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Children living in households where parents or caregiving adults misuse substances face significant risk academically, socially, physically, and emotionally. An estimated 12% or more of U.S. children lived with an adult with past-year substance use problems in 2009–2014. Engaging this high-need, underserved population in targeted prevention services is a public health imperative, requiring children first be identified. School-based services reduce access barriers and promote equitable access, providing a model that can address the scope and significance of parental substance misuse (PSM) on children. A review of published studies for this population revealed a lack of information regarding identification strategies and their relative effectiveness. This article uses data from a 2010–2020 field-based evaluation to analyze the performance of the Kids Like Us (KLU) program’s manualized approach to identifying and engaging elementary students impacted by PSM into its school-based program. KLU, a program of the Frederick County Health Department (Maryland, U.S.), is implemented in collaboration with public school counselors. KLU’s multi-method approach achieves universal prevention outcomes while simultaneously providing parent, self, school counselor, and community referral options. Over the 10-year study, 537 students were identified with a notable 83% of referred students completing 75–100% of sessions offered. Parent referral, a strategy not included in any reviewed studies, contributed the highest percentage of referrals (44% in response to a student take-home letter alone), followed by self (18%), school counselor (13%), and other/a combination (24%). KLU engaged students across varying school settings, sizes, and socioeconomics. Chi-square analysis of gender and ethnicity found no significant differences. Referral outcome and school counselor data results highlight the benefits of KLU’s multi-method, multi-source approach, including its ease of replication. KLU’s approach holds promise for addressing the public health crisis of children impacted by PSM. Study results highlight the need for policy changes including that U.S. and world alcohol and drug reports assess parent status. Additional research with a larger, more ethnically diverse population is recommended to examine the relationship between family and student demographics and referral strategies and sources.
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Introduction

Growing up in a household where parents or caregiving adults misuse substances is a highly significant and prevalent risk factor for children. Providing services to this underserved population requires that impacted children first be identified and referred. However, published studies regarding programs for this population provide few, if any, details regarding their methods for identifying and engaging the target population or the efficacy thereof. Using data from a 10-year, field-based evaluation study of a prevention program for children impacted by parental substance misuse (PSM), this article examines the Kids Like Us (KLU) program’s participant identification and engagement approach. Multiple methods and data sources are used to examine: the approach’s effectiveness in identifying students fitting the target population; the representativeness of students identified and referred compared to their school populations; the effectiveness across varying school sizes, community settings, and socio-economic factors; the differential contribution of referrals resulting from various referral sources; the extent to which the approach meets the population’s unique needs for confidentiality; the approach’s potential for replicability and increasing scale; and its effectiveness in also serving as a school and community-level prevention strategy.

In this article, the language used to describe the target population is “children living in households where parents misuse substances” and “children impacted by PSM.” This language, compared to other terms used historically in the literature (i.e., children of alcoholics, children of substance abusing parents, addiction, alcoholism, substance abuse), is conceptually important. “Household” aligns with the terminology put forth in the original U.S. Centers for Disease Control and Prevention Kaiser Permanente Adverse Childhood Experiences (ACE) Study (RRID:SCR_008382) (i.e., household substance abuse) (1) and is inclusive of diverse family structures. Children impacted by PSM is inclusive of children living in households where parents or caregiving adults are misusing substances and/or have a diagnosed substance use disorder (SUD). Defining the target population in this way aligns with a public health vs. a medical model, which would require diagnosing a parent with a SUD in order to identify the child as in a high-risk population. The exception to our use of this language is when referencing studies wherein authors used different terms. To acknowledge diverse family structures, we use the term parent to describe an adult responsible for the ongoing care of a child (e.g., biological parent, guardian, stepparent, foster parent, adoptive parent, relative, caregiver, partner of a parent, a household resident).

Children living in households where parents misuse substances face elevated risk for trauma-inducing experiences like witnessing violent behavior; observing and experiencing physical, emotional, or sexual abuse; neglect; loss (i.e., death, imprisonment, divorce, separation, foster placement); lack of a stable adult presence; knowledge of and/or experience of criminal activity; unclean home environments, including proximity to substance manufacture, use, and paraphernalia (2); and financial instability (3). It is not uncommon for children impacted by PSM to blame themselves for adult behaviors, feel a heightened sense of responsibility (i.e., for themselves, their parents, their siblings) (4), and operate under a family “no talk” rule (5). These experiences can amplify the emotional stress and physical consequences of trauma. In addition, stigma associated with PSM and family secrecy may lead children to internalize negative emotions (3) and prevent them from sharing what is happening in their family.

The original ACE Study (1) identified household substance abuse as the most prevalent (25.6%) of the seven ACEs, or potentially traumatic events, that can occur in childhood. Anda et al. (6) pointed out that the respondents reporting parental alcohol abuse were the most likely to report experiencing all seven ACEs. With a higher number of ACEs correlating with higher risk, youth living in homes where parents misuse substances stand out as being at the greatest risk among an already high-risk population (i.e., children experiencing ACEs). The 1998 ACEs study and a subsequent accumulation of evidence (7–9) establish broad agreement that growing up with PSM is linked to further increased risk for substantial negative outcomes including chronic health problems (2) and behavioral health problems, including SUDs (10, 11).

While the rates of alcohol and other drug use vary somewhat across countries, substance use and its relationship to other health disparities is a growing global public health concern. Worldwide, alcohol use increased over the past three decades and is expected to continue to do so, both in terms of prevalence and severity of use (12). An estimated 43% of those aged 15 years and older across the globe engaged in past-year alcohol use in 2016 (13). The World Health Organization (13) estimated that 45 to 60% or more of current alcohol consumers in the Russian Federation, European countries (e.g., Bulgaria, Poland, and Romania), several sub-Saharan African countries (e.g., Angola and Democratic Republic of the Congo), Australia, and countries in South America (e.g., Peru, Bolivia, Brazil) engaged in heavy episodic drinking (i.e., consuming 60 grams or 2.12 ounces or more of pure alcohol on one or more single occasions per month) in 2016. The National Center for Drug Abuse Statistics (14) reported that 60% of adults in the U.S. increased their alcohol consumption during the COVID-19 lock down.

The 2021 World Drug Report (15) reported that, in 2019, an estimated 5.5% of those ages 15–64 worldwide were past-year drug users (i.e., the 12 months prior to being surveyed), which is a 22% increase from 2010. In the U.S., the estimates of rates of adult past-year drug use are reported in two age groups: (a) young adults 18 to 25 and (b) adults 26 and older. Estimates of past-year illicit drug use among young adults increased from 37.5% in 2015 to 39.1% in 2019 and to 40.9% in 2022 (16, 17). Estimates of past-year illicit drug use among adults ages 26 or older increased from 14.6% in 2015 to 18.3% in 2019 to 23.7% in 2022 (16, 17).

Globally, 13% of those estimated past-year users of any drug, ages 15–64, suffered from drug use disorders in 2019 (15). Among young adults in the U.S., the 2019 rate (14.1%) of past-year SUD almost doubled to 27.8% in 2022. Among adults ages 26 and older in the U.S., the rate of past-year SUD in 2019 of 6.7% more than doubled to 16.6% in 2022 (16, 17). Individuals with a SUD and those in recovery faced increased challenges and vulnerability to severe COVID-19 illness and death (18) and had greatly reduced access to treatment (19, 20). Notable also in this context, is the reported statistically significant positive correlation between having children (i.e., being a parent or guardian) during the COVID-19 lockdown and increased alcohol consumption in Europe, Canada, and the U.S. (21).

Prevalence data regarding the percent of children worldwide or in the U.S. impacted by PSM is not available. Based on data from the combined 2009 to 2014 National Surveys on Drug Use and Health, Lipari and Van Horn (22) estimated that about 12% of U.S. children aged 17 or younger lived in households with at least one parent (biological, step, adoptive, or foster) who had past-year substance use that resulted in significant impairment. Based on data from the 2018 German Epidemiological Survey of Substance Abuse, Kraus et al. (23) estimated that about 5–9% of German children lived in households where at least one adult had an alcohol use disorder and about 1% of children lived in households where at least one adult had a disorder related to illicit drug use. These estimates do not include the identified and projected negative impacts of the COVID-19 pandemic on household substance use rates. This suggests that an even higher percentage of children have faced an increased risk of PSM and other ACEs (i.e., death of a parent, parental depression) (24, 25) as a result of the pandemic. The results of the 2021–2022 Maryland Youth Risk Behavior Survey/Youth Tobacco Survey indicate that 25.3% of high school youth and 18.3% of middle school youth reported having ever lived with someone who was having a problem with alcohol or drug use (26). Pre-pandemic levels are not available as this inquiry was new to the 2021–2022 version. Because the pandemic also resulted in decreased access to protective factors like caring relationships with adults and access to prosocial peers (27), the negative impacts of PSM have likely been greatly compounded.

The scope and risks associated with PSM, exacerbated by the pandemic, call on communities and schools to adopt strategies that effectively identify and engage this population of children so they can receive selective prevention, or prevention efforts designed for a group identified as being at higher risk for developing problems (28), in this case living in a household where parents misuse substances. By definition, selective prevention involves selecting or identifying individuals in a target population prior to providing prevention services. Similar to PSM, Reedz et al. (29) highlight how the failure to identify children impacted by parental mental illness has large implications for public health given that identification is a core requisite for intervention. Published studies of selective prevention efforts to address PSM demonstrate that participants experience positive results, such as improved coping skills, increased problem solving ability, enhanced social competency, and reduced isolation and loneliness (9, 30–36). For the past several decades, programs for this population have occasionally been offered in various settings such as SUD treatment centers, community agencies, and schools (37). However, results from the 2019 National Survey on Drug Use and Health (RRID:SCR_007031) (16) indicate that less than 2% of adults received substance use treatment in the past year, highlighting the fact that efforts to reach impacted youth are extremely limited if dependent on adults accessing treatment. Even if adult access to treatment increased greatly, most treatment is brief and thus, selective-prevention services for impacted children would be time-limited and not consistent with principles of effective prevention (38).

With an estimated 91% of U.S. youth attending public schools (39), schools are an obvious hub for providing core elements of a public health approach to children’s mental health (40). Through schools, children and families could have easy access to evidence-based programs and practices around a variety of mental and behavioral health topics, including the impact of PSM on children. School-based services, implemented in a confidential manner during the school day, decrease common access barriers like transportation, scheduling, parental readiness for change, and stigma of going to a treatment center (41).

