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Foreword

The Substance Abuse and Mental Health Services Administration (SAMHSA) and its Center for Substance Abuse Pre-
vention (CSAP) are committed to bringing effective substance abuse prevention and behavioral health promotion pro-
grams to every community in the Nation. We recognize that evidence-based prevention initiatives rapidly are being
called upon to replace programs that provide no evidence of substance abuse effectiveness or solid science. As we gain
more knowledge about efficacy and effectiveness of prevention and behavioral health promotion, it becomes more
important for us to make that information available to prevention service providers across the country.

But even as we do that, the importance of helping to create and maintain an infrastructure at the Federal, State and
local levels to ensure this information and technology can be used wisely and well cannot be understated. Otherwise,
the potential impact of this technology is muted, at best.

We are pleased to bring to you Science-Based Prevention Programs and Principles, 2002, that provides the latest
information about individual model programs and important syntheses of research and evaluation findings across mul-
tiple prevention programs. It describes a comprehensive system that SAMHSA is using to ensure optimal use of these
programs in communities across America.

We expect this report will be of use to officials at all levels of government; to prevention researchers and practition-
ers; and to parents, educators, community youth workers, and faith leaders who insist on bringing the most effective
prevention practice to those with whom they work and care most about.

Charles G. Curie, M.A., A.C.S.W. Beverly Watts Davis

Administrator Director

Substance Abuse and Mental Health Center for Substance Abuse Prevention
Services Administration Substance Abuse and Mental Health

Services Administration

Foreword
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Purpose of 2002 Report

Recent events give new value to the mission of
SAMHSA’s Center for Substance Abuse Preven-
tion (CSAP): to bring effective prevention to every
community. Now more than ever, American com-
munities require and deserve effective prevention
programs, practical knowledge, and dissemination
assistance. Today, American youth, adults, and
families are encountering greatly elevated risks of
substance use, stress, and violence. Trauma and
posttraumatic stress bring their own problems.
Exposure to trauma puts people at four to five
times greater risk of substance abuse.' Further-
more, stress is the leading cause of relapse to
alcohol and drug abuse, addiction, and cigarette
smoking. Surveys find that the emotional strain
caused by the September 11, 2001, terrorist

attacks on the United States and threats of bioter-
rorism have led large numbers of Americans to
seek treatment for substance abuse problems.’

If the aftermath of the Oklahoma City bombing
mirrors the future for New York, Washington,
and the rest of the Nation affected by the terrible
events of September 11, more problems lie ahead.
One year after the Oklahoma City bombing, three
times as many residents of that city reported
increased drinking compared with residents of
comparably sized Indianapolis, Indiana. Under-
standably, rescue workers in Oklahoma City also
experienced significant rates of substance abuse,
depression, and suicide months and years after
the bombing.’

Purpose of 2002 Report
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Overview

This year’s Science-Based Prevention Programs
and Principles updates current knowledge in five
areas that are central to SAMHSA’s mission of
bringing scientific data to practice settings:

® Progress in identifying SAMHSA’s model pro-
grams, including background information on
the scientific development of prevention pro-
grams, on risk and protective factors, on how
research knowledge is defined and integrated,
and on SAMHSA’s National Registry of Effec-
tive Prevention Programs (NREPP). NREPP is
a process to screen and identify intervention
programs that because of their scientific sup-
port and practical findings warrant national
dissemination and replication. NREPP now
covers multiple problem topics, going well
beyond its original substance abuse and pre-
vention foci.

Science-Based Prevention Programs and Principles, 2002

Synthesis of research findings, covering fidelity,
adaptation, findings from the National High-
Risk Youth Cross-Site Evaluation, and core
components analysis.

Knowledge dissemination, including the
National Dissemination System and a new
initiative, the Prevention Program Outcome
Monitoring System.

Issues, progress, and future directions in
various essential topics of science-based
prevention programming.

The latest listing of SAMHSA model pro-
grams, effective programs, and promising
programs, representing the yield of the
NREPP methodology from its inception
to the date of this report.



l. Identifying SAMHSA Model Programs

Scientific Development
of Prevention Programs

Though variations among program developers
exist, the construction of nearly every prevention
program begins with an understanding of factors
that place people at risk for—or protect them
from—problem behavior. This understanding
comes from theory and a conceptual framework.

Conceptual Framework. Theory and theoretical
frameworks in the substance abuse prevention
field have been evolving over time, often through
induction based on applied empirical research.
Among the most important developments in sub-
stance abuse prevention theory and programming
in recent years has been a focus on risk and pro-
tective factors as a unifying descriptive and pre-
dictive framework.

Risk Factors. Risk factors include biological,
psychological/behavioral, and social/environmental
characteristics such as a family history of sub-
stance use, depression or antisocial personality
disorder, or residence in neighborhoods where
substance use is tolerated. Put simply, one often-
tested and supported hypothesis derived from this
framework is that the more risk factors a child

or youth experiences, the more likely it is that she
or he will experience substance use and related
problems in adolescence or young adulthood.*’
Researchers have also found that the more the
risks in a child’s life can be reduced—for example,
by effectively treating mental health disorders,
improving parents’ family management skills,

and stepping up enforcement of laws regarding
sales of illicit drugs to minors and drinking and
driving—the less vulnerable that child will be to
subsequent health and social problems.*

Protective Factors and Resilience. Protective
factors, such as solid family bonds and the capac-
ity to succeed in school, help safeguard youth
from substance use. Research has also demon-
strated that exposure to even a substantial num-
ber of risk factors in a child’s life does not mean
that substance abuse or other problem behaviors
will inevitably follow. Many children and youth
growing up in presumably high-risk families and
environments emerge relatively problem-free.
The reason, according to many researchers, is
the presence of protective factors that reduce the
likelihood that a substance abuse disorder will
develop.™

Research on protective factors explores the
positive characteristics and circumstances in a
person’s life and seeks

opportunities to strengthen
and sustain them as a pre-
ventive device. Among these
resilient children, protective
factors appear to balance
and buffer the negative
impact of risk factors.™'*'""
From a substance abuse

The construction of nearly
every prevention program
begins with an understanding
of factors that place people
at risk for—or protect them
from—problem behavior.

prevention perspective, pro-
tective factors function as
mediating variables that can be targeted to pre-
vent, postpone, or reduce the impact of use.

