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RESEARCH PLAN

A.  Specific Aims

High schools specifically designed for students recovering from drug abuse and dependency began opening in the United States in 1989, with two schools starting that year in Minnesota.  According to the Association of Recovery Schools (ARS), this continuing care model has slowly grown since that time to include 18 high schools in 8 states as of fall 2003.  More than 20 recovery high schools have operated in the last 14 years, but some have closed, and others may be operating without national recognition. At least three schools are scheduled to open in the next two years.   With some exceptions (Godley et al., 2002; McKay, 2001; Spear & Skala, 1995; Winters et al., 2000), overall research about post-treatment continuing care is sparse.  Even more sparse is research conducted on recovery schools, which has been limited to theses and dissertations (e.g., Finch, 2003; Rubin, 2002; Teas, 1998) and unpublished reports (see Moberg, 1999; Moberg & Thaler, 1995).  Despite a lack of cross-school research and no published model for replication, growth has been impressive.  Most of the schools have opened in the last six years. They received federal recognition in summer 2002 when the Center for Substance Abuse Treatment (CSAT) funded a three-day conference for existing recovery school administrators.  CSAT recently awarded a conference grant to fund the third annual ARS conference, to be held July 2004 at Rutgers University.  

As recovery schools generate awareness, and more states and foundations consider funding such schools, exploratory research is needed to describe and explicate school models to inform replication and in preparation for designing an evaluation of the effectiveness of recovery schools.  This proposal is for a pilot research project as a logical next step in evaluating this promising model for providing continuing care for adolescents with substance use disorders. The specific aims are:

1. To systematically describe the differences and similarities among the existing recovery high schools in the U.S. 

· What services are provided in each school?

· What educational and therapeutic models are being implemented?

·  What are the operative program theories or logic models which guide these programs?

· How are these schools funded to assure institutional viability?  

· What goals exist for the schools and their students?  

· What are the characteristics of the students in terms of substance use disorder, treatment history, co-morbidity, and socio-economic status?

· How do students gain access to the programs?

2. To explore the feasibility of conducting a multi-site outcome study on the effectiveness of recovery high schools.

· What is the potential sample size based on estimated case flow in each school?

· Is there homogeneity of student outcome goals across sites?

· Are there potential comparison groups for use in a quasi-experimental design? 

· What is the level of interest, organizational support and capacity for participation in an outcome study?

          

If warranted, we would complete this exploratory/developmental phase of our program of research on recovery schools by developing plans and a proposal for a multi-site outcome study.

The methodology for this study will build on prior single-site research on recovery schools conducted independently by the PIs.  Site visits will be scheduled for each participating school, and will include document review, observation, staff and student interviews and surveys, and interviews with key external constituents. From these data, a descriptive typology of programs will be developed, laying the groundwork for future studies to prospectively evaluate the effectiveness of the models for adolescent’s with substance use disorders.  Future studies would also examine critical social-psychological processes such as the recovery school students’ sense of self.  The data will also be examined to enhance our understanding of issues affecting the long-term institutionalization and viability of recovery school programs. 

B. Background and Significance

Post-treatment continuing care or “aftercare” services for persons recovering from drug abuse or dependence has been described by researchers to be a “logical”, “essential”, and ”important” component of the treatment continuum (Brown & Ashery, 1979; Hawkins & Catalano, 1985; McKay, 2001).  The 2002 National Survey on Drug Use and Health (NSDUH) (SAMHSA, 2003) reports:

“There were 2.3 million youths aged 12 to 17 (9.1 percent of this population) who needed treatment for an alcohol or illicit drug problem in 2002. Of this group, only 186,000 youths received treatment (8.2 percent of youths who needed treatment), leaving an estimated 2.1 million youths who needed but did not receive treatment for a substance abuse problem."

Each of those 186,000 U.S. adolescents who received treatment in 2002 could have benefited from continuing care services, and as the treatment gap diminishes, the demand for appropriate and sound post-treatment programs could rise dramatically.  The number of youths aged 12-17 receiving treatment rose 20-percent from 1994-1999 (SAMSHA, 2001).  Indeed, just under one-percent of U.S. 12-year-olds were classified with dependence upon or abuse of either alcohol or illicit drugs in 2001, and those percentages increased each age-year before topping out at age 21, where 22.8 percent fit this classification.  

The lives underlying these statistics show youths suffering from a variety of adverse consequences, including fatal and nonfatal injuries from motor-vehicle accidents, suicides, homicides, violence, delinquency, psychiatric disorders, and risky sexual practices (Winters et al., 1999).  Adolescents often initiate drug use due to experimentation and social conformity.  Compared to dependent and drug abusing adults, teens exhibit shorter use histories, more involvement with alcohol and cannabis, and greater binge drinking and poly-drug abuse (Titus et al., 2002; Winters et al., 2000).  It is widely agreed that, while adolescents have many of the same issues as adults, the unique challenges of adolescence require treatment and post-treatment continuing interventions designed specifically for youth.  Research conducted on aftercare programs has linked continuing care with positive treatment outcomes (Donovan, 1998; Godley et al., 2002; Kelly, Myers, & Brown, 2000; Marlatt, 1985), yet research on post-treatment continuing care in general, let alone on adolescent aftercare, is lacking.  

Recovery and Schooling

For teenagers, school often sits at the heart of the relapse threat.  Because they are minors, the majority of adolescents must return to their pretreatment neighborhoods and schools (in the case of residential treatment).  Students treated as outpatients may never have a respite from using peers in their school and neighborhood. One study found that virtually all adolescents returning to their old school reported being offered drugs on their first day back in school (Spear & Skala, 1995).  Students who attend schools with high overall use levels are particularly susceptible to use (Cleveland, 2003; Piper, Moberg and King, 2000). For many adolescents, schools not only represent the environment of previous use and contact with pretreatment using friends, but the emotional turmoil involved with life transitions (Isakson & Jarvis, 1999).  Once most young people leave treatment, if a private school is not financially possible, their options usually are limited to returning to their former school or dropping out.  

 Hawkins, Catalano, and Miller (1992) use the terms “risk factors” and “protective factors” in their study reviewing elements that contribute to adolescent substance abuse (the former) and avoidance (the latter).  While their review is focused upon “the factors that have been shown to precede drug abuse”, the concepts are salient for continuing care programs that have a goal of preventing relapse.  Among the risk factors noted by Hawkins and colleagues are association with drug-using peers, alcohol or drug availability, physiological and genetic factors, and academic challenges.  Svensson (2000) also situates time spent with friends and peer deviance among the most important risk factors.  In addition to peer pressure, difficulty coping with negative feelings and interpersonal conflict can endanger a teen’s newly-established sobriety (Winters et al., 1999).  Spear and Skala (1995) paint a picture of adolescent recidivism that includes a lack of involvement in productive activities; a return to the environment of previous use; a failure to establish social contact with nonusers; a lack of family involvement; less likelihood of 12-Step meeting attendance or leisure activities without drugs; and increased likelihood of engaging in activities with pretreatment friends.  Additionally, adolescent relapsers are less likely to stay in school and more likely to skip school.  

