se

tt
in
g
 

▪
P
ra
c
ti
c
e 
to
w
a
rd
 g

o
a
ls
 

http://www.google.com/url?sa=i&rct=j&q=Lions+Quest+Skills+for+adolescence&source=images&cd=&cad=rja&docid=NsOKGJpqr6yIHM&tbnid=zN1qAYQkc3FQiM:&ved=0CAUQjRw&url=http://www.lions-quest.org/&ei=1WDTUeziDon-iQKqkoCADQ&bvm=bv.48705608,d.cGE&psig=AFQjCNGr94YInaVT1AllvliA92hdL5PvIw&ust=1372893742569449


C
o
m
m
u
n
it
y
-b
a
se

d 
P
ro
g
ra
m
s:
 

G
ro
u
p 
D
is
c
u
ss
io
n
 



S
c
h
o
o
l-
b
a
se

d 
P
ro
g
ra
m
s 

E
le
m
e
n
ta
ry
 S

c
h
o
o
l 



G
o
o
d 
B
e
h
a
vi
o
r 
G
a
m
e 
(G
B
G
) 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
E
le
m
e
n
ta
ry
 
sc

h
o
o
l 
c
h
ild

re
n 
(a
g
e
s 
5
-1
1
) 

▪
P
ro
g
ra
m
 F

o
c
u
s
: 
C
la
ss
ro
o
m
-b
a
se

d 
b
e
h
a
vi
o
ra
l 
m
a
n
a
g
e
m
e
n
t 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
e
a
rl
y 
in
it
ia
ti
o
n 
o
f 
a
n
ti
so

c
ia
l 

b
e
h
a
vi
o
r, 
o
p
p
o
rt
u
n
it
ie
s 
fo
r 
p
ro
so

c
ia
l 
in
vo

lv
e
m
e
n
t 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s 
(a
t 
14

-y
e
a
r 
fo
ll
o
w
-u
p
): 
 

–
R
e
d
u
c
e
d 
lif
e
ti
m
e 
a
lc
o
h
o
l 
a
b
u
se

/
d
e
p
e
n
d
e
n
c
e 
a
n
d 
a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r 

–
F
o
r 
m
a
le
s,
 
re
d
u
c
e
d 
sm

o
k
in
g 
a
n
d 
lif
e
ti
m
e 
ill
ic
it 
d
ru
g 
u
se

 

F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
h
tt
p
:/
/
w
w
w
.n
re
p
p
.s
a
m
h
sa

.g
o
v/

V
ie
w
In
te
rv
e
n
ti
o
n
.a
sp

x?
id
=
2
0
1 
 

http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=201
http://www.nrepp.samhsa.gov/ViewIntervention.aspx?id=201


G
o
o
d 
B
e
h
a
vi
o
r 
G
a
m
e 
(G
B
G
) 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
C
la
ss
ro
o
m
-w

id
e 
g
a
m
e 
fo
rm

a
t 
w
it
h 

te
a
m
s 
a
n
d 
re
w
a
rd
s 

▪
G
B
G 
is
 
p
la
y
e
d 
3
x/

w
e
e
k 
fo
r 
1
0 

m
in
u
te
s 
 

▪
G
a
m
e 
p
e
ri
o
d
s 
a
re
 
in
c
re
a
se

d 
in
 

le
n
g
th
 a

n
d 
fr
e
q
u
e
n
c
y 
o
ve

r 
ti
m
e
 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
C
la
ss
ro
o
m
 
ru
le
s,
 
te
a
m
 

m
e
m
b
e
rs
h
ip
, 
se

lf 
a
n
d 
te
a
m
 

b
e
h
a
vi
o
r 
m
o
n
it
o
ri
n
g
, 
p
o
si
ti
ve
 

re
in
fo
rc
e
m
e
n
t 
 



C
a
se
 
M
a
n
a
g
e
m
e
n
t 
in
 
S
c
h
o
o
ls
 

(C
o
m
m
u
n
it
ie
s 
in
 
S
c
h
o
o
ls
, 
C
it
y 
C
o
n
n
e
c
ts
, 
C
o
m
e
r 
S
c
h
o
o
l 
D
e
ve

lo
p
m
e
n
t 
P
ro
g
ra
m
) 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
K
-1
2
th
 
g
ra
d
e
 

▪
P
ro
g
ra
m
 F

o
c
u
s
: 
S
c
h
o
o
l-
w
id
e 
sy
st
e
m
 

fo
r 
st
u
d
e
n
t 
su

p
p
o
rt
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 

S
c
h
o
o
l 
e
n
g
a
g
e
m
e
n
t, 
sc

h
o
o
l 
c
lim

a
te
 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
 
 

–
In
c
re
a
se

d 
a
c
a
d
e
m
ic
 s
u
c
c
e
ss
 

–
D
e
c
re
a
se

d 
sc

h
o
o
l 
d
ro
p
-o
u
t 

 

F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it 
th
e 
in
d
iv
id
u
a
l 

p
ro
g
ra
m
 w

e
b
si
te
s.
 

 
C
o
m
m
u
n
it
ie
s 
in
 S

c
h
o
o
ls
: 

h
tt
p
:/
/
w
w
w
.c
o
m
m
u
n
it
ie
si
n
sc

h
o
o
ls
.o
rg
/
 

 
C
it
y 
C
o
n
n
e
c
ts
: 
 

h
tt
p
:/
/
w
w
w
.b
c
.e
d
u
/
sc

h
o
o
ls
/
ls
o
e
/
c
it
y
c
o
n
n
e
c
ts
/
  

 
C
o
m
e
r 
S
c
h
o
o
l 
D
e
ve

lo
p
m
e
n
t 
P
ro
g
ra
m
: 

h
tt
p
:/
/
m
e
d
ic
in
e
.y
a
le
.e
d
u
/
c
h
ild

st
u
d
y
/
c
o
m
e
r/
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C
a
se
 