Concepts of risk and resilience enhance under-
standing of how and why youth initiate or refrain
from substance use. Although not all risk and
protective factors are susceptible to change—
genetic susceptibility to substance use, for exam-
ple—research demonstrates that their influence
can often be assuaged or enhanced.

Identifying SAMHSA Model Programs



Domains. Risk and protective factors exist at
every level at which an individual interacts with
others and the society around him or her. Clearly,
the individual brings a set of qualities or charac-
teristics to each interaction, and

these factors act as a filter, col-

Risk and protective
factors exist at every
level at which an
individual interacts with
others and the society
around him or her.

oring the nature and tone of
these interactions—whether
positive or negative. One useful
way to look at this interplay is
to organize interactions by the
six life or activity domains in

which they chiefly occur. On

the basis of more than 30 years
of study, researchers have delin-
eated specific subcategories of risk within each
domain. They include:

Domain Subcategory of Risk

Individual biological and psychological
dispositions, attitudes, values,
knowledge, skills, problem
behaviors

Peer norms, activities, bonding

Family function, management, bonding

School bonding, climate, policy,
performance

Community bonding, norms, resources,
awareness/mobilization

Society/ norms, policy/sanctions

Environment

Research also has revealed that domains are not
static in their impact but interact with each oth-
er and change over time. As an individual devel-
ops, his or her perceptions and interactions with
family, peers, schools, work, and community
alter."”"*"™'* CSAP depicts this more intricate set
of relationships through its Web of Influence
model (Figure 1).

The Web of Influence model illustrates the com-
plex series of interactions that occur between
the individual and the six external domains that
can result in substance use and other problem
behaviors.
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Current Knowledge
on Risk and Protective
Factors

Research findings guide prevention science by
identifying risk and protective factors that respec-
tively increase and decrease the likelihood of sub-
stance use and abuse. Those research findings are
neither fixed nor immutable, but rather change as
research studies report new findings. To keep up
with this dynamic process, each Science-Based
Prevention Programs and Principles report,
including this one, presents the results of recent
research on risk and protective factors. In the
following sections, italicized findings are those
reported in the past year.

New findings on risk and protective factors
emerge continuously. Because of the evolving
knowledge base, new findings do not always sup-
port prior knowledge and may even run contrary
to conventional wisdom. What is more, results of
a single study, which is the modal instance in the
following review, may not represent a trend or
offer definitive evidence; such results may be
unique to the circumstances and population of
the particular research.

Individual

= The prevalence of alcohol and illicit drug use
is 7 to 10 times higher in smokers than in
nonsmokers."’

s Youth who experiment with, and use, ciga-
rettes at an early age are more likely than non-
smokers to experience a variety of behavior
problems by the time they reach 12th grade."

= Youth who believe that cigarettes or drugs will
cause them physical harm are less likely to
smoke or use drugs.” Young people tend to be
more concerned about the immediate effects

of substance use than about the long-term
effects.”*"*

» Use of cigarettes, alcobol, and any illicit drug
is associated with adolescents’ reports of
having frequent sleep problems.”



Figure |1.Web of Influence
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Environment*

*Society/Environment: Refers to the total complex of external social, cultural, and economic conditions affecting a community or an individual.

**Community: Refers to the specific geographic location where individuals live and their workplaces.

= Sensation seeking, a personality trait involving
preferences for novel, unusual, or risky situa-
tions,”*** is linked with tobacco use”* and
drug and alcohol use,””**"*** and, according to
new data, the need for sensation seeking also is
linked with substance use.”

s Recent increases in adolescents’ use of mari-
juana have occurred in the context of lower
rates of other drug use among youth. Com-
bined, these findings call into question earlier
arguments of a progression from relatively
“soft” illicit drugs to “barder” drugs.”
Whether current marijuana use will antecede
later, more serious drug use, therefore, is a
phenomenon that begs for continued empirical
research.

» Inappropriate expression of anger increases the
chances of forming deviant peer associations
and of developing deviant norms around sub-
stance use and other risks.” Conduct disorders,
anxiety, and aggression may be precursors of
later drug use.””** Arrests for assault corre-
late with youthful substance abuse."

= Youth at highest risk often

Research findings guide
prevention science by
identifying risk and

are not only frequent and
heavy users of tobacco and
alcohol, but also are poly-
substance users and have
high levels of problems in
social functioning, criminal
activity, psychological dis-
tress, physical health, human
immunodeficiency virus

protective factors that

respectively increase and
decrease the likelihood of
substance use and abuse.

(HIV) risk, and substance
dependence.”

Relative to HIV risk, young women are more
likely than young men to have shared needles
and had sex in exchange for drugs or money,
with an HIV-infected partner or with an
injection-drug user.”

Depressive symptoms and substance use are
linked among middle school students.” Among
adolescent boys, alcobol and marijuana use
appear to mediate depressive symptoms.”

Substance use among adolescents is associated
with sexual activity and failure to use condoms
during sexual intercourse.”

Identifying SAMHSA Model Programs



= Comorbid psychiatric and substance abuse

diagnoses are attributed to adolescents with
more behavior problems” and functional
impairment.” Favorable treatment outcome
for drug-abusing adolescents is two to three
times more likely if treatment is completed
than for those who did not complete treatment
or receive treatment at all.”

Posttraumatic stress disorder appears to pre-
date substance abuse problems, according to
a large and growing literature on the topic.”

New research indicates that youth who are
uncertain about their sexual orientation,
express suicidal ideation, or are homeless
may place themselves at inordinate risk for
substance use and abuse.”'

Aggressive and disruptive classroom behavior
predicts substance abuse, particularly among
boys.”

Religiosity, already shown to protect youth
against substance use problems, also appears
to protect against substance use among chil-
dren of opiate addicts, who are at high risk
for substance use.”

Differential treatment profiles between genders
among adolescent substance abusers reveal that
males report lower perceived family support,
support from friends, and incidents of residen-
tial treatment and truancy; females have high
levels of depression, family support, support
from friends, history of abuse, self-mutilation,
past residential treatment, suicidality, and tru-
ancy. In addition, females have lower rates
than males of unusual harmful behavior (fire-
starting and animal cruelty), all arrests except
for sexual offense (prostitution), poor academ-
ic performance, and sexual activity.™

» Adolescents who fail to understand the risks

of smoking require effective antismoking
messages to relate risks to their norms and
lifestyles.”

