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A B S T R A C T

Purpose: This study aimed (1) to evaluate the feasibility of a school-based Screening, Brief
Intervention, and Referral to Treatment (SBIRT) program that expands on traditional SBIRT to
support the mental health and well-being of middle school students and (2) to assess its effects on
students’ connection with adults at school.
Methods: Focus group discussions were conducted with 26 students in grades 6e8 to understand
student perspectives about an innovative school-based SBIRT program. A subset of middle school
students from the SBIRT program who received a brief intervention (BI) after screening (n ¼ 116)
were asked to rate their experience meeting with the interventionist in terms of feeling
comfortable, feeling listened to, and talking about their goals. Additionally, these students’ ratings
of connection to adults at school was compared from the time of screening (baseline) to following
BI using two-sided paired t-tests.
Results: Students who participated in focus groups expressed favorable opinions about universal
screening and this school-based SBIRT model and noted that relationship building with adults at
school was an important factor for open communication and motivating behavior change for
students. Nearly all students who completed the post-BI survey rated their experiences with interventionists during BI as “Excellent,” “Very Good,” or “Good” in all categories (98%). Students’
reported mean school connection scores signiﬁcantly higher after participation in school-based
SBIRT than at baseline (5.9/8 vs. 7.0/8, p < .001).
Discussion: Middle school students were satisﬁed with the school-based SBIRT model and
participation in the program resulted in increased student connection with adults at school. These
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IMPLICATIONS AND
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This evaluation describes
student experiences of a
novel school-based SBIRT
model. Results indicate
that the SBIRT intervention was well-received by
middle school students,
and participating students
had an increased connection with adults at school.
This model is a promising
approach to prevention in
a school setting.
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ﬁndings improve our understanding of the experience of SBIRT intervention with middle school
students and on school connection in particular.
Ó 2022 Society for Adolescent Health and Medicine. Published by Elsevier Inc. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Early prevention and intervention to address substance use
and mental health is critical to support young people’s healthy
development. Early initiation of substance use has been associated with poor cognitive functioning, mental health difﬁculties,
and dropping out of high school [1e3]. Initiation of substance use
before the age of 14 has also been shown to be a strong predictor
of later problems including heavier substance use throughout
adolescence and adulthood, more serious long-term substance
use problems, and adult substance dependence [4]. A large body
of evidence has shown that preventing or delaying the onset of
emotional and behavioral disorders and substance use can have
lifetime beneﬁts and that focusing such prevention efforts on
young people can yield the most impact [5]. A recent study
showed that exposing early adolescents to prevention in seventh
grade reduced the likelihood of alcohol use disorders 5 years
later, showing the potential for long-term impacts of early
intervention [6].
Schools can be a critical partner in improving systems of support to promote youth well-being and school environments play
an important role in student academic and behavioral outcomes
[7e9]. Since adolescents spend the majority of their time in
school, this can be an ideal setting to implement early prevention
and intervention programs. Many young people, especially those
from low-income households and those who identify as Black,
Indigenous, and people of color, access mental health services
solely in educational settings [10]. In addition, a student’s
perceived school connectedness is associated with less violence
and substance use, as well as higher student academic achievement, better school attendance, and increased social and
emotional well-being [11e13]. School connectedness refers to a
feeling of belonging or the extent to which a student feels cared for
at school [13]. In addition to being a strong protective factor in
adolescence, school connectedness is also protective in adulthood,
reducing emotional distress, suicidal ideation, and sexual and
substance use risk [14,15]. Student connections with a trusted
adult at school are one component of school connectedness. These
connections with a trusted adult at school can have far ranging
impacts on youth academic and social outcomes and health risk
behaviors in adulthood [16,17]. The transition to middle school, a
stressful time for many adolescents, is an especially important
time to promote connection and to increase protective factors [18].
Screening, Brief Intervention, and Referral to Treatment
(SBIRT) is a public health model for identifying and addressing
substance use and related risks [19,20]. SBIRT has been used to
deliver early intervention and treatment to people with substance use disorders. The original SBIRT model consists of
screening to assess risks and severity of substance use, delivery
of a brief intervention (BI) focused on increasing insight and
motivation toward behavioral change, and when needed a
referral to treatment for those needing additional intervention or
services. Motivational interviewing (MI) has commonly been
used as part of SBIRT as a strategy to assess readiness to change,
provide personalized feedback, and motivate behavior change
[21,22]. The SBIRT model originated with adults in healthcare
settings but has more recently been adapted to address