M
a
n
a
g
e
m
e
n
t 
in
 
S
c
h
o
o
ls
 

(C
o
m
m
u
n
it
ie
s 
in
 
S
c
h
o
o
ls
, 
C
it
y 
C
o
n
n
e
c
ts
, 
C
o
m
e
r 
S
c
h
o
o
l 
D
e
ve

lo
p
m
e
n
t 
P
ro
g
ra
m
) 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
C
a
se
 m

a
n
a
g
e
m
e
n
t 
in
vo

lv
e
s 

p
la
c
in
g 
a 
fu
ll-
ti
m
e 
so

c
ia
l 
w
o
rk
e
r 

o
r 
c
o
u
n
se

lo
r 
in
 a
 
sc

h
o
o
l 
to
 h

e
lp
 

id
e
n
ti
fy
 a

t-
ri
sk
 s
tu
d
e
n
ts
’ n

e
e
d
s 

a
n
d 
c
o
n
n
e
c
t 
th
e
m
 a

n
d 
th
e
ir 

fa
m
ili
e
s 
w
it
h 
re
le
va

n
t 
sc

h
o
o
l 
a
n
d 

c
o
m
m
u
n
it
y 
se

rv
ic
e
s.
 

▪
E
a
c
h 
m
o
d
e
l 
in
c
lu
d
e
s 
o
th
e
r 

se
rv
ic
e
s,
 b

u
t 
th
e 
p
ro
g
ra
m
 

e
va

lu
a
ti
o
n
s 
fo
c
u
s 
o
n 
th
e 
im

p
a
c
t 

o
f 
th
e 
c
a
se
 m

a
n
a
g
e
m
e
n
t 

c
o
m
p
o
n
e
n
t.
 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
S
tu
d
e
n
ts
 b

e
n
e
fi
t 
fr
o
m
 
a 

c
o
m
m
u
n
it
y 
o
f 
su

p
p
o
rt
. 

▪
S
e
rv
ic
e
s 
a
re
 
ta
ilo

re
d 
to
 t
h
e
ir 

n
e
e
d
s.
 

▪
T
h
e
y 
a
re
 
c
o
n
n
e
c
te
d 
to
 n

e
e
d
e
d 

se
rv
ic
e
s 
w
it
h
in
 a

n
d 
o
u
ts
id
e 
th
e 

sc
h
o
o
l 
sy
st
e
m
. 



C
u
rr
ic
u
lu
m
-B
a
se

d 
S
u
p
p
o
rt
 
G
ro
u
p 
P
ro
g
ra
m
 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
C
h
ild

re
n
, 
a
d
o
le
sc

e
n
ts
 

▪
P
ro
g
ra
m
 F

o
c
u
s
: 
G
ro
u
p 
su

p
p
o
rt
 
in
te
rv
e
n
ti
o
n 
fo
r 
a
t-
ri
sk
 
y
o
u
th
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
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o
f 
a
lc
o
h
o
l 
a
n
d 
m
a
ri
ju
a
n
a 
u
se
 
(a
t 
6 
m
o
n
th
s)
 
 

–
H
ig
h
e
r 
ra
te
 o

f 
p
a
rt
ic
ip
a
n
ts
 a

b
st
a
in
in
g 
in
 
th
e 
la
st
 
9
0 
d
a
y
s 

F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
h
tt
p
:/
/
w
w
w
.n
re
p
p
.s
a
m
h
sa

.g
o
v/

V
ie
w
In
te
rv
e
n
ti
o
n
.a
sp

x?
id
=
2
8
7 
 

*Y
o
u
th
 m

a
ri
ju
a
n
a 
u
se

-r
e
la
te
d 
ri
sk
/
p
ro
te
c
ti
ve
 f
a
c
to
r 
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Te
e
n 
In
te
rv
e
n
e
 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
T
h
re
e
, 
1
-h
o
u
r 
se

ss
io
n
s 
c
o
n
d
u
c
te
d 

1
0 
d
a
y
s 
a
p
a
rt
 

–
S
e
ss
io
n 
1 
e
xa

m
in
e
s 
c
o
st
s 
a
n
d 

b
e
n
e
fi
ts
 o

f 
su

b
st
a
n
c
e 
u
se
 
w
it
h 
te
e
n
 

–
S
e
ss
io
n 
2 
a
ss
e
ss
 p

ro
g
re
ss
 a

n
d 

d
is
c
u
ss
e
s 
st
ra
te
g
ie
s 
to
 o

ve
rc
o
m
e 

b
a
rr
ie
rs
 

–
S
e
ss
io
n 
3 
w
o
rk
s 
w
it
h 
p
a
re
n
ts
 t
o 

d
is
c
u
ss
 p

a
re
n
t-
c
h
ild
 c

o
m
m
u
n
ic
a
ti
o
n 

a
n
d 
d
is
c
ip
lin

e 
st
ra
te
g
ie
s 

▪
T
y
p
ic
a
ll
y 
a
d
m
in
is
te
re
d 
in
 
a
n 

o
u
tp
a
ti
e
n
t, 
sc

h
o
o
l, 
o
r 
ju
ve

n
ile
 

d
e
te
n
ti
o
n 
se

tt
in
g 
b
y 
a 
tr
a
in
e
d 

p
ro
fe
ss
io
n
a
l 
 

 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
S
e
tt
in
g 
g
o
a
ls
 
fo
r 
b
e
h
a
vi
o
r 
c
h
a
n
g
e
 

▪
S
tr
a
te
g
ie
s 
to
 o

ve
rc
o
m
e 
b
a
rr
ie
rs
 

▪
P
a
re
n
t-
c
h
ild
 c
o
m
m
u
n
ic
a
ti
o
n 
a
n
d 

d
is
c
ip
lin

e 
st
ra
te
g
ie
s 

 

 



H
ig
h 
S
c
h
o
o
l-
b
a
se

d 
P
ro
g
ra
m
s:
 

G
ro
u
p 
D
is
c
u
ss
io
n
 

1
)
O
f 
th
e 
p
ro
g
ra
m
s 
re
vi
e
w
e
d
, 
w
h
ic
h 
o
n
e 
w
o
u
ld
 
b
e 
a 
g
o
o
d 
fi
t 
fo
r 
y
o
u
r 
c
o
m
m
u
n
it
y
? 
 