Science-Based Prevention Programs and Principles, 2002

Youth who have conventional values are less
likely to abuse substances,” as are youth
who value academic achievement more than
independence.”’

Youth who possess a variety of social compe-
tencies, or life skills, resist substance abuse;”
decisionmaking skills, personal efficacy, and
beliefs about the social benefits of smoking are
important in preventing cigarette smoking.”

Youth with low social competence may turn to
smoking and drinking because they perceive
important social benefits from doing so.*

Youth who engage in problem behaviors are
at risk for using tobacco, alcohol, and illicit
drugs.”"* Risk behaviors such as rebelliousness
are influential for smoking in both males and
females.***

Youth identified with substance abuse prob-
lems are more likely than youth not so identi-
fied to engage in risky sexual behaviors during
adolescence and to continue risky sexual
behaviors to the extent that substance abuse
problems persist.”

Increased use of alcohol and marijuana at
younger ages is related to riskier sexual activity
and increased use of alcohol and marijuana as
young adults.

To be effective, treatment models for adoles-
cent substance abusers cannot be based on
adult models and instead must reflect risks
particular to young people.*

Family

= Poor parenting practices exacerbate antisocial

behavior in childhood and adolescence and
can predict adolescent substance abuse.”***’
Children’s substance use also is predicted by
nonexistent or inconsistent parental disci-

. 70,71 . . . .
pline,””" whereas disciplinary techniques that
include clear limit-setting and consistent
rewards for positive behavior are associated

with reduced substance use.”””



»  Children exposed to parental substance use are
at high risk for becoming substance abusers.”
Maternal illicit drug use is positively associated
with children’s bebavior problems, whereas
maternal alcohol use has a less consistent
impact.” More than parents, older siblings
appear to influence younger siblings toward
substance use and abuse.”

= Fetal alcohol syndrome (FAS) results in lifetime
debilitation and affects 5,000 infants born each
year in this country. Estimated cost of related
disabilities is about $2 million per child. FAS,
caused by maternal alcohol use during preg-
nancy, is entirely preventable.”

= Low parent-child bonding is associated with
substance use risk.” Bonding is of particular
consequence for migrant families,” as is per-
ceived parent-child communication in these
families.””*" Prevention programs that acknowl-
edge and address differential family accultura-
tion have produced positive effects.”

= Personal problems of drug-dependent mothers
may influence their children’s problems indi-
rectly by increasing family problems.*

= Positive family dynamics are associated with
o . . 84
positive bonding among family members,” and
close and mutually reinforcing parent-child
relationships are linked with less substance
abuse 85,86,87

s Women who are substance users are more
likely to be victims of domestic violence than
those who are not.”

= Strong parent-child attachment leads to
children’s internalization of traditional
norms and behavior, that, in turn, leads to
less substance use.”

« Age,” increased family size,” parental smok-
ing, sibling smoking, and living with a single
parent are associated with regular active
smoking in adolescents.” Parental substance
abuse disorders also predict substance abuse
in adolescent children.”

= Parental monitoring and supervision of chil-
dren’s activities and relationships protect
. 94,95,96
against substance abuse.

= Besides such risk factors for substance use as
age, mental health status, and use of psychoac-
tive medications, youth also report an unstimu-
lating family atmosphere, living situations that
do not include their mother and father, and
negative perceptions of health.”

w Skills training for parents of substance-abusing
adolescents can increase parental coping skills
and improve family functioning, family com-
munication, and youth’s abstention from mari-
juana use.”

School

= Poor school performance, absenteeism, prior
dropout status, and referrals from school
personnel of youth at risk for dropout
predict future truancy, dropout, and drug
use.” MY I contrast, outstanding
school performance can reduce the likelihood
of frequent drug use;'” engagement in school
activities and sports, less frequency of being
drunk, and better family role models reduce
the likelihood of future substance use."

= School bonding protects against substance
abuse and other problem behaviors.'”

= Negative, disorderly, and unsafe school
climates can contribute to problematic

developmental outcomes among students.'”

w School conflict, as well as family and personal
factors, can contribute to adolescent substance
abuse."”

= Teacher and student perceptions of firm and
clear rule enforcement are linked with reduced
school disorder, an outcome associated with
substance nonuse.'"”

Identifying SAMHSA Model Programs



= A severe lag between chronological age and

school grade places youth at risk for substance
abuse."" Youth in alternative high schools face
elevated risks of substance use."” Compared to
public school students, those in private schools
report higher rates of alcohol use, drunk dri-
ving, binge drinking, smoking, marijuana use,
and drug-impaired sexual activity.'”

Severe substance use is associated with higher
likelihood of drinking at school. Alcohol users
are more likely to drink at home or at a
friend’s house. Drug users are more likely to
report using substances of abuse outdoors, at
a friend’s house, at parties, and at school.""

Though many school-based prevention pro-
grams employ a social-influences approach
based on cognitive-behavioral theory, new
data call the efficacy of this approach into
question.'>"

Prevention programs can be effective with
multiple populations and in diverse settings.
For example, classroom-based prevention
programs developed for youth in regular
high schools also exert a beneficial effect
on youth in alternative high schools."”

Peer

= Peer substance use is among the strongest

118,119,120 a flndlng

121,122,123,124

predictors of substance use,

confirmed across ethnic-racial groups,

although peer influences are weaker for black

youth than for Latino or white youth.""**

Across all groups, young people overestimate
127,128,129,130

peer substance use.

Peer pressure and peer conformity are stronger
predictors of risk behaviors than are measures
assessing popularity, general conformity, or
dysphoria."”

Sustained involvement in structured peer
activities, including extracurricular programs,
is linked with low levels of drug use."*"**"**"**

Science-Based Prevention Programs and Principles, 2002

= Associating with deviant peers strongly pre-

. 136,137
dicts early substance use. Low acceptance

by peers appears to place youth at risk for
school problems and criminality, both risk fac-
tors for substance abuse."”™"” Youth who are
strongly peer-oriented or who have a strong
external locus of control are vulnerable to

substance use and other problem behaviors."

Adolescents with higher levels of social support
are more likely to abstain from or experiment
with alcobol than are consistent users."

Peer involvement in both intervention imple-
mentation and normative education appears
critical to the success of those intervention
and education efforts, " *"**

Gender, social modeling, peer pressure, past
experimentation with smoking, smoking
among family members and role models, and
self-image are associated with smoking among
youth.'*

Community

= Ready access to tobacco, alcohol, and illicit

drugs increases the likelihood that youth will

147,148,149,150
use substances.

