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Abstract

Schools are a primary access point for youth mental health services, yet most lack the sustained funding, infrastructure,
and partnerships needed to build comprehensive and equitable systems of care. State policy offers a mechanism to address
these limitations, but there is limited guidance on how it can effectively support the development of infrastructure and part-
nerships at scale. This descriptive implementation paper introduces the Maryland Consortium on Coordinated Community
Supports (Consortium), a statewide initiative established through the Blueprint for Maryland’s Future Act, which allo-
cates $100 million annually to expand school-community mental health partnerships across all 24 Maryland jurisdictions.
Grounded in the Collective Impact Model, the Consortium offers funding, evidence-based training, and implementation
support to community behavioral health agencies and their school partners. We describe (a) the state policy mechanism
that created and sustained the Consortium, (b) how the policy was operationalized through the Collective Impact Model,
(c) early findings, and (d) practical implementation lessons. In Year 1, the Consortium funded over 100 partnerships across
Maryland, trained 1,218 providers in 18 evidence-based programs, and supported mental health services for 136,945
students statewide. Overall, the Consortium provides a practical example of how legislative investment can be translated
into sustainable school-community mental health partnerships through ongoing collaboration, learning, and refinement.
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Introduction workforce shortages, competing demands that limit imple-

mentation of evidence-based practices, and insufficient time

Youth mental health concerns in the United States are per-
sistently high, yet most young people who need care never
receive it (Avenevoli et al., 2015; Gorfinkel et al., 2023;
Racine et al., 2021). Schools are a critical access point for
mental health care for children and adolescents because they
reduce logistical barriers to care and allow services to be
delivered during the school day in a setting where students
already receive support (Hoover & Bostic, 2021). However,
schools face well-documented barriers that prevent them
from meeting student mental health needs at scale, including
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and funding for high-quality training (McPherson et al.,
2025; Nygaard et al., 2025). To address these challenges,
schools increasingly rely on partnerships with community
behavioral health agencies (Raviv et al., 2022). School-
community partnerships expand the range and availability
of mental health support beyond what either system could
offer alone.

Forming and sustaining school-community partnerships
requires infrastructure, such as stable financing and imple-
mentation support, that many schools lack. Recent federal
emergency and school safety investments (e.g., Elementary
and Secondary School Emergency Relief; Bipartisan Safer
Communities Act) enabled some districts to expand services
and partnerships (Duncombe & Syverson, 2023; Dwyer,
2023), but these funding streams were temporary and not
intended to sustain services long-term. Lasting implementa-
tion requires state policies that both fund school-commu-
nity mental health partnerships and build the infrastructure
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needed to support them. However, little is known about
how states translate legislated investments into coordinated
school-community mental health systems.

One example is the Maryland Consortium on Coordi-
nated Community Supports, established through the Blue-
print for Maryland's Future Act of 2021. The Consortium
invests $100 million annually to expand school mental
health services through coordinated partnerships between
schools and community behavioral health agencies. Using
the Consortium as a case example, this descriptive imple-
mentation paper describes how legislative investment can
be translated into a coordinated, statewide school-commu-
nity mental health system.

Addressing Youth Mental Health Through
School Mental Health Systems

What was once described as an emerging youth mental
health crisis has become an enduring one. Over the past two
decades, rates of diagnosed mental illness among U.S. chil-
dren have steadily increased (Tkacz & Brady, 2021), and
symptoms of depression and anxiety nearly doubled among
youth worldwide during the COVID-19 pandemic (Racine
et al., 2021). These trends are particularly pronounced for
racially minoritized youth, who experience longstanding
disparities in depression, anxiety, suicide risk, and trauma
(Prichett et al., 2024; Pumariega et al., 2022). Whether
driven by increasing prevalence, improved identification
systems, or both, these patterns underscore the need for
coordinated, systems-level approaches to expand access to
youth mental health care.

Schools are an important setting for addressing youth
mental health because they provide regular access to chil-
dren and families and can reduce logistical barriers that
often impede service utilization (Hoover & Bostic, 2021).
Early research suggested that a substantial proportion of
youth receiving mental health services accessed those ser-
vices through schools (Burns et al., 1995). More recent
evidence indicates that schools represent one of the most
common service sectors for youth mental health care, with
utilization rates comparable to outpatient specialty mental
health settings (Duong et al., 2021).

Comprehensive school mental health systems (CSMHS)
provide a framework for coordinating a continuum of men-
tal health services through partnerships among schools,
families, youth, and community behavioral health agencies
(Hoover et al., 2019). Within the CSMHS framework, the
term mental health broadly encompasses mental health,
behavioral health, substance use, and well-being, recogniz-
ing that terminology may vary across schools, districts, and
states. Services are typically organized within a multi-tiered
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system of supports (MTSS), including universal promotion
and prevention (Tier 1), targeted early intervention (Tier
2), and intensive individualized services (Tier 3). Although
CSMHS can expand access to care, disparities in service uti-
lization may persist within school-based settings (Wang et
al., 2020), underscoring the importance of equitable imple-
mentation and coordinated school-community partnerships.

School-Community Mental Health
Partnerships

School-community partnerships are a key mechanism for
implementing CSMHS. By partnering with community
behavioral health agencies, schools can expand provider
capacity, improve care coordination, increase access to spe-
cialized, intensive care, and address shortages of school-
employed mental health professionals (Bates et al., 2019;
Reaves et al., 2022). These partnerships vary considerably
in their scope, structure, and goals. Some focus primarily on
referral coordination, whereas more comprehensive partner-
ships may also incorporate structures that support meaning-
ful youth and family participation in planning and service
delivery. (Valli et al., 2016). Effective partnership models
require clear leadership, formal agreements (e.g., memo-
randa of understanding), data-informed planning aligned
with MTSS, meaningful youth and family engagement,
and sustained implementation infrastructure (Jones, 2013;
McCabe et al., 2021; Raviv et al., 2022; Roche & Strobach,
2019; Weist et al., 2023).

Despite broad consensus regarding the importance of
school-community partnerships, much of the existing lit-
erature focuses on locally initiated pilot programs or sin-
gle-district initiatives that rely on short-term funding or
voluntary participation (Austin et al., 2026; Cipriano et al.,
2026; Raviv et al., 2022). As a result, less is known about
how partnerships may be established and sustained through
legislative mandate and dedicated public funding at a state-
wide scale.

