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TITLE OF THE REVIEW
Recovery Schools for Improving Well-Being among Students in Recovery from Substance
Use: A Systematic Review
BACKGROUND
Youth Substance Use Disorders
Substance use disorders (SUDs) among youth are a major public health problem. In the
United States, for example, the incidence of SUDs increases steadily after age 12 and peaks
among youth ages 18-23 (White, Evans, Ali, Abrahams, & King, 2009). Although not every
youth who experiments with alcohol or illicit drugs is diagnosed with a SUD, approximately
7-9% of 12-24 year olds in the United States were admitted for public SUD treatment in 2013
(SAMHSA, 2016). The true prevalence of SUDs among youth in the United States is likely
higher than 7-9%, however, given that many youth receive treatment in private or in nonspecialty settings (Laudet, Harris, Kimball, Winters, & Moberg, 2014), and other youth with
SUDs may never receive treatment for their substance use problems (SAMHSA, 2015). Data
available on substance use patterns and treatment availability in other nations also suggests
that there are significant numbers of youth worldwide in need of some form of substance use
treatment or aftercare, although this research is primarily limited to developed nations. For
example, in Australia, adolescents aged 10-19 years old comprised approximately 12% of all
treatment admissions from 2012-2013 (Australian Institute of Health and Welfare,
Canberra, 2014). Similarly, the European Council estimated that across surveyed countries,
youth constituted anywhere from 16% (Italy) to 65% (Czech Republic) of the overall
substance use treatment population (Council of Europe, Pompidou Group, 2006). And, in
2011, approximately 28,000 adolescents were newly admitted to outpatient treatment across
Europe (European Monitoring Centre for Drugs and Drug Addiction, 2013).
Substance use problems can have numerous detrimental consequences on the academic,
social, and general well-being of youth. This might include negative effects on school or work
performance, legal problems, and substance use tolerance and progression (APA, 2013).
Prior research has documented the multiple negative effects from prolonged and heavy
substance use, including diminished memory and cognitive abilities, reduced grades, a
decreased likelihood of finishing high school or attending post-secondary education,
problems attaining or keeping employment, illness, poverty, and family and social problems
(Brown & Tapert, 2004; Homel, Thompson, & Leadbeater, 2014; Larm, Hodgins, Larsson,
Samuelson, & Tengström, 2008; Lisdahl, Wright, Kirchner-Medina, Maple, & Shollen, 2014;
Menasco & Blair, 2014; Newcomb & Bentler, 1988; Patrick, Schulenberg, & O'Malley, 2013;
Squeglia, Jacobus, & Tapert, 2009; Thoma et al., 2011). Given the numerous negative effects
associated with heavy substance use among youth, it is important to understand what
programs and interventions might be effective in assisting youth with SUDs.
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Approaches for Addressing Youth in Recovery from Substance Use Disorders
For youth diagnosed with a SUD there are a variety of adolescent-specific treatment options
available, which fall within a spectrum of varying intensity from early intervention to
intensive inpatient treatment (ASAM, 2013). However, SUDs are often experienced as
chronic conditions; thus, multiple treatment episodes and ongoing recovery supports after
treatment are often necessary to assist with the recovery process (Brown, D'Amico,
McCarthy, & Tapert, 2001; Ramo, Prince, Roesch, & Brown, 2012; White et al., 2004).
Indeed, research has demonstrated that youth seeking SUD treatment do not always engage
in or successfully complete that treatment (Kaminer, Burleson, Burke, & Litt, 2014; Pugatch,
Knight, McGuiness, Sherritt, & Levy, 2014; Winters, Stinchfield, Latimer, & Lee, 2007).
Among youth that do successfully complete substance use treatment programs, large
proportions return to rates of previous substance use within months of treatment discharge
(Brown, et al., 2001; Ramo et al., 2012; White et al., 2004). These high rates of relapse after
substance use treatment suggest the need for ongoing recovery supports after youth have
been discharged from formal substance use treatment programs.
Youth with a SUD require developmentally appropriate, sustained, and multi-pronged
intervention and follow-up support (Gonzales, Anglin, Beattie, Ong, & Glik, 2012). To this
end, research has demonstrated the importance of structured continuing care supports after
treatment for youth in recovery from substance use. These continuing care supports can
include, for instance, a dedicated case manager, home visits, meetings with caregivers, or
other environmental supports for the youth and their family (Godley, Godley, Dennis, Funk,
Passetti, & Petry, 2014; Stanger, Ryan, Scherer, Norton, & Budney, 2015; Tanner-Smith,
Wilson, & Lipsey, 2013). Indeed, youth who engage in recovery supports posttreatment have
the greatest likelihood of abstinence from substance use (Brown et al., 2001; Hennessy &
Fisher, 2015). Engagement in substance-free peer environments is one recovery support
system that shows particular promise, and has been linked to reduced substance use and
positive recovery outcomes among youth (Anderson, Ramo, Cummins, & Brown, 2010;
Anderson, Ramo, Schulte, Cummins, & Brown, 2008; Mason, Mennis, Linker, Bares, &
Zaharakis, 2014; Nelson, Henderson, & Lackey, 2015; Terrion, 2012).
The Importance of Schools in the Recovery Process
Success and engagement at school and in postsecondary education are critical to healthy
youth development. For youth in recovery from SUDs, school attendance, engagement, and