Immigrant youth in the United States have
relatively low rates of alcobol and marijuana
use, though these youth report high levels of
pressure from immigrant and nonimmigrant
peers toward such use and experience less
parental support to avoid risk bebaviors.”!

Monetary incentives to entice adolescents to
participate in smoking-related community sur-
veys increase response rates, but incentives do
not adversely affect youth’s willingness to par-
ticipate in smoking cessation interventions."
Youth in rural areas are more likely than urban
youth to have parent-reported substance use
problems."



s Homelessness among adolescents is a risk
factor for later substance use that must be
addressed in intervention programs.”

= Rural community-based HIV/AIDS prevention
programs may have a positive impact on ado-
lescent sexual risk taking."”

»  Communities lacking economic and social
resources are vulnerable to high rates of
156,157,158,159,160
adolescent substance abuse.

»  Comprehensive treatment programs assist ado-
lescents with a primary substance use disorder;
however, more research is needed to identify
programs that achieve clinical success for
youth with diffuse or polydrug use problems."

1

» Community awareness and media efforts can
improve perceptions of the likelihood of appre-
hension and can reduce noncompliance.'*
Counteradvertising on their hazards reduces
sales of cigarettes'*'* and their consump-

. 165,166,167 . . .
tion; conspicuous labeling influences
. 168,169,170
awareness and behavior.

s Because many young people smoke by the
time prevention programs are offered to them,
efforts to reduce tobacco use must provide
smoking cessation for youth if these services
are to be effective."”

Environmental

= The ability to purchase alcohol is related to con-
sumption and problem behavior," !> 76 77178
whereas minority ethnic status'” is related to
increased ability to purchase cigarettes.

» Policy analysis indicates that the most effective
ways to reduce adolescent drinking are tax or
price increases, increased minimum age for
drinking, graduated licensing, and/or zero
tolerance polz'cies 180,181,182,183,184,185,186,187,188,189

= The likelihood of smoking is increased among
adolescents who are willing to use a cigarette
promotional item; smoking initiation decreases
when such items are lost or youth become
unwilling to use them."”

» Cigarette brand-specific magazine advertising

influences brand market share, brand of initia-
tion among new smokers, brand smoked by
current smokers, and attention to the brand
advertised.”" Declines in cigarette promotions
and advertising and increases in antismoking
message awareness have been reported by
some students.'”

Neighborhood antidrug strategies (e.g., citizen
surveillance, nuisance-abatement programs)
can dislocate dealers and reduce the number
and density of retail drug markets while also
lowering other crimes.'”"*!*> 1771

Correlational evidence links increased sub-
stance use with certain types of television view-
ing among youth. These data suggest that
parents should limit the quantity and selection
of television their children watch, particularly
programming that glorifies various substance

199
use.

Raising the minimum purchase age for alcohol
decreases use among youth,”*"" particularly
beer consumption,”” and lowers alcohol-
related traffic accidents.”*"

Because active enforcement of youth access
laws using unannounced compliance checks
has been shown to reduce the rate of illegal
tobacco sales to minors and may reduce youth
smoking, efforts to increase the level of
enforcement should be promoted.””

Workplace

Adolescents who work more than 15 hours
a week may face increased risk for substance
abuse.™

Stress in the workplace may modestly elevate
alcohol consumption,*”****”

Alienation from work may increase employees’
drinking behavior,”"*"" though such findings
have been challenged by other research.***"”
Employee drug use is linked with job estrange-
ment and alienation.”™

Identifying SAMHSA Model Programs
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= Different occupations have widely varied

norms about drinking.”"” Frequently, heavy-
drinking occupations attract employees prone
to this behavior.”"

= When employers communicate company policy

disapproving of substance use or abuse, work-
*721% though lunchtime
drinking in the workplace remains fairly

219
common.

place norms change,

Science-Based Prevention Programs and Principles, 2002

= Urine testing can identify job applicants who

have used illegal drugs in the recent past.’”

Random drug testing is on the rise”' and
. . . 222
enjoys substantial public support.

= Worker hangovers affect cognitive and motor

functions, creating risks of bad judgment,

interpersonal conflict, and injuries,” but are

a neglected contributor to job performance
224,225

problems.



Institute of Medicine
Prevention Classifications

Risk and protective factors within the context of
the Web of Influence can guide the development
of theory-based prevention programs. Further
guidance comes from the Institute of Medicine’s
(IOM) prevention program classification system.
As noted in the table below, these classifications
clarify the differing objectives of various inter-
ventions and match them to the needs of targeted
populations.”

Institute of Medicine Prevention
Categories

= Universal programs (e.g., mass media,
school-based health curricula): Target the
general population.

= Selective programs (e.g., mentoring pro-
grams aimed at children with school perfor-
mance or behavioral problems): Target those
at higher-than-average risk for substance
abuse.

» Indicated programs (e.g., parenting programs
for parents with substance abuse problems):
Target those already using or engaging in
other high-risk behaviors (such as delinquency)
to prevent chronic use.

Continuum of Health Care

The IOM system classifies prevention interven-
tions according to the populations they affect.””’
Universal interventions target general population
groups without reference to those at particular
risk. All members of a community, not just specif-
ic individuals or groups within a community, ben-
efit from a universal prevention effort. Selective
interventions target those who are at greater-than-
average risk for substance use. Targeted individu-
als are identified on the basis of the nature and
number of risk factors for substance use to which
they may be exposed. Indicated interventions are
aimed at individuals who may already display
signs of substance use or abuse and are designed
to prevent the onset of regular or heavy substance
use. Together, the Web of Influence and the IOM
classification system provide both a conceptual
and an organizational scheme for identifying risk
groups and targeting outcomes.

From its conceptualization of prevention pro-
grams, the IOM also has derived a continuum of
health care, as depicted in the following graphic.
This continuum shows the relationship of preven-
tion, treatment, and maintenance to various
stages in the health care process. Though preven-
tion operations are most evident early in the
process, prevention has a role in the reduction of
relapse, or relapse prevention, even during the
maintenance stage.

Treatment

Prevention Case

Identification

Universal

Standard
Treatment for
Known
Disorders

Maintenance

Compliance with
Long-Term
Treatment*

After Care
(Including Rehabilitation)

*@Goal: Reduction in Relapse and Recurrence.