National Landscape and State Policy
Considerations

Across the United States, there is growing recognition that
state policy and infrastructure are critical to strengthen-
ing school mental health systems and supporting school-
community partnerships. Although federal investments
temporarily expanded service capacity and cross-sector col-
laboration in many districts (Duncombe & Syverson, 2023;
Dwyer, 2023), they were not designed to establish durable
financing or coordinated statewide systems. As these funds
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expire, states face increasing responsibility to align policy,
financing, and implementation infrastructure to sustain
school mental health systems. Consistent with this need,
states with designated policy and funding mechanisms dem-
onstrate higher quality school mental health systems and
greater long-term sustainability (Orenstein et al., 2024), and
national survey data identify state legislative priorities as
the strongest driver of comprehensive school mental health
systems implementation (Wright et al., 2025). However, rel-
atively few examples describe how states translate legisla-
tive policy and funding into coordinated statewide systems
that support school-community partnerships in practice.
Practice-informed examples from North Carolina and
Michigan illustrate how policy, funding, and infrastructure
can be aligned to support school mental health systems.
North Carolina established a statewide School Mental
Health Policy requiring all public schools to develop and
implement mental health plans, supported by legisla-
tive investments (e.g., Session Law 2020-7) and ongoing
reporting on service delivery, staffing, and student contacts.
Early implementation data indicate widespread adoption,
with 91% of schools reporting in Year 5 of implementation.
Improvements in access to services have also been docu-
mented, with 55% of schools reporting that access needs
are fully addressed (an increase from the previous year)
and an additional 41% reporting that needs are somewhat
addressed. Gains in early intervention services have simi-
larly been observed, with 62% of schools (n=196) reporting
that early intervention needs are fully addressed, up from
163 schools in Year 4 (North Carolina General Assembly,
2025). Similarly, Michigan has paired sustained legisla-
tive funding through Sect. 31n of the School Aid Act with
statewide guidance and intermediary infrastructure, reach-
ing 477 districts and 1,228 school buildings and supporting
over 511,000 students attending schools with at least one
state-funded mental health provider, alongside the hiring or
contracting of more than 315 full-time equivalent behav-
ioral health professionals (Michigan Department of Educa-
tion, 2023). This represents an approximate 60% increase in
reach since the 2019-2020 school year. State reports sug-
gest these efforts have been associated with increased avail-
ability of school-based providers, expanded student access
to services, and improved coordination between schools
and community mental health systems. Together, these
examples demonstrate how states can operationalize school
mental health policy through coordinated leadership, recur-
ring funding mechanisms, and implementation supports
that expand access to services at scale. However, they also
illustrate that statewide implementation can be structured in
multiple ways depending on how responsibilities for fund-
ing, governance, and service delivery are organized. Addi-
tional examples representing alternative implementation

approaches are needed to expand understanding of how
legislative investments can be translated into coordinated
statewide systems.

Purpose of the Current Paper

The purpose of this descriptive implementation paper is to
examine how state policy can catalyze the development of
a statewide school-community mental health system. Using
the Maryland Consortium as a case example, we describe
how legislative investment was translated into coordinated
statewide implementation. Specifically, we describe.

1. The legislative and organizational infrastructure that
established the Consortium,

2. How the five conditions of the Collective Impact
framework were operationalized to support statewide
implementation,

3. Early implementation outcomes demonstrating how
this infrastructure supported school-community mental
health partnerships, and

4. Practical implementation lessons for states seeking to
build sustainable school mental health systems.

The remainder of the paper is organized according to these
objectives. By documenting the Maryland Consortium's
approach, we aim to advance understanding of how states
can operationalize school-community partnerships to build
sustainable and scalable school mental health systems.

Operationalizing a Statewide School-Community
Mental Health System

The following sections describe the design, implementation,
and early implementation outcomes of the Maryland Con-
sortium to illustrate how statewide policy was translated
into practice.

Legislative Origins: Blueprint for Maryland’s
Future Act of 2021

Prior to implementation of the Blueprint for Maryland's
Future Act of 2021, access to comprehensive school mental
health services varied considerably across Maryland. Dif-
ferences in behavioral health infrastructure, provider avail-
ability, and the capacity of school systems and community
behavioral health agencies to work together resulted in
uneven access to services across jurisdictions. These dispar-
ities were particularly pronounced in rural and geographi-
cally isolated areas of the state, where workforce shortages
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and limited behavioral health infrastructure constrained
access to care. As a result, students’ opportunities to receive
prevention, early intervention, and treatment services often
depended on where they lived rather than their level of need.

Table 1 Operationalizing the five conditions of the CI model within

the consortium

CI condition

Description

Consortium activities

Strong Backbone

Common Agenda

Mutually Rein-
forcing Activities

Shared Measure-
ment Systems

Continuous
Communication

A dedicated
organization
with staff and
infrastructure to
coordinate the
initiative and
sustain alignment
among partners

All stakeholders

share a common

understanding of
the problem and

a joint vision for
change

Participating
organizations
undertake dif-
ferentiated but
coordinated
activities aligned
with and sup-
port the shared
agenda rather
than operating in
isolation

Partners use a
common set of
indicators and
data collection
approaches to
track progress
and enable col-
lective learning

Regular, struc-
tured commu-
nication among
stakeholders
that builds trust
and shared
understanding

Established the Consortium
as a backbone for SMH
statewide

Designated the Maryland
CHRC (governance, funding
administration) and NCSMH
(training, implementation
support, evaluation) as back-
bone partners responsible for
system coordination

Defined a shared statewide
vision for school-community
mental health partnerships
with three priorities: (1)
service reach, (2) strengthen-
ing the SMH workforce, and
(3) student mental health
outcomes

Implemented a two-tiered
grant model: CSPs as
regional hubs for cross-
sector coordination and
subgrants to community
behavioral health agencies
delivering school-based and
school-linked services
Established complementary
roles across CSPs, LEAs,
and providers to support
coordinated service delivery
Identified 18 priority EBPs
spanning prevention and
intervention

Developed standardized met-
rics and outcomes measures
menu commensurate with
common agenda priorities
Required reporting plans,
provided tailored support,
and conducted multi-step
data verification and state-
wide aggregation
Established multi-level
communication: Consortium
meetings (strategy), back-
bone coordination (align-
ment), and ongoing training/
technical assistance (office
hours, consultation, peer
learning, resource sharing)

Cl=collective impact; SMH=school mental health; CHRC=com-
munity health resources commission; NCSMH=national center
for school mental health; CSPs=community support partnerships;
LEAs=local education agencies; EBPs=evidence-based practices
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Recognizing these disparities, the Maryland General
Assembly enacted the Blueprint for Maryland's Future Act
of 2021, a comprehensive, multi-year education reform ini-
tiative informed by the work of the Commission on Inno-
vation and Excellence in Education (Kirwan Commission).
Although the Blueprint includes broad reforms spanning
educator quality, early childhood education, and college and
career readiness, it also recognizes that students’ behavioral
health needs are fundamental to academic success. Accord-
ingly, the legislation established the Maryland Consortium
on Coordinated Community Supports, allocating $100 mil-
lion in recurring annual funding to expand school-commu-
nity mental health services for children and adolescents in
the state.