achievement build human capital by motivating personal growth, creating new opportunities
and social networks, and increasing life satisfaction and meaning (Keane, 2011; Terrion,
2012; 2014). Upon discharge from formal substance use treatment settings, schools become
one of the most important social environments in the lives of youth with SUDs. Healthy
school peer environments can enable youth to replace substance use behaviors and norms
with healthy activities and prosocial, sober peers.
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Unfortunately, however, some of the most significant risk factors for substance use are
embedded within school environments, including perceived peer use, association with
substance-using peers, alcohol or drug availability, and academic challenges (Derzon, 2007;
Mason et al., 2014; Svensson, 2000; Wambeam, Canen, Linkenbach, & Otto, 2014). Indeed,
in a nationwide survey of high school students in the United States, 25.6% of respondents
were offered, sold, or given an illicit drug on school property (CDC, 2011). This trend is
especially problematic for youth in recovery from substance use disorders: for example, in a
study of recovering youth, almost all adolescents who returned to their old school after
treatment reported being offered drugs on their first day back in high school (Spear & Skala,
1995). College students suffer similar environmental risks, particularly given the high rates
of, and social norms that approve of alcohol consumption on campus. For example, a study
of seven universities in Great Britain demonstrated that approximately 70% of enrolled
youth reported heavy drinking at least once during the previous two weeks. Across five New
Zealand Universities, 37% of student respondents reported at least one binge drinking
episode during the previous week and approximately 68% scored in the hazardous drinking
range on the Alcohol Use Disorders Identification Test (AUDIT) consumption scale (Kypri,
Paschall, Langley, Baxter, Cashell-Smith, & Bourdeau, 2009). In the United States,
approximately 35-39% of college students reported binge drinking (i.e., five or more drinks
in one sitting) at least once in the past month (Monitoring the Future, 2013; SAMHSA,
2013). Indeed, approximately one-half of substance use treatment admissions for college
students in the United States were for alcohol use (Center for Behavioral Health Statistics
and Quality, 2012). As a result of the prevalence of binge drinking and the social
acceptability of alcohol consumption among college students, the college environment has
been described as “abstinence hostile” for youth in recovery (Cleveland, Harris, Baker,
Herbert, & Dean, 2007).
Recovery Schools as Interventions to Improve Students’ Well-Being
Given the many social and environmental challenges faced by youth in recovery from
substance use, recovery-specific institutional supports are increasingly being used in
educational settings. The two primary types of education-based continuing care supports for
youth in recovery are recovery high schools (RHS) and collegiate recovery communities or
programs (CRC). United States Federal offices have recently recognized these two
educational programs as viable supports for youth after they complete formal substance use
treatment programs (NIDA, 2014; ONDCP, 2014).
Recovery High Schools. The RHS model addresses academic advancement and recovery
maintenance among adolescents that have completed treatment for a SUD and are still
seeking to complete their high school education (Finch & Frieden, 2014). First instituted in
1979, RHSs are now located in multiple cities across the United States and are typically
small, with school size on average around 30-40 students (Ruben, 2002; White & Finch,
2006). According to the Association of Recovery Schools (ARS), a national United Statesbased organization, there are currently 36 recovery high schools in operation in the United
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States (ARS, 2016), although there have been as many as 84 operating over the past 30 years
(Finch, Karakos, & Hennessy, 2016). Depending on the location and policies of the
educational system in which it is embedded, an RHS may be free of charge for students or
provide scholarships for tuition (Finch et al., 2015). Although RHSs are implemented using a
variety of models (Moberg, Finch, & Krupp, 2014), all RHSs share a set of common
characteristics. The RHS’s primary purpose is to educate youth in recovery from substance
use or co-occurring disorders (ARS, 2013). In addition, RHSs have two primary foci: (1) an
educational focus, which includes meeting state requirements for awarding a secondary
school diploma; (2) a recovery focus that ensures that all students enrolled at the school are
in recovery for substance use or co-occurring disorders and that they work toward
maintaining recovery while enrolled. Finally, RHSs should be available to any student who is
in recovery and who would meet state or district eligibility for attendance.
Academics are a primary focus in RHSs, however, the schools also incorporate recoveryspecific elements into the day, such as a daily group check-in, community service, and
individual counseling sessions. Most schools have admission criteria that require some
formal SUD treatment and a desire to remain abstinent. These criteria, along with structured
and supervised learning, foster a recovery-supportive culture where students and staff attend
to academic development and recovery maintenance. Thus, the characteristics that
distinguish RHSs from traditional high schools include attention to maintenance of a
positive peer culture and explicit therapeutic support (Tanner-Smith et al., 2014). Because