Succeeding academically can help students stay sober, which in turn can help them graduate.  Poor academic performance is the “single strongest predictor of dropping out” (Gibson, 1997, p. 5), and adolescents who drop out of school have a higher risk of relapsing than those who finish school (Casemore, 1990).  Among U.S. adults aged 18 and over in 2001, those who had not completed high school had the highest rate of illicit drug or alcohol dependence or abuse (8.2 percent) (SAMHSA, 2002).  Vaillant (1988) finds that prosocial activities such as school assist the recovering person, and Resnick et al. (1997) believe “connectedness with school” is a general protective factor for adolescents.  Under these premises, the first schools designed specifically to aid the newly sober teen opened in the late 1980s.  Two schools, “Sobriety High” and “PEASE Academy” (“Peers Enjoying A Sober Education”) opened in Minnesota in 1989 to serve students with issues of drug abuse and dependence.  In 1992, “sober schools” opened in Arizona and California, and another began operation in Minnesota.  Recovery High School, in Albuquerque, NM was funded by the RWJF from 1992 to 1995 (Diehl, 2002; Moberg & Thaler, 1995).  Today, there are an at least 18 high schools in the U.S. designed exclusively for students recovering from drug abuse or dependence.  

Recovery High Schools and the Continuum of Treatment Care

While not all students attending recovery high schools have received treatment, data collected from schools agreeing to participate in this proposed study show that about 85 percent have received residential treatment, outpatient treatment, or both prior to entering a recovery school.  SAMHSA and the Center for Substance Abuse Treatment (CSAT) have assisted in the formation of an independent consortium of these schools, the Association of Recovery Schools (ARS), which was officially created in 2002.  Since hosting a three-day conference for school representatives, SAMHSA and CSAT have contracted for the creation of a list-serv and hosted a workshop on recovery schools at the 2003 Northwest Conference on Underage Drinking.  Most recently, SAMHSA and CSAT awarded ARS a grant to fund the third annual ARS Conference at Rutgers University in July 2004.

One reason for SAMHSA’s involvement is how well recovery schools fit into the established treatment continuum of care.  Winters et al. (1999, p. 24) found that for adolescents, “the period right after completion of a treatment program, when the youth returns to family, peers, and the neighborhood, is often the time of greatest risk of relapse.”  Spear and Skala (1995, p. 346) concur that the first 60 days are “the greatest time of risk for each level of relapse”, suggesting “the need for intense post-treatment services during this time”.  Most recovery high school students transition into these schools immediately upon leaving treatment, and the schools are designed to reduce the risk factors in a student’s experience.  

Recovery high schools incorporate a “social bonding” perspective similar to the one advocated by Hawkins and colleagues (1992) to reduce risk and enhance protective factors for its students.  By design, recovery schools cross lines to include therapeutic and education professionals.  Most recovery high schools have developed on their own, with no blueprint and little guidance from other schools.  Still, some trends run through these schools.  For one, recovery schools are schools, not primary treatment facilities.  They are designed to support the recovery of young persons who have either already received treatment or who have made a conscious decision to live a clean and sober lifestyle (Thaler & Moberg, 1994).  Almost all of the schools offer students a chance to receive a diploma.  Additionally, while some of these schools are located within larger schools or community centers, they are not “pull-out programs” or services for “mainstreamed students” (such as student assistance programs).  In each case, students receive the full-range of academic services and study everyday with other students working on recovery.   The high schools are self-contained schools or schools within schools.  

Moving to a life without drugs represents a major life change for the students of recovery schools.  Since alcohol and other illicit drugs are considered mind or mood-altering, the removal of them affects how students experience the world.  For drug dependent adolescents, alcohol and other drugs provide, among other things, support systems, coping mechanisms, recreational activities, and access to a peer group.  A life without chemicals necessitates the replacement of each of these components or a decision to live without them.  The support they receive in their first school experience after “getting clean and sober” can be a crucial factor in their ability to sustain their recovery. Additionally, alternative learning environments can provide peer support vital to a young person’s attempts to avoid alcohol and drugs (Harrison & Hoffmann, 1987).  With this goal in mind, recovery schools provide services to a specialized population with the intent of developing a strong internal community around a shared issue. 

Most recovery high schools expect students to work 12-step programs to recover from alcohol and other drug abuse or dependency.  While AA traditions and state laws keep many schools from requiring students to work 12-step programs, most use the Minnesota or 12-step models of recovery.  Most are “spiritually-based” and suggest students “work steps”, attend meetings, and utilize a 12-step sponsor.  Some include elements of therapeutic communities in their recovery support model.  All require students to be drug and alcohol free, and many conduct random urine screens.   In almost every case, honest reporting of a relapse will allow a student to remain enrolled, while dishonesty leads to removal.  Most recovery high schools promote strong family involvement.  The school enrollments are relatively quite small, ranging from 14 to 65 students.  The average is about 35, and there is some evidence that if enrollment exceeds 50 students the milieu is negatively affected (Moberg & Thaler, 1995).  The small enrollment allows for small classes and individualized attention from teachers, counselors, and program staff.  

These schools fit the paradigm of continuing care within a “recovery management” system.  Reviewing a number of recommended approaches to continuing care, Godley and colleagues (2002) summarize key components of post-treatment programs, suggesting they “(a) offer sufficient intensity and duration of contact; (b) target multiple life-health domains (e.g., educational, emotional, physical health, vocational, legal, psychiatric); c) be sensitive to the cultural and socioeconomic realities of the client; (d) encourage family involvement; (e) increase prosocial leisure habits; (f) encourage compliance with a wide range of social services to provide additional support; (g) focus on relapse prevention; and (h) provide cognitive behavior and problem solving skill training to help reduce cravings and to cope with anger, depression and anxiety.”  Recovery high schools focus on each of these domains during the school day, while providing an education and creating a non-using social network.  Hawkins and Catalano (1985) cite the “correlates of relapse” (p. 918) as absence of a strong prosocial network (including family, peer, and isolative factors), lack of involvement in productive roles or active recreational activities, negative emotional states, and physical symptoms.  Recovery schools address each of these issues with a specificity and intensity that other public, private, and alternative schools cannot match, thus offering a promising expansion of continuing care services.    

The Need for Research
Spear and Skala (1995, p. 356), writing in a NIDA Research Monograph, state that “Post-treatment intervention research must focus on modalities or combinations of modalities that have a significant impact on recovery rates and behavior associated with establishing a drug-free lifestyle.”  They further elaborate, “At this point, the discussion is not about fine tuning interventions but rather identifying which post-treatment modalities have a significant impact on relapse rates for which adolescents.”  The call for literature on sound continuing care resources is still valid, and especially so for educational services.  The expansion of any treatment or continuing care modality requires a categorization of services in order to eventually gather evidence of positive performance.   

Through trial and error, the current recovery schools have arrived at structures featuring diversity in size, staffing, funding, and even philosophy.  It is possible to generally describe recovery high schools, based on anecdotal and practical experience.  However, there has been little systematic or interpretive research conducted that help us provide a rigorous typology of school models.  Thus, we have not been able on a large-scale to critically analyze the effects these schools have on the addiction recovery of students.  Though many of the schools have communicated informally with other schools, most recovery high schools have developed basically in isolation.  While 18 high schools exclusively enrolling chemically dependent students have been identified, there is no one consistent model or approach to recovery support in place in these schools.  Variation includes eligibility criteria, intended length of involvement, educational programming, funding sources (and hence institutional arrangements), and target population.  As an emergent form of recovery management for adolescents, much remains to be learned about the structure, institutionalization, and effectiveness of these programs.

McKay (2001) outlined a series of future directions in research on continuing care, and by design,  this study will address one of McKay’s key concerns: characterizing types of continuing care services and documenting how widely available they are.  Future work could address another of McKay’s concerns, identifying the types of continuing services that are associated with the best outcomes.  By systemically describing and examining recovery high schools, this project aims to establish their place in the continuum of care and to understand practices across schools.  