2
)
W
h
a
t 
im

p
le
m
e
n
ta
ti
o
n 
c
h
a
ll
e
n
g
e
s 
d
o 
y
o
u 
a
n
ti
c
ip
a
te
 
w
it
h 
th
is
 
p
ro
g
ra
m
? 



F
a
m
ily
-b
a
se

d 
P
ro
g
ra
m
s 



▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
0
-2
 
y
e
a
r 
o
ld
s 

▪
P
ro
g
ra
m
 F
o
c
u
s
: 
S
in
g
le
, 
fi
rs
t 
ti
m
e
, 
lo
w 
in
c
o
m
e 
m
o
th
e
rs
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 
F
a
c
to
r(
s)
: 
F
a
m
ily
: 
F
a
m
ily
 
c
o
n
fl
ic
t/
vi
o
le
n
c
e
, 
F
a
m
ily
 

h
is
to
ry
 
o
f 
p
ro
b
le
m
 
b
e
h
a
vi
o
r, 
L
o
w 
so

c
io
e
c
o
n
o
m
ic
 
st
a
tu
s,
 
P
a
re
n
ta
l 
a
tt
it
u
d
e
s 

fa
vo

ra
b
le
 
to
 
a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r, 
P
a
re
n
ta
l 
a
tt
it
u
d
e
s 
fa
vo

ra
b
le
 
to
 
d
ru
g 
u
se

, 
P
o
o
r 

fa
m
ily
 
m
a
n
a
g
e
m
e
n
t, 
 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
 
 

–
C
h
ild
 
M
a
lt
re
a
tm

e
n
t 

–
D
e
lin

q
u
e
n
c
y 
a
n
d 
C
ri
m
in
a
l 
B
e
h
a
vi
o
r 

–
E
a
rl
y 
C
o
g
n
it
iv
e 
D
e
ve

lo
p
m
e
n
t 

–
In
te
rn
a
liz
in
g
 

–
M
e
n
ta
l 
H
e
a
lt
h 
– 
 

–
P
h
y
si
c
a
l 
H
e
a
lt
h 
a
n
d 
W
e
ll
-B
e
in
g
 

–
P
re
sc

h
o
o
l 
C
o
m
m
u
n
ic
a
ti
o
n
/
L
a
n
g
u
a
g
e 
D
e
ve

lo
p
m
e
n
t 

–
R
e
c
ip
ro
c
a
l 
P
a
re
n
t-
C
h
ild
 
W
a
rm

th
 

 
F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
 



N
u
rs
e 
F
a
m
ily
 
P
a
rt
n
e
rs
h
ip
 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
B
e
g
in
s 
d
u
ri
n
g 
p
re
g
n
a
n
c
y 
a
s 
e
a
rl
y 

a
s 
is
 
p
o
ss
ib
le
 
a
n
d 
c
o
n
ti
n
u
e
s 

th
ro
u
g
h 
th
e 
c
h
ild

's
 
se

c
o
n
d 
b
ir
th
d
a
y
. 
 

▪
N
u
rs
e
s 
w
o
rk
 
w
it
h 
lo
w
-i
n
c
o
m
e 

p
re
g
n
a
n
t 
m
o
th
e
rs
 
b
e
a
ri
n
g 
th
e
ir 
fi
rs
t 

c
h
ild
 
to
 
im

p
ro
ve
 
th
e 
o
u
tc
o
m
e
s 
o
f 

p
re
g
n
a
n
c
y
, 
im

p
ro
ve
 
in
fa
n
t 
h
e
a
lt
h 

a
n
d 
d
e
ve

lo
p
m
e
n
t, 
a
n
d 
im

p
ro
ve
 
th
e 

m
o
th
e
r'
s 
o
w
n 
p
e
rs
o
n
a
l 
lif
e
-c
o
u
rs
e 

d
e
ve

lo
p
m
e
n
t 
th
ro
u
g
h 
in
st
ru
c
ti
o
n 

a
n
d 
o
b
se

rv
a
ti
o
n 
d
u
ri
n
g 
h
o
m
e 
vi
si
ts
. 
 

▪
V
is
it
s 
g
e
n
e
ra
lly
 
o
c
c
u
r 
e
ve

ry
 
o
th
e
r 

w
e
e
k 
a
n
d 
la
st
 
6
0
-9
0 
m
in
u
te
s.
 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
im

p
ro
vi
n
g 
w
o
m
e
n
's
 
d
ie
ts
; 
 

▪
h
e
lp
in
g 
w
o
m
e
n 
m
o
n
it
o
r 
th
e
ir 
w
e
ig
h
t 

g
a
in
 
a
n
d 
e
lim

in
a
te
 
th
e 
u
se
 
o
f 

c
ig
a
re
tt
e
s,
 
a
lc
o
h
o
l, 
a
n
d 
d
ru
g
s;
 
 

▪
te
a
c
h
in
g 
p
a
re
n
ts
 t
o 
id
e
n
ti
fy
 
th
e 
si
g
n
s 

o
f 
p
re
g
n
a
n
c
y 
c
o
m
p
lic

a
ti
o
n
; 
 

▪
e
n
c
o
u
ra
g
in
g 
re
g
u
la
r 
re
st
, 
a
p
p
ro
p
ri
a
te
 

e
xe

rc
is
e
, 
a
n
d 
g
o
o
d 
p
e
rs
o
n
a
l 
h
y
g
ie
n
e 

re
la
te
d 
to
 
o
b
st
e
tr
ic
a
l 
h
e
a
lt
h
; 
 

▪
p
re
p
a
ri
n
g 
p
a
re
n
ts
 
fo
r 
la
b
o
r, 
d
e
liv
e
ry
, 

a
n
d 
e
a
rl
y 
c
a
re
 
o
f 
th
e 
n
e
w
b
o
rn
. 