Source: Reprinted with permission from Reducing Risks for Mental Disorders. Copyright 1994 by the National Academy of Sciences,

Courtesy of the National Academy Press, Washington, D.C.
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Issues in Defining
Scientifically Defensible
Knowledge

Scientific inquiry stems from the need to under-
stand the world at large. The strength of science
and the scientific method is that it uses strictly
defined, standardized procedures to determine
how events are causally related. As science
improves its methods, levels of certainty about the
nature and extent of cause-and-effect relation-
ships increase and more is understood about the
resources and effort required to achieve specific
changes in existing relationships. Using the scien-
tific method more systematically to identify
knowledge also fosters recognition of the diversity
of approaches involved in implementing preven-
tion programs and extracting data.

Science-Based Programs

Different Ways of
Knowing

Like good medicine, the practice of prevention is
art and science. To assess prevention programs as
a whole and to understand whether the strategies
and interventions have an effect, it is critical to
consider both quantitative and qualitative evi-
dence. Quantitative data supply the raw material
for the extensive statistical analyses that lend sci-
entific credence to program results. Qualitative
data provide the rich, descriptive information
needed to explain the effects of program interven-
tions.

Data Types and Research
Strategies

Although much discussion of knowledge focuses
on the results of quantitative outcome evalua-
tions, qualitative information also can be
extremely useful even if it is not always amenable

to strict outcome evaluation. Qualitative data
may describe program process or identify contex-
tual variables that affect outcome results. Such
process information adds depth to findings from
programs, enhancing understanding of program
results. When researchers and the field in general
ignore qualitative data, valuable information can
be lost.

= Theory-Driven
= Program Activities Related to Theory
= Reasonably Well Implemented & Evaluated

B N7

Promising Effective

Consistently Positive Outcomes
Strongly Implemented

Some Positive

Outcomes . . . . .
Reviews of qualitative information can produce

& Evaluated
credible findings and recommendations. For
example, expert consensus panels convened by
A4 many Agencies of the U.S. Department of
Model Health and Human Services (e.g., National

Cancer Institute, Center for Substance Abuse
Treatment, Food and Drug Administration, and
National Institute on Alcohol Abuse and Alco-
holism) and private organizations review and
use both qualitative and quantitative data to
reach conclusions and formulate recommenda-
tions affecting the health and well-being of the
Nation as a whole.

= Availability for Dissemination
= Technical Assistance Available
from Program Developers
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National Registry of
Effective Prevention
Programs (NREPP)

To help professionals in the field become better
consumers of prevention programs, SAMHSA’s
CSAP created the National Registry of Effective
Prevention Programs. NREPP is a resource to
review and identify science-based prevention pro-
grams, all of which are theoretically driven by the
aforementioned risk and protective factors.

Solicited from academic and community-based
organizations, approaches considered by NREPP
usually take form as programs and policies devel-
oped in response to targeted problems. Though the
majority of programs reviewed to date are school
and family focused, increasing numbers of commu-
nity coalitions, community partnerships, and envi-
ronmental programs are now being considered.

For purposes of NREPP review, evidence of effica-
cy or effectiveness may encompass data from sys-
tematic evaluations that employ experimental and
quasi-experimental designs, time-series analysis,
and ethnographic research. If the evaluation
methodology supports a causal link between the
approach or intervention and the designated out-
come, any study effort can satisfy the criteria used
by NREPP to rate submitted materials.

Sources of NREPP Candidate
Programs

Candidate programs for NREPP review come
from four primary sources. The first source is
the existing scientific literature. Research
reports on prevention programs that have been
published in scholarly journals provide many
candidate programs. Many successful preven-
tion efforts—focused on tobacco, alcohol, and
illicit drugs as well as on violence, HIV infec-
tion, and other behavioral and health risks—
have been the subject of scientific articles in
the last few years. NREPP staff continually
scan the corpus of scientific journals in which
such papers appear and refer relevant ones for
NREPP review. Unsurprisingly, scientific reports
of prevention programs in the scholarly litera-
ture often substantiate outcome effects in a

careful, step-wise manner. Consequently, many
effective programs that emerge from the NREPP
process are supported by documentation in
these scholarly papers.

Lists of effective programs as assessed by other
rating processes provide a second source of candi-
date programs for NREPP review. Not only Gov-
ernment agencies (e.g., National Institute on Drug
Abuse, Centers for Disease

Control and Prevention,
Department of Education,

Program candidates submit
Department of Justice) but  published and unpublished

also nongovernmental bod-  program materials to NREPP

ies publish lists of programs
that have passed review
through processes similar to

those NREPP uses. Though ~{program according to 15

for review by teams of
scientists who rate each

not usually employing the  criteria of scientific soundness.

same criteria as NREPP,

these organizations nonethe-

less follow a rigorous process to screen and select
prevention programs that have demonstrated pos-
itive effects. From such listings, NREPP identifies
prevention programs for its own review. The
NREPP process occurs independent of other
reviews and is not influenced by prior findings—
whether reported in scientific journal articles or
by parallel review processes.

The third source of candidate programs for
NREPP is SAMHSA’s CSAP itself. Using final
reports submitted by its grantees, CSAP sends
NREPP description and outcome information for
the programs developed, tested, and implemented
by those grantees. Final reports are written with
great attention to detail about all facets of a pre-
vention program and therefore usually contain all
the information needed for a thorough NREPP
review. When additional documentation is neces-
sary, NREPP contacts the developers directly.

The fourth source of programs for NREPP con-
sideration comprises general solicitations to the
field. Responding to invitations from CSAP—
posted on the SAMHSA Web site, mailed directly
to agencies in the field, and announced at nation-
al conferences—program developers send NREPP
documentation of their successful prevention
efforts. Programs developed in the field by practi-
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Call for NREPP Submissions

You are invited to submit prevention programs
for NREPP review. If you want to explore
whether your program is ready for review, call
866 43NREPP or send an e-mail to NREPP@
intercom.com. Send program submissions by
mail to:

Steven Schinke

National Center for the Advancement of
Prevention*

Intersystems, 30 Wall Street, 4th Floor

New York, NY 10005

*The National Center for the Advancement of
Prevention is sponsored by SAMHSA Contract
No. 277-99-6023.

tioners who daily confront the challenges of sub-
stance abuse problems and myriad prevention
issues are apt to reflect everyday realities in a
manner not possible in academic settings.