Framework for Translating Policy to Practice:
The Collective Impact Model

The Consortium was intentionally structured using the Col-
lective Impact (CI) model to translate the Blueprint's leg-
islated investment in student behavioral and mental health
into coordinated statewide practice. CI is a cross-sector
approach designed to address complex social challenges that
require coordinated action across multiple systems, such as
education, health care, and community organizations (Kania
& Kramer, 2011). Because responsibility for youth mental
health services often spans schools, behavioral health pro-
viders, and government agencies, a structured model for
collaboration was necessary to align partners around shared
goals and coordinated implementation.

The CI framework identifies five conditions that sup-
port effective cross-sector collaboration: a common agenda,
strong backbone support, mutually reinforcing activi-
ties, shared measurement, and continuous communication
(Kania & Kramer, 2011; Kania et al., 2021). A common
agenda establishes a shared understanding of the problem
and collective goals across partners. Backbone support
refers to dedicated organization(s) responsible for coordi-
nating the initiative and providing administrative and strate-
gic leadership. Mutually reinforcing activities describe the
differentiated but coordinated actions taken by participating
organizations. Shared measurement systems allow partners
to track progress using common indicators, and continuous
communication supports trust, alignment, and collective
learning across stakeholders.

Consistent with this framework, the Consortium was
designed to operationalize these five conditions to support
coordinated implementation of school-community mental
health partnerships across Maryland. The sections below
describe how each CI condition is implemented within
the Consortium’s statewide infrastructure (Table 1). More
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detail may be found in the Request for Applications released
annually by the Maryland Community Health Resources
Commission.

Common Agenda

Consistent with the CI framework, the Consortium estab-
lished a shared statewide agenda to strengthen school-
community mental health services through coordinated
partnerships between schools and community behavioral
health organizations. This agenda reflects the Blueprint’s
recognition that academic success and student well-being
are closely interconnected, and that addressing behavioral
health needs requires coordinated action across education,
health, and community systems. To guide implementation
across jurisdictions, the Consortium defined three common
agenda priorities: (1) Service Reach (expanding access to
school-community mental health services); (2) Workforce
Development (training in evidence-based programs and
expansion of the behavioral health workforce); and Youth
Mental Health Outcomes (improving student mental health
functioning). These priorities provided a shared focus for
participating partners and served as the organizing structure
for implementation activities, service delivery, and evalua-
tion across the statewide system.

Strong Backbone

To support statewide coordination of this common agenda,
the Consortium established a centralized leadership structure
that functions as the initiative’s backbone. The Consortium
brings together approximately 25 representatives from edu-
cation, behavioral health, and state policy sectors to guide
strategy, align cross-sector efforts, and coordinate statewide
school-community mental health partnerships. Two desig-
nated backbone partners carry out the Consortium’s core
coordinating functions: the Maryland Community Health
Resources Commission (CHRC) and the National Center
for School Mental Health (NCSMH). The CHRC provides
policy oversight and financial management for the initiative,
ensuring that the Blueprint’s behavioral health investment
is administered in accordance with legislative requirements.
The NCSMH supports statewide implementation by pro-
viding infrastructure for training, technical assistance, data
systems, and evaluation. Together, these backbone partners
provide the governance, coordination, and implementation
support to align stakeholders and sustain school-community
mental health partnerships across Maryland (Fig. 1).

STRONG BACKBONE

Maryland Consortium on Coordinated Community Supports

Maryland Community Health Resources Commission ‘

* Services as the statewide infrastructure for implementing the Blueprint’'s student behavioral health provisions
* Oversees the multi-tiered grant structure supporting CSP and service provider partnerships
* [Establishes standards, reporting requirements, and accountability mechanisms

National Center for School Mental Health ‘

Provides the Consortium with staff
* Provides fiscal oversight for CSP and service provider grantees
* Ensures compliance with legislative intent

-

-

-

Disseminator of best practices in school mental health
Facilitates cross-site learning and capacity building
Leads data collection and analysis for Consortium

|

Supports Collective Impact Conditions:

Common Agenda (23 statewide priorities)
Shared measurement (M&D system, outcome monitoring)
Continuous Communication (Consortium meetings, TA, consultation)

|

Enables Mutually Reinforcing Activities:

I

}

.
—_— Service Provider grantee implementation
LEA +— | CSPregional Service Provider grantee implementation
partnerships coordination
Service Provider grantee implementation
t f

Outcomes: Increased service reach + workforce development + Improved student mental health outcomes

Fig. 1 Organization structure and backbone functions of the maryland consortium on coordinated community supports. Note. CSP=community

support partnerships. LEA=local education agency
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Mutually Reinforcing Activities

The Consortium operationalizes its common agenda through
a two-tiered grant model designed to establish and sustain
school-community mental health partnerships statewide.
This structure connects statewide leadership with regional
coordination and local service delivery. Through this model,
participating entities undertake differentiated but coordi-
nated roles aligned with the Consortium’s common agenda
priorities of increasing service reach, workforce develop-
ment, and youth mental health outcomes.

Funding Structure
Community Supports Partnerships

At the regional level, the Consortium awards grants to Com-
munity Supports Partnerships (CSPs). CSPs serve as coor-
dinating hubs responsible for strengthening collaboration
among local education agencies (LEAs) and community
behavioral health agencies. They are typically led by local
management boards or local behavioral health authorities
and governed by cross-sector leadership structures that
include youth and family representation. CSPs conduct
needs assessments and asset maps to identify local service
gaps, workforce needs, and demographic and geographic
disparities, and opportunities for expanding school-com-
munity mental health partnerships. These findings inform

regional planning, including strategies to promote health
equity.

CSP funding is awarded through a competitive appli-
cation process based on applicants’ capacity to coordinate
cross-sector partnerships, conduct regional planning activi-
ties, and support implementation of school-community
mental health services. Funding allocations are informed
by several indicators, including geographic context (e.g.,
urbanicity), socioeconomic indicators, and existing service
capacity or access. In Year 1, there were 10 CSPs covering
15 of Maryland’s 24 jurisdictions (Fig. 2).