P
ro
g
ra
m
 
N
a
m
e
 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
G
u
id
in
g 
G
o
o
d 
C
h
o
ic
e
s 

▪
P
ro
g
ra
m
 
F
o
c
u
s
: 
P
a
re
n
ts
 
o
f 
4
th
-8

th
 
g
ra
d
e 
st
u
d
e
n
ts
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
E
a
rl
y 
in
it
ia
ti
o
n
, 
fa
vo

ra
b
le
 

a
tt
it
u
d
e
s 
to
w
a
rd
 
a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r, 
P
a
re
n
ta
l 
a
tt
it
u
d
e
s 
fa
vo

ra
b
le
 

to
w
a
rd
 
u
se

, 
F
a
m
ily
 
M
a
n
a
g
e
m
e
n
t 
P
ro
b
le
m
s.
, 
 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
 
 

–
4 
y
e
a
rs
 l
a
te
r 
in
c
re
a
se

d 
th
e 
lik
e
lih

o
o
d 
th
a
t 
n
o
n
-u
se

rs
 
w
o
u
ld
 
re
m
a
in
 

d
ru
g 
fr
e
e 
b
y 
2
8
%
 

▪
R
e
d
u
c
e
d 
a
lc
o
h
o
l 
a
n
d 
m
a
ri
ju
a
n
a 
u
se
 b

y 
4
0
.6
%
. 

–
 
R
e
d
u
c
e
d 
p
ro
g
re
ss
io
n 
to
 
m
o
re
 
se

ri
o
u
s 
su

b
st
a
n
c
e 
a
b
u
se
 
b
y 
5
4
%
 
 
si
x 

y
e
a
rs
 
la
te
r.
 

 Fo
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
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 G
u
id
in
g 
G
o
o
d 
C
h
o
ic
e
s 
– 

P
re
ve

n
ti
n
g 
M
a
ri
ju
a
n
a 
U
se

 

S
p
o
th
, 
e
t 
a
l 
2
0
0
4
. 



G
u
id
in
g 
G
o
o
d 
C
h
o
ic
e
s 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
F
iv
e 
tw

o 
h
o
u
r 
in
te
ra
c
ti
ve
 

se
ss
io
n
s,
 
 

▪
C
h
ild

re
n 
a
tt
e
n
d 
th
e 
th
ir
d 

se
ss
io
n 
o
n 
R
e
fu
sa

l 
sk
ill
s 

▪
C
o
n
d
u
c
te
d 
b
y 
c
e
rt
if
ie
d 

w
o
rk
sh

o
p 
le
a
d
e
rs
 

H
o
w 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

S
tr
e
n
g
th
e
n
s 
p
a
re
n
ts
’ 
sk
ill
s 
to
: 

•
b
u
ild
 f
a
m
ily
 b

o
n
d
in
g
, 

•
e
st
a
b
lis
h 
a
n
d 
re
in
fo
rc
e 
c
le
a
r 
a
n
d 

c
o
n
si
st
e
n
t 
g
u
id
e
lin

e
s 
fo
r 
c
h
ild

re
n
’s 

b
e
h
a
vi
o
r,
 

•
te
a
c
h 
c
h
ild

re
n 
sk
ill
s 
to
 
re
si
st
 p

e
e
r 

in
fl
u
e
n
c
e
, 

•
im

p
ro
ve
 f
a
m
ily
 
m
a
n
a
g
e
m
e
n
t 

p
ra
c
ti
c
e
s,
 a

n
d
 

•
re
d
u
c
e 
fa
m
ily
 c

o
n
fl
ic
t.
 



▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
P
a
re
n
ts
 

▪
P
ro
g
ra
m
 F
o
c
u
s
: 
C
h
ild

re
n 
3
-8
 y
e
a
rs
 
o
ld
 

▪
T
a
rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F
a
c
to
r(
s)
: 
E
a
rl
y 
in
it
ia
ti
o
n 
o
f 
a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r, 
H
y
p
e
ra
c
ti
vi
ty
, 

F
a
m
ily
: 
F
a
m
ily
 
h
is
to
ry
 o

f 
p
ro
b
le
m
 b

e
h
a
vi
o
r, 
N
e
g
le
c
tf
u
l 
p
a
re
n
ti
n
g
, 
P
a
re
n
t 
a
g
g
ra
va

ti
o
n
, 

P
a
re
n
t 
st
re
ss
, 
P
o
o
r 
fa
m
ily
 
m
a
n
a
g
e
m
e
n
t, 
P
sy
c
h
o
lo
g
ic
a
l 
a
g
g
re
ss
io
n
/
d
is
c
ip
lin

e
, 
V
io
le
n
t 

d
is
c
ip
lin

e
, 
C
le
a
r 
S
ta
n
d
a
rd
s 
fo
r 
B
e
h
a
vi
o
r, 
P
ro
b
le
m
 S

o
lv
in
g 
S
k
ill
s 
 

 O
u
tc
o
m
e
s 

▪
A
n
ti
so

c
ia
l-
a
g
g
re
ss
iv
e 
B
e
h
a
vi
o
r 

▪
C
lo
se
 R

e
la
ti
o
n
sh

ip
s 
w
it
h 
P
a
re
n
ts
 

▪
C
o
n
d
u
c
t 
P
ro
b
le
m
s 

▪
D
e
p
re
ss
io
n
 

▪
E
xt
e
rn
a
liz
in
g
 

▪
In
te
rn
a
liz
in
g
 

▪
P
o
si
ti
ve
 
S
o
c
ia
l/
P
ro
so

c
ia
l 
B
e
h
a
vi
o
r 

 

F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
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W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
B
a
b
y 
a
n
d 
To

d
d
le
r 
P
ro
g
ra
m
 
(0
-2
 
½
 

y
e
a
rs
), 
 

▪
P
re
sc

h
o
o
l 
P
ro
g
ra
m
 
(3
-5
 
y
e
a
rs
) 
a
n
d 
 

▪
S
c
h
o
o
l 
A
g
e 
P
ro
g
ra
m
 
(6
-1
2 
y
e
a
rs
).
 