adolescent substance use and related risk factors. School-based
SBIRT has been used to provide early intervention for students
prior to the development of substance use disorders, including
for those who are early initiators.
When implemented in high school settings, SBIRT has been
found to reduce adolescents’ use of marijuana and alcohol and to
result in reduced binge drinking and other drug use [23e26]. In
addition, SBIRT implemented in school-based health centers has
shown promising reductions in youth alcohol and marijuana use
[27,28]. Although school-based health centers are a convenient
setting for intervention with young people, they are not available
in most US schools [29]. Although SBIRT appears to be an effective tool for addressing and preventing youth substance use, little
is known about the impact of school-based SBIRT on school
connections with trusted adults and how SBIRT is perceived by
younger adolescents, such as those in middle school. One recent
study surveyed middle and high school students who had
participated in school-based SBIRT focused on substance use and
found that the majority of students felt positively about substance use screening in schools, and that speaking to an adult
about drugs or alcohol was valuable regardless of their use of
substances in the past year [30].
In 2015, the Best Starts for Kids tax levy was approved by
voters in King County, Washington to support the health and
well-being of children, families, and communities within the
county. This initiative, along with funding through a local
behavioral health sales tax, Mental Illness and Drug Dependency,
supported the implementation of a school-based SBIRT program
in King County schools starting in September 2018. Although
traditional SBIRT focuses speciﬁcally on substance use, this
school-based SBIRT model is a novel approach which is intended
to broadly address the mental health and well-being of middle
school students by assessing and offering an intervention
structure for a range of risk factors, such as anxiety and
depressive symptoms, bullying, self-harm, and offering connection with a continuum of supports at school and in the community based on the student’s identiﬁed needs [31]. In addition
to addressing risk factors, this SBIRT intervention was intended
to build upon students’ strengths and connect students with a
caring adult at school. This paper focuses on (1) the feasibility of
this school-based SBIRT model among middle school students
and (2) the effect of participation in school-based SBIRT on student connection with adults at school.
Methods
Description of screening, brief intervention, and referral to
treatment program
The SBIRT program, developed and overseen by King County
Public Health to support students’ well-being within the
schools, consisted of screening for substance use, mental health
concerns, and bullying, alongside assessment of strengths; a BI
based on MI principles that involved semi-structured 15- to 20minute sessions with both the youth alone and together with
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their caregiver, as appropriate; and referral to assessment and/
or other community-based services and supports, including
counseling, mentoring, and youth leadership opportunities.
Participating middle schools conducted universal screening of
an entire grade level or the whole school based on capacity of
the staff to implement the model. In addition to universal
screening, 38% of schools also conducted indicated screening
where students were referred to participate in school-based
SBIRT based on academic or disciplinary indicators by teachers or other school staff.
Interventionists were identiﬁed by each school district and
their roles varied depending on each school district’s implementation plan, which could be tailored to their resources and
needs. Interventionists included school counselors, staff from
community-based organizations, or other student support staff.
All interventionists participated in program trainings on the
implementation of school-based SBIRT and received in-depth MI
training. Students participated in multiple BI sessions when
needed, but due to the brief nature of this intervention the majority (78.3%) participated in only one BI session. A small proportion of students (13.1%) received two BI sessions, and 8.0%
received three or more sessions.
Based on their screening results, students were prioritized for
follow-up into one of three tiers deﬁned by the risk factors they
endorsed. Students who were prioritized into Tier 3 based on
screening received a BI within 24 hours of screening and those
who were prioritized into Tier 2 based on screening received a BI
in the next few weeks after screening. Those students who did
not endorse any risk factors were considered Tier 1 and participated in whole-school prevention activities but did not receive a
BI. Tier 3 risk factors included suicidal ideation, self-harm, a
recent suicide attempt, and a student request to speak with a
counselor as soon as possible. Tier 2 risk factors included substance use, anxiety symptoms, depressive symptoms, experiencing frequent aches and pains, indicating that the student has
been feeling angry, sad, or worried frequently, and a request to
speak with a counselor in the next few weeks. Students were
considered Tier 3 if they endorsed any of the Tier 3 risk factors,
regardless of whether they also endorsed Tier 2 risk factors.
Students were considered Tier 2 if they endorsed any of the Tier 2
risk factors and did not also endorse a Tier 3 risk factor. Interventionists conducted BI sessions with students in Tiers 2 and
3, using MI strategies to assess strengths, explore student goals,
provide referrals, and follow-up as needed, with engagement of
caregivers when appropriate.
School districts were selected to participate in the evaluation
component based on their readiness and progress in program
implementation, their capacity to participate in the evaluation,
and their geographic and demographic diversity to represent
different areas of King County. Each school district obtained
parent permission prior to administering screening and students
provided assent before participating. Two of the school districts
obtained passive parental permission and four obtained active
parental permission. The type of parental permission was
determined by each school district individually. A unique identiﬁer was assigned to each student to protect student privacy.
The program evaluation activities including the focus group and
the post-BI surveys were reviewed by the Seattle Children’s
Research Institute Institutional Review Board and determined to
not be human subjects research because the purpose was to