C. Preliminary Studies 

No multi-site studies have been conducted on this model of schooling and continuing care, and this study will serve as a preliminary pilot study for future evaluative research.  Both the PI and the co-PI, however, have independently conducted single site case studies of recovery high schools.  

D. Paul Moberg, Ph.D., PI for the grant, has been conducting evaluation research on substance abuse prevention, intervention and treatment since his first professional appointment in 1973.   He has served as principal investigator or co-investigator on numerous applied research and evaluation studies of substance abuse prevention, intervention and treatment throughout his career.  Of particular relevance is his work on multi-site projects and remote projects, and most relevant to the present proposal is Dr. Moberg’s evaluation studies of two recovery high schools funded by the Robert Wood Johnson Foundation.  The methodology for the present study builds on these prior efforts, which included site visits, school tracking of student characteristics and progress using standardized tools, remote sites (Albuquerque, NM and Chicago, IL), and preliminary efforts to obtain student outcome data.      

Andrew Finch, Ph.D., the co-PI for the project, conducted his dissertation research on the dynamics of recovery within one recovery high school.  His study utilized ethnographic data to examine Recovery High School (RHS), a private school with 25 students who had entered voluntarily and agreed to work “programs of recovery” for drug abuse and dependency.  Dr. Finch conducted 16 months of field work for his study (Finch, 2003).  

Evaluation of Recovery High School, Albuquerque,NM


Recovery High School (ARHS), located in Albuquerque, New Mexico, was an innovative alternative public high school for youth in recovery from chemical abuse and dependency.  The development of the initial plan for the school, its implementation and evaluation were funded through grants from the Robert Wood Johnson Foundation.  Thaler and Moberg (1994) conducted a first phase evaluation emphasizing issues in program implementation and governance which has provided the primary conceptual and methodological frameworks for this research design.  Moberg and Thaler (1995) also conducted an evaluation of the third year of this program, focusing on the feasibility and replicability of the program model and its institutionalization into the Albuquerque Public Schools (APS) and the Albuquerque community.  Findings from that evaluative study have been used in designing this project.  The methods used and results are summarized below; detailed reports from this project are appended (Moberg & Thaler, 1995; Thaler & Moberg, 1994) along with a journalistic summary (Diehl, 2002).


The ARHS program was originally conceived of as a transitional school for chemically dependent youth returning to school after successfully completing inpatient/residential treatment.  Up to 200 students were expected to attend, staying six months to a year in the program before returning to comprehensive high schools in groups.  Parents were to be involved several evenings a week.  The program structure was that of a milieu or therapeutic community model, with program content based on the Twelve Steps of Alcoholics Anonymous.  An integrated educational experience was planned in which recovery issues were intertwined with the academic program. The goals and objectives originally stated for the program emphasized three major domains of student outcomes.  These were maintenance of sobriety, improvement of family relationships and support, and educational success in a program that integrated recovery skills with education.


The evaluation included student level data collected by program staff at intake, discharge and follow-up for all cumulative admissions to ARHS.  Data on implementation and feasibility were collected through site visits, interviews and focus groups with staff, students, parents, administrators and community representatives.  The design was that of a descriptive case study using multiple qualitative and enumerative data sources.  There was no attempt to conduct a rigorous outcome study, which would have been premature at this early stage of program development.


During the 28 months of operation observed, the program evolved in response to the characteristics of the students it was recruiting and, ultimately, the needs and demands of the community, the school district and the public treatment system.  Due in large part to the unanticipated severity of the problems of the students, the program was never able to accommodate the numbers of students originally anticipated. The original model of a transitional alternative school program for high school students recovering from substance abuse, who would return to regular schools changed.  It became that of a day treatment program in a school setting for students with severe psychosocial problems, many of whom were dually-diagnosed.  The goal of returning students to a regular school was increasingly questioned as the program evolved.  There were also several major changes over time in the structure of the academic program.


Data on 182 students, accounting for 208 admissions to the program, were analyzed.  Students had a high frequency of serious risk factors in their lives, one-half or more had an assessed mental health diagnosis as well as a substance abuse problem, one-half were actively involved in the juvenile justice system at the time of intake, forty percent admitted to gang involvement, and over two-thirds had a juvenile arrest history.  Academically, many students were not attending school at the time of admission; test scores indicated serious deficits in achievement relative to age/grade. Standardized data from the Personal Experience Inventory (Winters et al.,1997) showed that  relative to "normal" populations of high school students, the ARHS students scored in the top 1 percent in chemical involvement.  Nearly three-quarters were flagged on the PEI as needing a psychiatric referral for further assessment.  Student drug use was primarily marijuana (58% daily use) and alcohol (27% daily use), followed by hallucinogens.  Two-thirds were also daily tobacco users.  Some history of injection drug use was admitted to by 19 percent of the students.


These data point to a student body with an extreme set of issues and problem complexity.  Along with substance abuse problems, ARHS students entered the school at a high level of severity on chemical involvement indicators, had a high rate of concomitant psychiatric/psychological disorders, as well as severe problems in other areas of their lives.  To a significant degree, it is appropriate to consider the student population as a dual diagnosis population.  


The core technology for the internal operation of the program--the use of a therapeutic community or milieu, in a day treatment/school setting, was effectively implemented and maintained throughout the life of the evaluation.  An excellent and committed staff was recruited and developed a significant level of cohesiveness during the initial phases of the program.  It was apparent to the evaluation team over the course of the evaluation that the milieu/therapeutic community concept did work, even with the severely troubled youth participating in the program.  Feedback from parents and students was uniformly positive regarding the therapeutic benefits of the program.  On a qualitative level, the program appeared to have positive effects for a substantial portion of the students and families enrolled, particularly those who remained in the program for a relatively longer period of time.  The median length of stay was 93 days.


The emphasis on therapeutics which resulted from the high degree of severity and complexity of student problems, as well as uneven admission patterns and academically heterogeneous students, significantly detracted from academic aspects of the program. The program completion rate was 14 percent; about 50 percent of all students returned to regular school or graduated; and about one-third were rated as abstinent at the time of discharge.  Follow-up data indicate that about 40 percent of the students had remained abstinent from alcohol and other drugs until the follow-up contact; however, nearly half had dropped out of school.
 


Moberg and Thaler (1995) concluded that the ARHS model - as modified over the life of the project - is feasible programmatically, with impressive evidence of therapeutic effectiveness but limited educational success.  The programmatic feasibility was limited by the high per pupil costs encountered due to the severity of the presenting problems among the students who were attracted to the program.  The nature of the students also led to an emphasis on therapy over traditional educational experiences.  Thus the model which has proven feasible is that of a day treatment program for substance abusing and dually diagnosed students, provided in an alternative educational setting.


Structural and governance issues that plagued the program from its inception were never overcome.  Criteria for assessing institutionalization - a commitment by the school district to continue the program, success in developing other funding sources, the development of routine ongoing relationships with other schools, and the maintenance of stable referral relationships in the community - were in general not accomplished. 