peer substance use is highly predictive of one’s own substance use (Lewis & Mobley, 2010),
the peer environment of RHSs is especially important to the RHS model. Research has
demonstrated that students in RHSs do feel supported by peers in the RHS setting (Karakos,
2014), and that RHSs may be effective in promoting the health and well-being of students
(Finch et al., 2014; Kochanek, 2008; Moberg, Finch, Winters, & Lipsey, 2013; Moberg et al.,
2014).
Collegiate Recovery Communities or Programs. As a result of the substance use
environment on college campuses, CRCs have been instituted on at least 75 college campuses
to provide college students with recovery supports and a social environment that encourages
abstinence (Harris, Kimball, Casiraghi, & Maison, 2014). Recent data suggests that as many
as 600 students are members of CRCs in the United States every academic year (Laudet et
al., 2014). Given that students are typically members of CRCs for a relatively short amount of
time (i.e., their duration in college), there is a likely possibility that a large proportion of
college enrolled youth in recovery spend time in these communities; thus, the number of
unique student members is likely much higher than 600.
Similar to RHSs, CRCs are typically small communities and range in size from 5-80 students
(Cleveland et al., 2007). The CRC model incorporates multiple types of supports including
recovery, educational, and peer and family support, as well as linkages to community
supports and services (Harris, Baker, Kimball, & Shumway, 2008; Laudet et al., 2014). CRCs
differ from RHSs, however, in that although they offer educational supports, they do not
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usually offer separate academic classes for students in recovery. They primarily provide
recovery support services including offering group meetings and individual counseling
services, providing dedicated space for students in recovery to meet, organizing sober events
and community service activities, and educating the broader community in an effort to
reduce stigma around addiction (ARHE, 2015; Cleveland et al., 2007; Harris et al., 2014;
Perron et al., 2011). They also may offer scholarships toward university fees and provide
substance-free, supervised dormitories (Cleveland et al., 2007; Harris et al., 2014).
Theory of Change. RHSs and CRCs seek to build upon the social connectedness contained
within the educational environment (Finch & Frieden, 2014). The recovery school model
draws heavily on the notion of social capital, or the “amount of connectedness, social
support, social control, information, and access to resources available to a person,” as one of
the strongest factors influencing educational and recovery outcomes (Coleman, 1988;
Granfield & Cloud, 2004; Meier, 1999). Connectedness between youth, family, peers, school,
and community generates social capital and can potentially translate into academic
achievement for youth (Meier, 1999).
RHSs support the recovery and academic achievement of students by fostering
connectedness and social capital in a context that presents a clear pathway to success. They
also provide a safe environment for youth in recovery to practice the skills learned in
treatment, engage with their own physiological responses they previously avoided through
substance use, and to model the positive behaviors of sober peers and mentors (Finch &
Frieden, 2014). The primary elements through which this underlying theory of change is
operationalized are: build a richer base of peer and family connection, social support, and
accountability; minimize contact with negative peers to increase school engagement and
reduce relapse risk; provide students the opportunity to meet peers in recovery and to
incorporate skills learned in treatment; quickly respond to problematic behaviors or
symptoms of a co-occurring disorder due to the small school environment and specialized
school staff; promote contact with positive peers and adults outside school by requiring
participation in support groups after school; and support graduation from high school by
providing an accredited curriculum taught by licensed teachers (Tanner-Smith et al., 2014).
Similar to RHSs, CRCs also support students’ academic goals through fostering a positive,
sober peer environment that provides companionship as well as emotional and recovery
social support (Harris et al., 2014). Youth in recovery who choose to enroll in secondary
education have additional tasks that can challenge their recovery. For example, unlike youth
attending high school, youth in college are tasked with finding their own network of social
support and developing healthy peer relationships, moving away from home and learning to
live outside of their caregiver’s supervision, and setting and attaining educational and career
goals (Harris et al., 2008). For youth in recovery, these tasks must be undertaken with the
added pressure of finding a sober peer environment that supports abstinence, a difficult task
in an abstinence-hostile environment. Thus, CRCs must create an internal community of
recovery support, advocate for sobriety among the larger community, and support students
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as they transition to young adulthood. CRCs are vital environmental supports for youth in
recovery wishing to attend postsecondary education: indeed, in a recent survey of students in
29 CRCs across the United States, one-third of respondents stated they would not have
chosen to attend higher education without a campus recovery support system (Laudet,
Harris, Kimball, Winters, & Moberg, 2016).
OBJECTIVES
Recovery school programs in the United States are now operated with a substantial