Engaging children impacted by PSM requires thoughtful and ethical navigation through a complex intersection of circumstances and approaches informed by the unique needs of potential participants and their families. Compared to children in other high-risk groups where determinants of health are more readily assessed (i.e., obesity, low reading levels) or a matter of public record (e.g., death of a parent), children exposed to PSM are often uniquely hidden in plain sight of those who could readily provide support. Earning trust can be challenging for school personnel when family members work to ameliorate the associated shame and stigma of PSM through denial, minimization, and secrecy (42). Families may fear their child’s participation could result in further negative consequences, such as disclosure of illegal activities, concerns about confidentiality (8), or losing custody of their children (43). The children themselves may be simply unaware of or unable to name what is happening in their family (44) or may avoid disclosure at school (8). Even when educators are specifically trained on how PSM can impact children, student behavior may not elicit referral.

This article introduces an innovative approach used by the KLU program for nearly two decades to identify, enroll, and engage students impacted by PMS into its selective prevention program. We also examine how KLU’s approach to student identification and engagement aligns and contrasts with previously evaluated screening and engagement strategies through a review of approaches employed by other published programs.

The first school-based KLU groups started in 1989 in Frederick County (Maryland) Public Schools (FCPS) with fourth and fifth graders and expanded into secondary schools later that year. KLU includes two components: (a) a preventive intervention program providing four arms of direct service: school-based counseling groups implemented during the school day, referral and linkage, a summer day camp, and a community art show, and (b) a manualized process for identifying and referring students into the program. The focus of this article is evaluating the effectiveness of KLU’s manualized process for identifying and referring students into the program.


Description of KLU’s multi-method, multi-source approach to student identification and referral into level one of program

The KLU identification and engagement approach involves time-targeted efforts led by the KLU-trained school counselor, including an annual classroom lesson, a take-home parent letter, follow-up and referral, as well as ongoing referral efforts. While the FCHD’s KLU counselors take the lead in implementing the school-based groups, collaborating FCPS school counselors play an important role in identifying and referring participants, maintaining participant confidentiality, and supporting successful program implementation. School counselor involvement in the identification and referral process, as well as in co-leading the school-based groups, is aligned with the school counselor role in providing education, assessment, direct interaction, linkage, and counseling. Because of the level of training of school counselors, at least in Maryland, school counselors are equipped to assess mental health needs, protect private health information, facilitate referrals, and collaborate with parents and community members to meet student needs. School counselor certification in Maryland requires a master’s degree in counseling or school guidance and counseling from a Council for Accreditation of Counseling and Related Educational Programs accredited program (45).

KLU further trains collaborating school counselors to use both time-targeted and ongoing identification and referral approaches using the 80 plus-page KLU Handbook for School Counselors. The KLU Handbook and training emphasize respect for all potential participants and families as well as best practices of school counselors, the Family Educational Rights and Privacy Act, and the Health Insurance Portability and Accountability Act (e.g., confidentiality of potential participants and their household members, not asking direct questions about individuals who misuse substances in the household). The KLU staff annually review, update, and improve the KLU Handbook and training based on their own observations, collaboration with school counselors and FCPS leadership, and evaluator recommendations based on analysis of school counselor feedback collected from an online survey administered every other year.

In Step One of KLU’s identification and referral approach, KLU-trained school counselors across Frederick County teach a 45-min prevention classroom lesson to all of the fourth grade classes at their school in the first term of the school year. This lesson is another way FCPS and FCHD partner in prevention. While serving as a strategy to prompt self-referral into KLU’s school-based groups, the classroom lesson is also universal prevention, or prevention aimed at the entire population (28), in this case, all fourth graders.

The fourth grade lesson includes a video and discussion about PSM. The lesson teaches how and when to seek help as well as coping strategies. The lesson also provides information about situations that children living in households where adults misuse substances are likely to encounter (i.e., one sibling taking care of another, parents arguing about the substance misuse, parents behaving erratically, children feeling worried or scared about what is happening). Much of this information applies to ways children can cope with other ACE’s (e.g., divorce, parent illness). The video and classroom lesson help students learn that if someone close to them misuses alcohol or other drugs it is not their fault and it is not their responsibility to change or fix it. The video reinforces non-stigmatizing messaging around SUD and people who misuse substances.

To reinforce the coping strategy of reaching out for help, students privately complete and return a Request to See the Counselor form during the lesson. This is an opportunity for students to self-identify as needing to see the school counselor. This form and process is the same or similar to how students across FCPS are accustomed to requesting individual time with their school counselors. The form allows students to choose a topic (e.g., today’s lesson, a playground issue) or to provide their own reason to speak with the school counselor. Students can also indicate they do not need to talk now. The school counselor explains to the entire class that students wanting to talk about the video, as well as students wanting to talk about other topics, can speak privately with the counselor. The counselor then collects the confidential forms. This approach protects student confidentiality by clarifying that if a student meets with the counselor, it does not necessarily mean the student is impacted by PSM.

Within a few days of the classroom lesson, the school counselor sends a letter (available in English and Spanish) home to parents of all the students from the classes receiving the lesson. KLU’s Letter to Guardians of All Fourth Graders provides critical information about SUD and prevention and recovery resources. The letter also introduces KLU as a confidential and positive opportunity to support students concerned about the substance use of someone close to them, explains that KLU participation does not depend on identifying whose substance use is of concern, and invites parents to refer their child by completing and returning the attached permission form in a confidential manner. The letter, provided on school letterhead, explains that the counseling program at the school is designed to support each student’s social and emotional health so that they can take advantage of their educational opportunities. It also reminds parents that children see the school counselor for a variety of reasons and that school counselors regularly teach classroom lessons, meet with students individually, and lead small groups as part of their role as a school counselor. This letter also invites parents to reach out to the school counselor with questions or for more information. Both the classroom lesson and the letter describe SUD as a disease and provide messaging intended to reduce stigma around substance use.

The methods utilized in Step One of the identification and referral process also serve as universal prevention aimed at educating teachers, parents, and all fourth graders about the impact of PSM and local and national resources for seeking help, including the Substance Abuse Mental Health Services Administration, the health department, KidsHealth.org, and the National Association of Children of Addiction. The video and follow up discussion are also specifically designed to increase compassion and concern for the often not discussed ACE of household substance abuse.

In Step Two, the school counselor meets privately with students who indicated they would like to talk about the classroom lesson. As guided by the KLU Handbook, the purpose of this individual meeting is to provide an opportunity for students to privately share thoughts and feelings about the video and lesson and to reinforce positive help seeking. Students may talk to their school counselor about any situation they wish, including the substance misuse of someone in their household; however, KLU trains school counselors to not ask about any home situation directly. This meeting creates an opportunity for the school counselor to determine whether or not a student’s particular situation meets the criteria for referral to KLU (i.e., someone close to them currently engaged in substance misuse in a way that worries or bothers them). If the school counselor thinks the student meets criteria, the counselor tells the student about the KLU group and gives the child the opportunity to self-refer. If the school counselor is unsure if the child meets criteria, the counselor is trained to reach out to the KLU program director to discuss the referral situation. If the school counselor thinks the student does not meet the criteria for KLU, or if a student who meets the criteria does not receive parent permission to participate, the school counselor, based on training and experience as a Maryland certified school counselor, determines appropriate next steps in supporting the student.

In Step Three, the school counselor calls parents who returned permission forms to ensure their understanding of KLU and to welcome the child into the program. In the final step, Step Four, school counselors compile a list of referrals, complete a confidential referral form for each student on the list, and provide these to the program to say KLU program director. The director then works closely with school counselors to confirm each student fits the target population. In schools with 70 students or less per grade level, KLU recommends school counselors conduct the above-described referral process with both fourth and fifth grade students every other year instead of every year. In order to identify enough students for a group, school counselors at schools with a total enrollment of less than 115 students, may include 3rd graders. Hereafter, student participants are referred to as fourth graders. KLU starts in fourth grade because of how the program fits into the overall FCPS health curriculum and fourth grade standards. Additionally, based on risk and protective factors (27), KLU aims to facilitate forming strong bonds with students before they transition into middle school and before youth would typically initiate experimental alcohol or drug use.

While most referrals come through the time-targeted efforts led by school counselors in the fall, KLU also invites ongoing referrals from school counselors and professional and non-professional community members. KLU promotes community member referral through a variety of means. These include a webpage with program and referral information, presenting an annual art show and public reception, meeting with local mental health providers, attending and speaking at school and community health fairs and meetings, and hosting full-day conferences about PSM featuring nationally known speakers, panels, and workshops. Community members, including families who may not have received or processed the fourth grade letter (e.g., did not read the letter, recently moved into the area) are encouraged and invited to refer impacted students to KLU by contacting either the KLU program director or the relevant school counselor.

To provide context for KLU’s selection and referral approach, we conducted a literature search for articles published between 1990 and March 2020 about how school-based, selective prevention programs similar to KLU go about identifying and engaging youth impacted by PMS. We focused on the steps taken by these programs to identify and refer these youth in grades three to 12 and the reported effectiveness of their identification, referral, and engagement strategies as compared to KLU’s approach. Using ERIC, PubMed.gov, Google, and Bing and the following keywords: children of substance abusing parents, children of alcoholics, children of drug users, household substance use problems, households with substance abuse, selective prevention programs, prevention programs for children from households with substance abuse, school-based prevention, recruitment, school-based mental health, and substance use disorders, we identified seven programs to review: (a) Students Together and Resourceful (46); (b) the Stress Management and Alcohol Awareness Program (34, 47); (c) Friends in Need (48); (d) Children Having Opportunities in Courage, Esteem, and Success (CHOICES) (33); (e) McNair and Arman’s (42) “small group model” program; (f) an earlier model of the School-Based Support Groups (we label version 1) (31); and (g) a later model of the School-Based Support Groups (we label version 2) (49). Our review focused on the steps taken by these programs to identify and refer youth in grades three to 12 and the reported effectiveness of their identification, referral, and engagement strategies as compared to KLU’s approach. The seven published programs represented various settings across the U.S. (i.e., suburban, inner city) and served different race/ethnic populations. Although statistical significance was not reported, the five programs reporting on gender suggested a difference in gender representation, with one program reporting a male majority participation rate and four reporting a majority female participation rate.