Review Process

Published and unpublished program materials
(e.g., grantee reports, manuscripts under develop-
ment) are submitted to NREPP and distributed to
teams of scientists for review. Team members,
working independently, read, analyze, and score
each program according to 15 criteria, summa-
rized in the box on page 15. Review team mem-
bers meet regularly to compare their assigned
ratings, to clarify areas of disagreement, and to
ensure program rating reliability.

NREPP reviewers include a diverse cadre of
doctoral-level scientists who are expert in preven-
tion research methodology and programs. They
prepare for their task through extensive training
plus illustrative program reviews and critiques.
Currently, 27 scientists conduct NREPP reviews.
Reviewer backgrounds span such fields as psy-
chology, sociology, social work, education, public
health, biostatistics, and public affairs. NREPP
reviewers are employed largely in academia, but a
number are with private research and develop-
ment firms, think tanks, consulting, health ser-
vices, and private practice. Approximately half of

Science-Based Prevention Programs and Principles, 2002

all reviewers are women, and 15 of the 27 review-
ers are black, Hispanic, or Asian.

Definitions

Because of their essential role in the NREPP

process, each of the 15 criteria for evaluating can-

didate programs is discussed in detail.

1. Theory refers to the principles that underlie a
prevention program. For substance abuse pre-
vention, theory explains antecedents of sub-
stance abuse and how they can be changed.
Understanding the determinants of substance
abuse behavior is the first step in tailoring a
successful intervention to reduce or eliminate
that behavior. Social learning theory argues
that substance abuse is a learned behavior
emerging from modeling, influence, and rein-
forcement. Mindful of that theory, a program
developer can build an intervention aimed at
positively affecting social influences. Such an
intervention might focus on building personal
skills, such as assertiveness and problem solv-
ing, to counter negative social influences.
Equally important is a theoretical understand-
ing of risk and protective factors, that,
respectively, raise or lower individual suscep-
tibility to substance use problems. For exam-
ple, some programs address the risk factor of
negative peer pressure by helping young peo-
ple learn to offset unreasonable requests by
friends and dating partners to use tobacco,
alcohol, or illicit drugs.

2. Intervention fidelity is the quality of program
delivery. Fidelity of a program is essential to
determining whether the program caused
measurable outcome effects. If practitioners
differed in the number of program sessions
they delivered, in the length of time they pro-
vided for each session, or in the number of
curriculum objectives addressed, they would
not be practicing program fidelity. Some
delivery agents may choose to skip certain
sessions of a prevention curriculum altogeth-
er; others may reorder sessions; still others
may deliver the program exactly as written.
Not surprisingly, research suggests that, when
field agents are faithful to the details of a
program, its recipients benefit more.*********"



Process evaluation measures assess qualitative
and quantitative parameters of program
implementation. These measures include
attendance data, participant feedback, and
program-delivery adherence to implementa-
tion guidelines. As such, process data can
reveal how a program was implemented.
These data, in turn, may explain a program’s
success or failure. If, for example, a program
is intended for sequential delivery with peer
leaders, yet process data reveal that the pro-
gram was delivered out of sequence and with
different leaders, researchers can better
understand why the program may have failed
to achieve the desired effect.

Sampling strategy and implementation con-
cern the selection and management of pro-
gram recipients. For this criterion category,
prevention program reviewers focus on the
size and type of test sample, on the adequacy
of controls over who received the program

and who did not, and on the way program
developers tested the program. For example,
greatest weight is placed on programs tested
with large, representative samples using con-
trol or comparison groups to which indivi-
duals have been assigned randomly. Any
compromises in these standards result in a
lower assessment of the rigor of program
evaluation procedures.

Attrition refers to the number of participants
lost over the course of a program evaluation.
Though some participant loss is inevitable
due to transitions among program recipients,
extraordinary attrition rates generally lower
the degree of confidence reviewers are able
to place in outcome findings. Often, loss of
participants to attrition is a major element
determining the score of programs reviewed
by NREPP.

Outcome measures should assess actual
bebavior change. It is important to assess

NREPP Rating Criteria

= Theory—the degree to which programs reflect clear, well-articulated principles about substance abuse

behavior and how it can be changed.

Intervention fidelity—how the program ensures consistent delivery.

Process evaluation—whether program implementation was measured.

Sampling strategy and implementation—how well the program selected its participants and how well

they received it.

Attrition—whether the program retained participants during its evaluation.

Outcome measures—the relevance and quality of evaluation measures.

Missing data—how the developers addressed incomplete measurements.

Data collection—the manner in which data were gathered.

Analysis—the appropriateness and technical adequacy of data analyses.

Other plausible threats to validity—the degree to which the evaluation considers other explanations

for program effects.

Replications—number of times the program has been used in the field.

Dissemination capability—whether program materials are ready for implementation by others in the

field.

Cultural- and age-appropriateness—the degree to which the program addresses different ethnic-racial

and age groups.

Integrity—overall level of confidence of the scientific rigor of the evaluation.

Utility—overall pattern of program findings to inform prevention theory and practice.
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10.

whether program recipients use substances of
abuse as well to as assess various risk and
protective factors associated with substance
use and nonuse. Outcome measures also
should quantify what they purport to assess
(i.e., they should be valid) and they must show
consistent results (i.e., they must be reliable).
Missing data is not the same as attrition. The
latter refers to the rate at which participants
prematurely leave a prevention research study,
while the former refers to the absence of or
gaps in information from participants who
remain involved. A large amount of missing
data, implying flawed measurement proce-
dures or faulty assumptions about study
participants, can threaten the integrity of an
evaluation.

Data collection, as a criterion in rating pre-
vention programs, focuses on the quality of
measurement procedures. Strong prevention
studies collect data using unbiased proce-
dures. Participant subject data are anony-
mous or at least confidential; researchers
ensure that data are coded and stored to
protect individual identities.

Analysis means the appropriateness of data
analytic techniques for determining the suc-
cess of a prevention program. Effective sub-
stance abuse prevention programs employ
state-of-the-art data analysis techniques to
assess program effectiveness by participant
subgroup. Researchers should use the most
suitable current methods to measure outcome
change. Subgroup analyses allow researchers
to evaluate outcomes by participant gender,
age, and ethnicity, for example.