Evaluation of Chicago Preparatory Charter High School


Dr. Moberg was subsequently funded by the RWJF to evaluate another attempt to develop a Recovery High School benefiting from the lessons learned in the Albuquerque program.  The evaluation was funded to provide an external evaluation of the implementation, feasibility, and preliminary effectiveness of the Chicago Preparatory Charter High School (CPCHS) program, partially funded by the Foundation.  CPCHS was established as a charter school within the Chicago Public Schools to support students in their recovery from substance abuse and dependency, while providing a rigorous educational program leading to a high school diploma.  Due to premature closure of the school, the evaluation was not implemented as planned. A full evaluation plan and all relevant instruments, data bases, MIS data entry screens, surveys and protocols were developed. Still, the evaluation had planned to collect several types of data and developed the necessary instrumentation and systems to do so.  These systems have guided the data collection design for the proposed study, including the use of site visits and student surveys.  (Report Appended) 

Boundaries and a Sense of Place at “Recovery High School”

Dr. Finch’s (2003) study centered on the dynamics of recovery within one recovery high school.  His study utilized ethnographic data to examine Recovery High School (RHS), a private school with 25 students who had entered voluntarily and agreed to work “programs of recovery” for drug abuse and dependency.  Dr. Finch remained in the field 16 months collecting data.  A key finding concerned the effect of boundaries upon the sense of place within the school experienced by staff and students at RHS.  The research focused on naturally occurring events, which were the usual events of the classrooms and the school being studied.  Participant observation of classrooms and school meetings, case notes, audio and videotaping, and interviews were the primary research procedures.  For the purposes of analysis, data from these activities were triangulated along with school records, personal journals, and conceptual memos composed throughout the study in order to draw a picture of the environment.  

For many RHS students, personal boundaries were confused.  Students had pushed through existing social boundaries with such behaviors as extensive drug use, frequent sexual activity, and legal challenges.  For example, while some alcohol or drug use may be noticeable in the general adolescent population, virtually all students at RHS had received rehabilitative treatment, served time in jail, and/or been expelled from school due to their substance use.  Finch found that while RHS provided safety for some students, it also posed a lack of safety (or a risk) for others through its observance of boundaries.  

RHS attempted to support the recovery of its students, and boundaries existed to define the sense of place in the community.  Findings showed that supports and threats did not align neatly with permeable or firm boundaries.  Some students found rigid structures helpful, while others preferred the freedom of permeability.  How RHS chose to allow uncertainty and even chaos to exist within its walls affected both how well it achieved its objective of providing a supportive community, as well as its students’ formative experiences of sobriety.  This study established a typology of boundaries, and then examined how the permeability of those boundaries moderated the supports and threats to a student’s recovery.  Ultimately, the individual personalities and mental health of the collective staff and students involved with the school determined the appropriate levels of structure and flexibility necessary to provide a healthy learning environment.

Permeable boundaries are by nature indeterminate, and thus generate uncertainty.  At RHS, such permeability was often the norm and expected.  Students and staff had come to feel certain about flexibility, chaos, and vague boundary definition in all of the stated categories.  Thus, the imposition of a firm boundary often caused a negative reaction.  So, Dr. Finch hypothesized that it was not boundary permeability per se that fueled uncertainty, but rather the “not knowing” whether boundaries would be clear or diffuse at a given moment.  

At times, the off-task behavior made RHS feel quite chaotic, which ran counter to the structure often provided in compensatory or punitive alternative school settings.  In essence, RHS had accepted that it was virtually impossible, and even unwise, to completely regulate the behavior of a newly recovering person.  Through allowing students freedom to act, the school also allowed behaviors to occur that may not be the most healthy or effective for a student.  However, this allowed a “school of hard knocks” to exist, and Dr. Finch found that “teachable moments” regularly occurred.  Furthermore, by maintaining a small population, the school staff and students were able to work with those teachable moments as they occurred.  Forcing students to stay on teacher-originated tasks at all times might have stifled such learning opportunities.  Whereas many alternative school settings tend to maximize structure and firm boundaries, it appears as though firm boundaries at RHS provided as much risk as they did safety.  While permeable boundaries could be perceived as dangerous, they also provided feelings of safety and acceptance for students.

Dr. Finch concluded that there was no one best answer regarding the most appropriate level of boundary permeability and firmness in a recovery school, as each situation and actor composition presented unique challenges with unique participants.  

Association of Recovery Schools

For over two years, Dr. Finch has been involved in developing a network of recovery high schools, the Association of Recovery Schools (ARS).  He collected data from each of the schools in summer 2002 in preparation for a CSAT-funded conference.  This data included years of operation, school organizational needs, enrollment, typical class sizes, teacher and counselor licensure, staff job descriptions, geographical locations, structural designs, models of recovery, student eligibility requirements, relapse procedures, outcome goals, perceived strengths/weaknesses, and other program highlights.  In preparation for the current grant, 18 schools responded to a brief survey in spring 2003 regarding their enrollment and characteristics of their students.  (The results of this survey are summarized in the Human Subject characteristics section of this proposal.)  These sources of information were key in conceptualizing this proposal’s research design.

Additionally, ARS has developed membership criteria for schools that wish to join the association.  These criteria will guide the selection of schools for this proposed study.  Officially recognized “Recovery Schools” are expected to fit each of the following criteria:

a. Recovery Schools operate as State-recognized high schools or as colleges with academic or residential programs/departments designed specifically for students recovering from drug abuse and dependency.  

b. Recovery Schools provide academic services and recovery assistance, post-treatment support, or continuing care, but they do not operate primarily as treatment centers or mental health agencies.

c. Recovery Schools require all recovering students to be sober and working a program of recovery (as determined by the student and the school) while enrolled.  In high school programs, all enrolled students are recovering students.

d. Recovery Schools offer academic courses for which students receive credit towards a high school or college diploma and provide services which assist the student in making the transition into a college, a career, or another high school.

e.
Recovery Schools have a plan in place to handle the therapeutic and crisis needs of students.  These plans can include full or part-time licensed counselors on staff, out-sourced counseling contracts, or a written referral plan.  Any identified counselors (preferably chemical dependency counselors) must meet their State’s requirements for licensure or certification.  Any school without a counselor on staff or an out-source plan will be given six months to create such a plan.  During this time, the school may remain an active member of ARS.
This membership criteria will not be used as an exclusive determinant for project participation, but it has served as a guide for defining schools which will be invited to participate.  Because there is a remunerative obligation for membership, membership in ARS is not a requirement for participation in this study.  However, the above guidelines helped determine which schools to approach for the study by providing a frame which was deliberatively conceived by professionals and a recovering college student.

D.  Research Design and Methods


We propose to conduct an exploratory, descriptive analysis that will yield a typology of the schools and their operative program theories/models.  Survey data will provide information on the staff and on the students attending these schools.  While an outcome study is needed, it is premature to conduct a rigorous experimental or quasi-experimental trial before understanding the nature of programs in operation and an assessment of the feasibility of an outcome study.  

Conceptual Frame

The rationale for this study is that definition and categorization of schools is needed.  Anecdotal evidence exists to tentatively describe the operations of recovery schools, but the creators of ARS have informally conducted the only systematic look at a large number of schools.  A more rigorous treatment is required to determine which practices ultimately to evaluate and to develop more focused hypotheses and research questions for future studies.  Quantitative data on student characteristics across sites are also needed in preparation for further research.   

The two prior projects conducted by Moberg, Finch’s study of RHS, and the ARS guidelines for membership have set the stage for the current proposal.  A general design and approach for studying the characteristics of recovery schools and their students has been established and demonstrated to be useful in the Albuquerque and Chicago studies.  Basic dimensions in which school model variability is likely have been identified.  Student data collection tools and mechanisms also have been piloted in these two schools.  Along with our past research, components of DATOS–A related to service variability and organizational structures (Delany, Broome, Flynn and Fletcher, 2001) will be consulted to assist in guiding data collection and organizing the information obtained.  

The need for and feasibility of further research on recovery schools has also been established by each of the three prior studies.  The research has proven useful to various individuals and organizations who have planned and established similar schools, and a number of these efforts have survived and become institutionalized in their communities.  We believe that some of their success has been due to the availability of Moberg’s research.   What is lacking is a careful descriptive study of variability in the model, the characteristics of students, and implementation of recovery schools. 