All seven programs described a single referral source of either self or school staff (e.g., school counselors, administrators, special educators, nurses, campus supervisors, or teachers). None of the programs described an option for parent or community member referral. In two reviewed programs (Students Together and Resourceful and Stress Management and Alcohol Awareness), the self-referral methods described overlap somewhat with KLU’s self-referral method. These programs begin with a school-based presentation of a video about PSM, and interested students attend a follow-up student assembly where the program is introduced. At the conclusion, the students who remain interested, take home a combined letter and parent consent form to participate in the group. The self-referral method used by the CHOICES program begins with a school counselor-taught universal prevention classroom lesson, including a video about a child overcoming concerns about parental alcoholism and a discussion. To this point, it is the most similar to KLU’s Step One of the time-targeted approach but diverges thereafter. As guided by the CHOICES program approach, the school counselor then solicits responses on a student screening questionnaire and follows-up privately with students whose responses indicated exposure to problems like those in the video and interest in participating in a group. School staff-referral strategies involved training adults to either administer student questionnaires or select students based on learning about how living in households where parents misuse substances impacts children.

While KLU developed its identification and referral process before reviewing strategies used by other school-based, selective prevention programs, KLU utilizes all of the strategies (i.e., video, classroom lesson, educating school staff about how PSM negatively impacts children, student survey) and referral sources (e.g., self, school counselor, and other school personnel) used by the other programs. However, KLU is unique in its multi-method and multi-source approach, particularly its use of parent and community referral sources.




Materials and methods

This study focused on results from a 10-year, field-based evaluation of KLU’s manualized approach to selecting and referring fourth grade students impacted by PSM into its school-based, prevention program. Adhering to the methods and protocols as reviewed (full review) and approved by the Maryland Department of Health Institutional Review Board, this study used data from program records, referral forms, school records, personal communication with FCPS’s Supervisor of Facilities and Planning, and an every-other-year feedback survey of collaborating school counselors. Each of these data sources and methods is detailed below.


Program records

KLU stores program records in a confidential Excel database. For this article, we examined data regarding participating schools, the number of program sessions offered, and student program attendance. We entered de-identified information into a confidential SPSS file to track how many referred students were enrolled, engaged, and completed the Level One group meetings offered during the referral year. A student was coded as referred into the program once KLU received a completed referral form. A referred student was considered enrolled into the program once KLU received parent consent and the student was determined to be an appropriate referral based on the target population definition. An enrolled student was considered engaged once the student attended at least one school-based session, and an engaged student was coded as having completed the program if the student attended at least 75% of the Level One group meetings offered during the referral year.



Referral forms

The KLU referral form documents the information needed for a child to be enrolled and engaged into the KLU school-based prevention program. The person completing the form indicates how each referral fits the target population. Once received by the FCHD, the KLU program director reviews and makes a final decision about each referral.

To increase ease of use and decrease confusion, KLU has two slightly different versions of the referral form. One version is for collaborating school counselors and the other is for community-based referrals. While in both versions the person completing the form provides their own name and contact information, KLU needs and asks for fewer contact details from the collaborating school counselor than from community members. In both versions, the person completing the form provides the date of the referral and the following information about the student being referred: name, grade level, school, race/ethnicity (i.e., African American/Black, Asian, Hispanic/Latino, American Indian or Alaska Native, Caucasian or White, Native Hawaiian or Other Pacific Islander, or more than one race), gender (female or male), and date of birth. KLU asks school counselors to provide demographic information based on the student’s official school records, community members (e.g., social workers, therapists) to base this on information collected during their own intake process, and family members to base this on personal information. Notably, over the 10-year period of data collection, the guidelines, definitions, and categories for race/ethnicity and sex/gender changed. In this article, the methods and results are presented using the language used in 2010, when data collection began.

The target population is students directly and currently (within the past six months) impacted by PSM. The most common situations in which this would occur are: a child living in a household or regularly visiting a household where at least one parent is engaged in problematic substance use, a parent has been diagnosed with a SUD, or a parent is newly in treatment or recovery from a SUD. Other ways children are directly and currently impacted by PSM are collaboratively considered on a case by case basis between the referring party and the KLU program director. Both versions of the referral form also pose three questions used to confirm the student fits the target population and is appropriate for the group: (a) Does child have current, direct exposure to parent/caregiver substance abuse? (yes, no, or unsure, and if no or unsure, contact the KLU program director prior to completing this form); (b) Describe how this student meets the target population; and (c) Please list attributes that will help this student be a productive group member (i.e., seeking help, interested in receiving or giving peer support). KLU uses the third question to promote engagement and completion rather than a reason to decline enrollment. The answers to these questions and, in some cases, conversation between the referral source and KLU, result in a final list of referred students.

The main difference between the two referral form versions is the number of options for referral source. Both forms offered these seven options: community member (mental health professional, teacher, neighbor, friend, other family member, etc.); parent/guardian request; KLU staff; school counselor and student self-referral (not related to the time-targeted approach in the Handbook); do not know; and other (please describe). The time-targeted process enumerated in the KLU Handbook adds three additional referral source options to the school counselor version of the form: (a) Parent/guardian referred via permission letter sent home to guardians of all fourth graders, (b) Student referred from individual meeting with school counselor requested by the student on the Request to See the Counselor form provided in the classroom lesson, and (c) Other referred from individual meeting with school counselor lesson not requested by the student on the Request to See the Counselor form provided in the classroom lesson. For purposes of analysis, we combined five of the uncommon referral sources into one category and added a category for those referrals that came from both parent letter and self, resulting in six referral sources. Table 1 presents the time-targeted and ongoing referral methods, referral sources, and the six condensed coding options used in this study for analysis: parent letter, self, parent letter and self, school counselor, other knowledge of the program – combined, and source not known. The school counselor version of the KLU referral form also provides check boxes for KLU to track the outcome of appropriate referrals selecting from the following options: enrolled, appropriate referral and parent permission given; not enrolled, appropriate referral, but parent would not give permission; not enrolled, appropriate referral, but program was full; and not enrolled, appropriate referral, but program not available at the school. Data regarding the not-enrolled subcategory was inconsistently documented. KLU confidentially stores de-identified referral form data from the 2010/11 school year through the 2019/20 school year in SPSS.



TABLE 1 Referral form coding options, descriptions of each referral method and source, and corresponding analysis categories.
[image: Table1]



School records

We retrieved school-level student enrollment data, the percent of students receiving free and reduced meals, and demographic data by school from the Maryland State Department of Education (50). Because school demographics can change based on the specific cohort of students and county-level changes, we selected the 2018/19 school year as the most representative because it was the largest referral year during the 10-year study period. For each school referring students, we examined the demographic data for referred students and compared this with demographic data for all students in the corresponding grade levels.



Personal communication with FCPS’s Supervisor of Facilities and Planning

We retrieved school-level community setting data from the FCPS Supervisor of Facilities and Planning, (E. Pasierb, personal communication, March 15, 2021). Each referring school’s location was identified as being in one of the four types of residential settings in the county: (a) urban areas (i.e., incorporated cities with more than 50,000 residents), (b) small cities/towns (i.e., incorporated towns/cities of less than 50,000 residents), (c) unincorporated growth areas (i.e., characterized by expanding housing development along commuter highways to Baltimore and Washington, DC), and (d) non-growth areas (i.e., rural areas, farms, and unincorporated communities). This information provided the four categories used to examine whether KLU’s referral and engagement approach is equally effective in producing referrals across community settings.



School counselor feedback survey

Since 2013, KLU, in collaboration with FCPS, has administered an online School Counselor Feedback Survey every other year to school counselors from all schools collaborating with KLU. The survey includes several items asking school counselors to provide their perspectives on various aspects of the identification and referral process. Based on recommendations from the evaluation team, the survey items changed slightly over administrations. School counselors completed the School Counselor Feedback Survey during a designated time-period at their convenience and in an anonymous and voluntary fashion. This article only includes results from the 2018/19 administration; however, 2012/13, 2014/15, and 2016/17 surveys were conducted in essentially the same manner, and results were equally positive in nature with many of the same counselors participating in each survey administration. Because the focus of this article is on identification and engagement of elementary school students, results from middle and high school counselors are not included. In spring 2019, the FCPS Supervisor of Behavioral Health and Student Services sent an email with a link asking collaborating school counselors to complete the anonymous, online survey within the designated 2-week window. Eleven days after the initial request, the Supervisor sent a reminder email. The survey was closed three weeks after the initial request. The 2018/19 survey consisted of 18 items focused on the identification and referral process, school counselor ratings regarding their role in implementing KLU, barriers to implementation, and student and school outcomes counselors attribute to KLU implementation. Twenty school counselors (from 20 participating elementary schools) completed the 2018/19 KLU School Counselor Feedback Survey regarding the 2018/19 school year, resulting in a 100% response rate from elementary school counselors referring students into Level One.




Results


Effectiveness of identifying and enrolling students fitting the target population


Total number of students referred

From 2010/11 to 2019/20, 537 students were referred to Level One of KLU through use of KLU’s manualized identification approach. Between 2010/11 and 2019/20, there were 11,329 students in the corresponding collaborating schools and grade levels. Using a 95% attendance rate results in an estimated 10,763 students receiving the universal classroom lesson and Letter to Guardians of All Fourth Graders. This means that approximately 5% of all attending fourth graders were identified as fitting the target population.

One hundred percent of elementary school counselors completing the 2018/19 (N = 20) School Counselor Feedback Survey agreed that KLU’s identification and referral process identified students who otherwise may not have received prevention services. Ninety percent agreed the process effectively enrolled most, if not all, of the students fitting the target population into the program while 5 % disagreed, and 5 % “did not know.”

Of the county’s 35 public elementary schools, 24 referred students to KLU between 2010 and 2019. As shown in Table 2, the average number of elementary students referred each program year by school ranged from 1.8 to 6.8 students. Contributions by school to the total number of students referred into the Level One program ranged from less than 1% to 12%. Whether this difference in referral numbers is due to differences in how the approach was implemented at these schools or due to the number of children living in households where parents misuse substances is not known. Starting in 2016, there was an increase in KLU’s funding which led to adding elementary schools. During the 2010/11 school year, there were 30 students referred to Level One from six participating elementary schools. The largest referral year was the 2018/19 school year with 86 students referred from 18 schools.