▪
D
e
liv
e
re
d 
in
 
w
e
e
k
ly
 
g
ro
u
p 
se

ss
io
n
s 

fo
r 
3
-5
 
m
o
n
th
s 

A
D
V
A
N
C
E 
P
ro
g
ra
m
 

▪
In
c
re
d
ib
le
 
Ye

a
rs
—
Te

a
c
h
e
rs
 

▪
In
c
re
d
ib
le
 
Ye

a
rs
—
C
h
il
d 
T
re
a
tm

e
n
t 

 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
c
h
ild
 d

ir
e
c
te
d 
p
la
y 
w
it
h 
c
h
ild

re
n
; 

a
c
a
d
e
m
ic
, 
 

▪
p
e
rs
is
te
n
c
e
, 
 

▪
so

c
ia
l 
a
n
d 
e
m
o
ti
o
n
a
l 
c
o
a
c
h
in
g 

m
e
th
o
d
s;
 
 

▪
u
si
n
g 
e
ff
e
c
ti
ve
 p

ra
is
e 
a
n
d 
in
c
e
n
ti
ve

s;
 
 

▪
se

tt
in
g 
u
p 
p
re
d
ic
ta
b
le
 r
o
u
ti
n
e
s 
a
n
d 

e
ff
e
c
ti
ve
 l
im

it
-s
e
tt
in
g
; 
 

▪
h
a
n
d
lin

g 
m
is
b
e
h
a
vi
o
r 
w
it
h 
p
ro
a
c
ti
ve
 

d
is
c
ip
lin

e 
 

▪
te
a
c
h
in
g 
c
h
ild

re
n 
to
 p

ro
b
le
m
 s
o
lv
e
. 



S
tr
e
n
g
th
e
n
in
g
 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
P
a
re
n
t 
a
n
d 
c
h
ild

re
n 
1
0
-1
4 
 

▪
P
ro
g
ra
m
 
F
o
c
u
s
: 
S
tr
e
n
g
th
e
n
in
g 
F
a
m
ili
e
s 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
E
a
rl
y 

in
it
ia
ti
o
n
, 
fa
vo

ra
b
le
 
a
tt
it
u
d
e
s 
to
w
a
rd
 
a
n
ti
so

c
ia
l 

b
e
h
a
vi
o
r, 
P
a
re
n
ta
l 
a
tt
it
u
d
e
s 
fa
vo

ra
b
le
 
to
w
a
rd
 

u
se

, 
F
a
m
ily
 
M
a
n
a
g
e
m
e
n
t 
P
ro
b
le
m
s.
, 
 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
 
 

–
A
lc
o
h
o
l 

–
A
n
ti
so

c
ia
l-
a
g
g
re
ss
iv
e 
B
e
h
a
vi
o
r 

–
C
lo
se
 
R
e
la
ti
o
n
sh

ip
s 
w
it
h 
P
a
re
n
ts
 

–
Ill
ic
it 
D
ru
g 
U
se
 
(m

a
ri
ju
a
n
a 
sp

e
c
if
ic
) 

–
In
te
rn
a
liz
in
g
 

–
To

b
a
c
c
o
 

 
F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
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Io
w

a 
St

re
n
gt

h
e
n
in

g 
F
am

ili
e
s 

 

 E
ff
e
ct

s 
o
n
 a

ge
 o

f 
fi
rs

t 
u
se

 o
f 
M

ar
iju

an
a,
 

C
ig

ar
e
tt

e
s,
 a

n
d
 D

ru
n
ke

n
n
e
ss

 



W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
S
e
ve

n 
w
e
e
k
ly
, 
tw

o
-h
o
u
r 
se

ss
io
n
s 

▪
S
e
p
a
ra
te
 p

a
re
n
t 
a
n
d 
c
h
ild
 s
k
ill
s-
b
u
ild

in
g 

fo
llo

w
e
d 
b
y 
a 
fa
m
ily
 
se

ss
io
n 
w
h
e
re
 

p
a
re
n
ts
 a

n
d 
c
h
ild

re
n 
p
ra
c
ti
c
e 
sk
ill
s 
ju
st
 

le
a
rn
e
d 
w
o
rk
 o

n 
 

–
c
o
n
fl
ic
t 
re
so

lu
ti
o
n 
 

–
c
o
m
m
u
n
ic
a
ti
o
n
, 
 

–
e
n
g
a
g
e 
in
 
a
c
ti
vi
ti
e
s 
to
 
in
c
re
a
se
 f
a
m
ily
 

c
o
h
e
si
ve

n
e
ss
, 

–
p
o
si
ti
ve
 
in
vo

lv
e
m
e
n
t 
o
f 
th
e 
c
h
ild
 
in
 
th
e 

fa
m
ily
. 
 

▪
S
e
ss
io
n
s 
a
re
 
le
d 
b
y 
th
re
e
-p
e
rs
o
n 
te
a
m
s 

a
n
d 
a
ve

ra
g
e 
e
ig
h
t 
fa
m
ili
e
s 
p
e
r 
se

ss
io
n
. 

 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
P
a
re
n
ts
 l
e
a
rn
 
to
 c

la
ri
fy
 

e
xp

e
c
ta
ti
o
n
s,
 u

se
 

a
p
p
ro
p
ri
a
te
 d

is
c
ip
lin

e
, 

m
a
n
a
g
in
g 
st
ro
n
g 
e
m
o
ti
o
n
s,
 

a
n
d 
e
ff
e
c
ti
ve
 

c
o
m
m
u
n
ic
a
ti
o
n
. 
 

▪
C
h
ild

re
n 
le
a
rn
 
re
fu
sa

l 
sk
ill
s 

a
n
d 
o
th
e
r 
so

c
ia
l 
sk
ill
s.
 