infrastructure and both private and government funding are made available for these
supports (Finch et al., 2016; Moberg & Finch, 2007; Oser et al., 2016). Globally, there is also
increasing attention to building more comprehensive, developmentally-appropriate
continuing care supports to break the cycle of relapse and return to treatment many youth
experience (Daddow & Broome, 2010; Sussman, 2010; White, Kelly, & Roth, 2012). Given
the limited education and public health resources, and continued implementation of new
recovery school programs (ARS, 2016; White & Finch, 2006), it would seem timely for a
review of this nature, even if currently there is a somewhat limited incidence of these
education-based programs compared to, for example, youth treatment programs.
Thus, the objectives of the review are to summarize and synthesize the available research
evidence on the effects of recovery schools for improving academic success and social and
emotional well-being among high-school and college students who are in recovery from
substance use. The specific research questions guiding the review are:
1. What effect does recovery school attendance (versus attending a non-recovery or
traditional school setting) have on academic outcomes for students in recovery from
substance use? Specifically, what are the effects on measures of academic
achievement, high school completion, college enrollment, and college completion?
2. What effect does recovery school attendance have on substance use outcomes for
students in recovery from substance use? Specifically, what are the effects on alcohol,
marijuana, cocaine, or other substance use?
3. Do the effects of recovery schools on students’ outcomes vary according to the
race/ethnicity, gender, or socioeconomic status of the students?
4. Do the effects of recovery schools on students’ outcomes vary according to existing
mental health comorbidity status or juvenile justice involvement of the students?
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EXISTING REVIEWS
To our knowledge, no reviews of CRCs exist in the literature. Further, there is only one
systematic review to date that has included findings from RHSs (Fisher, 2014). That
systematic review identified a range of adolescent-specific continuing care supports,
however, and did not solely focus on RHSs. In addition, although four studies of RHSs were
identified in the review, the author had limited resources with which to conduct the review
and a meta-analysis was not attempted. Since that review was completed, we are aware of at
least three additional primary studies that would be potentially eligible for a review of RHSs,
as well as multiple studies of CRCs that have never been reviewed or synthesized.
Other reviews on adolescent treatment and recovery have compared the effectiveness of
different adolescent outpatient treatments (Tanner-Smith et al., 2013; Waldron & Turner,
2008), reviewed adolescent participation in 12-Step programs (Kelly & Myers, 2007;
Sussman, 2010) and the role of social support in collegiate recovery programs (Smock,
Baker, Harris, & D'Sauza, 2011), and explored the relationship between 12-Step attendance
and adolescent substance use outcomes posttreatment (Hennessy & Fisher, 2015). Although
these reviews have highlighted the importance of treatment and support programs for youth
with SUDs, they have not focused explicitly on examining the potential effectiveness of
recovery schools. Thus, there is a need to understand the effects of education-based
interventions in light of our understanding of other youth recovery supports especially given
the recent enthusiasm for their implementation (NIDA, 2014; ONDCP, 2014; White, 2009).
Finally, based on resources located from U.S.-based national networks and recent short
documents outlining the recovery school movement (Association of Recovery in Higher
Education, 2016; Laudet et al., 2014; White & Finch, 2006), we anticipate that the majority
of the programs will be located in the United States. We are aware of at least one potential
recovery school program in China (Lin, Lu, & Wu, 2016, unpublished manuscript). However,
we are not aware of other attempts to locate recovery school program literature on an
international scale. An extensive systematic search would enable knowledge around whether,
and if so, where such programs are in operation worldwide. Substance use disorders among
youth are problematic in every nation, and many countries have instituted treatment and
recovery resources specific to adolescents and young adults. Thus, this review could highlight
gaps in recovery supports and potential solutions for addressing youth recovery moving
forward.
INTERVENTION
The proposed review will include any recovery school program that is designed to support
the academic success of students who are in recovery from substance use. Recovery schools
are broadly defined as educational institutions, or programs at educational institutions, that
are developed specifically for students in recovery and address recovery needs in addition to
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academic development. Eligible recovery school programs can be at the secondary (Recovery
High Schools [RHS]) or postsecondary level (College Recovery Communities [CRC]) and
should meet the standards detailed by the Association of Recovery Schools (2013) or by the
Association of Recovery in Higher Education (2015) as outlined below. Given the different
models of recovery high schools and collegiate recovery communities, eligibility criteria
differ by program model.
Recovery High Schools must meet the inclusion criteria described below to be eligible for
inclusion in the review:
i.