Service Provider Grantees

To address locally identified needs, CSPs distribute sub-
grants to community behavioral health agencies (service
provider grantees) that partner with schools to provide men-
tal health services across the MTSS. Service providers are
required to establish a memorandum of understanding with
the partnering LEA and services are expected to comple-
ment rather than duplicate existing school-based supports
across the MTSS. Prior to submitting an application, pro-
spective service providers meet with the LEA to identify
how their organizational capacity and proposed services
can address locally identified student mental health needs.
Proposed services must be school-based (provided within
schools) or school-linked (provided in community settings
through coordinated school referrals), thereby expanding

Washington
V W :

Fig.2 Year 1 community support partnerships coverage statewide
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the reach of school mental health services across settings
(Weist & Evans, 2005).

Service provider funding is awarded through a competi-
tive application process. Applications are evaluated based
on providers’ capacity to partner with schools and deliver
high-quality mental health services aligned with docu-
mented community needs and the Consortium's priorities.
Applications are also evaluated on their promotion of health
equity, cultural and linguistic responsiveness, and meaning-
ful engagement with schools, families, and communities.
The LEA’s also provide input; prior to the Consortium scor-
ing applications, LEAs provide reviewers with a ranked list
of service provider applications reflecting local priorities.
In Year 1, 127 service provider grantees were funded across
the state, representing diverse community behavioral health
organizations (Table 2).

Following funding, the specific structures used to coor-
dinate school-community services are determined locally.
Referral processes, for example, may have involved a
school-employed mental health professional or other des-
ignated school staff member coordinating referrals from
teachers and families to the service provider grantee,
whereas other partnerships budget dedicated school-com-
munity liaisons to facilitate referrals and ongoing coordi-
nation. Similarly, service provider grantees’ participation in
student support or MTSS teams varied according to local
context, needs, and capacity. CSPs supported this integra-
tion by facilitating communication between LEAs and ser-
vice providers and ensuring that LEAs have an ongoing role
in coordinating how community-provided services inter-
face with existing school supports. This flexibility allowed
partnerships to establish coordination structures that reflect
local capacity, school context, and service delivery needs
while maintaining the Consortium’s broader expectations
for school-community collaboration.

Table 2 Year 1 service provider grantee characteristics

Category n (%)
Organization Type Non-Profit 92 (72%)
Hospital 5 (4%)
University 3 (2%)
Government Agency 6 (5%)
Other 28 (22%)
MTSS Tier(s) Targeted Tier 1—universal 81 (64%)
Tier 2—small group/brief 109 (86%)
Tier 3—individual 89 (70%)
Use of Priority EBPs Yes 93 (73%)
No 36 (28%)
Age of Students Served  Pre-K 8 (6%)
Elementary school 101 (80%)
Middle school 100 (79%)
High school 105 (83%)

MTSS=multi-tiered system of support. EBPs=evidence-based prac-
tices. Some categories are non-exclusive and do not add up to 100%

Importantly, although grants are awarded annually, Con-
sortium funding is intended to supplement rather than serve
as the sole funding source for ongoing services. Grant-
ees receive technical assistance focused on sustainability,
including individualized support to maximize Medicaid
reimbursement for eligible services, to support continuation
of services beyond the grant period.

Evidence-Based Practices and Implementation
Support

To promote the Consortium’s three common agenda pri-
orities, backbone partners identified 18 priority evidence-
based practices (EBPs) spanning the MTSS continuum
(Table 3). These EBPs address a range of student needs,
including mental health promotion and prevention as well
as targeted interventions for trauma, depression and anxiety,
suicide risk, and substance use. Service provider grantees
were expected to partner with schools to implement these
priority EBPs, although funding could also support non-pri-
ority EBPs and other services aligned with local needs and
context. Several priority EBP trainings were also open to
educators and school-employed mental health professionals
to strengthen the broader school mental health workforce
and promote shared knowledge across school and commu-
nity systems.

The Consortium supported implementation through stan-
dardized training and ongoing consultation. Training length
varied by EBP, ranging from half-day sessions (e.g., Coun-
seling on Access to Lethal Means [CALM]) to multi-day
trainings (e.g., Modular Approach to Therapy for Children
with Anxiety, Depression, Trauma, and Conduct Problems
[MATCH-ADTC], Family Check-Up), and was delivered
virtually using didactic instruction, demonstrations, role
plays, case studies, and discussion. To support initial imple-
mentation, grantees received intervention manuals and
implementation materials. Following training, providers
participated in three rounds of group implementation sup-
port calls with trainers and peers to address implementation
challenges and strengthen fidelity. Additionally, dedicated
training specialists with expertise in the priority EBPs pro-
vided individualized consultation, coordinated with EBP
purveyors, and developed implementation resources to sup-
port sustained adoption in practice.

Together, the coordinated roles of CSPs, schools, and
community behavioral health agencies—combined with
implementation of priority EBPs, workforce training, and
implementation support—create a system of mutually rein-
forcing activities that advances the Consortium’s priorities
of expanding service reach, strengthening the behavioral
health workforce, and improving youth mental health out-
comes. Additionally, unlike previously described models
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Table 3 Priority evidence based Description # Trainees
practices and training completion Tier 3 Evidence Based Practices
Unified Protocols for Trans- Addresses emotional disorders, including anxiety, depres- 285
diagnostic Treatment of Emo-  sion, and traumatic stress
tional Disorders in Children and
Adolescents
Modular Approach to Therapy = Addresses anxiety, post-traumatic stress, depression, and 124
for Children and Adolescents behavioral parent training for disruptive behaviors
with Anxiety, Depression,
Trauma, or Conduct problems
Safety Planning Intervention Assists at-risk adolescents in creating a list of coping strate- 164
gies and sources of support to reduce the risk of suicide
Counseling on Access to Lethal Counseling on reducing access to means of self-harmasa 111
Means key component of suicide prevention
Adolescent Community Rein-  Uses cognitive-behavioral therapy to reinforce substance- 47
forcement Approach free lifestyles in adolescents
Tier 2 Evidence Based Practices
Cognitive Behavioral Interven-  Teaches skills for healing from traumatic events, along with 155
tion for Trauma in Schools cognitive-behavioral therapy to address trauma symptoms
Bounce Back Teaches skills for healing from traumatic events, along with 71
cognitive-behavioral therapy to address trauma symptoms
Cognitive Behavioral - 69
Intervention for Trauma in
Schools+Bounce Back Combi-
nation Training
The Student Check-Up (Moti-  Designed to help adolescents adopt academic enabling 127
vational Interviewing) behaviors
Therapeutic Mentoring Develops mentor competencies in mental health theory and 36
practice to promote high
quality, strengths-based, culturally responsive mentoring
Screening, Brief Intervention, Screening, brief intervention, and referral to treatment for 128
and Referral to Treatment substance use disorders
Tier 1 Evidence Based Practices
Youth Aware of Mental Health ~ Educates students about mental health, promotes peer sup- 40
port, and aims to reduce depression and suicidal behavior
Botvin Life Skills Builds adolescents' confidence and skills to manage chal- 182
lenges, strengthen social skills, and resist substance use
Chicago Parent Program Focuses on positive parenting, reducing behavior problems 37
in young children, and emotional bonding and trust within
family units
Family Check-Up Designed to reduce children's problem behaviors by 57
improving parenting and family management practices
Strengthening Families Builds parenting skills, children’s social skills, and family 55
Program life skills
Circle of Security A video-guided parent program that helps caregivers of 25
. ) children build secure attachment
Indlc.:ates evidence-based Good Behavior Game* Teachers self-regulation skills while collaborating to make 49
practices only offered to SC,hOOI' classrooms peaceful and productive learning environments
emp}oyed stg H Sorpe P rOYldCI‘S Mental Health Essentials for Aims to enhance mental health awareness, resilience, and 33
received trainings in multiple . .
- - - Educators* coping skills among both educators and students
evidence-based practices. This
table should not be summed for Mental Health Essentials for Equips coaches and school staff with strategies to support 39