Other plausible threats to validity are factors
that permit alternative explanations of preven-
tion program outcomes. To satisfy this criteri-
on, a study design must establish a causal link
between the program and its presumed out-
comes. If, for example, researchers claim that
their prevention program caused lower sub-
stance use rates, the researchers must be able
to rule out other factors that could explain
these reductions, such as competing programs,
concurrent media campaigns, and the effects
of maturation among study participants.

Science-Based Prevention Programs and Principles, 2002

11.

12.

13.

14.

15.

Replications are the number of instances in
which a program has been evaluated. Other
independent evaluations can prove that study
findings were not unique to a single investiga-
tion or participant population.

Dissemination capability concerns the readi-
ness of program materials for use by others.
For example, a program with strong dissemi-
nation capability would make available a
range of services and materials such as train-
ing, technical assistance, standardized curricu-
la, manuals, fidelity instrumentation, videos,
recruitment forms, and other program
resources.

Cultural and age appropriateness is a hall-
mark of programs that have been tested with
diverse groups of participants. Culturally
appropriate substance abuse prevention pro-
grams mirror the cultural values of the target
group and include intervention strategies and
components reflecting cultural characteristics,
as well as behavioral preferences and expecta-
tions of the target group.”” Similarly, develop-
mentally appropriate prevention programs
are tailored to the cognitive and emotional
capacities associated with different age
ranges.

Integrity reflects the overall confidence
reviewers can place in the findings of a pre-
vention program’s evaluation. Confidence is
derived from the sum of the positive assess-
ment of the quality of the intervention’s
implementation, the evaluation study design,
and the actual conduct of the study. This cri-
terion requires reviewers to rate the merits
of the science that guided the evaluation.
Utility, paralleling integrity as a summative
rating, is an overall assessment of the pattern
and value of program findings to guide sub-
sequent prevention programs. Simply put,
utility describes whether, and to what degree,
a program produces a consistent pattern of
results and is usable and appropriate for
widespread application and dissemination.



Rating Process

Individual scores from members of each review
team are compiled together with their narrative
descriptions of the review program’s strengths,
weaknesses, major components, and outcome
findings. Summary scores from two parameters,
“integrity” and “utility,” are then used to rank
programs respectively on the scientific rigor of
their evaluation and on the practicality of their
findings for widespread use in substance abuse
prevention programming.

If scores across raters are within one point of the
same valence, average scores among raters for
those two criteria are then used to define pro-
grams in one of three categories: effective pro-
grams, promising programs, and programs with
insufficient current support. If differences are
larger than one point, or straddle the midpoint, a
consensus conference is convened to reach agree-
ment on program valuation. Programs defined as
effective have the option of becoming SAMHSA
Model Programs if their developers choose to
take part in CSAP dissemination efforts. The
conditions for making that choice, together with
definitions of the three major criteria, are
detailed in the following paragraphs.

SAMHSA Model Programs are effective programs
whose developers have the capacity and have
coordinated and agreed with SAMHSA’s CSAP to
provide quality materials, training, and technical
assistance to practitioners who wish to adopt
their programs. That help is essential to ensure
that the program is carefully implemented, and
maximizes the probability of repeated effective-
ness. Fact sheets on all SAMHSA Model Pro-
grams identified to date appear in the section of
this report titled “SAMHSA Model Programs.”

Effective Programs are prevention programs that
produce a consistent positive pattern of results.
Only programs that have a positive effect on the
majority of intended recipients or targets are
considered effective. These programs must score
at least 4.0 on a 5-point scale on parameters of
“integrity” and “utility.” Descriptions of all
effective programs that have emerged from
NREPP are provided in the “SAMHSA Model
Programs” section of this report.

Promising Programs provide useful, scientifically
defensible information about what works in pre-
vention, but do not yet have sufficient scientific
support to meet standards set by SAMHSA for
designation as effective or model programs.
Nonetheless, promising programs are eligible to
be elevated to effective or model status after
review of additional docu-

mentation regarding program
effectiveness. Promising pro-
grams must score at least
3.33 on the 5-point scale on
parameters of integrity and
utility. Originated from a
range of settings and span-
ning diverse target popula-
tions, promising programs
are rich sources of guidance
for prevention practitioners

level achieved, programs
categorized as SAMHSA

Programs, Promising

rated through NREPP are

Model Programs, Effective

Based on the overall scoring

Programs, or Programs with
Insufficient Current Support.

and designers. Information
on all promising programs from NREPP is avail-
able online at www.modelprograms.samhsa.gov.

Insufficient Current Support refers to programs
that require additional data or details before they
can be considered effective or promising. Pro-
grams that score less than 3.33 on integrity or
utility parameters may be very worthwhile and
have many implications that can inform other
prevention efforts. But, in their current form,
these programs do not warrant a rating of
promising or higher.

Scoring levels for Promising and SAMHSA Model
Programs are depicted in schematic form in Fig-
ure 2. Though all programs are scored on each of
the 15 rating parameters, scores that determine
program classification are based on integrity and
utility variables, which serve as summaries for the
other 13 criteria.

Identifying SAMHSA Model Programs

17



18

Figure 2. Scoring Levels for Promising and SAMHSA Model Programs
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Summary Matrix

Included with this year’s report is a SAMHSA
Model Program Summary Matrix. The columns
in the matrix display various characteristics of the
programs that account for their model status and
that can guide their consideration and possible
selection by practitioners in the field. Characteris-
tics of the programs are described in the follow-
ing paragraphs, using the first program in the
matrix, Across Ages, as an exemplar.

Program. The first column in the table lists the
name of the program, its developer, and the devel-
oper’s institutional affiliation. Across Ages, the
initial entry in the program, for example, was
developed by Dr. Andrea Taylor of Temple Uni-
versity in Philadelphia.

Target Population. Divided into two sub-
columns, the Target Population column identifies
the age and ethnic-racial background of the recip-
ients on whom the program was tested. For a
program to claim efficacy with different target
populations, it must be separately tested with
members of that population. The Across Ages
program was developed for, and has been tested
with, children ranging from ages 9 to 13. The
program also is intended to engage the parents of

Science-Based Prevention Programs and Principles, 2002

Promising Model
(greater than
3.33 and less
than 4)

these children, and has involved children and
parents from many ethnic-racial groups.