TABLE 2 Referring elementary school participation by community setting: average number of referrals and # of years partnering with KLU from 2010 to 2019 compared to school-level demographics using 2018/19 data.
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Percent of students identified and referred who enrolled, engaged, and completed level one of the program

Figure 1 describes the number and percent of students referred, enrolled, engaged, and completing KLU Level One from 2010/11–2019/20. Ninety-eight percent (n = 527) of total referrals (N = 537) received parent permission and enrolled in the program, 96% (n = 515) engaged, and 83% (n = 448) completed at least 75% of the Level One group meetings. Of the ten students referred but not enrolled, nine were not appropriate referrals and one did not receive parent permission to participate. Of the 11 students enrolled but not engaged, six moved prior to the program start date and five for undocumented reasons. Of the 68 students engaged that did not complete at least 75% of the Level One group meetings offered during the referral year, 51 did not complete due to individual circumstances (e.g., moving away, low attendance), and 17 were unable to complete the Level One program related to system issues (e.g., when the group was too small to continue or was discontinued because of the pandemic).
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FIGURE 1
 Percent and number of students referred, enrolled, engaged, and completing KLU level one from 2010–2019.




Referral percentages across sex/gender and racial/ethnic groups

The sex/gender and race/ethnicity of referred students is examined in order to determine the effectiveness of KLU’s identification and referral approach in equitably reaching the target population. Data regarding adult past-year use suggests that children of both genders and racial/ethnic identities are vulnerable to the ACE of PSM. Thus, a difference in referral across groups could suggest a bias or limitation in the approach’s ability to reach the target population.


Sex/Gender

Fifty-five percent of the total of 537 program referrals were female, and 45% were male. In 2018/19, across the 18 elementary schools, considering all of the students in the corresponding grade levels, 52% were male and 48% were female. 2018/19 program participants were 57% female and 43% male. Using a one sample t-test, no statistically significant difference was found between the number of female and male students in the school vs. in the group, suggesting the identification approach is equally effective at identifying female and male students.



Race/Ethnicity

Of the 537 students referred, 70% were White, 14% African American/Black, 7% two or more races/ethnicities, 7% Hispanic/Latino, 1% of unknown race/ethnicity, <1% American Indian or Alaska Native students, <1% Asian, and <1% Native Hawaiian or other Pacific Islander. In the corresponding grades levels across the 18 elementary schools participating in 2018/19, ethnic/racial diversity ranged from 7 to 94% non-White. Due to the small sample size, we grouped non-White students for this analysis. Using a one sample t-test, no statistically significant difference was found between the number of White and non-White students in the schools vs. in the groups. Although the sample size is limited, this implies the school and KLU group numbers were demographically similar. Table 3 presents non-grouped race/ethnicity data, comparing the number of students in pertinent grade levels by each race/ethnicity in the 2018/19 participating schools with the number of students referred to Level One in 2018/19 by each race/ethnicity.



TABLE 3 Race/ethnicity of students attending vs. referred in participating schools and grade levels using 2018/19 school and program data.
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Referral percentages across varying school sizes, community settings, and socio-economic factors

Figure 2 shows the average number of students referred each year ranged from 3.5 to 4.2 students, suggesting that KLU’s approach is effective across various settings. This seems to indicate that school setting does not predict identification success. The average number of students referred each year ranged from 3.5 to 4.2 students, suggesting that KLU’s approach is effective across various settings indicating that school setting does not predict identification success. The total school enrollment in collaborating elementary schools varied in 2018/19 from 99 to 788. In that same school year, the percent of students in collaborating elementary schools qualifying for free and reduced meals ranged from 6 to 100%. Table 2 illustrates KLU’s success in engaging students across Frederick County’s range of school sizes, community settings, and percent of students receiving free and reduced meals.
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FIGURE 2
 Average number of students referred annually by school setting.





Differential contribution across referral sources

Figure 3 shows the percent of referrals by source. Parent referral, a strategy not included in any reviewed studies, contributed the highest percentage of referrals (44%, n = 238) in response to a student take-home letter alone), self (18%, n = 94), school counselor (13%, n = 70), other/a combination (24%, n = 129), and not known (1%, n = 6).
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FIGURE 3
 Referral source and method resulting in identification and referral into school-based selective prevention program.


The time-targeted counselor-led approach resulted in 81% (n = 435) of all referrals compared to 19% (n = 102) from the ongoing approach. Eighty-two percent (n = 238) of referrals resulting from the time-targeted approach were from the parent letter, either alone or when the student also self-referred. Of note is that 10 of the 238 students in the parent letter referred group were also school counselor referred, suggesting that the school counselor had a role in these referrals. Over 80% (n = 430) of referrals came as a result of the lesson-letter combination (i.e., referrals came either solely from parents giving participation consent from a letter sent home with students after the classroom lesson, students asking to speak to the counselor after the classroom lesson, or a combination of the two).



Relationship between referral source and student sex/gender and race/ethnicity

Referral source data was analyzed by gender using a chi-square analysis at the 95% confidence level. No significant differences were found by sex/gender in the overall likelihood of referral within each referral source suggesting there is no relationship between sex/gender and referral source.

Referral sources were analyzed by race/ethnicity using a chi-square analysis at the 95% confidence level. No statistically significant differences were found, suggesting that a particular referral source was not better for one group than another. However, due to the small sample size within certain racial/ethnic groups and within certain referral sources, there was limited statistical power. Table 4 presents the distribution of racial/ethnic groups within each referral source (e.g., the number and percent of students from each racial/ethnic group that were referred by parent letter). Analysis of Table 4 suggests racial/ethnic distribution across most referral sources is consistent with the racial/ethnic distribution of referrals. However, since White students accounted for 85% (n = 61) of school counselor referrals compared to being just 70% (n = 373) of all referrals, Table 4 suggests that school counselors were more likely to refer White students than those of other race/ethnicity groups. Table 5 examines the distribution of referral sources within each race/ethnicity group (e.g., the number and percent of African American/Black students referred by referral source). Table 5 indicates that, across all ethnic groups, the most common referral source was the parent letter. There was a directional relationship suggesting that Hispanic/Latino students may be more likely to be referred through self-referral than other ethnic groups. Table 5 results also suggest there may be a greater likelihood for White students to be referred through their school counselor when compared to the referral rates of other ethnic groups.



TABLE 4 Distribution of race/ethnicity within each referral source.
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TABLE 5 Referral source distribution within each race/ethnicity.
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Meeting population’s unique needs for confidentiality within a school-based setting

In the section of the KLU School Counselor Feedback Survey which asked collaborating elementary school counselors from participating schools to provide their perspectives on various aspects of the KLU identification and referral process, school counselors gave positive feedback. One hundred percent of school counselors agreed the process enrolled students whose parents likely would not have given permission for the program if the referral were handled in a less thoughtful manner, provided a fair (i.e., unbiased, objective) process for identifying and enrolling students into the program, helped families and students avoid stigma sometimes associated with substance abuse, and protected students from potential negative consequences of sharing that substance abuse is occurring in the family. Furthermore, 100% of school counselors (N = 20) agreed that KLU’s identification and referral process respected school counselor input, followed school regulations, and followed professional standards for school counselors.



Identification approach also serving as universal prevention

While KLU targets and serves Frederick County youth in grades 4 to 12 whose lives are directly impacted by PSM, a central component to the identification process is a universal prevention strategy for fourth graders across the county. In the 2019/20 school year, the county had 35 elementary schools, and 19 (54%) of these elementary schools partnered with KLU. During the time-targeted efforts led by school counselors in the 2019/20 school year, 15 (43% of all) Frederick County elementary schools implemented the 45-min universal prevention classroom lesson with their fourth-grade classrooms. Based on the 2019/20 Frederick County average daily attendance rate of 95% (50), we estimate 46% (n = 1,353) of Frederick County’s fourth graders received the classroom lesson about children growing up in households where caregivers misuse substances, and their families received the information letter with local and national resources and information about SUD, recovery, and prevention. Of the 19 participating elementary schools in 2019/20, two schools with small class sizes used the time-targeted approach in their fourth and fifth grades and one school, with less than 100 students total, in grades three, four, and five. Three additional schools with small class sizes taught the universal prevention lesson with both fourth and fifth graders in 2018/19 and did not implement KLU’s identification and referral process in 2019/20, but conducted Level Two groups. One school did not have enough referrals (four or more) for a Level One group. A total of 63 fourth grade students, or 5% of all fourth graders estimated to have received the classroom lesson (1,353), were enrolled in the school-based, selective prevention aspect of KLU for the 2019/20 school year.

In addition to the results regarding implementation of the classroom lesson across the county, the KLU School Counselor Feedback Survey provides information regarding the perceived impact of the lesson. Eighty percent (n = 16) of elementary school counselors indicated that showing the video resulted in kids reaching out to share concerns, 5% (n = 1) said No, and 15% (n = 3) indicated this did not apply or they did not know. Ninety-five percent of elementary school counselors reported KLU helped raise awareness about the negative impact of family substance abuse on students, and 5% (n = 1) said it did not. Ninety-five (n = 19) percent of elementary school counselors also indicated KLU materials helped them be more attuned to substance use related issues for all students. Fifty-five percent (n = 11) of elementary school counselors indicated KLU helped raise awareness among school staff about problems associated with substance misuse, while 30% (n = 6) said they did not know, 10% (n = 2) said it was not applicable, and 5% disagreed. Another reported outcome of the universal prevention aspect to the KLU approach is that 90% (n = 18) of elementary school counselors agreed or strongly agreed that the process identified students who needed school counselor support even though they did not fit the KLU target population, 5% (n = 1) disagreed, and 5% (n = 1) said they did not know.