unduplicated counts

Coaches*

the mental well-being of their athletes/students

that primarily leverage education agency infrastructure to
coordinate implementation (e.g., North Carolina, Michi-
gan), the Maryland Consortium illustrates a complementary
approach in which community behavioral health organiza-
tions serve as the primary recipients of funding and driv-
ers of service delivery, supported by statewide intermediary

organizations that coordinate implementation, training,
technical assistance, and evaluation.
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Table 4 Mapping the consortium’s common agenda to a shared mea-
surement system

Data collec-
tion method
Students served (unduplicated)  Metrics Report
Students served by tier and EBP  Metrics Report
Schools served

Common agenda Shared measurement
priority

Service Reach

Metrics Report

Training and # Trainees in priority EBPs Registration

Workforce and attendance

Development Intent to use priority EBPs Post-training
Survey

Mental Health Desired outcome (Tier 1); Metrics Report

Outcomes Improvement, maintenance,

deterioration (Tiers 2 and 3)
EBPs=evidence-based practices

Shared Measurement Systems

The Consortium operationalized the shared measure-
ment systems component of the Collective Impact model
through a standardized statewide evaluation infrastructure.
This system consisted of standardized metrics, operational
definitions, reporting guidance, and data collection proce-
dures aligned with the Consortium’s three priority domains:
service reach, workforce development, and youth mental
health outcomes (Table 4).

Service Reach

Service reach metrics included the total number of undu-
plicated students and schools served, as well as the number
of unduplicated students receiving services at each MTSS
tier. To promote consistency across jurisdictions, all service
reach metrics were accompanied by common operational
definitions specifying how students and schools should be
counted. For example, the operational definition for the total
students served metric specified that each student could
only be counted once across the grant year, regardless of the
number of grant-funded services received.

Workforce Development

Workforce development metrics included participation in
priority EBP trainings, trainees’ intent to implement newly
acquired EBPs following training, and behavioral health
workforce expansion. Standardized operational definitions
established criteria for each workforce metric. For example,
the behavioral health workforce expansion metric captured
newly created, grant-funded positions providing direct
behavioral health services and classified them according to
whether the position required professional licensure or not.
Each newly created position was counted only once regard-
less of whether it was full-time, part-time, or contractual, or

whether the position was subsequently refilled due to staff
turnover.

Youth Mental Health Outcomes

Youth mental health outcome metrics included the number
and proportion of students demonstrating desired outcomes
(Tier 1) or improvement, stability, or deterioration in func-
tioning following intervention (Tiers 2 and 3). Because the
Consortium funded implementation of 18 EBPs, in addition
to numerous non-priority EBPs, across a large, heteroge-
neous network of service provider grantees serving diverse
populations and clinical concerns, the shared measurement
system was intentionally designed to standardize how out-
comes were reported rather than require a single statewide
outcome measure or definition of clinically meaningful
change. Accordingly, comparability across grantees was
achieved through standardized reporting metrics rather than
use of a single outcome instrument.

Backbone partners developed an approved menu of stu-
dent- and caregiver- reported outcome measures through
literature review and consultation with EBP developers
to ensure psychometric soundness, clinical relevance, and
feasibility. Priority EBPs were paired with recommended
outcome measures (e.g., Pediatric Symptom Checklist-17
[PSC-17], Generalized Anxiety Disorder-7 [GAD-7]),
while grantees implementing non-priority interventions
could propose alternative validated measures. Across Tier 2
and Tier 3 services, improvement reflected positive change
between pre- and post-assessments, although grantees could
use more sophisticated approaches (e.g., reliable change
indices) when supported by the selected measure. Stability
reflected no change between assessments, and deterioration
reflected worsening between assessments. For Tier 1 ser-
vices, which varied substantially in scope and intended out-
comes, grantees established EBP-specific success criteria in
advance and reported the number of participants achieving
the intended outcome using pre-post or post-only assess-
ments, as appropriate for the intervention. This approach
balanced statewide consistency in reporting with the flex-
ibility needed to accommodate diverse interventions and
outcome measures.

Data Sources, Procedures, and Analytic Approach
Data Sources

Service reach and youth mental health outcome data were,
submitted by service provider grantees through metrics
reports. Workforce development data were obtained through

centralized registration systems, attendance records, and
post-training surveys maintained by backbone partners.
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Procedures

In the beginning of the grant year, service provider grantees
completed a metrics plan describing procedures for collect-
ing each required metric, including data sources, approaches
for tracking unduplicated students across services, and out-
come measures selected for each EBP. Service reach and
youth mental health outcome data were, submitted via the
metrics report during three reporting periods across the
grant year (March-June, 2024; July-December 2024; Jan-
uary-June 2025)., Submitted metrics reports underwent
a two-reviewer verification process during each reporting
period. Reviewers independently examined submissions
for completeness, adherence to operational metric defini-
tions, internal consistency, and logical discrepancies (e.g.,
totals that did not reconcile across related metrics or miss-
ing required values). Reviewer discrepancies were resolved
through discussion. When questions remained, reviewers
contacted service provider grantees directly to clarify sub-
missions or request corrections before data were finalized
for statewide analyses. Throughout implementation, back-
bone partners provided ongoing consultation and technical
assistance to promote consistent interpretation of metrics’
operational definitions, support data quality, and address
reporting challenges.