 



▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
1
2
-1
8 
y
e
a
r 
o
ld
s 

▪
P
ro
g
ra
m
 F

o
c
u
s
: 
m
u
lt
ile

ve
l 
fa
m
ily
-b
a
se

d 
in
te
rv
e
n
ti
o
n 
d
e
si
g
n
e
d 

to
 
p
re
ve

n
t 
p
ro
b
le
m
 
b
e
h
a
vi
o
rs
 
in
 
H
is
p
a
n
ic
 
a
d
o
le
sc

e
n
c
e
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
E
a
rl
y 
in
it
ia
ti
o
n 
o
f 
a
n
ti
so

c
ia
l 

b
e
h
a
vi
o
r, 
su

b
st
a
n
c
e 
u
se

, 
lo
w 
so

c
io
e
c
o
n
o
m
ic
 
st
a
tu
s,
 
P
o
o
r 

fa
m
ily
 
m
a
n
a
g
e
m
e
n
t,
 
lo
w 
sc

h
o
o
l 
c
o
m
m
it
m
e
n
t 
a
n
d 
a
tt
a
c
h
m
e
n
t, 

a
tt
a
c
h
m
e
n
t 
to
 
p
a
re
n
ts
 

P
ro
ve

n 
O
u
tc
o
m
e
s:
 
 

–
E
xt
e
rn
a
liz
in
g
 

–
Ill
ic
it 
D
ru
g 
U
se

 

–
S
e
xu

a
l 
R
is
k 
B
e
h
a
vi
o
rs
 

 

F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
 
 

F
a
m
ili
a
s 
U
n
id
a
s 
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F
a
m
ili
a
s 
U
n
id
a
s 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
T
h
e 
m
u
lt
i-
p
a
re
n
t 
g
ro
u
p
s,
 l
e
d 
b
y 
a 

tr
a
in
e
d 
fa
c
ili
ta
to
r, 
 

▪
8 
to
 9
 
w
e
e
k
ly
 2

-h
o
u
r 
se

ss
io
n
s 
fo
r 

th
e 
d
u
ra
ti
o
n 
o
f 
th
e 
in
te
rv
e
n
ti
o
n
. 

▪
E
a
c
h 
g
ro
u
p 
h
a
s 
1
0 
to
 1
5 
p
a
re
n
ts
, 

w
it
h 
a
t 
le
a
st
 
1 
p
a
re
n
t 
fr
o
m
 
e
a
c
h 

p
a
rt
ic
ip
a
ti
n
g 
fa
m
ily
. 
 

▪
T
h
e 
p
ro
g
ra
m
 
a
ls
o 
in
c
lu
d
e
s 
4 
to
 

1
0 
1
-h
o
u
r 
fa
m
ily
 v
is
it
s 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

▪
H
is
p
a
n
ic
 i
m
m
ig
ra
n
t 
p
a
re
n
ts
 
a
re
 

e
m
p
o
w
e
re
d 
to
 
fi
rs
t 
b
u
ild
 a
 
st
ro
n
g 

p
a
re
n
t-
su

p
p
o
rt
 n

e
tw

o
rk
 a

n
d 
th
e
n 

u
se
 
th
e 
n
e
tw

o
rk
 t
o 
in
c
re
a
se

 

–
k
n
o
w
le
d
g
e 
o
f 
c
u
lt
u
ra
ll
y 
re
le
va

n
t 

p
a
re
n
ti
n
g
, 
 

–
st
re
n
g
th
e
n 
p
a
re
n
ti
n
g 
sk
ill
s,
 
 

–
a
p
p
ly
 
th
e
se
 
n
e
w 
sk
ill
s 
in
 
a 
se

ri
e
s 
o
f 

a
c
ti
vi
ti
e
s 
 



▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
P
a
re
n
ts
 
a
n
d 
Y
o
u
th
 

▪
P
ro
g
ra
m
 F

o
c
u
s
: 
Y
o
u
th
 
5
-1
1 
y
e
a
rs
 
o
ld
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
E
a
rl
y 
in
it
ia
ti
o
n
, 
fa
vo

ra
b
le
 

a
tt
it
u
d
e
s,
 
p
o
o
r 
fa
m
ily
 
m
a
n
a
g
e
m
e
n
t, 
p
e
e
r 
su

b
st
a
n
c
e 
a
b
u
se

, 
a
c
a
d
e
m
ic
 
fa
ilu

re
, 
lo
w 
c
o
m
m
it
m
e
n
t 
to
 
sc

h
o
o
l 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
 
 

▪
A
lc
o
h
o
l 
u
se

 
▪
A
n
ti
so

c
ia
l-
a
g
g
re
ss
iv
e 
B
e
h
a
vi
o
r 

▪
D
e
lin

q
u
e
n
c
y 
a
n
d 
C
ri
m
in
a
l 
B
e
h
a
vi
o
r 

▪
Ill
ic
it 
D
ru
g 
U
se

 

 
F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
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C
o
p
in
g 
P
o
w
e
r 

 W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

1
6
-m

o
n
th
 
p
ro
g
ra
m
 
d
e
liv
e
re
d 
d
u
ri
n
g 
th
e 
5
th
 

a
n
d 
6
th
 
g
ra
d
e 
sc

h
o
o
l 
y
e
a
rs
. 
 

C
h
ild

re
n 
a
tt
e
n
d 
2
2 
g
ro
u
p 
se

ss
io
n
s 
in
 
5
th
 

g
ra
d
e 
a
n
d 
1
2 
g
ro
u
p 
se

ss
io
n
s 
in
 
6
th
 
g
ra
d
e
. 
 

 G
ro
u
p
s 
a
re
 
le
d 
b
y 
a 
sc

h
o
o
l-
fa
m
ily
 
p
ro
g
ra
m
 

sp
e
c
ia
lis
t 
a
n
d 
a 
g
u
id
a
n
c
e 
c
o
u
n
se

lo
r.
 
