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BACKGROUND 
Through the literature 



Literature: 
Trauma & substance use 

■ Association between trauma/adversity & substance use (Burnett, 

Witzel, Allers, & McBride, 2016; Galletly et al., 2016; Nutton & Fast, 

2015; Ullman, Relyea, Peter-Hagene, &Vasquez, 2013).

– Child maltreatment increases risk for smoking, alcoholism & 

drug abuse (Felitti et al., 1998).

– ~1/3 of adolescents experiment with illegal drugs before high 

school (Johnston, O’Malley, Bachman & Schulenberg, 2007).

– Adolescents being treatment for substance use – over 70% 

indicated experiencing trauma in their lives (Deykin & Buka, 

1997; Funk, McDermeit, Godley & Adams, 2003).

■ Self- Medication hypothesis (Khantzian, 1985): using substances to 

manage distress associated with trauma. 



Literature:
Primary prevention 

■ Definition: improving the overall 

health of a population (WHO, n.d.). 

■ Experiences in middle & high school 

impact substance use later in life 
(Bond et al., 2007).

■ Youth learn patterns of behavior 

from “socializing agents” (Catalano et 

al., 1996).

■ Research does not look at culture 

and climate factors of schools on 

student substance use. 



Literature:
Trauma-informed care 

■ Definition: a system that shifts its 
philosophical position from viewing 
people as “sick” or “bad” to a system 
that honors and adapts to the 
experiences of the people it serves 
(Bloom, 2008). 

■ Purposeful approach to engagement 
with you ensuring that physical and 
emotional safety is established (Hodas, 
2006). 

■ SAMHSA’s 4 principals 

– Realize the widespread impact 
of trauma and understand 
potential paths for recovery;

– Recognize the signs and 
symptoms of trauma among all  
people (to include staff);

– Respond by fully integrating 
knowledge about trauma into 
policies, procedures, and 
practices; and 

– Seek and actively resist re-
traumatization. 







EVALUATION 
End of FY 3 (of 5 year grant) 



Aims of 
current 

evaluation: 

■ Identify goal measurement and attainment. 

■ Identify program impacts. 

■ Identify factors related to successful 

implementation. 

■ Identify lessons learned to-date. 



Methods: Research design 

Qualitative multisite 
case study design 
(Creswell & Poth, 

2018; Stake 1995, 
and 2006).

Cases defined by 
School-Based Health 

Centers (SBHC) 
implementing RSC.



Methods: Procedure & participants 

■ Structured interviews 

■ Paper-pencil demographic surveys 

■ SBHC/RSC Managers: individuals 

onsite who are responsible for 

managing programs within the SBHC 

■ RSC Coordinators: individuals 

responsible for coordinating day-to-

day activities of RSC 

■ Teachers: Educators who have taken 

part in the RSC programming to-date 

■ Copies of the interview/focus group 

questions and protocol were shared 

with participants in advance and 

reviewed again in-person. 

■ Eight sessions (two focus groups and 

six individual interviews) 

■ n = 14

■ Each session lasted approximately 

30-60 minutes and was audio-

recorded.



Analysis:

■ Thematic analysis 

■ Hierarchical coding 

– Narrower themes are nested within 

broader ones (Brooks, McCluskey, Turley, & King, 

2015)

■ A priori set of codes – focused on specific 

research questions (King, 2012). 

– *See handout
Strategy: Template Analysis

(King, 1998, 2012) 



Results: 
Site characteristics  

Site Characteristics (N=4)

Geographic Location n (%)

Urban 2 (50%)

Mountain Rural 2 (50%)

Size of Student Body N

Site 1 88,839

Site 2 7,584

Site 3 5,075

Site 4 5,290

Location of School-based Health Center n (%)

On-Site 2 (50%)

Off-Site 2 (50%)



Results: 
Participant 

characteristics 

Participant Characteristics (N=14)

Position n (%)

SBHC/RSC Director 4 (29%)

RSC Coordinators 4 (29%)

School Teacher or Staff 6 (42%)

RSC Tenure

Less than 1 Year 4 (29%)

1-2 Years 4 (29%)

More than 2 Years 6 (42%)

Experience Implementing Similar 

Intervention

Yes 1 (7%)

No 13 (93%)



Findings: Vision & hopes 

Shared vision: 

– Integration of trauma-informed care within schools.

– Increased knowledge, awareness, and skills to 

effectively respond to trauma. 

– Improved school cultures and climates. 

– Improved relationships between students and 

teachers.  



Findings: 
Defining & 
measuring 

success 
Students: improved school 
outcomes (e.g. attendance, 

achievement, behavior). 

School systems: increased use 
of trauma-informed strategies 
and increased job satisfaction. 



Findings: 

Inhibiting implementation  

■ Turnover 

■ Insufficient buy-in and support from 

stakeholders 

■ Competing priorities 

■ Diffusion beyond SBHC 

Promoting implementation 

■ Project champions 

■ Adequate buy-in and support 

■ Support from CASBHC 

■ Pragmatic training 

■ Data to help convey need 



Lessons Learned: 

1

Site specific 
preparation prior 
to 
implementation 

2

Communication: 
project, goals, 
strategies, 
needed 
resources, and 
timelines 

3

Securing and 
maintaining buy-
in 

4

Securing 
multiple 
champions 

5

Need for 
ongoing support, 
check-ins and 
evaluation 



Implications:

Awareness of trauma 

Struggling with time and energy for 
transformation 

Assessing for readiness is key 

Clear measurement of “success” within 
each site 
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