understand and provide feedback to King County about this
particular program.
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Measures
Focus group guide. The focus groups were structured using the
same guide for each group. Students were asked to react to two
ﬁctitious scenarios about the types of experiences young people
may have while participating in SBIRT, and their opinions were
solicited about screening settings, how school counselors can
best support students, and barriers that young people may face
in accessing resources or support.
Baseline screening. Baseline screening was conducted using
school-based Check Yourself, a multirisk electronic screening
tool that provides personalized feedback for the respondent
based on their responses [31]. School-based Check Yourself
screens for a variety of concerns including substance use, anxiety
and depressive symptoms, bullying, self-harm, and suicidal
ideation. It also identiﬁes youth protective factors and student
support systems. Demographic information and connection to
adults at school was also collected at this time.
Experiences of brief intervention. To assess student experiences
with BI, we used the 5-item Consultation and Relational Empathy
measure, a validated measure of patient-rated experience [32].
This measure includes ﬁve statements about the student’s
experience meeting with the interventionist and asks students to
rate their agreement with each statement on a 5-point scale from
Poor to Excellent. We calculated the proportion of students who
rated each of the ﬁve experiences as “Good,” “Very Good,” or
“Excellent” as an indicator of satisfaction with BI.
Connection to adults at school. We assessed student connection
with adults at school, a component of school connection [33],
during screening and post-BI using a 4-item measure adapted
from the Student Resilience Survey, a validated survey of student
protective factors [34]. Each item begins with the statement “At
school there is an adult who” and includes the following: cares
about me, tells me when I do a good job, listens to me when I
have something to say, and believes I will be a success. The
original measure uses a 5-point response scale for each item;
however, we simpliﬁed the responses to yes (scored 2), sometimes (scored 1), or no (scored 0). All items were summed to
create an overall connection score, ranging from 0 to 8. This scale
was administered at screening and again following BI.
Participants and procedures
Focus groups. Three focus group discussions were conducted
with 26 middle school students from 3 of the participating
schools (1 group per school) across 3 school districts that
participated in the program evaluation. Schools were selected
based on interventionist capacity to participate in the evaluation
activities and with consideration of demographic and geographic
diversity. SBIRT interventionists invited students who had
participated in the program during that school year to participate
in the focus groups. All students who participated in the SBIRT
program were eligible, regardless of whether or not they also
received BI or a referral. Parental permission was obtained by the
school prior to student participation in the school-based SBIRT
program, and student assent was obtained verbally prior to
participation in the focus group discussions.
Student focus groups were conducted in June 2019. The purpose of these focus groups was to collect students’ perspectives
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on screening, BI, and referral components of the SBIRT program.
After introductions, students were presented with a series of
ground rules meant to guide the conversation and provide an
inviting space for each student to share their perspective. To
protect conﬁdentiality, students were asked not to share personal experiences. A member of the program evaluation team
took notes about key topics and students were asked to write
responses on post-it notes during a brainstorming exercise to
anonymously capture student feedback. Focus groups were not
recorded to protect student privacy.
Postebrief intervention survey. A post-BI survey was conducted
with 116 middle school students from 15 schools in 6 school districts as part of a program evaluation from 2019 to 2020. Interventionists implementing school-based SBIRT at the 15 middle
schools that participated in the evaluation invited students who
received BI to participate in the post-BI survey after their ﬁrst BI
meeting. Students with an identiﬁed safety concern or need for
immediate support (such as when suicidal ideation was disclosed)
were typically not invited to participate in the post-BI surveys
unless the interventionist determined that administering a followup survey was appropriate. Interventionists asked students to
complete post-BI surveys privately on a tablet device.
Analysis
Focus groups. We analyzed focus group notes using inductive
thematic analysis, which uses an iterative process of identifying
themes within the data and grouping themes into categories for
analysis [35]. Initially, focus group notes were reviewed for accuracy by three team members who conducted the groups. Each
focus group was coded independently by two team members
using an initial set of themes developed based on the focus group
topics. The coders met to review and reconcile all codes and
ensure that interpretation of codes was consistent. Differences in
codes were resolved through consensus discussion and a ﬁnal
code book was generated. Once coding was complete, themes
and subcodes were reviewed to accurately reﬂect the data and
codes were grouped into broad themes.
Postebrief intervention surveys. Descriptive data were presented
on students, from the six districts who participated in post-BI
surveys, including how they compared to the broader sample
of students receiving BI from participating districts and
descriptive information on student ratings of experiences of BI
using the Consultation and Relational Empathy measure. We
conducted two-sided paired t-tests to assess whether mean
school connection was signiﬁcantly different after participating
in school-based SBIRT than at baseline using an alpha level of
0.05. To assess whether the proportion of students responding
“Yes” to each of the individual school connection measure items
increased after participating in school-based SBIRT, we conducted two-sample tests of proportion for each of the separate
items using an alpha level of 0.05.
Results
Study sample
Demographic characteristics of the study samples are shown
in Table 1. Students who participated in the post-BI survey represented 4% of students who received BI in the participating