Analytic Approach

Following data verification, finalized data were aggregated
across all funded service provider grantees to generate state-
wide implementation summaries. Analyses were descriptive
in nature. Counts, frequencies, and percentages were used
to summarize metrics within each of the Consortium’s three
priority domains (e.g., total students served, participation
in priority EBP trainings, mental health outcomes). Service
reach and workforce development metrics reflect cumula-
tive reporting across the grant year. In contrast, youth men-
tal health outcomes were summarized using data from the
final reporting period only. Because students could con-
tribute outcome data during multiple reporting periods as
part of routine progress monitoring, restricting analyses to
the final reporting period provided one end-of-grant-year
outcome per student while avoiding repeated observations
across reporting periods.

Continuous Communication
The Consortium maintains structured communication at two
levels: system-level communication among the Consortium

members and backbone partners, and practice-level com-
munication for CSPs and service providers. System-level
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meetings occur every two months to review progress on
legislative priorities and guide statewide strategy. At the
system level, the Consortium meets regularly (i.e., every
1-2 months) to review progress on legislative priorities
and guide statewide strategy. Backbone partners maintain
weekly communication to coordinate implementation activ-
ities, integrate feedback from the field, and align technical
assistance, training, and evaluation efforts. At the practice-
level, CSPs and service providers participate in weekly
technical assistance sessions. These sessions span office
hours, grant management meetings, and learning sessions
on school mental health topics (e.g., referral processes, best
practices for partnerships, sustainability of services). These
group learning opportunities are supplemented by individu-
alized consultation to address jurisdiction-specific chal-
lenges. Training materials, resources, and session recordings
are centrally archived to promote transparency, knowledge
sharing, and continuity across grantees. Additionally, during
the first grant year, CSPs focused on building coordination
capacity. As implementation advances, CSPs increasingly
convene providers locally to support alignment, peer learn-
ing, and coordinated service delivery.

Early Implementation Outcomes

Early outcomes are organized to align with the Consor-
tium’s three priority domains: service reach, workforce
development, and youth mental health outcomes. Findings
reflect the first year of implementation across all funded ser-
vice provider grantees. To avoid duplicating students across
reporting periods, outcome analyses use data from the
final reporting period, while service reach and workforce
metrics reflect cumulative reporting across the grant year.
Importantly, the following findings represent descriptive
implementation outcomes from the Consortium's first year
and are intended to characterize statewide implementation
rather than evaluate intervention effectiveness.

Service Reach

During the first year of implementation, service providers
reported serving 136,945 students statewide. These ser-
vices spanned the full continuum of a multi-tiered system
of support, with 108,760 students served through Tier 1
universal mental health promotion activities including care-
giver (i.e., Botvin Parent, Chicago Parent Program, Circle
of Security, & Family Checkup) and classroom (i.e., Bot-
vin Youth, Youth Aware of Mental Health) interventions,
20,865 students receiving Tier 2 early intervention services
such as therapeutic mentors, small-group interventions for
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trauma (e.g., CBITS/Bounce Back), support for academic
functioning, and screening for substance use disorders, and
13,140 students receiving Tier 3 treatment services such as
safety planning, and Cognitive-Behavioral Therapy based
interventions for common child mental health challenges.
Some students received services at multiple tiers. School-
based and school-linked services were delivered across the
majority of Maryland public schools, with providers report-
ing reaching 86% of Maryland public schools across all 24
LEAs, indicating broad statewide reach.

Workforce Development

Across reporting periods, 1,218 providers participated in
training across priority EBPs supported by the Consortium.
This included 207 school-employed providers and 1,011
community providers, reflecting the Consortium’s emphasis
on workforce development across both education and behav-
ioral health systems. Training participation varied by priority
EBP, with the largest proportion of trainees completing Uni-
fied Protocols for Transdiagnostic Treatment of Emotional
Disorders in Children and Adolescents (rn=285), followed
by Botvin Lifeskills Training: Youth Program (n=182), and
Safety Planning Intervention (n=164) (Table 3). Training
for school-based EBPs reached 121 school staff statewide,
including 33 staff trained in Mental Health Essentials for
Educators, 39 staff trained in Mental Health Essentials for
Coaches, and 49 staff trained in the Good Behavior Game.

Across service provider grantees, funds supported the
hiring of 705 behavioral health professionals, increasing
service capacity for school-based and school-linked ser-
vices. Examples of licensed new hires include psychiatric
nurse practitioners, clinical social workers, and psycholo-
gists. Examples of non-licensed new hires include case
managers, care coordinators, and school-community liai-
sons. Because these professionals frequently served mul-
tiple schools, jurisdictions, and community settings, these
figures represent workforce expansion rather than provider-
to-student staffing ratios.

Youth Mental Health Outcomes

Youth mental health outcomes were examined using avail-
able data from the final reporting period only to capture
end-of-grant year outcomes rather than interim progress
monitoring and to avoid duplication. Importantly, these out-
comes should be interpreted as descriptive implementation
metrics collected through the Consortium's shared measure-
ment system.

Outcomes data were available for 11,160 students at Tier
1 for the final reporting period. Eighty-five percent of those
students met the desired program outcome (e.g., increase
in mental health skills or knowledge). Because Tier 1 pro-
grams included a variety of evidence-based prevention ser-
vices with different intended outcomes and measures, this
pooled estimate should be interpreted with caution. Out-
comes data were available for 4,980 students at Tier 2 for
the final reporting period. Sixty percent of those students
demonstrated improvement in mental health outcomes and
an additional 35% maintained functioning over the report-
ing period. Deterioration was observed among 5% of stu-
dents. Similarly, among students receiving Tier 3 services,
5,237 had available outcomes data for the final reporting
period. Sixty-five percent showed improvement in mental
health outcomes during the final report period, while 18%
maintained functioning. Deterioration was observed among
17% of students.

lllustrative Program

To illustrate how the Consortium’s statewide infrastruc-
ture operates at the local level, a service provider grantee
is presented. This example highlights how service provid-
ers assessed local needs in collaboration with stakeholders,
selected and implemented priority EBPs, and coordinated
services within the broader school mental health system.