Replicability and scalability

KLU’s identification and referral approach, applied over the 10-year period of the study (and in current use), reliably engages students into its Level One program. Over its 30 + −year program history, new principals have signed on, new schools have been adopted, and new counselors have been trained, with consistent and growing levels of support at the county level from both the health department and the public school system. KLU prioritizes program expansion in currently participating enrollment areas, or feeder patterns, and expands to further areas beginning at the elementary level where there is potential to engage middle and high schools as students age up through the program. KLU provides both the manual (i.e., KLU Handbook for School Counselors) and training to prospective school counselor collaborators to initiate strong, collaborative relationships and establish consistent administration. The manual and training provide guidelines for maintaining respect for potential participants and families, including confidentiality, and detail the steps of administering the time-targeted (i.e., classroom lesson plan, parent phone calls, answers to frequently asked questions) and ongoing identification and referral efforts. KLU teaches prospective school counselor collaborators, prior to their direct involvement, how to use the manual. The training is updated annually based on observations and feedback. As shown in Table 3, a few schools partnered with KLU during the entire study period, while others only partnered for one or two years. In only one situation was the reason for only one year of referral due to a discontinuation of participation, which in this case was due to a change in administration. In other cases, the number of years being less than ten years was due to a school joining the program at some point during the ten-year window, the school counselor not finding enough referrals for a group, or the school referring students every other year due to their small school size. Consistency of school participation and continued success with identifying students with high levels of enrollment, engagement, and program completion establishes that KLU’s approach is manageable and productive to replicate.

Decades of prevention research suggest often prevention programs found to be efficacious in the community setting do not maintain outcomes once implemented in school settings or are not successfully sustained (51). In contrast KLU and FCPS have collaborated successfully for over 35 years to identify children impacted by PSM and provide a multi-year, multi-strategy school-based prevention program. When asked to rate the extent to which any of the items from a list of possible barriers were a barrier to KLU implementation, 100% (N = 20) of the elementary school counselors indicated not a barrier at all when asked about lack of administrative support, lack of clarity about the school counselor’s role with KLU, and lack of communication from the KLU staff. When asked about lack of teacher support as a possible barrier 70% (n = 14) said not a barrier at all, 25% (n = 5) responded a small barrier, 5% (n = 1) responded somewhat of a barrier, and none responded a large barrier. Results regarding referral outcomes, ongoing school participation across program years, school sizes, student demographics, and community settings, combined with consistently positive survey results from school counselors regarding the effectiveness of the approach and their capacity to implement without barriers, indicates the ability of this approach to go to scale and be replicated. Replication and scale have already occurred within a large county, and materials are prepared for use in other counties or states.




Discussion


Identification and referral approach effective across range of participants and settings

This study investigates KLU’s approach to identifying students living in households with substance use problems in order to engage them into selective prevention services designed to address their unique needs. A major finding of this study is KLU’s success in effectively identifying 537 children living in households where parents misuse substances for its school-based prevention program. Feedback from collaborating school counselors indicates broad agreement that the process effectively enrolled most, if not all, of the students fitting the target population into the program. Many efforts to reach youth impacted by parental SUD have been group interventions connected to adult treatment programs. Unlike these and other efforts to engage children negatively impacted by PSM, KLU’s referral approach is not dependent on caregiver engagement in treatment, the diagnosis of a SUD, or requiring that families share tightly held information about family substance use. Given the estimate that 12% or more of U.S. children are impacted by PSM, and the estimate that 5% of fourth graders were identified, the program appears to be identifying 42% of the estimated total target population. Comparison of sex/gender and race/ethnicity of the referred students to those in the relevant grades at their schools revealed no statistical differences. This suggests that the KLU approach is promoting equitable access independent of sex/gender and race/ethnicity.

As with other approaches that were inclusive of children from minority and majority populations, analysis of KLU’s approach suggests it is effective with boys and girls and students of diverse race/ethnicity. Our results also indicate similar rates of effectiveness across all types of school settings including schools in urban areas, small cities/towns, and unincorporated commuter route growth areas, and non-growth areas, such as rural and agricultural areas. Likewise, participation was robust at schools with both high and low percentages of students receiving free and reduced lunches suggesting effectiveness in reaching students in various socio-economic situations. These outcomes indicate that KLU’s identification and engagement strategy is effective across a range of populations. Finding no positive correlation between the size of the school and the average number of students referred by year suggests the referral rate is impacted by other school-level and community-level variables. One possibility is the uneven distribution of school counselor caseloads from 99 to over 700 students. Other possible contributors are additional roles school counselors play in different schools (i.e., substitute administrator, behavior management, lunch, recess, bus duties), experience level of the school counselor with the referral process, trust level between the school and community, and possible differential rates of substance use.

KLU’s referral outcomes are consistent with what would be predicted given the at least modest referral success of other published selective-prevention programs for this target population using fewer referral sources and methods and not integrating parent-referral (32–34, 42, 46–49). Given that KLU’s approach integrates all sources and methods previously used, it makes sense the KLU approach is identifying 5% of fourth graders across a range of participants and school settings, among a population previously defined as hidden in plain sight and largely not served.



Parents as effective source of referral

Another major finding from this study is that the method of showing students a video about PSM, sending home a parent letter about KLU and PSM, and allowing parents to refer their child was the largest single source of referral. This challenges what appears to be previously held assumptions about the validity and practicality of parent referral for this population. Our review of other school-based, selective prevention programs in peer-reviewed published studies demonstrated a reliance on self and school staff referrals. While the KLU approach to identification and referral includes self and school staff referrals, it adds the options of parent and community/other referrals.

When conducted in partnership with public schools, a parent referral letter is a free, easy-to-implement referral method with a notable absence in the literature regarding its use with other school-based programs. Relatives with custody of children due to neglect, absence, or death of a parent related to problematic substance use, non-using parents, parents newly in SUD recovery, and parents with untreated SUD may not only be open to the child participating in a program such as KLU, but also actively seeking support through the school or community. By not providing this easy option for referral, programs are likely missing a significant portion of the target population. Sending permission forms home with students is already a part of school culture (i.e., field trips, school pictures). Although incorporated into the other knowledge of program – combined referral category for analysis, nine students (2% of total referrals) were based solely on the parent knowledge of the program and reaching out to have their child referred. This accounted for more than one-third of the referral sources in this combined category, highlighting the value of the health department and school system partnership and the potential to facilitate community-based outreach through a largely school-based approach.

The value of parent referral in identifying this population is not surprising when considering the well-established role of parent engagement in all aspects of children’s health and well-being (52). It seems previous identification efforts may have been influenced by the assumption that parents who misuse substances misuse would not refer their children into prevention services for the impact of PSM. The results of this study challenge this assumption and demonstrate consistency with results from other types of programs regarding the importance of parent referral.



Identification and referral approach also effective as universal prevention

The KLU fourth grade lesson (i.e., video and follow up discussion) is an integral step in identifying and referring impacted youth for selective prevention, but it also simultaneously provides important messaging about PSM for all students and school staff. KLU’s letter sent home by the school counselor informs interested families about KLU and how to refer their children and information about SUD, prevention, and recovery resources. In this way, KLU’s letter offers all families, including those who may not be ready to engage their child in KLU, critical and readily available SUD prevention and recovery resources. Use of videos in substance abuse prevention is well-established (36, 53). The Substance Abuse Mental Health Services Administration (54) recommends using videos to connect with the audience in implementing prevention strategies to effectively impact attitudes and change norms. Videos provide consistent messaging in an easily-digested form. Using a video to educate and promote de-stigmatizing language around substance misuse with the whole population of 4th graders and their teachers provides a way to change norms and attitudes about PSM. Our findings are also consistent with those of the reviewed programs reporting self-referral results following a universal prevention video about PSM (33, 34, 46, 47).



The promise of school-community partnership to address the public health crisis of children impacted by PSM

In the U.S., public schools served 91% of youth in 2021 (39). Results from this study highlight the opportunity of school-based selective prevention efforts (37) and the promise of KLU’s approach to identifying and engaging one of the highest risk and least-served populations. KLU’s referral process also offers an opportunity for students, regardless of gender, race/ethnicity, residential area, and socio-economic status, to enroll successfully and receive year-round selective prevention programming that spans from elementary school to high school graduation. With 90% of the elementary school counselors that employed KLU’s identification and referral approach agreeing or strongly agreeing that the KLU referral process identified students who needed school counselor support even though they did not fit the KLU target population, it is clear there is value in the program that is missed if conducted in a community setting. Furthermore, KLU’s engagement approach facilitates communication between students and their school counselors, increasing access to mental health support and other health prevention and promotion services.

KLU is effectively identifying children living in households with PSM, achieving a critical first step in addressing the public health crisis of PSM. This identification and engagement success is not surprising given KLU’s integration of school-based strategies as well as parent and community referrals. Taking a public health approach is necessary to address health concerns as significant and prevalent as PSM. KLU’s approach utilizes cross-sector identification strategies, systematically addresses ACEs by identifying those impacted, and enables equitable access.



Lessons learned

When the IRB-approved study was originally designed, the primary focus was on outcomes for KLU participants (e.g., sense of social support, coping skills). As the field-based evaluation study progressed, and after KLU was awarded a 2017 National Exemplary Award for Innovative Substance Abuse Prevention Programs, Practices, and Policies from the National Association of State Alcohol and Drug Abuse Directors, we became increasing aware of the innovation of KLU’s identification and engagement approach. While tracking the effectiveness of KLU’s identification and engagement strategies were always part of the study, we have now identified data that is relevant to the effectiveness of the approach that we did not track. For example, the referral process does not ask referral sources to document referrals not made because the parent would not grant permission for referral. Furthermore, not realizing the value of being able to examine each discrete and combined referral source, the referral form did not guide referral sources to document what they saw as the primary source of referral. Another lesson learned is to document the exact number of students present on the day of the classroom lesson and receiving the parent letter, allowing a more accurate analysis of those receiving the referral opportunity.

A final lesson learned is the importance of further evaluating fidelity to the manualized identification and referral process. While several aspects to handbook fidelity were assessed (e.g., use of the appropriate forms, implementation of the classroom lesson, sending home the parent letter), the quality of these efforts was not measured. Without this information, the extent to which the quality of the process (e.g., nature of the individual student meetings, counselor conversations with parents) influenced the number of referrals cannot be answered.