Key topics emerging from the prior case studies in which recovery schools are expected to vary include:

Educational Approach

· Goals emphasizing either transition or graduation;

· Nature of relationships between staff and students;

· Curriculum; and

· Degree of individualization.

Therapeutic Approach

· Balance between therapeutic interventions and academics;

· Therapeutic model or approach;

· Family Involvement expectations;

· Continuum of boundary enforcement, from permeable to firm;

· Therapeutic staffing; and 
· Services provided in each school.

Organizational Structure and Characteristics

· Organizational form (charter school, public school, private school);

· Governance model;

· Staff composition;

· Enrollment size, composition and turnover;

· Funding source(s) and per pupil costs; and

· Alignment of operational and stated missions.

Institutional Environment

· Mechanisms by which students gain access;

· Effects of treatment program enrollment on the number of school referrals;

· Strength of linkages to public treatment and community service sectors;

· Level of community support;
· Commitment by school district and/or other funding sources to the program;
· Success in developing multiple funding sources;
· Extent of routine ongoing relationships with other schools;
· Stable referral relationships in the community.
Student Characteristics

· Substance use pattern/severity and history;

· Co-occurring mental health symptoms and other psycho-social problems;

· Student treatment history;

· Juvenile justice/social service system involvement;

· Family socio-economic status;

· Health insurance status.

By collecting and organizing the above data on each school, we will then be able to address the issue of how key elements can be interpreted and categorized.  We expect that a typology of programs will emerge from which a set of representative schools could be sampled for future effectiveness research.  The above data will allow us to address both specific aims of the research—to systematically describe the differences and similarities among the existing recovery schools and to explore the feasibility of conducting a multi-site outcome study.

Working Hypothesis

Our basic working hypothesis is that a meaningful and interpretable typology of program or set of variables will emerge from this analysis.  Based on past experience with these schools, it is hypothesized that variability exists across schools on both program and student dimensions:

· PROGRAM DIMENSION:  Educational approach, therapeutic approach, and the relative emphasis of education and therapeutics within the schools; organizational structure and characteristics; institutional environment; and types of ancillary services offered.

· STUDENT DIMENSION: Characteristics of students served (i.e., substance use diagnoses/use history; co-occurring mental health symptoms/diagnoses; treatment history; juvenile justice/social service system involvement; family socio-economic status; and health insurance status).

To the extent that schools cluster across several of these (and/or other) characteristics, a typology of program models can be developed.  If there is no clear pattern of clustering, we will nonetheless identify a subset of critical variables or dimensions on which the schools vary, and another subset on which all are relatively similar.  In either case, the analysis will provide us with a set of categories (either key variables or a typology) and operative program theories (“logic models”) which can be used in future analysis of the effects of this variability on two key outcomes:  program institutionalization and student recovery outcome.

Methods of Data Collection

The complete project will include startup, protocol and survey development, and contracting with recovery schools to assure their participation (months 1-4); a site visit to each of the participating schools during which survey and interview data will be collected (months 5-16); and data analysis, interpretation and presentation of reports and publications (months 12-24).  Data collection will occur over two to three school semesters.  Dr. Moberg’s studies of schools in Albuquerque and Chicago (appended) provide a prototype for the data collection (Moberg, 1999; Moberg & Thaler, 1995).  In addition, Claire Smrekar, Ph.D., Associate Professor at Vanderbilt University, and Ken Winters, Ph.D. of the University of Minnesota will serve as a consultants regarding methodology and substantive issues regarding adolescent drug abuse (e.g., Winters, et al., 1999) and educational processes (Smrekar, 1996; Smrekar et al., 2001).

As Dr. Moberg’s study of the Albuquerque Recovery High School discovered, the program evolved considerably over its first year of operation.  With this in mind, our sample of schools will be limited to 18 high schools that fit the ARS defining criteria (above) and that have been operating for at least two years.  Data collected will include observational field notes, interviews, documents (school charters, policy manuals, student handbooks, accountability reports), anonymous surveys of students, and various secondary data such as school administrative data, attendance reports, graduation rates, and other reports available from the schools.  

Site Visits

A central component of the proposed methodology is the use of in-person site visits of at least one full day on site.  Site visits will facilitate collection of survey data but also complement and extend that data by allowing for exploration of the school and community, direct observation of settings and activities, and access to key individuals for interviewing.  Site visits are considered a legitimate approach to obtaining valid program information via first-hand encounters with the program being evaluated, when the site visitors are individuals with relevant expertise (Lawrenz, Keiser, & Lavoie, 2003).  Site visits will be conducted by teams of two researchers, in order to allow for multiple insights, differential expertise, cross-validation of findings, and enhanced scope.  Increased validity of results is facilitated by this team approach.  

As the purpose of the site visits is to gather descriptive information about the programs and students rather than to carry out a complete naturalistic inquiry or case study, we will conduct scheduled, standardized oral interviews (LeCompte, Preissle, & Tesch, 1993) with administrators, teachers, counselors, students, and other key personnel, such as parents, volunteers, or Board Members.  We will also attempt to interview at least two external constituents from each school’s inter-organizational network (such as school district administrators and referring treatment providers.)   Interviewees will be chosen based on discussions with school leaders.  

The interviews will use detailed interview guides (tailored to the type of respondent) to assure that all of the conceptual areas outlined above (p. 26f) for this inquiry are covered at each site.  While the interview guide provides structure, relevant probes and exploration of relevant divergent topics will also be incorporated to maximize the learning from these interviews.  

Observations will be conducted during academic classes, staff meetings, and therapeutic programs (such as community meetings, open AA meetings, and “check-in” groups) and other routine activities.  Interview data will be collected on the nature, structure, and general goals of confidential therapy sessions, both individual and group, from both staff and student perspectives (since these cannot be directly observed).  Also, extensive tours will be conducted during each initial visit, to include the surrounding neighborhoods.  Similar to the limitations placed on the interviews, observational data will focus upon specific details of the events rather than an attempt to glean the representational nature, frequency, or participants’ sense of the events.  

With permission of the participants, interviews will be audiotaped and subsequently transcribed and erased.  Written notes from interviews will be maintained in situations where participants are reluctant to be taped.  Detailed field notes of observations will be maintained.  All written notes will be edited immediately at the end of the day.  Identifiers will be purged from all transcripts and notes.
Surveys

Due to their time and cost-efficiency, surveys will be the primary source of descriptive data on students and staff.  Members of our research team will conduct (with appropriate consent) anonymous surveys during each site visit, and we will attempt to obtain a survey from each staff member and student present on the day of the visit.  The student survey tool will be constructed as a scan-able, self-contained questionnaire, which we anticipate administering independently of school staff, with a length of 30-45 minutes to complete.  (Samples of past such instruments used in Moberg’s “Healthy for Life” and “BARN” projects are appended.)   Surveys will be immediately removed from the school, and they will have no identifiers other than numerical codes for site and semester. 

The student survey (to be further developed with consultation from Dr. Winters) will include:

· The Adolescent Alcohol and Drug Involvement Scale, AADIS, (a revised version of the ADIS, Moberg & Hahn, 1991) is a screening tool recently validated by Winters et al., (2001). The AADIS has an alpha reliability coefficient of .94 and correlates well with Winters’ operationalization of the DSM-IV criteria for substance use diagnosis, the Adolescent Diagnostic Interview-Lite.  The AADIS in interview form has sensitivity of .95 and specificity of .65 against the gold standard of the ADI-L in detecting an adolescent substance use disorder, and yields a continuous severity score.