Backpack Healthcare

Backpack Healthcare is a pediatric and family mental
healthcare organization.

focused on expanding access to care for underserved
youth in Maryland. At the time of its initial grant applica-
tion, Backpack had approximately two years of experience
partnering with its local education agency (LEA) to provide
school-based substance use group interventions and school-
linked individual therapy. During the application process,
Backpack collaborated with the LEA and the CSP to iden-
tify unmet behavioral health needs and align its proposed
services with local priorities. These priorities included
expanding early intervention services for students experi-
encing trauma-related concerns through structured, skills-
based group programming, and strengthening pathways to
intensive mental health treatment for students with higher
level needs. These locally identified priorities aligned with
the Consortium’s common agenda priority of expanding
service reach. Backpack received Consortium funding to
expand its existing services through implementation of Tier
2 and Tier 3 EBPs.
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To support implementation, Backpack providers partici-
pated in Consortium-sponsored training, implementation
support, and ongoing technical assistance in several prior-
ity EBPs, including Cognitive Behavioral Intervention for
Trauma in Schools (CBITS), Bounce Back, and the Modu-
lar Approach to Therapy for Children with Anxiety, Depres-
sion, Trauma, or Conduct Problems (MATCH-ADTC).
Consistent with the Consortium's workforce development
priority, backbone partners also offered ongoing implemen-
tation support through group consultation calls and individ-
ualized technical assistance following training. Tier 2 EBPs
(i.e., CBITS and Bounce Back) were delivered as school-
based groups, while Tier 3 EBPs (e.g., MATCH-ADTC)
were primarily provided through school-linked individual
therapy. School-linked referrals were initiated by school
counselors, school social workers, other designated student
support staff, or families through Backpack's secure online
referral portal. Following referral, Backpack's Care Coor-
dination team managed intake, obtained caregiver consent
for services and a signed Release of Information (ROI),
and matched students to the appropriate level of care. The
Care Coordination team served as the primary liaison with
schools, coordinating communication through each school's
designated point of contact in accordance with the caregiv-
er's ROL. This included participation in student team meet-
ings, collaboration with caregivers, and warm handoffs to
additional community resources when appropriate.

Implementation highlighted several operational lessons
for Backpack’s school-community partnerships. Recruiting
students for groups and coordinating sessions around school
schedules required ongoing communication with school
staff, and participation sometimes fluctuated due to compet-
ing school activities and changing student needs. Backpack
found that implementation was most effective when each
school had a clearly identified point of contact and clini-
cians had protected time for coordination and documenta-
tion. In response, Backpack increased proactive planning
with school counselors and leadership, clarified commu-
nication channels, and strengthened internal workflows
to support more consistent service delivery. Formal part-
nership agreements further supported implementation by
establishing responsibilities for HIPAA and FERPA compli-
ance, specifying that student information would be shared
only as permitted under applicable law, requiring caregiver
consent and ROI before communication regarding indi-
vidual students, and limiting routine reporting to schools to
de-identified, aggregate data. Although Backpack used an
internal clinical platform to manage referrals, scheduling,
and service utilization, ongoing care coordination occurred
primarily through direct communication (e.g., phone, email,
and virtual meetings) between Backpack's Care Coordina-
tion team and designated school personnel.
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Backpack's experience demonstrates how the Consor-
tium's statewide infrastructure translated into local imple-
mentation outcomes. During the grant period, Backpack
established and maintained six Consortium-funded school-
community partnerships, serving 178 students through Tier 2
services and 96 students through Tier 3 services. Consistent
with the Consortium's shared measurement system, Back-
pack monitored service quality and youth mental health out-
comes, with 96% of satisfaction surveys indicating positive
experiences with services and 67% of students receiving
MATCH-ADTC demonstrating improvement in behavioral
health outcomes at the end of the grant year. Collectively,
this case illustrates how coordinated funding, workforce
development, implementation support, and shared measure-
ment enabled an existing school-community partnership to
expand access to evidence-based services while supporting
positive early implementation outcomes.

Lessons Learned and Future Considerations

Across the five conditions of CI, several implementation
considerations emerged that may inform future statewide
school-community mental health initiatives. First, well-
documented challenges associated with integrating mental
health and education systems apply directly to this initia-
tive (Stephan et al.,, 2015). These include coordinating
supports across school- and community-employed profes-
sionals, ensuring a full continuum of multi-tiered services,
and embedding mental health supports within the daily
school environment. Many of the most salient challenges
encountered were not specific to school mental health but
instead reflect broader considerations relevant to large-
scale implementation efforts. Similar challenges involving
cross-sector coordination, workforce development, and data
systems have been described in other statewide research-
policy-practice partnerships, suggesting these issues are
common features of large-scale systems change rather than
challenges unique to the Consortium (Southam-Gerow et
al., 2024).

One central issue in statewide legislated funding initia-
tives is the rapid allocation of staffing and service dollars
once funds are approved. This is endogenous to discretion-
ary grants which are time limited, awarded competitively
based on merit, and without the assurance of funding
renewal, which offer flexibility and focus, but less time to
establish scale up and sustainability (Fagan et al., 2019).
Grants offered in one-year increments without assured
renewal necessitates swift infrastructure design and deploy-
ment. Building and sustaining a statewide infrastructure for
support at scale requires key decisions regarding how CSP
and service provider grantees and LEAs are supported across
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training, technical assistance, evaluation, and grant compli-
ance. In this initiative, the backbone support consisted of the
Maryland CHRC, the primary grant compliance and over-
sight entity, and the NCSMH, the training, technical assis-
tance and evaluation partner. Technical assistance support
teams are organized around function (e.g., evaluation, evi-
dence-based practice training and implementation support,
budget management). Although this functional structure has
enabled rapid staffing and infrastructure development, it has
occasionally resulted in some confusion for grantees having
multiple points of contact. An alternative model for large-
scale initiatives may involve cross-trained technical assis-
tance specialists assigned to clusters of LEAs, CSP grantees,
and service provider grantees. Such a model would require
foundational expertise across evaluation, EBP implemen-
tation support, and budget management. Future initiatives
should carefully weigh the advantages and limitations of
various technical assistance structures and models to align
them with desired outcomes, resources and staff expertise
(Scott et al., 2024). Despite mounting evidence on the effec-
tiveness of ongoing technical assistance (i.e., coaching and
consultation) to support EBP implementation (Lyon et al.,
2024; Smith et al., 2026; Rakap et al., 2025) there is rela-
tively little research to date to inform high quality technical
assistance system design, delivery and evidence of effec-
tiveness (Lamont et al., 2024).