Recommendations for future research


Examine unique contribution of video as strategy for universal prevention and identification and referral into selective prevention program

While we believe the video in the classroom lesson is likely a contributing factor in the success of a child bringing the program and referral opportunity to a parent’s attention, the unique contribution of the video on self and parent referrals (i.e., because of how the video potentially influences the student’s conversations at home) needs to be examined. Also, we recommend that future studies focus on determining how many referrals were not made by school counselors or community members because of lack of processing the paperwork vs. parental refusal of the service for their child. By identifying the number of children fitting the target population whose parent does not provide consent at this point in the process, further work could be done to improve the referral strategy. Results from school counselors indicate that KLU’s identification and referral approach increases awareness and provides resources across the county, even if it did not identify impacted children, which it does.



Learn more about parents who refer in response to letter and to school counselor outreach

Results indicate that sending home a letter to parents followed by school counselor outreach is a highly effective method for identifying and engaging children impacted by PSM. However, we need to learn more about this population of parents. We recommend additional research to explore whether the majority of parent referrals come from parents who view themselves or someone else, or both, as having a problematic relationship with substances. By learning more about how various populations of parents perceive the KLU referral process, we can potentially increase access to the target population. KLU has worked from the assumption that asking families to disclose who has the substance use problem would reduce referrals, but this needs further examination. This research could be conducted after students have been engaged through an optional follow up study.



Conduct study with larger, more ethnically diverse population to examine relationship between family and student demographics and referral strategy

We may not have had the sample size needed to identify possible relationships between race/ethnicity and source of referral. The limited statistical power suggests that meaningful relationships could exist. For example, Hispanic/Latino children may be more likely to be self-referred from the classroom lesson than African American/Black or White children, supporting KLU’s practice of providing the parent letter sent home after the classroom lesson and community outreach materials in both Spanish and English. White students may be more likely to be referred through their school counselor than other ethnic groups. This could be due to a variety of factors (i.e., language barriers, lack of diversity of school counselors) that need to be explored in future studies. Another possibility for further examination is whether certain groups of students respond more readily to the opportunities for self-referral.




Recommendations for future policy and practices

Based on our findings regarding the success of the KLU approach to identifying, referring, enrolling, and engaging children impacted by PSM, we recommend a manualized, multi-strategy approach like the one defined and used by KLU. Given the lack of evidence-based programs for children negatively impacted by PSM in clearinghouses and databases of programs, we recommend ACE-targeted programming and use of ACEs as search terms in clearinghouses and registries. Furthermore, because childcare can be a barrier to parents being able to complete residential SUD treatment, we recommend that search engines for SUD treatment and recovery services, include filters that more readily allow referring professionals, family members, and those with an SUD to easily determine which programs allow children to live with their parents during treatment and what, if any, services the program provides regarding the impact of the use on the children.

To fulfill a public health approach to addressing the critical situation of children impacted by PSM, we need clear data about how many of those with SUDs are parents and how parenting affects substance misuse. If national surveys examining the status of substance use and mental health provided this information in addition to information about demographics like race, age, and marital status, we could better address and examine the effectiveness of strategies meant to identify and treat SUDs among parents as a specific target population and provide effective, age-appropriate preventive intervention with their children. Furthermore, we recommend that future studies examine the interaction effect between demographics and referral sources with a larger sample size. Further examination could lead to better understanding of how/if various recruitment strategies apply across demographic groups evenly or if some strategies are more robust with certain demographic groups and how strategies could be enhanced to increase the potential to reach more of this underserved population.

To address the public health crisis of children living in homes where adults misuse substances, we recommend that school systems across the country adopt KLU’s approach to identification and referral. Even if schools are not able to offer a multi-session, multi-year program like KLU, the findings suggest KLU’s identification and engagement approach is an easily implemented strategy that utilizes existing roles and resources to successfully identify children experiencing one or more ACE’s, thus allowing schools to offer school and community-based resources to reduce risk and promote resiliency.



Conclusion

KLU’s manualized, identification and referral approach was applied consistently over the course of the 10 years of study and reliably engaged students into its Level One program. Our results illustrate the efficacy of utilizing a combination of strategies, which include training school counselors to implement consistent practices county-wide year after year; supplying school counselors with information and resources; providing a universal prevention classroom lesson with a relevant video; supplying a parent letter with destigmatized messaging about substance misuse and SUDs across the school district; and allowing for parent, self, school counselor, and other community member referral. The KLU program has materials, handbooks, and evaluation tools so that the program is ready for prevention professionals to easily disseminate and replicate KLU’s identification and referral process. There is a tremendous need for programs like KLU that identify and support youth impacted by PSM and other ACEs. KLU’s readily adoptable approach holds promise for identifying and engaging children growing up with PSM, arguably the highest-risk and least served group of children in the U.S., so they can receive targeted, school-based prevention services.



Data availability statement

The datasets presented in this article are not readily available because of confidentiality requirements. Requests to access the datasets should be directed to the corresponding author.



Author contributions

JWM: Conceptualization, Formal analysis, Methodology, Project administration, Software, Writing – original draft, Writing – review & editing, Data curation, Investigation. JS-J: Conceptualization, Formal analysis, Investigation, Methodology, Writing – original draft, Writing – review & editing.



Funding

The author(s) declare that financial support was received for the research, authorship, and/or publication of this article. The Frederick County Health Department did not receive separate funding to conduct research. A portion of grant funds for Kids Like Us program implementation covered the program director’s (JWM) time overseeing and implementing the research and writing this article. The external evaluator’s (JS-J) paid time was partially devoted to the research and writing of this article. The two grants that supported the KIds Like Us program, and therefore, the research and writing, include: 1. Substance Abuse Treatment Outcomes Partnership (STOP) Grant funding is provided through the State of Maryland Behavioral Health Administration to the Frederick County Health Department: “FREDERICK, M290G, BHA, F868N, #N/A, AS122STP, SUBSTANCE ABUSE TREATMENT OUTCOMES PARTNERSHIP – S.T.O.P.” 2. Substance Abuse and Mental Health Services Administration’s (SAMHSA) Substance Abuse Prevention and Treatment (SAPT) Block Grant funds provided through the State of Maryland Behavioral Health Administration to the Frederick County Health Department: “FREDERICK E1803, OPHI, F841N, 93.959, MU532ADP, SUBSTANCE ABUSE PREVENTION.”



Acknowledgments

We gratefully acknowledge a few of KLU’s many advocates and champions, including but not limited to (a) the critical leadership and vision provided by the Frederick County Health Department, spanning KLU’s 35+ year history and the 10+ years of IRB-approved research, including Todd Crum, Supervisor of Prevention Services, Barbara A. Brookmyer, MD, MPH, Health Officer; Andrea L. Walker, MA, MPH, CPRP, Director of Behavioral Health Services; and Jay Hessler, LCPC, Assistant Director of Behavioral Health Services. They have continuously prioritized research and evaluation alongside direct services; (b) Hillary Gross performed data analysis for this article; (c) KLU counselors and interns played critical roles in training and engaging school counselors and community members in making referrals and carrying out KLU programming; (d) KLU’s 30 + -year partnership with Frederick County Public Schools, overseen by Janet Shipman, Supervisor of Behavioral Health and Student Services, a dedicated leader and diligent advocate for student support, has strengthened the partnership with KLU, supported collaborating school counselors, and helped administer the biannual KLU school counselor survey; (e) elementary school counselors initially helped develop the selection and referral process and continuously go above and beyond by leading and attending KLU training, implementing recruitment strategies, referring students, and taking the time that was instrumental to evaluate the engagement strategies; (f) most importantly, KLU students and families for trusting us, participating in KLU and this important research, and for providing feedback along the way so that we could make sure we are responsive to their needs; and (g) the valuable content and copy editing provided by Cherie Bosarge Dutton.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Abbreviations


ACE, Adverse Childhood Experience; FCHD, Frederick County (MD, U.S.) Health Department; FCPS, Frederick County (MD, U.S.) Public Schools; PSM, Parental substance misuse; KLU, Kids Like Us program; SUD, Substance use disorder.




References

 1. Felitti, VJ, Anda, RF, Nordenberg, D, Williamson, DF, Spitz, AM, Edwards, V , et al. Relationship of childhood abuse and household dysfunction to many of the leading causes of death in adults: the adverse childhood experiences (ACE) study. Am J Prev Med. (1998) 14:245–58. doi: 10.1016/S0749-3797(98)00017-8 

 2. Smith, VC, and Wilson, CR, Committee on Substance Use and Prevention. Families affected by parental substance use. Pediatrics. (2016) 138:2. doi: 10.1542/peds.2016-1575 

 3. Velleman, R, and Templeton, L. Understanding and modifying the impact of parents' substance misuse on children. Adv Psychiatr Treat. (2007) 13:79–89. doi: 10.1192/apt.bp.106.002386

 4. Tedgård, E, Råstam, M, and Wirtberg, I. An upbringing with substance-abusing parents: experiences of parentification and dysfunctional communication. Nordic Stud Alcohol Drugs. (2019) 36:223–47. doi: 10.1177/1455072518814308

 5. Morehouse, ER. Programs for adolescent children of substance-abusing parents in school and residential settings In: SLA Straussner and CH Fewell, editors. Children of substance-abusing parents dynamics and treatment. New York, NY: Springer Publishing Company (2011). 207–22.

 6. Anda, RF, Whitfield, CL, Felitti, VJ, Chapman, D, Edwards, VJ, Dube, SR , et al. Adverse childhood experiences, alcoholic parents, and later risk of alcoholism and depression. Hosp Community Psychiatry. (2002) 53:1001–9. doi: 10.1176/appi.ps.53.8.1001 

 7. Dube, SR, Anda, RF, Felitti, VJ, Croft, JB, Edwards, VJ, and Giles, WH. Growing up with parental alcohol abuse: exposure to childhood abuse, neglect, and household dysfunction. Child Abuse Negl. (2001) 25:1627–40. doi: 10.1016/s0145-2134(01)00293-9 

 8. Lander, L, Howsare, J, and Byrne, M. The impact of substance use disorders on families and children: from theory to practice. Soc Work Public Health. (2013) 28:194–205. doi: 10.1080/19371918.2013.759005 

 9. Peleg-Oren, N, and Teichman, M. Young children of parents with substance use disorders (SUD): a review of the literature and implications for social work practice. J Soc Work Pract Addict. (2006) 6:49–61. doi: 10.1300/J160v06n01_03

 10. Cheng, AWF, Chan, HB, Ip, LS, Wan, KKY, Yu, ELM, Chiu, WK , et al. The physical and developmental outcomes of children whose mothers are substance abusers: analysis of associated factors and the impact of early intervention. Front Pediatr. (2022) 10:1004890. doi: 10.3389/fped.2022.1004890 

 11. Lam, WKK, and O’Farrell, TJ. Dynamics of substance-abusing families and implications for treatment In: SLA Straussner and CH Fewell, editors. Children of substance-abusing parents: Dynamics and treatment. New York, NY: Springer Publishing Company (2011). 49–75.