· Standard substance use items from Monitoring the Future and the Youth Risk Behavior Surveillance System for comparability to national data on adolescent substance use.  Key substance use items will be asked retrospectively—i.e., regarding time periods prior to entry to treatment or any controlled environment–as well as currently to assess continued use. 

· Self-report items will be included on treatment history/experiences and past and present school attainment and perceived performance.  

· Social relationships will include measures of perceived quality of peer relationships and of family relationships, the latter using a subset of 27 items from the Family Environment Scale (Moos, 1974), which has an alpha reliability coefficient of .76.

· A brief delinquent involvement scale (Elliot et al., 1985) and questions regarding arrest history will be included, as will basic items related to risky sexual activity (see Moberg and Piper, 1998). 

· Co-occurring mental disorders will be screened for with the Strengths and Difficulties Questionnaire  (Goodman, 2001; Goodman et al., 2000), a normed 25 item instrument. The SDQ focuses on strengths as well as difficulties. Scales include emotional symptoms; conduct problems, hyperactivity, peer problems and pro-social behavior. There is a “Total Difficulties” score and an impact score related to how much the difficulties impact on life.  In one study (Goodman and Scott, 1999) scores from the SDQ and CBCL (Achenbach 1991) were highly correlated and equally able to discriminate psychiatric cases. As judged against a semi-structured interview, the SDQ was significantly better than the CBCL at detecting inattention and hyperactivity, and at least as good at detecting internalizing and externalizing problems.  

· We will also examine other potential measures in current adolescent outcome literature for maximum comparability, including the measures used in DATOS–A (Hser et al., 2001) and the Cannabis Youth Treatment study (Dennis, 2002), such as the GAIN survey. 

· Demographic information will also be included— age, gender, race/ethnicity, parent educational attainment as a proxy for SES, family structure, health insurance and mobility.  (See appended Healthy for Life survey for many of these measures.)  

The staff survey will include both demographic and attitudinal items, and will also be handled anonymously and removed from the school immediately by research staff.  Included will be age, gender, race/ethnicity, career/vocational experience, academic attainment, research experience, training, and licensure.  Staff will also be asked attitudinal items regarding recovery and educational philosophies, perceptions of their own programs’ success, adequacy of their own preparation for work in the recovery school setting, and job satisfaction. 

Document Review  

Document analysis will be conducted on school descriptive materials, grant proposals, charter applications, accreditation reports, annual reports and other secondary data which may be available.  As detailed by LeCompte and colleagues (1993), additional documents could include textbooks, curriculum guides, memos, enrollment records, meeting minutes, school and staff handbooks, classroom products, lesson plans, correspondence, and government documents.  Other possibilities include staff development plans, accountability reports, newsletters, and promotional materials.  Finch’s (2003) study of RHS provides a guide for documents available in a recovery high school.  Pertinent data at RHS included entry and “relapse prevention” contracts, student entry/exit dates, reasons for student exits, prior schools attended, prior alcohol and drug treatment, medications and diagnoses, student race/ethnicity, length of stay at RHS, census trends, staffing trends, periods of sustained sobriety, and urinalysis records.  Due to confidentiality concerns, we do not plan to examine individual student records in this exploratory study, but will seek to review aggregate reports prepared by the schools based on these data.   For the sake of time, copies of these reports and documents will be requested and content analyzed off-site during the analysis phase of the project.  

Beyond reports based on student-level data, staff start/stop date records can be compared to student enrollment data to reveal class size trends.  Curriculum guides, school calendars/schedules, budgets, and therapeutic plans will help describe the programmatic approach of the school.  Additionally, promotional literature can help describe the missions, visions, positioning, and marketing plans of the programs.

Analysis Plan  

The full set of data collected above will be used to meet both specific aims of the project.  Survey data will be scanned or manually entered into SPSS files for analysis.  Interview data will be transcribed and entered into qualitative analysis software for ease of manipulation and management.  Summary results of the qualitative analysis (e.g., where each school falls on critical dimensions, placement on emergent typologies) will be coded into an SPSS file and used for exploratory hierarchical analysis of the relationship of school level variation with student variables.   

Specific Aim 1:  The emphasis of this analysis will be to describe recovery high schools in terms of the differences and similarities among schools.  The analysis will focus upon educational and therapeutic services, funding, school goals, student characteristics, and access to the programs.  Interpreting how participant schools approach recovery support will be a central goal of the study, including modeling and classification of program theories or “logic models”.  The result is expected to be a major report and several publications on the nature of recovery schools and their students. 

The surveys will yield descriptive data, which will be analyzed using frequency distributions, means, and cut points (where norms are available) will examine the characteristics of the students in recovery schools relative to the general population of youth (as measured in the Youth Risk Behavior Surveillance System and Monitoring the Future) as well as to publicly available data on adolescent populations in drug abuse treatment (Cannabis Youth Treatment, DATOS-A, and smaller program-specific studies). 

Linkage of the student-level data with summary categories of programs – or key program variables – which emerge from the school-level analysis will allow us to address questions of how the student population covaries with dimensions of the programs and program environments.  This can be accomplished on a fairly basic level using contingency tables or difference of means tests, but will also be explored using hierarchical modeling of relationships where student nesting within schools is accounted for. 

We will be able to describe students’ substance use patterns (as self reported for the time prior to entering treatment and currently); extent of possible co-occurring mental health symptoms; student substance use history; treatment history; juvenile justice/social service system involvement; family socio-economic status; and health insurance status.  Difference on these variables related to the inter-organizational structure, funding system, and institutionalization of the schools will be highlighted and provide the basis for future targeted research. 

Analysis of the structured interviews and site visit observations can serve the role of expanding upon the data gathered in surveys, assessing the extent to which participants share beliefs or schools share certain constructs (LeCompte et al., 1993), triangulating against the survey data.  Data will be transcribed from audiotapes, edited by the interviewer for accuracy, and entered into computer software for ease of analysis.  In order to accomplish the research objectives, data will be systematically analyzed and interpreted to create typologies across recovery school programs.  Such typological analysis involves theoretically categorizing the data.  One component of this analysis will be to assess school staff’s understanding of the logic of their programs—i.e., the testable assumptions which link presenting problems of students, the program interventions, and the proximal, intermediate and long-term outcomes expected for students (e.g., Wholey, 1987).  This process will essentially attempt to extract staff’s operative program theories from the data.  The existing post-treatment and relapse literature will suggest certain typologies of program theories, while others will emerge through inductive analysis.  This modeling may point to variations in the operative logic models, or to a consistent logic model across recovery school programs.    

Hatch (2002, p. 57) summarizes approaches to interpreting data from education settings.  Researchers will enter the field with an idea of the important topic areas from which to frame their data collection.  In this context, the data are the narratives which have been generated from the structured interview and observation process, with verbatim faithfulness to the words of the interviewee.  The narratives will be responses to interview guide questions (and subsequent probes) regarding each of the topics/themes listed above.  Coding of passages for topics, themes, and categories will be an early task in the analysis once the data have been transcribed, edited, and entered into analysis software.  The data will be analyzed to discover emergent patterns and categories of data.  Narratives will be read and sorted according to topics.  Main ideas emerging from these markings will be recorded, and patterns, categories, and relationships will be highlighted.  According to these patterns, entries will be coded.  Non-examples or negative cases will also be noted to determine if the data ultimately supports the identified patterns.  Relationships among those patterns will then be identified, and finally, data excerpts will be selected to support or illustrate generalizations.  