Table 1
Demographic characteristics of study samples
Variable

School district
A
B
C
D
E
F
Gradea
6th
7th
8th
Ageb
10e11
12
13
14
Sexd,e
Female
Male
Gender diverse
Race/ethnicitye,f
Asian or Asian Indian
American Indian or
Alaska Native
Black or African American
Middle Eastern or North
African
Latinx or Hispanic
Multiracial
Native Hawaiian or
Paciﬁc Islander
White
Unknown
School connectedness,
mean (SD), range ¼ 0e8

Students who
received BI in
participating
district
(n ¼ 3,253),
% (n)

Post-BI survey Focus group
participants
participants
(n ¼ 116), % (n) (n ¼ 26), % (n)

12.7%
20.7%
20.0%
11.4%
18.6%
16.6%

37.1%
4.3%
18.1%
19.0%
19.0%
2.6%

(414)
(674)
(650)
(370)
(604)
(541)

(43)
(5)
(21)
(22)
(22)
(3)

31% (8)
38% (10)
31% (8)
-

14.5% (471)
48.4% (1,575)
36.9% (1,200)

40.5% (47)
42.2% (49)
17.2% (20)

38% (10)
62% (16)

11.6%
34.9%
40.9%
12.4%

31.0%
23.3%
32.8%
12.9%

-c
-

(375)
(1,135)
(1,331)
(402)

(36)
(27)
(38)
(15)

48.1% (1,564)
47.2% (1,534)
2.9% (93)

44.8% (52)
47.4% (55)
<10

48% (12)
52% (13)
-

14.0% (455)
1.7% (55)

15.5% (18)
<10

17% (5)
-

7.9% (256)
1.4% (44)

10.3% (12)
<10

<10
e

22.1% (720)
11.2% (365)
2.8% (92)

24.1% (28)
<10
<10

<10
<10
<10

36.4% (1,185)
2.5% (81)
5.84 (2.19)

34.5% (40)
<10
5.89 (2.10)

48% (14)
-

a
Of the 3,253 students who participated in BI (column 1), 7 students were in
grades higher than 8th grade.
b
Of the 3,253 students who participated in BI (column 1), 10 students were
15 years or older.
c
Focus group participants were not asked to share their age.
d
Of the 3,253 students who participated in BI (column 1), 93 were gender
diverse including nonbinary, transgender, questioning their gender identity,
gender ﬂuid, or writing in another response, and 56 students in the survey
sample preferred not to share their gender identity, 4 students were not asked,
and gender identity information was missing for 2 students. In the focus group
sample, gender was missing for 1 participant.
e
Information for cells containing <10 students were not included in this table
to comply with the Family Educational rights and Privacy Act guidelines.
f
Categories with <10 participants have been suppressed in compliance with
Family Educational rights and Privacy Act guidelines.