 12. Rehm, J, and Shield, KD. Global burden of alcohol use disorders and alcohol liver disease. Biomedicines. (2019) 7:4. doi: 10.3390/biomedicines7040099 

 13. World Health Organization. (2018). Global status report on alcohol and health 2018. Available online at: https://www.who.int/substance_abuse/publications/global_alcohol_report/en/ (Accessed April 20, 2024)

 14. National Center for Drug Abuse Statistics. (n.d.) Alcohol abuse statistics. Available online at: https://drugabusestatistics.org/alcohol-abuse-statistics/ (Accessed May 8, 2024)

 15. United Nations Office on Drugs and Crime. (2021) World drug report 2021. Available online at: https://www.unodc.org/unodc/en/data-and-analysis/wdr2021.html (Accessed April 11, 2024)

 16. Center for Behavioral Health Statistics and Quality. (2020) Key substance use and mental health indicators in the United States: results from the 2019 National Survey on drug use and health. Available online at: https://www.samhsa.gov/data/sites/default/files/reports/rpt29393/2019NSDUHFFRPDFWHTML/2019NSDUHFFR1PDFW090120.pdf (Accessed March 1, 2022)

 17. Center for Behavioral Health Statistics and Quality. (2023) Key substance use and mental health indicators in the United States: results from the 2022 National Survey on drug use and health. Available online at: https://www.samhsa.gov/data/report/2022-nsduh-annual-national-report (Accessed March 12, 2024)

 18. National Institute on Drug Abuse. (2023). COVID-19 and substance use. Available online at: https://nida.nih.gov/research-topics/covid-19-substance-use (Accessed May 7, 2024)

 19. United Nations Office on Drugs and Crime. (2022). World drug report 2022. Available online at: https://reliefweb.int/report/world/unodc-world-drug-report-2022 (Accessed May 7, 2024)

 20. Carver, H, Ciolompea, T, Conway, A, Kilian, C, McDonald, R, Meksi, A , et al. Substance use disorders and COVID-19: reflections on international research and practice changes during the “poly-crisis”. Front Public Health. (2023) 11:1201967. doi: 10.3389/fpubh.2023.1201967 

 21. Roberts, A, Rogers, F, Mason, R, Siriwardena, AN, Hogue, T, Whitley, GA , et al. Alcohol and other substance use during the COVID-19 pandemic: a systematic review. Drug Alcohol Depend. (2021) 229:109150. doi: 10.1016/j.drugalcdep.2021.109150 

 22. Lipari, RN, and Van Horn, SL. (2017). Children living with parents who have a substance use disorder: the Center for Behavioral Health Statistics and Quality report. Available online at: https://www.samhsa.gov/data/sites/default/files/report_3223/ShortReport-3223.html (Accessed February 3, 2022)

 23. Kraus, L, Uhl, A, Atzendorf, J, and Seitz, NN. Estimating the number of children in households with substance use disorders in Germany. Child Adolesc Psychiatry Ment Health. (2021) 15:63. doi: 10.1186/s13034-021-00415-0 

 24. Abramson, A. (2020) How COVID-19 may increase domestic violence and child abuse. Available online at: https://www.apa.org/topics/covid-19/domestic-violence-child-abuse (Accessed May 26, 2023)

 25. Czeisler, ME, Lane, RI, Petrosky, E, Wiley, JF, Christensen, A, Njai, R , et al. Mental health, substance use, and suicidal ideation during the COVID-19 pandemic — United States, June 24–30, 2020. MMWR Morb Mortal Wkly Rep. (2020) 69:1049–57. doi: 10.15585/mmwr.mm6932a1 

 26. Maryland Department of Health. (2023). Select data points from the youth risk behavior survey/youth tobacco survey 2021-2022. Available online at: https://health.maryland.gov/phpa/ccdpc/Reports/Documents/2021%20YRBS%20YTS%20Reports/2021_22_Md_YRBS_YTS_Data-Overview%20%281%29.pdf (Accessed October 17, 2023)

 27. Hawkins, JD, Catalano, RF, and Miller, JY. Risk and protective factors for alcohol and other drug problems in adolescence and early adulthood: implications for substance abuse prevention. Psychol Bull. (1992) 112:64–105. doi: 10.1037/0033-2909.112.1.64 

 28. Gordon, RS. An operational classification of disease prevention. Public Health Rep. (1983) 98:107–9.

 29. Reedtz, C, Lauritzen, C, Stover, YV, Freili, JL, and Rognmo, K. Identification of children of parents with mental illness: a necessity to provide relevant support. Front Psych. (2019) 9:728. doi: 10.3389/fpsyt.2018.00728 

 30. Bröning, S, Kumpfer, K, Kruse, K, Sack, P-M, Schaunig-Busch, I, Ruths, S , et al. Selective prevention programs for children from substance-affected families: a comprehensive systematic review. Subst Abuse Treat Prev Policy. (2012) 7:23. doi: 10.1186/1747-597X-7-23 

 31. Emshoff, JG, and Price, AW. Prevention and intervention strategies with children of alcoholics. Pediatrics. (1999) 103:1112–21. doi: 10.1542/peds.103.S2.1112

 32. Gance-Cleveland, B. Qualitative evaluation of a school-based support group for adolescents with an addicted parent. Nurs Res. (2004) 53:379–86. doi: 10.1097/00006199-200411000-00006

 33. Horn, KA, and Kolbo, JR. Application of a cumulative strategies model for drug abuse prevention: exploring choices for high risk children. J Drug Educ. (2000) 30:291–312. doi: 10.2190/udc0-6ect-eqca-wvtt

 34. Short, JL, Roosa, MW, Sandler, IN, Ayers, TS, Gensheimer, LK, Braver, SL , et al. Evaluation of a preventive intervention for a self-selected subpopulation of children. Am J Community Psychol. (1995) 23:223–47. doi: 10.1007/BF02506937 

 35. Siegenthaler, E, Munder, T, and Egger, M. Effect of preventive interventions in mentally ill parents on the mental health of the offspring: systematic review and meta-analysis. J Am Acad Child Adolesc Psychiatry. (2012) 51:8–17.e8. doi: 10.1016/j.jaac.2011.10.018 

 36. Springer, J, Sale, E, Hermann, J, Sambrano, S, Kasim, R, and Nistler, M. Characteristics of effective substance abuse prevention programs for high-risk youth. J Prim Prev. (2004) 25:171–94. doi: 10.1023/B:JOPP.0000042388.63695.3f

 37. Griffin, KW, and Botvin, GJ. Evidence-based interventions for preventing substance use disorders in adolescents. Child Adolesc Psychiatr Clin N Am. (2010) 19:505–26. doi: 10.1016/j.chc.2010.03.005 

 38. Nation, M, Crusto, C, Wandersman, A, Kumpfer, KL, Seybolt, D, Morrissey-Kane, E , et al. What works in prevention: principles of effective prevention programs. Am Psychol. (2003) 58:449–56. doi: 10.1037/0003-066x.58.6-7.449

 39. National Center for Education Statistics. (2016). Table 206.30. Percentage distribution of students enrolled in grades 1 through 12, by public school type and charter status, private school orientation, and selected child and household characteristics: 2016. Available online at: https://nces.ed.gov/programs/digest/d20/tables/dt20_206.30.asp (Accessed May 15, 2022)

 40. Miles, J, Espiritu, RC, Horen, N, Sebian, J, and Waetzig, E. A public health approach to children's mental health: a conceptual framework. Washington, DC: Georgetown University Center for Child and Human Development (2010). 10 p.

 41. Snell-Johns, J, Mendez, J, and Smith, B. Evidence-based solutions for overcoming access barriers, decreasing attrition, and promoting change with underserved families. J Fam Psychol. (2004) 18:19–35. doi: 10.1037/0893-3200.18.1.19 

 42. McNair, R, and Arman, JF. A small group model for working with elementary school children of alcoholics. Prof Sch Couns. (2000) 3:4.

 43. Barnard, M, and McKeganey, N. The impact of parental problem drug use on children: what is the problem and what can be done to help? Addiction. (2004) 99:5. doi: 10.1111/j.1360-0443.2003.00664

 44. Kumpfer, KL. Outcome measures of interventions in the study of children of substance-abusing parents. Pediatrics. (1999) 103:1128. doi: 10.1542/peds.103.S2.1128

 45. Maryland State Department of Education. (n.d.) Available online at: https://www.marylandpublicschools.org/about/Pages/DEE/Certification/areas/School-Counselor.aspx#:~:text=A%20master's%20degree%20in%20school%20counseling%20or%20school%20guidance%20and

 46. Emshoff, JG, and Anyan, LL. From prevention to treatment: issues for school-aged children of alcoholics. Recent Dev Alcohol. (1991) 9:327–46.

 47. Gensheimer, LK, Roosa, MW, and Ayers, TS. Children's self-selection into prevention programs: evaluation of an innovative recruitment strategy for children of alcoholics. Am J Community Psychol. (1990) 18:707–23. doi: 10.1007/BF00931238 

 48. Dore, MM, Nelson-Zlupko, L, and Kaufmann, E. Friends in need: designing and implementing a psychoeducational group for school children from drug-involved families. Soc Work. (1999) 44:179–90. doi: 10.1093/sw/44.2.179 

 49. Gance-Cleveland, B, and Mays, MZ. School-based support groups for adolescents with a substance-abusing parent. J Am Psychiatr Nurses Assoc. (2008) 14:297–309. doi: 10.1177/1078390308321223 

 50. Maryland State Department of Education. (n.d.). Frederick County district information. Available online at: https://reportcard.msde.maryland.gov/SchoolsList/Index?l=10 (Accessed June 13, 2022)

 51. Fagan, AA, and Mihalic, S. Strategies for enhancing the adoption of school-based prevention programs: lessons learned from the blueprints for violence prevention replications of the life skills training program. J Community Psychol. (2003) 31:235–53. doi: 10.1002/jcop.10045

 52. Centers for Disease Control and Prevention. Parent engagement: Strategies for involving parents in school health. Atlanta, GA: U.S. Department of Health and Human Services (2012).