An example of how this process will work can be seen in how the service component is examined.  Based on our past work, we have hypothesized that a continuum will exist from academic-intensive to therapeutic-intensive programs.  While all schools will have both foci, some will view themselves more as an academic institution, and others will see themselves more as part of the treatment continuum.  It is even possible that alternative distinctions could emerge, and conflict over appropriate emphasis within schools is likely.   Interviews will reveal how participants see their programs, and site observations will allow the researchers to categorize certain components of the school such as staffing, classes, special programs, and student personal issues.  The narrative data set will be searched, coded, and categorized in order to define the program distinctions.  Certain categories, such as the number of counselors on-staff, the amount of school time devoted to therapy programming, and the percentage of students with co-occurring disorders would help distinguish between an academic focus and a therapeutic one.  Ultimately, we will be able to determine which schools have more therapeutic elements, which schools have more academic elements, and which schools have a balance.  A similar process will be used to explore factors contributing to variation in level of institutionalization of the schools in their communities, and other key dimensions. 

Specific Aim 2: The second analytic task is to address the feasibility of conducting a multi-site outcome study on the effectiveness of recovery high schools.  To do so, we will use the data collected above to answer the following questions: 

· What is the potential sample size based on estimated case flow in each school?  Considerations regarding feasibility of outcomes research include the number and location of schools with sufficiently large cohorts of students who are retained for a significant time period to expect benefit of the programs.  A power analysis will be conducted using an expected effect size, gauged against the projected numbers of potential outcome research participants in a given time period across a manageable sample of schools. 
· Is there homogeneity of student outcome goals across sites?  A cross site outcomes research study would require agreement between schools on the primary and secondary outcomes expected for students. These data will be obtained from staff interviews and program documents.   The data will also assist us in definition of specific outcome criteria to be studied in the future.  A key objective will be to determine the most appropriate outcomes to evaluate.

· Are there potential comparison groups for use in a quasi-experimental design? Interviews with program staff and with community referral sources (e.g., AODA treatment providers, school officials) will address the issue of case flow to the recovery schools versus other continuing care options in each community served by a recovery school.  These data on case flow will be used to determine potential options for developing prospective comparison groups.  

· What is the level of interest, organizational support and capacity for participation in an outcome study?  At each site visit, we will explicitly explore the interest of school staff and other constituent groups regarding participation in outcomes research by addressing this in our interview guides.  Our staff survey data will provide a profile of the level of research related training and experience of school staff, also evidence of capacity. 

          

Wholey (1987) points out four tasks of “evaluability assessment” to enhance the usefulness of any evaluation.  Our experience concurs with the importance of these tasks, and we will incorporate them in our feasibility analysis.  They include (1) clarifying the definition of the program intervention, the problem it addresses and its expected outcomes; (2) specification of logical testable assumptions—mediators and moderators-- linking the intervention to the outcomes anticipated; (3) obtaining agreement on priorities for evaluation and its intended uses; and (4) development of a willingness to act on the basis of evaluation information.  Thus our assessment of feasibility will address the technical design issues, the issues of program modeling, and the buy-in of key constituents.

Assuming the results of this exploratory analysis are promising for future outcomes research on the recovery school model, we will proceed at this point to develop a complete proposal for such research.  If we conclude that outcomes research is not feasible, a report will be prepared summarizing the data and reasoning that lead to that conclusion.   We anticipate that it will be near to impossible to conduct a true randomized trial of recovery schools, but that with results from the present study we will be able to design an appropriately rigorous outcomes research study.  Outcome research would establish a base rate of effectiveness and begin to identify the mediators and moderators of successful student outcomes.  Should such data indicate promising outcomes relative to existing data on adolescent drug abuse treatment outcomes, the third phase of this program of research would be a rigorous quasi-experimental trial.  Thus we see the present proposal as the logical next step in a program of research on a promising but untested model of continuing care for adolescents with substance abuse disorders.   

Design Issues and Limitations

As the data collected will be descriptive in nature, the present proposal will not address effectiveness of recovery schools, although such an assessment is needed and is a planned next step in our research.   Furthermore, both time and cost limitations will not allow for a deep naturalistic inquiry.  Such case studies will be needed to complement future evaluative research.  The external validity and generalizability of the data to settings outside of recovery schools will be minimal, since we are sampling these programs only, and they may be attracting a unique population of adolescents.  As a preliminary study, the scope and methodology will not allow us to determine best practices across schools, although common practices established by trial and error may well represent a set of “best practices.”   A major intent of this study will be to categorize practices and models in order to design evaluation research which will yield an evidence base.

Future Research

We anticipate that this descriptive study will set the stage for a multi-site service effectiveness study.  A lack of understanding currently exists about what tools recovery schools utilize to serve their students, who the students are, whether they show effects for students significantly different from those attained by recovering students attending non-recovery schools, and how student and programmatic differences affect outcomes. There are two critical endpoints in future research—on the program level, institutionalization with a stable flow of appropriate students and funding is critical.  On the student level, relapse avoidance (or significantly reduced substance use) is the most critical outcome, with successful educational attainment a highly related and important secondary outcome.  Our future research will address these issues, informed by the results of this preliminary work.  

E.  Human Subjects
The project will be under the primary jurisdiction of the University of Wisconsin-Health Sciences Human Subjects Committee.  As required by the UW IRB, we will enter into a federal wide assurance or some other form of shared or delegated jurisdiction under the terms of a federally approved consortium arrangement.  We will require that the collaborating recovery schools enter into federal wide assurances with us recognizing the UW IRB as the cognizant authority.


During the study, the research participants will be students attending the 18 recovery schools.  In addition, school staff will serve as key informants about the school models, students and programs, but are not human subjects in the usual definition of that term. The information provided relates to all performance sites, in that data collection and analysis will be conducted collaboratively by UW and Association of Recovery Schools staff with students at the participating schools.

1.  Risks to Subjects:


Human Subject Involvement and Characteristics: 


Students attending participating schools are the primary research participants, estimated based on a preliminary survey of the 18 schools to total approximately 550 students at any given time.   Most will be in the age range of 14-18.  There are 52% males and 48% females enrolled; 7% are Hispanic /Latino.   Across the 18 schools, 11% of the enrolled students are American Indian, 3% Asian, 5% Black/African American, 1% Hawaiian or Other Pacific Islander, and 81% White.  The health status of these subjects will be relatively good with the exception of substance abuse or dependence (100%) and a high rate of co-occurring mental health disorder.  Recent drug abuse treatment has been experienced by 85% of the participants; 42% have had residential treatment, 36% outpatient drug-free treatment, and 7% both residential and outpatient.  The 15% who have not had treatment immediately prior to enrollment have, on the basis of admission criteria to the schools, a significant drug abuse problem with a commitment to resolving the problem and remaining clean and sober. Approximately 16% will be criminal justice system referrals.  Minors are included as the sole target population of this continuing care/educational intervention.

 
Sources of Materials:


Students will be asked to complete an anonymous survey developed specifically for the research, covering substance use patterns, social relationships, school performance, delinquent involvement, risky sexual behavior, and screening items for mental health/disorder.  The survey will be administered in the school by members of the research team; the completed survey scan forms will be held in the possession of the researchers.  In addition, semi-structured individual and group interviews will be conducted with students during site visits, and the researchers will conduct general observation of the learning environment.  


Staff in schools will also be interviewed about the school programs and public documents generated by the schools will be reviewed.  Neither of these sources of information will generate identifiable student level data.


Potential Risks:


The greatest potential risk to the subjects is the possible disclosure of information that may place them at risk for criminal prosecution or expulsion from school.  An added risk to the students is that information they reveal in the research interview could, if released, affect their relationships with their parent(s) or school staff as it may reveal deviant behavior which would elicit punitive or corrective reactions.  Additional risks may include the potential for distress when completing the survey as sensitive and intimate issues may arise.   