Consistent with the shared measurement component of
ClI, a critical lesson was the importance of rapidly establish-
ing a statewide evaluation infrastructure capable of operating
at scale. While the legislative emphasis on outcome metrics
and allocation of evaluation funding was a strength, imple-
mentation challenges emerged. Many grantees had limited
familiarity with data collection tools, reporting procedures,
and organizational policies required to meet legislated data
expectations. The Consortium provided substantial techni-
cal assistance to support compliance while strengthening
local data practices. Additionally, time constraints precluded
the development or procurement of a centralized data plat-
form; consequently, service providers relied on Excel-based
metrics reporting, which required extensive validation
checks and offered limited data visualization for real-time
use. Future directions include development of customizable
data platforms that support standardized measures, data
visualization, and grant-specific reporting requirements.
This would require multi-year funding through renewed
discretionary funds or block grant opportunities to provide
adequate time to design and develop or purchase, pilot, iter-
ate and sustain an appropriate platform (Fagan et al., 2019).

The Consortium also highlighted challenges associated
with mutually reinforcing activities, as service providers bal-
anced fidelity to evidence-based practices with adaptation to
diverse community needs. Although this initiative seeks to

close the research-to-practice gap by funding and support-
ing EBPs, grantees deliver a wide range of services tailored
to community strengths and needs. While this flexibility is
essential, it complicates efforts to fine-tune implementation
support across diverse EBPs and school-community con-
texts. Moreover, the workforce required to implement com-
prehensive school mental health extends beyond licensed
clinicians to include care navigators, parent support part-
ners, trainees, and paraprofessionals (Rusch et al., 2018).
Yet much of the evidence based for EBP training focuses
primarily on licensed mental health professionals and less
is known about different implementer types which are com-
mon in low resource settings including schools (Lubin et
al., 2026). Statewide initiatives therefore offer an opportu-
nity to examine how manualized EBPs can be adapted and
supported across diverse implementer types. Future applied
research may compare the usability and effectiveness of
EBPs across workforce roles.

Two additional questions warrant continued exploration.
First, for shared measurement, what constitutes meaning-
ful maintenance or improvement in routine service delivery,
and how should it be measured? Relatedly, which measures
are appropriate for monitoring progress during service
delivery and informing mid-course adjustments? Most clini-
cal effectiveness trials rely on baseline and post-treatment
measures, whereas routine care requires ongoing progress
and process monitoring strategies as well as broader care
quality measures (Kilbourne et al., 2010). These challenges
are compounded by calendar effects: grantees operate on fis-
cal year cohorts, yet serve students year-round, and service
delivery is influenced by school calendars. Defining who is
“served” and what constitutes “improvement” within grant
reporting periods can therefore be complex. Statewide ini-
tiatives seeking to assess effectiveness in real-world con-
ditions must continue to examine appropriate measures,
intervals, and expectations for routine care. More broadly,
statewide initiatives should be viewed as learning systems
in which implementation infrastructure continues to evolve
alongside policy and practice rather than remaining static
after implementation begins (Southam-Gerow et al., 2024).

Taken together, these lessons suggest that the CI frame-
work provided more than an organizational structure for the
Consortium. It also offered a useful lens for understanding
how statewide school-community mental health initiatives
evolve over time. The Consortium's experience underscores
that common agendas require ongoing refinement, back-
bone organizations must adapt as implementation matures,
shared measurement systems evolve alongside practice,
and continuous communication supports collective learn-
ing across partners. Future statewide initiatives may benefit
from viewing these implementation components as dynamic
features established at the outset of implementation.
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Limitations

Several limitations should be considered when interpret-
ing this descriptive implementation paper. First, the Con-
sortium's shared measurement system was intentionally
designed to standardize ow outcomes were reported across
grantees rather than require a single statewide outcome
measure or common definition of clinically meaningful
change. This approach balanced consistency with the flex-
ibility needed to accommodate diverse evidence-based pro-
grams, service models, and student populations; however, it
limits direct comparisons of outcomes across grantees and
interventions. Accordingly, the reported youth mental health
outcomes should be interpreted as standardized statewide
implementation metrics rather than estimates of the relative
effectiveness of specific interventions.

Second, although the Consortium established stan-
dardized operational definitions, reporting guidance, a
two-reviewer verification process, and ongoing technical
assistance to promote data quality, the accuracy of reported
metrics ultimately depended on grantees' local data collec-
tion and reporting procedures. As with other large-scale
implementation initiatives, variation in organizational data
systems, staffing capacity, and familiarity with outcome
measurement may have influenced reporting consistency.
Similarly, unduplicated student counts were reported within
each grantee rather than across the statewide Consortium.
Consequently, students receiving services from multiple
grantees during the grant year may have been represented
in more than one grantee's unduplicated counts, resulting
in potential duplication within statewide aggregate student
counts.

Third, this paper describes the Consortium's first year of
implementation. Because statewide implementation infra-
structure was still being established, many organizational
processes, data systems, and technical assistance structures
continued to evolve throughout the grant year. Consequently,
these findings should be viewed as an early description of
statewide implementation rather than a mature evaluation
of the Consortium's long-term functioning or sustainability.

Finally, although the Consortium was designed to expand
equitable access to school mental health services across
Maryland, the current paper reports statewide aggregate
implementation outcomes and the analyses do not assess
whether the initiative reduced disparities in access, service
utilization, or mental health outcomes among historically
underserved or marginalized groups. Examining implemen-
tation and outcomes through an equity lens (e.g., variation
by demographic characteristics, school context, and geo-
graphic region) represents an important direction for future
research and will be critical for understanding whether
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statewide investments translate into more equitable systems
of care.

Conclusion

This descriptive implementation paper describes how Mary-
land state policy was translated into a coordinated statewide
school-community mental health system. Through the Con-
sortium on Coordinated Community Supports, legislative
intent was operationalized through coordinated infrastruc-
ture aligning funding, governance, implementation support,
workforce development, and shared measurement across
education and behavioral health sectors. Successfully oper-
ationalizing legislative intent required establishing clearly
defined partner roles and balancing statewide consistency
with local flexibility. The Consortium also highlights that
statewide implementation is an iterative process. As imple-
mentation evolves, communication, data systems, and
implementation supports must continue to adapt alongside
community needs. Although approaches will differ across
states, the Maryland Consortium provides a practical exam-
ple of how legislative investment can be translated into
sustainable school-community mental health partnerships
through ongoing collaboration, learning, and refinement.
Collectively, the Year 1 infrastructure and findings establish
a strong foundation for future Consortium implementation,
evaluation, and continuous quality improvement, advanc-
ing the long-term goal of building equitable and sustainable
school mental health systems.
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