C
h
ild

re
n 

a
ls
o 
re
c
e
iv
e 
h
a
lf 
h
o
u
r 
in
d
iv
id
u
a
l 
se

ss
io
n
s 

o
n
c
e 
e
ve

ry
 
tw

o 
m
o
n
th
s.
 
 

P
a
re
n
ts
 
a
tt
e
n
d 
11
 
g
ro
u
p 
se

ss
io
n
s 
d
u
ri
n
g 
th
e
ir 

c
h
ild

re
n
's
 
5
th
 
g
ra
d
e 
y
e
a
r 
a
n
d 
5 
se

ss
io
n
s 

d
u
ri
n
g 
th
e 
6
th
 
g
ra
d
e 
y
e
a
r.
 
 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

C
h
ild
 c

o
m
p
o
n
e
n
t 
e
m
p
h
a
si
ze

s 
 

▪
p
ro
b
le
m
-s
o
lv
in
g 
a
n
d 
 

▪
c
o
n
fl
ic
t 
m
a
n
a
g
e
m
e
n
t 
te
c
h
n
iq
u
e
s,
  

▪
c
o
p
in
g 
m
e
c
h
a
n
is
m
s,
  

▪
p
o
si
ti
ve
 s
o
c
ia
l 
su

p
p
o
rt
s,
 a

n
d 
 

▪
so

c
ia
l 
sk
ill
 
d
e
ve

lo
p
m
e
n
t.
  

 



R
a
is
in
g 
H
e
a
lt
h
y 
C
h
ild

re
n 
(S
S
D
P 
m
o
d
e
l)
 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
1
st
-6

th
 g

ra
d
e 
st
u
d
e
n
ts
 

▪
P
ro
g
ra
m
 F
o
c
u
s:
 T
e
a
c
h
e
rs
, 
P
a
re
n
ts
, 
S
tu
d
e
n
ts
 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
E
a
rl
y 
in
it
ia
ti
o
n 
o
f 
a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r, 

F
a
vo

ra
b
le
 
a
tt
it
u
d
e
s 
to
w
a
rd
s 
a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r, 
d
ru
g 
u
se

, 
In
te
ra
c
ti
o
n 
w
it
h 

a
n
ti
so

c
ia
l 
p
e
e
rs
, 
F
a
m
ily
 c

o
n
fl
ic
t/
vi
o
le
n
c
e
, 
P
a
re
n
ta
l 
a
tt
it
u
d
e
s 
fa
vo

ra
b
le
 
to
 

a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r, 
d
ru
g 
u
se

, 
P
o
o
r 
fa
m
ily
 m

a
n
a
g
e
m
e
n
t, 
L
o
w 
sc

h
o
o
l 

c
o
m
m
it
m
e
n
t 
a
n
d 
a
tt
a
c
h
m
e
n
t, 
P
o
o
r 
a
c
a
d
e
m
ic
 p

e
rf
o
rm

a
n
c
e
 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
  

–
A
c
a
d
e
m
ic
 P
e
rf
o
rm

a
n
c
e
 

–
A
lc
o
h
o
l 

–
A
n
ti
so

c
ia
l-
a
g
g
re
ss
iv
e 
B
e
h
a
vi
o
r 

–
Ill
ic
it 
D
ru
g 
U
se

 

–
P
ro
so

c
ia
l 
w
it
h 
P
e
e
rs
 

 

F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
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R
a
is
in
g 
H
e
a
lt
h
y 
C
h
ild

re
n 
(S
S
D
P 
m
o
d
e
l)
 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
Te

a
c
h
e
r 
tr
a
in
in
g 
o
ve

r 
th
re
e 
y
e
a
rs
: 

–
P
ro
a
c
ti
ve
 m

a
n
a
g
e
m
e
n
t, 
 

–
C
o
o
p
e
ra
ti
ve
 L
e
a
rn
in
g
 

–
S
o
c
ia
l/
E
m
o
ti
o
n
a
l 
S
k
ill
s,
 
 

–
M
o
ti
va

ti
o
n
, 
 

–
In
st
ru
c
ti
o
n
a
l 
S
tr
a
te
g
ie
s 

▪
P
a
re
n
t 
T
ra
in
in
g
s 

–
R
a
is
in
g 
H
e
a
lt
h
y 
C
h
ild

re
n
 

–
S
u
p
p
o
rt
in
g 
S
c
h
o
o
l 
S
u
c
c
e
ss
 

–
G
u
id
in
g 
G
o
o
d 
C
h
o
ic
e
s 

▪
S
tu
d
e
n
t 

–
S
o
c
ia
l 
E
m
o
ti
o
n
a
l 
L
e
a
rn
in
g
 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

A 
p
re
ve

n
ti
ve
 i
n
te
rv
e
n
ti
o
n 
w
it
h 

te
a
c
h
e
r, 
p
a
re
n
t, 
a
n
d 
c
h
ild
 

c
o
m
p
o
n
e
n
ts
, 
d
e
si
g
n
e
d 
to
 p

ro
m
o
te
 

p
o
si
ti
ve
 y
o
u
th
 d

e
ve

lo
p
m
e
n
t 
b
y 

e
n
h
a
n
c
in
g 
p
ro
te
c
ti
ve
 f
a
c
to
rs
, 

re
d
u
c
in
g 
id
e
n
ti
fi
e
d 
ri
sk
 f
a
c
to
rs
, 
a
n
d 

p
re
ve

n
ti
n
g 
p
ro
b
le
m
 
b
e
h
a
vi
o
rs
 
a
n
d 

a
c
a
d
e
m
ic
 f
a
ilu

re
. 