Eligible recovery high school programs must have as their primary mission to
provide education to youth in recovery from substance use or co-occurring
disorders.

ii.

Eligible recovery high school programs must have an explicit goal of providing
academic or educational instruction to high school students. The program must
meet state requirements for awarding a secondary diploma. The program also
must have direct contact with one or more students, and provide educational
instruction via face-to-face, online, telephone, or video communication.

iii.

Eligible recovery high school programs must have an explicit goal of providing a
high school environment oriented around recovery from substance use or cooccurring disorders and must require previous treatment and/or commitment
to sobriety. Recovery school programs could include any of the following
recovery support elements: individual, group, or parent counselling services;
links to mutual aid support groups and/or requirement to attend additional
continuing care support.

iv.

Eligible recovery high school programs must be available to any student in
recovery from substance use or co-occurring disorders who meets state or
district eligibility requirements for attendance.

Collegiate Recovery Communities must meet the inclusion criteria described below to be
eligible for inclusion in the review:
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i.

Eligible collegiate recovery communities must have an explicit goal of providing
recovery support services and be focused on encouraging abstinence from use of
substances.

ii.

Eligible collegiate recovery communities must be located in a postsecondary
educational setting. The program must have direct contact with one or more
students, and provide educational supports via face-to-face, online, telephone,
or video communication.
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iii.

Eligible collegiate recovery communities must have an explicit goal of providing
a collegiate environment oriented around recovery from substance use. This
goal could be met through any of the following or a combination of the following
activities for youth in recovery: have a dedicated space for students in recovery
to meet and support each other; offer group mutual aid meetings; offer
individual counseling services with trained, specialized staff. They may also
provide substance-free housing for recovering youth, organize sober events and
community service activities, and educate the broader community in an effort to
reduce stigma around addiction and generate a sober social culture.

Eligible comparison conditions must include traditional educational programs or services
that do not explicitly have a recovery focus.
Exclusion criteria include:
i.

If the location of the educational program is in a substance use treatment
center, then the program is not eligible for inclusion in this review. The
rationale for this exclusion criterion is that educational programs delivered in
formal treatment settings prioritize treatment services over academics and may
involve more intensive treatment services, and thus do not quality as a posttreatment or continuing care recovery support environment.