 53. Tuong, W, Larsen, ER, and Armstrong, AW. Videos to influence: a systematic review of effectiveness of video-based education in modifying health behaviors. J Behav Med. (2014) 37:218–33. doi: 10.1007/s10865-012-9480-7

 54. Substance Abuse and Mental Health Services Administration. Focus on prevention. HHS publication no. (SMA) 10–4120. Center for Substance Abuse Prevention, Substance Abuse and Mental Health Services Administration: Rockville, MD (2020).


Copyright
 © 2024 Wood Merchant and Snell-Johns. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/xhtml/Nav.xhtml




Contents





		Cover



		Multi-method approach effectively identifies and engages children impacted by parental substance misuse into school-based prevention services



		Introduction



		Description of KLU’s multi-method, multi-source approach to student identification and referral into level one of program









		Materials and methods



		Program records



		Referral forms



		School records



		Personal communication with FCPS’s Supervisor of Facilities and Planning



		School counselor feedback survey









		Results



		Effectiveness of identifying and enrolling students fitting the target population



		Total number of students referred



		Percent of students identified and referred who enrolled, engaged, and completed level one of the program



		Referral percentages across sex/gender and racial/ethnic groups



		Sex/Gender



		Race/Ethnicity









		Referral percentages across varying school sizes, community settings, and socio-economic factors









		Differential contribution across referral sources



		Relationship between referral source and student sex/gender and race/ethnicity



		Meeting population’s unique needs for confidentiality within a school-based setting



		Identification approach also serving as universal prevention



		Replicability and scalability









		Discussion



		Identification and referral approach effective across range of participants and settings



		Parents as effective source of referral



		Identification and referral approach also effective as universal prevention



		The promise of school-community partnership to address the public health crisis of children impacted by PSM



		Lessons learned









		Recommendations for future research



		Examine unique contribution of video as strategy for universal prevention and identification and referral into selective prevention program



		Learn more about parents who refer in response to letter and to school counselor outreach



		Conduct study with larger, more ethnically diverse population to examine relationship between family and student demographics and referral strategy









		Recommendations for future policy and practices



		Conclusion



		Data availability statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		Abbreviations



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in Public Health

Multi-method approach
eeff ctively identifies and engages
children impacted by parental
substance misuse into
school-based prevention services












OPS/images/crossmark.jpg
©

2

i

|






OPS/images/logo.jpg
¥ frontiers Frontiers in Public Health






OPS/images/fpubh-12-1433917-t002.jpg
Level one
referring schools

(grade levels)
from 2010 to
2019

Utban, incorporated

Elementary P (K-5)
Elementary Q (K-5)
Elementary J (K-5)

Elementary R (K-5)
Elementary § (K-5)

Elementary C (K-5)

Average # of
referrals per
school year
2010 to 2019

# of years school
partnered with
KLU 2010 to 2019

‘Small city or town, incorporated

Elementary M (3-5)
Elementary B (K-5)
Elementary I (K-5)
Elementary G (K-5)
Elementary T (3-5)
Elementary F (K-5)

Growth area, unincorporated
Elementary E (K-5)
Elementary K (K-5)
Elementary N (K-5)
Elementary A (K-5)
Elementary U (K-5)
Elementary V (K-5)

Elementary W (K-5)

‘Non-growth area, unincorporated

Elementary O (K-5)
Elementary H (K-5)
Elementary X (K-5)
Elementary D (K-5)

Elementary L (K-5)

indergarten through fifth grades. 3-

68 5
34 5
33 7
3 1
25 2
2 2
65 10
51 9
45 2
4 3
4 1
18 6
53 6
49 9
41 10
4 9
35 2
3 5
21 8
65 2
46 7
29 8
26 10
26 7

Total # of level
one referrals
from 2010 to

2019

65
46

Total school
enrollment
2018/19 school
year

690
517
668
732
583

627

299
727
693
613
457

247

788
602
654
650
679
475

455

494
262
184

579

% of students
receiving free
and reduced

meals 2018/19

351

100

50

829

711

685

325

332

58

213

108

328

54

386

337

37.1

128

331

203
22

316





OPS/images/fpubh-12-1433917-t003.jpg
Elementary African Hispanic/ Asian 2 or more
schools and American/ Latino races/

grade levels of Black ethnicities
referrals

# of students in corresponding school grade levels (# of students referred)

Totals reported 2006 (6) --1092 (60) --261 (1) --287 (8) -10(2) -21(5)
Elementary A 4" 126(3) 54(2) 35(0) 24(1) (0 13.(0)
Elementary B 4" 104 (6) 78(5) 9(0) 900 - () 8(1)
Elementary C 4" 93(4) =) -2 - (1) - (0) - (0)
Elementary D 5" 91(3) 70(3) - (0 - (0) - (0) - (0
Elementary E 4" 135 (4) 102 (4) - (0) 12(0) -(0) - (0)
Elementary F 4" 47(3) 4102) - (0) -0 - (0) =)
Elementary G 4" 108.(3) 81(3) 1) - (0) - (0) -0
Elementary H 4" 45(2) 42(0) -(2) - (0) - (0 - (0)
Elementary I 4" 127 (4) 104 (4) - (0) (0 - (0) - (0)
Elementary ] 5 101 (4) ) 2(1) 25(1) - (0) - (0
Elementary K 4" 121(5) 4502 36(3) 20 - () - (0)
Elementary L 3" - 5" 63 (4) 56 (4) - (0) -(0) -(0) - (0)
Elementary M 4" 99 (15) 89 (14) - () -0 - (0) - (0)
Elementary N 4° 138(5) 67(4) 3(1) 2(0) 10(0) - (0)
Elementary O 4° - 5" 13(7) 85(7) - (0) -10(0) - (0) - (0)
Elementary P 4" 120(5) 51(0) 32(0) 21(1) =) -3
Elementary Q 4" - 5" 218 (4) - (0) 50(0) 130 (3) (1) - (0
Elementary R 4™ 157(5) 86(3) 33(1) —11(1) -0 -0
5

Note. - indicates exact count not available for 2018/19. These data are unavailable for students in relevant grade(s) because there were either <10 students or the percentage was either <5 o
295; therefore, the corresponding counts were suppressed to protect the identitis, privacy, and personal information of individuals, o for an unspecified reason (Maryland State Department
of Education, n.d.). Data on American Indian or Alaska Native and Native Hawaiian or Other Pacific Islander students are absent from this table because KLU received no referrals for these
students in 2018/19. Consequently, the number for total reported is lower than the actual total number of students when examined by race/ethnicity.





OPS/images/fpubh-12-1433917-g003.jpg
Time-targeted, counselor-led approach
School-Based
N=435 (81%)

Parent letter
n= 238 (44%)

Self
n=94(18%)

Parent |etter
and self
n= 103 (19%)

Ongoing approach
School and Community-Based
N=102 (19%)

School counselor
n=72(13%)

Other knowledge of
program - combined
n=24(5%)

Source not known
n=6(1%)

Students referred into selective prevention program

N=537






OPS/images/fpubh-12-1433917-t001.jpg
Coding options on referral form

Referrals resulting from

Parent/guardian referred student via Step One
Permission Letter for Guardians of All 4th Graders

Student self-referred via Step Two individual
meeting with school counselor requested by the

student

Parent/guardian referred student via Step One
Permission Letter for Guardians of All th Graders
and student sel-referred via Step Two individual
meeting with school counselor requested by the

student
Referrals resulting from ongoing referral efforts

School counselor

Student self-referral request

Parent/guardian request

Professional referral (i.¢., mental health provider,

administrator, teacher)

Kids Like Us staff

Non-professional (e. g. community member)
Other (with a blank for description)

Unsure

Description of referral method and source

e-targeted referral efforts led by KLU-trained school counselor

Parent completed, signed, and submitted the permission portion of the leter sent home
with all fourth graders from participating schools, and the school counselor conducted

the follow-up phone call

Student asked to talk about the lesson on the Request to See Counselor Form during the

classroom lesson, and the school counselor followed up.

Parent completed, signed, and submitted the permission portion of the leter sent home

with all fourth graders from participating schools, and the school counselor conducted

the follow-up phone call. The student also asked to talk about the lesson on the Request
o See Counselor Form during the classroom lesson, and the school counselor followed

up.

School counselor refers based on awareness of student fitting target population but not
directly related to the KLU targeted referral efforts.
Student requests to participate outside of the time when the classraom lesson is

conducted,

Parent/guardian requests for child to participate not directly related to take-home letter.

School professional (other than school counselor) or community professional refers

based on knowledge of KLU and student needs.

KLU staff refers based on knowledge of a students need (e.g, sibling involvement).
Non-health professional community members refer based on general knowledge of KLU.
Indicates a source not previously described.

Source not known.

nalysis categories

Parent letter

Self

Parent letter and self

School counselor

Other knowledge of program

Other knowledge of program

Other knowledge of program

Other knowledge of program
Other knowledge of program
Other knowledge of program

Source not known





OPS/images/fpubh-12-1433917-t004.jpg
Race/Ethnicity

African

Referral sources American/Black

Other® Hispanic/Latino

TOTAL 373 70% 77 15% 46 9% 36 7% 532 100%
Parent letter 160 68% 39 17% 21 9% 15 6% 235 100%
Self. 64 68% 15 16% 5 5% 10 1% 94 100%
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Five referred students of unknown ethnicity are not included in the table. In some cases, adding rounded percentages resulted in a sum slightly > 100%. *Categories grouped for analysis: Asian,
Native American, Native Hawaiian or other Pacific Islander, and more than 1 ethnicity.
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OPS/images/fpubh-12-1433917-g001.jpg
98.7% [Ep¥d

ELRN 515






OPS/images/fpubh-12-1433917-g002.jpg
Average # of students referred

Urban, Small town or Growth area, ~ Non-growth el

incorporated city, incorporated unincorporated  unincorporated

School setting types