 



S
tr
o
n
g 
A
fr
ic
a
n 
A
m
e
ri
c
a
n 
F
a
m
ili
e
s 

▪
Ta

rg
e
t 
A
u
d
ie
n
c
e
: 
11

-1
3 
y
e
a
rs
 

▪
P
ro
g
ra
m
 
F
o
c
u
s
: 
B
la
c
k
, 
ru
ra
l, 
fa
m
ili
e
s 

▪
Ta

rg
e
te
d 
R
is
k
/
P
ro
te
c
ti
ve
 F

a
c
to
r(
s)
: 
F
a
vo

ra
b
le
 
a
tt
it
u
d
e
s 
to
w
a
rd
s 

d
ru
g 
u
se

, 
F
a
m
ily
 
c
o
n
fl
ic
t/
vi
o
le
n
c
e
,, 
P
a
re
n
ta
l 
a
tt
it
u
d
e
s 
fa
vo

ra
b
le
 
to
 

a
n
ti
so

c
ia
l 
b
e
h
a
vi
o
r, 
P
a
re
n
ta
l 
a
tt
it
u
d
e
s 
fa
vo

ra
b
le
 
to
 
d
ru
g 
u
se

, 
P
o
o
r 

fa
m
ily
 
m
a
n
a
g
e
m
e
n
t, 
C
le
a
r 
st
a
n
d
a
rd
s 
fo
r 
b
e
h
a
vi
o
r, 
R
e
fu
sa

l 
sk
ill
s,
 

A
tt
a
c
h
m
e
n
t 
to
 
p
a
re
n
ts
 

▪
P
ro
ve

n 
O
u
tc
o
m
e
s:
 
 

–
A
lc
o
h
o
l 

–
C
lo
se
 
R
e
la
ti
o
n
sh

ip
s 
w
it
h 
P
a
re
n
ts
 

–
D
e
lin

q
u
e
n
c
y 
a
n
d 
C
ri
m
in
a
l 
B
e
h
a
vi
o
r 

–
T
ru
a
n
c
y 
- 
S
c
h
o
o
l 
A
tt
e
n
d
a
n
c
e
 

 

F
o
r 
m
o
re
 i
n
fo
rm

a
ti
o
n
, 
p
le
a
se
 v
is
it
: 
w
w
w
.b
lu
e
p
ri
n
ts
p
ro
g
ra
m
s.
c
o
m
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S
tr
o
n
g 
A
fr
ic
a
n 
A
m
e
ri
c
a
n 
F
a
m
ili
e
s 

W
h
a
t 
a
re
 
th
e 
p
ro
g
ra
m
 c

o
m
p
o
n
e
n
ts
? 

▪
7
-w

e
e
k 
in
te
ra
c
ti
ve
 
e
d
u
c
a
ti
o
n
a
l 

p
ro
g
ra
m
 
fo
r 
A
fr
ic
a
n 
A
m
e
ri
c
a
n 

p
a
re
n
ts
 
a
n
d 
th
e
ir 
e
a
rl
y 
a
d
o
le
sc

e
n
t 

c
h
ild

re
n
. 

▪
E
a
c
h 
se

ss
io
n 
in
c
lu
d
e
s 
th
re
e 

m
o
d
u
le
s 
- 
C
a
re
g
iv
e
r, 
Y
o
u
th
, 
a
n
d 

F
a
m
ily
. 
S
A
A
F 
m
o
d
u
le
s 
a
re
 
a
n 
h
o
u
r 

e
a
c
h
. 

▪
O
n
e 
fa
c
ili
ta
to
r 
le
a
d
s 
th
e 

P
a
re
n
t/
C
a
re
g
iv
e
r 
S
e
ss
io
n
s,
 
w
h
ile
 

tw
o 
fa
c
ili
ta
to
rs
 
sh

a
re
 
th
e 

re
sp

o
n
si
b
ili
ty
 
o
f 
le
a
d
in
g 
th
e 
Y
o
u
th
 

S
e
ss
io
n
s.
 
A
ll 
th
re
e 
fa
c
ili
ta
to
rs
 
le
a
d 

F
a
m
ily
 
S
e
ss
io
n
s 

W
h
a
t 
d
o 
p
a
rt
ic
ip
a
n
ts
 l
e
a
rn
? 

(1
) 
th
e 
d
e
ve

lo
p
m
e
n
t 
o
f 
a 
su

p
p
o
rt
iv
e 
a
n
d 

st
ru
c
tu
re
d 
fa
m
ily
 
e
n
vi
ro
n
m
e
n
t 
th
a
t 

p
ro
m
o
te
s 
p
o
si
ti
ve
 p

a
re
n
t-
c
h
ild
 

re
la
ti
o
n
sh

ip
s,
 
 

(2
) 
e
n
h
a
n
c
in
g 
p
a
re
n
ta
l 
e
n
g
a
g
e
m
e
n
t 
in
 

p
a
re
n
ti
n
g 
th
a
t 
in
vo

lv
e
s 
h
ig
h 
le
ve

ls
 
o
f 

m
o
n
it
o
ri
n
g 
a
n
d 
su

p
p
o
rt
, 
st
ro
n
g 

c
o
m
m
u
n
ic
a
ti
o
n 
a
b
o
u
t 
ri
sk
 
b
e
h
a
vi
o
r 
su

c
h 

a
s 
su

b
st
a
n
c
e 
u
se
 a

n
d 
se

x,
 a

n
d 
ra
c
ia
l 

so
c
ia
liz
a
ti
o
n
, 
 

(3
) 
p
re
p
a
ri
n
g 
y
o
u
th
 t
o 
re
si
st
 
su

b
st
a
n
c
e 
u
se
 

a
n
d 
o
th
e
r 
ri
sk
 
b
e
h
a
vi
o
r 
b
y 
m
a
in
ta
in
in
g 
a 

fu
tu
re
 
o
ri
e
n
ta
ti
o
n
, 
e
n
h
a
n
c
in
g 
ri
sk
 b

e
h
a
vi
o
r 

re
si
st
a
n
c
e 
sk
ill
s,
 
a
n
d 
a
c
c
e
p
ti
n
g 
p
a
re
n
ta
l 

in
fl
u
e
n
c
e
s.
 



F
a
m
ily
-b
a
se

d 
P
ro
g
ra
m
s:
 

G
ro
u
p 
D
is
c
u
ss
io
n
 