school districts. Most of the students (83%) who participated in
post-BI surveys were in sixth or seventh grade while most focus
group participants (66%) were in eighth grade. Slightly more
students who identiﬁed as male participated in both the post-BI
survey and in focus group discussions. About half (48%) of students who participated in the focus group discussions identiﬁed
as White and about one third (35%) of post-BI survey participants
identiﬁed as White. In order to understand how representative
students who participated in the program evaluation were of the
broader population, we compared demographic characteristics
of students from these six districts who received BI (n ¼ 3,253) to
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the post-BI Survey participants (n ¼ 116). Students who participated in post-BI surveys were representative of the overall
school-based SBIRT sample in terms of their gender and race/
ethnicity; however, the study sample included fewer eighth
graders and more sixth graders than the program overall.
Students from certain school districts (D and E) were overrepresented in the post-BI survey participant sample, whereas
students from other districts (B, F) were under-represented.
Students who took the post-BI survey did not differ from students in participating districts in their scores on connectedness
to adults at school at baseline (M ¼ 5.89, standard deviation ¼
2.19 vs. M ¼ 5.84, standard deviation ¼ 2.10; t(3,242) ¼ 0.23,
p ¼ .82).
Focus groups
Preferred screening setting. When asked how they felt about
completing the screening component of school-based SBIRT in a
classroom setting with other students, participants preferred a
group setting to individual screening and were comfortable with
the universal screening model used in school-based SBIRT. One
student shared “I would be really stressed if it was just me and
someone else, but if there were more people around I would feel
comfortable.” However, participants also valued privacy and
wanted a clear explanation of how their information would be
used or shared, especially information that was shared during BI
following screening.
Comfort with school-based screening, brief intervention, and
referral to treatment interventionists. When asked about what
helps students feel comfortable meeting with adults at school
and having potentially sensitive conversations, participants felt
that having a personal connection and relationship building with
school counselors is key to feeling comfortable sharing personal
information. One participant shared that when school staff form
connections with students “.they’re sharing a piece of themselves
with you, they’re not just asking questions. It gives you more of a
personal relationship with them.” Participants also felt that
forming closer connections with adults at school could help
motivate behavior change. Participants expressed being more
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comfortable talking with counselors than teachers. One student
shared that “counselors are more trustworthy because that’s what
they do.their reputation is to help you with problems.”
Barriers to accessing referrals. We asked participants about barriers that young people may experience when accessing referrals
provided at school. The most common reasons that students gave
for being hesitant to access resources outside of school were
concerns over sharing of personal information, parental
permission or buy-in, and stigma around seeking help for mental
health concerns. One group discussed gender differences in helpseeking behavior and stigma around seeking mental health care,
and felt that discussing mental health care and seeking help was
seen as more acceptable for female identifying students than
male identifying students.

Student experiences of brief intervention
Nearly all students who completed the post-BI survey rated
their experiences with interventionists during BI as “Excellent,”
“Very Good,” or “Good” in all categories (98%) (Figure 1). Most
students indicated that the interventionists let them tell their
story, really listened to them, and made them feel comfortable.
Responses about explaining the goal of the BI meetings and
talking with the student about their goals were somewhat less
favorable, but still generally positive. In both areas, less than half
of respondents rated their experiences as “Excellent” (40%),
about a third rated their experiences as “Very Good” (33% and
34% respectively), and a quarter rated their experiences as
“Good” (24% and 21% respectively).

Intervention effects: screening to postebrief intervention
Among students who responded to the post-BI survey, mean
school connection scores were signiﬁcantly higher after participating in school-based SBIRT than at screening (5.9/8 vs. 7.0/8,
p < .001) and the proportion of students responding “Yes” to
each of the school connection items increased signiﬁcantly at
post-BI compared to baseline (Table 2).

Figure 1. Student-reported ratings of interactions during brief intervention (n ¼ 116).
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Table 2
Proportion of students responding “Yes” to each of the four school connection
measure questions at each time point (n ¼ 116)
At school there is an adult who. % “Yes” baseline % “Yes” post-BI pvaluea
Cares about me
Tells me when I do a good job
Listens to me
Believes that I will be a success
a

57.8%
54.3%
51.7%
68.1%

75.9%
72.4%
76.7%
85.3%

<.001
<.001
<.001
<.001

Values <.05 were considered signiﬁcant.