POPULATION
Eligible student populations will include students enrolled part-time or full-time in
secondary (high school) or postsecondary (college or university) educational institutions. All
ages of students are eligible for inclusion provided they are enrolled in an educational
institution, but most secondary and postsecondary students are expected to be ages 15-25.
Studies that include students who are not enrolled in educational institutions at the time of
the intervention will not be eligible for inclusion.
Eligible student populations must be comprised of students who are in recovery from
substance use. The definition for “in recovery” is broad, and encompasses any student with a
history of using substances who is motivated or interested in reducing their substance use or
maintaining abstinence from substance use. Due to inconsistent reporting in primary
studies, students in recovery are not required to have a formal substance use disorder
diagnosis (e.g., substance abuse or substance dependence diagnosis based on DSM criteria).
To be as inclusive as possible, no other eligibility restrictions will be placed on the eligible
participant populations. Students in recovery who are enrolled in educational institutions in
any country will be eligible for inclusion.
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OUTCOMES
The primary outcomes eligible for this review are divided into two broad domains, with
further subdivisions for constructs within each of these domains. Each construct within a
larger outcome domain will be coded and analysed separately in the review.
Academic performance domain. The academic performance domain includes outcomes that
assess students’ academic achievement and performance in school. Eligible constructs within
this domain include standardized achievement test scores (e.g., ACT, SAT, state
assessments), grade-point average, high-school completion, college enrollment, and college
completion.
Substance use domain. The substance use domain includes outcomes that assess students’
consumption of alcohol and other substances of intoxication. Eligible constructs in this
domain include alcohol, marijuana, cocaine, heroin, stimulant, and other substance use
measures that collapse across different types of substances. Tobacco and caffeine use will not
be eligible constructs in this domain, and will be excluded from the review.
STUDY DESIGNS
The proposed review will include studies that use an experimental or quasi-experimental
design. For the primary analysis, eligible studies must compare outcomes for students
enrolled in recovery school programs with students enrolled in one or more comparison
condition that does not involve a recovery school program. To be eligible, study designs must
meet at least one of the following criteria:
i.

Randomized controlled trial: Participants are randomly assigned to intervention and
comparison conditions. Individual and cluster level randomization is acceptable.

ii.

Quasi-randomized controlled trial: Participants are assigned to intervention and
comparison conditions via a quasi-random procedure, such as birth date or student
record number.

iii.

Quasi-experimental controlled trial with individual level matching: Participants in the
intervention and comparison conditions are allocated to conditions via a non-random
process, but participants are individually matched on at least one measure of substance
use and on student demographics (age, race/ethnicity, gender).

iv.

Quasi-experimental controlled trial with pretest-adjusted outcomes: Participants in the
intervention and comparison condition are formed via a non-random process, but the
study authors adjusted for pretest differences between groups (e.g., as pretest-adjusted
posttest means, regression coefficients from models that adjust for pretest). For those
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outcomes on which pretest data are not applicable (e.g., high-school graduation),
adjustment must be done for a close proxy of a pretest.
v.

Quasi-experimental controlled trial with pretest data: Participants in the intervention
and comparison condition are formed via a non-random process, but pretest data are
available for each outcome. Pretest data must be reported in a form that permits
assessment of the initial equivalence of the intervention and control groups on those
variables via calculation of an effect size. For those outcomes on which pretest data are
not applicable (e.g., high-school graduation), data for a close proxy of a pretest must be
available.

OTHER ELIGIBILITY CR ITERIA
Study Settings. Studies may be conducted in any setting and in any country.
Language of Publication. Studies may be published in any language.
Date of Publication. Studies must be reported in 1978 or later, given that the first collegiate
recovery program was developed in 1977 (White & Finch, 2006) and the first recovery high
school was developed in 1979 (Finch, 2015, personal communication; Ruben, June 22,
2000).
Form of Publication. To be as comprehensive as possible, studies may be reported in any
form or type of publication, including but not limited to journal articles, books, book
chapters, theses and dissertations, technical reports, conference papers, and other
unpublished but disseminated formats.
GENERAL SYSTEMATIC R EVIEW AND STATISTICA L PROCEDURES
The systematic review procedure will follow the Methodological Expectations of Campbell
Collaboration Intervention Reviews (MEC2IR) conduct and reporting standards. The
methodological procedures for the review and meta-analyses will be described fully in the
review protocol. The risk of bias of included studies will be assessed using the Cochrane risk
of bias tools for randomized and quasi-experimental studies. All meta-analyses will be
conducted using random-effects inverse variance weights, using standard synthesis methods
for estimating mean effect sizes and mixed-effect meta-regression models for examining
moderator analyses. In the event that studies report multiple outcomes within the same
construct category (e.g., two measures of academic achievement, two measures of alcohol
use), we will use robust variance estimation to handle these statistical dependencies in the
synthesis (Hedges, Tipton, & Johnson, 2010; Tanner-Smith & Tipton, 2014; Tipton, 2013).
Publication bias and sensitivity analyses will be used to assess the robustness of the study
findings.
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