2.  Adequacy of Protection Against Risks

Recruitment and Informed Consent:


A letter from the PI, co-signed by the school principal, will be sent to all families of students enrolled in the school describing the research and providing a mechanism to notify the school if the student is not given permission to participate.  At the time of the survey, students will be read an informed consent statement which will also be printed on the face page of the instrument.  This will include the statement  that  survey completion is voluntary, and discussion of how their data will be used and how anonymity will be protected.  Students will be provided another activity if they choose to not complete the survey.  The completion of the survey implies consent from the student. (This waiver of signed consent has been allowed in the past by our IRB in studies in which we are conducting anonymous student surveys with no re-contact.  The procedure may need to be modified under current evolving guidelines.)  The letter to the parents will also describe the focus groups and taped interviews which may occur and again the parent will be provided a mechanism to withhold consent.  Students and staff in taped interviews and focus groups will be asked by the interviewer to sign a consent form prior to the interview.


Protection Against Risks: 


To protect subjects a Certificate of Confidentiality will be applied for from NIDA which would remain active in protecting the PI from mandated release of subject identity (which will be unrecorded in any event) for all subjects indefinitely.


Data will be collected by external ARS or UW based research staff, kept in their possession, and removed from the school at the end of the site visit.  There will be no names or other identifier on the source documents which would allow identification of individuals once the data are aggregated. There will be school identifiers, but these codes will be maintained without labeling in any data files and the master list will be kept in locked files in locked offices. The data will be collected for research purposes only, and results will be shared with school staff only in aggregate form with cell sizes of at least five cases.  Only research project staff will have access to individual records, and then only in anonymous form.  Taped interviews and focus groups will use only a date and numeric codes for school and role (student, staff, administrator; community constituent); once transcribed, tapes will be destroyed.  Transcriptions will delete all names and other identifying information, except for a numeric identifier as to school, month and year of interview, and category of participant (e.g., male student). 


Thus retained data files (computer files, back-up hard copy interviews and questionnaires) will only have numerical school, participant category, and date codes associated with them.


Research staff will be trained to identify any signs of distress, discuss them with subjects (if the participants desire) and refer to an appropriate counseling source.   All data will be collected for research purposes only.  Only research project staff will have access to the data.  The master list of school code numbers will be kept in locked cabinets at the offices of the University of Wisconsin, Center for Health Policy and Program Evaluation, and similarly in the office of the co-PI at ARS in Nashville. 

Youth will be read a consent statement prior to all surveys and interviews, including a request to not include names on any forms.  All data collected will be removed from the schools with the research staff.  Using these procedures, the risks to participants are very minor.  Dr. Moberg has used these and similar approaches without any serious confidentiality breach in numerous studies.  Since the greatest risk is breach of confidentiality, any assessment of risk must consider motivation for intentional breach, and conclude that inadvertent breech is more likely.  Establishment of procedural and technological safeguards, appropriate training, reminders, and monitoring for compliance can protect students against any breaches.   

3.  Potential Benefits of Proposed Research


There is minimal immediate benefit to participants from this research. The only anticipated immediate benefit for participating youth may be the function of the research interview and survey as a reflective self-assessment process.  In the longer term, there may be a benefit of improved educational and continuing care programs for participating youth.  

4.  Importance of Knowledge to Be Gained

The risks to the participants are minimal and reasonable in light of the potential benefits to be gained from the study.  Substance abuse has an extremely high societal and individual cost, both as a direct result of the abuser’s behavior and in terms of treatment costs.  Relapse rates after treatment are high.  To the extent that continuing care processes are tested and are found to be effective, the individual and societal burden of high treatment relapse rates can be significantly reduced.  

Collaborating Sites  

The ARS will enter into a Federal Wide Assurance, with the University of Wisconsin IRB the cognizant authority for this study.  None of the participating schools have assurance numbers, and we do not expect that this will be required, since the research will be under the control of the external investigators at all times.  If requested by the UW-Madison IRB or by OHRP, they will each be asked to enter into Federal Wide Assurance agreements with the UW-Madison as cognizant IRB. 

Women, Children, and Minority Inclusion

Data from a survey of the participating schools is included in the Targeted/Planned Enrollment Table.  These data reflect the best estimates aggregated across schools, of the characteristics of the current students.  We anticipate that the distribution of participants in the proposed research would be similar to that reported here.  We are not in a position to recruit new students to the recovery schools; rather, one  purpose of the research is to describe the population that is being served.

The data indicate a fairly equal distribution of male and female students—52% male, 48% female.  The population is majority white (81%); 7% are Hispanic.  American Indians are the largest single ethnic group within the total enrollment in the 18 recovery schools, accounting for 11% of the total students.  This is due to the presence of two schools specifically targeting American Indian youth.  Black students make up 5%of the total enrollment.    

All students are considered children due to their age of under 21.

We are not aware of prior data on effectiveness of school-based recovery programs—nor on continuing care programs in general—which suggest differential effectiveness for males or females or for different ethnic groups.  However, the sample size will allow separate description of the male and female populations in recovery schools, as well as comparison of White, American Indian and other (combined) ethnic/racial groups.  The power to detect differences in treatment history, symptomatology, concomitant concerns and other individual/group differences will be sufficient for these groups to detect clinically or practically significant variations. 

Intentionally Blank 

Women and Minority Inclusion Table Here

Data Safety and Monitoring:  Not Applicable



F.  Vertebrate Animals:  Not applicable
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H.  Consortium/Contractual Arrangements

The University of Wisconsin Medical School’s Center for Health Policy and Program Evaluation will serve as the lead institution.  The Association of Recovery Schools (ARS), administratively located within Creative Recovery Communities, Inc., Nashville, TN, will subcontract as a consortium organization on the project.  A formal consortium agreement will be established.  D. Paul Moberg, Ph.D., the Director and Senior Scientist for the University of Wisconsin Center for Health Policy and Program Evaluation (CHPPE) will be the Principal Investigator, and Andrew J. Finch, Ph.D., the Director of the Association for Recovery Schools and Executive Director of CRC will be co-PI of the entire project and PI for the consortium agreement.  Dr. Finch has an official affiliation with each recovery high school as Director of the Association for Recovery Schools, which will facilitate access and cooperation.  

In addition to the relationship between UW-Madison and ARS/CRC, the 18 Recovery Schools will also be asked to enter into three-way agreements for the project, with the school, UW-Madison, and ARS as joint signatories.  This agreement will clearly spell out the requirements for the research, including payments (schools will receive $500) and human subjects protection agreements.  If required, schools will sign Federal-Wide Assurances designating the UW-Madison IRB as the cognizant authority.  Letters from many of the potential participating schools are appended (see Appendix A).
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I.  Consultants

Claire Smrekar, Ph.D., Associate Professor at Vanderbilt University, will serve as a methodology and educational policy consultant. For examples of her work, see her study on the impact of school choice (Smrekar, 1996) and a report to the National Education Goals Panel on 15 U.S. Department of Defense Domestic Dependent Elementary and Secondary Schools (Smrekar, Guthrie, Owens, & Sims, 2001).

Ken C. Winters, Ph.D., Associate Professor at the University of Minnesota Medical School, has agreed to provide consultation on issues of measurement, adolescent drug abuse treatment modalities and outcomes, and share his expertise regarding Minnesota recovery services.  Many of the identified recovery schools are located in Minnesota.

 Letters from Drs. Smrekar and Winters follow. 
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