Discussion
To our knowledge, this is one of the ﬁrst papers to evaluate
the implementation of an expanded school-based SBIRT model
that focuses broadly on supporting students across an array of
risk factors such as substance use, while also strengthening
protective factors such as connection with a trusted adult for
middle school students. Most studies of SBIRT used with adolescents in a school setting have included only substance users
and have been implemented with high school students
[25,36,37], while this model included universal screening of
middle school students. This school-based SBIRT program was
acceptable to middle school students who participated in this
evaluation. Students reported positive experiences with BI and
preferred a universal screening method to an indicated one-onone approach. The majority of students rated their interactions
during BI positively, although there could have been more
attention to explaining why interventionists were meeting with
the student and discussing the student’s goals. While exploring
goals is a part of the BI process included in this model, this may
not have been covered with every student, resulting in lower
ratings for that speciﬁc area.
In this evaluation, building a connection with adults at
school was important to students. Connection with a trusted
adult is a key protective factor for young people and can be
important to healthy youth development [38,39]. In the focus
group discussions, students reported that having a relationship
with school counselors or other adults made them feel more
comfortable having sensitive conversations. They also felt that
adults with whom they had a stronger connection would be
more likely to help motivate behavior change than those with
whom they did not have an existing relationship. Students who
participated in the post-BI survey reported signiﬁcantly higher
connection with adults at school after participating in schoolbased SBIRT and receiving BI. These ﬁndings indicate that this
school-based SBIRT program helped students to feel more
positive connections to adults in their middle schools. Although
we did not explore causal factors underlying school connection
changes in this evaluation, studies have shown that the use of
MI with adolescents as part of an SBIRT model has been
successful in promoting a variety of positive health outcomes
[40e43]. MI approaches are relational in nature, involve active
listening by the interventionist and support adolescent autonomy which may contribute to the improvement of student
connection with adults at school.
In contrast to traditional SBIRT models, this program was also
unique in its broad focus and goal to connect young people with
supportive adults at school. The model focus was not exclusive to
substance use as it also incorporated intervention for depression,

anxiety, bullying, self-harm, and other behavioral concerns. Most
young people in the United States begin using substances after
middle school (after the age of 13), although use at age 11 or
younger is associated with a higher likelihood of developing
substance use disorders and co-occurring mental health disorders [44,45]. Studies have shown that intervention programs
implemented in middle school, when most young people either
do not use substances or are not heavy users, have been successful in decreasing use, reducing the likelihood of substance
use disorders, and increasing school engagement in later years
[6,46e48]. In addition, school connectedness and school climate
have been found to have a positive impact on student outcomes
[49,50]. Therefore, implementing preventive programs such as
school-based SBIRT in middle school may be a strategy to positively impact young people’s health and well-being while preventing future risk factors, although research exploring such
outcomes over time is necessary to conﬁrm this.

Addressing limitations of this evaluation
This study has several limitations. This program evaluation
was conducted at the same time as implementation and scale-up
occurred; therefore, our sample size for post-BI surveys was
limited by school district capacity to participate in program
evaluation activities, the number of students screened during the
data collection period at participating schools, and interventionist capacity to administer the post-BI surveys during program implementation. Several of the participating schools
delayed screening or screened fewer students than expected
during the evaluation timeframe resulting in fewer students
completing the post-BI survey. Because this was program evaluation, students were not selected at random. However, the
students who participated in surveys were generally representative of the overall sample of students who participated
received BI on gender, race/ethnicity, and connectedness to
adults at school baseline, although there were some differences
in grade level and age. In addition, participating school districts
were able to tailor implementation of some program components such as screening timing and process, who administered
BI, and how parental permission was obtained to their unique
context and needs, resulting in variation in how the intervention
was delivered across school districts. Two of the six participating
school districts had less than ﬁve students participate in the
post-BI survey which limited our ability to conduct more indepth analyses including controlling for school district or
assessing differences in outcomes by school district.
This evaluation was not powered to identify demographic
differences in school connection changes after participating in
school-based SBIRT; however, this is an area worthy of future
focus. In addition, because of the low proportion of students who
endorsed substance use in the program, we were not able to
assess changes in student substance use or mental health
symptoms after participating in school-based SBIRT. Although
our sample includes a diverse group of students, this program
was implemented only in King County, Washington; therefore,
our ﬁndings are speciﬁc to this geographic and demographic
context. Although more data are needed to further understand
the full impact of SBIRT on outcomes in middle school students,
this evaluation demonstrates the value of an expanded schoolbased SBIRT model as an approach for strengthening school
connectedness.
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