Results. This column graphically presents the
length of measurement period used by the
research design that showed the program to be
effective. To qualify as science-based, any preven-
tion program must include at least pretest and
posttest data collection and analysis. In addition,
most effective programs include at least 1-year
followup data; research designs for many pro-
grams require followup measurements of 3 years
or longer. Across Ages has gathered evaluation
followup data in excess of 3 years after the pro-
gram was administered and, thus, warrants a bar
spanning the full range of followup period choices.

Replications. This column graphs how many
times a SAMHSA Model Program has been test-
ed. No replications mean that the program was
evaluated only once and was shown to be effec-
tive and to qualify for model status. One or more
replications show that a program was subjected
to the indicated number of additional research
studies beyond the original test. Because Across
Ages has been replicated scores of times, it
received the highest ranking on the replication
parameter.



Cultural Adaptation. Because a number of
SAMHSA Model Programs have been adapted for
application with populations that differ from the
original target population, this column describes
the nature and extent of those adaptations.
Notably, programs that have not been adapted
may have current efforts under way to tailor them
to other populations. The table shows only evi-
dence of cultural adaptations as confirmed by

the research literature or by program developers.
We note that Across Ages is adapted not only for
application with majority-culture populations, but
also for Spanish-speaking and American Indian
groups.

Location. This column lists the settings in which
a program has been implemented and tested.
Across Ages has been applied and tested primarily
in urban areas.

Domain. Each SAMHSA Model Program is cate-
gorized according to the domain through which
it reached its target population. All programs
penetrated more than one domain because of the
nature of their focus and intervention delivery.
As a result of multiple foci, Across Ages is cate-
gorized as appropriate for individual, school,

and peer domains.

IOM Category. As described earlier, IOM defines

prevention programs according to the manner in
which they seek to engage target recipients.

Across Ages is categorized as a selective program

because it seeks to engage children and families
who, because of their backgrounds and experi-
ences, are deemed at above-average risk for sub-
stance abuse problems.

Program Activities. Entries in this column sum-
marize the major elements of model prevention
programs. Though each program includes several
elements, the entries encompass only a portion
of the total number of components for most pro-
grams, given the multicomponent nature of con-
temporary approaches to prevention. For Across
Ages, the table details five major sets of program
activities. Warranting mention, however, is that
Across Ages and most other SAMHSA Model
Programs include many prevention activities that
are part of standard practice and hence are not

listed in the matrix. For example, activities such as
building rapport, engaging parents, and preparing

children for future risky, high-pressure situations,

though these are part of Across Ages, are not spec-

ified in the table as they are relatively standard
components in SAMHSA Model Programs.

SAMHSA Model Program Summary Matrix

coping/life skills
[ Provide academic
support
UProvide parent
support

Target Population Results
- Cultural . . 10M -
Program a3 Replications A d: tl;:?on Location | Domain Cateso Program Findings
Age | Ethnicity | Pre | Post P ad Activities
Yy iy

Across 9-13& | Mixed NN 3+ | Replicated Urban | Individual i 0 Older adults Decreased youth
Ages Parents 2 with Spanish- School mentor youth substance use,
Andrea I speaking and Peer UPerform suspensions, and
Taylor American community problem behavior;
Temple Indian service improved self-
University children UDevelop youth esteem, school

attendance, and
knowledge of
dangers of
substance use;
improved
relationships with
adults; improved
attitudes about
older adults.
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Findings. Because every program listed in the
table is—Dby definition—effective, findings in this
column summarize major program outcomes.
Each item in this list was found to be statistically
significant according to the research documenting
each program. Again, Across Ages shows the
types of findings most notable for a SAMHSA

Science-Based Prevention Programs and Principles, 2002

Model Program. Here, as for all SAMHSA Model
Programs, the list contains only findings that
could not have occurred by chance alone. Any
statistical test aims to rule out chance as a factor
in determining outcomes. Thus, findings identified
in the matrix are proven to have been caused by
the model prevention program.



2. Synthesizing Research Findings

Fidelity and Adaptation

When programs are implemented in the field,
practitioners rightly wonder whether they will
realize the same outcomes as those reported from
the original implementations. To increase that
likelihood, program developers recommend that
others implement the program consistent with
prescribed protocols. In this way, developers seek
maximum program fidelity. Realistically, though,
field replications often must adapt to local needs
and conditions.

Fidelity defines the extent to which the delivery
of a prevention program conforms to the curricu-
lum, protocol, or guidelines for implementing that
program. A program delivered exactly as intended
by its originator has high fidelity. A program
delivered quite differently than intended by its
originator has low fidelity. Because programs
delivered with high fidelity are more likely than
those with low fidelity to achieve their original
intended results—results that identified them as
effective—fidelity is important for prevention
practice.”” A program carried out with absolute
fidelity is considered a replication.

Adaptation defines the degree to which a pro-
gram undergoes change in its implementation to
fit needs of a particular delivery situation. The
apparent antithesis of fidelity, adaptation could
alter program integrity if a program is adapted so
drastically that it is not delivered as originally
intended. Paradoxically, however, the adaptation
process may render a program more responsive to
a particular target population. Adaptation could
increase a program’s cultural sensitivity and its fit
within the new implementation setting. The quali-
ty of adaptation may represent the sine qua non
of a prevention program’s acceptance by the
intended end users.

Indeed, cultural adaptation has been found neces-
sary to engage the interest of prevention program
participants. Absent such interest, the program is
less likely to result in participants who yield to
and internalize program content. Empirical sup-
port for the value of this adaptation is provided
by CSAP’s cross-site evaluation, detailed below.

Despite the clear benefits of adaptation, a preven-
tion program adapted just slightly could lose the
very components that made the original program
successful. A heavily adapted program, further-
more, could be so unrecog-

nizable from its base model Fidelity defines the extent

that it does not deliver the
qualities sought by those who

adapted it for use in the field. @ prevention program
conforms to the curriculum,

protocol, or guidelines for
implementing that program.

How much a program can
be adapted without losing
fidelity is an issue that

requires practical research.

Research in other fields sug-
gests that adapting prevention
programs is acceptable up to

a “zone of drastic mutation,” undergoes change in its
implementation to fit needs
of a particular delivery

after which further modifi-
cation will compromise the
program integrity and effec-

tiveness.””" Clearly, the limits situation.

to which the delivery of

Adaptation defines the
degree to which a program

of this zone need to be known
and shared with the field. In so doing, we can

find and disseminate substance abuse prevention
programs that are flexible and effective. Programs
need to anticipate and allow for modifications that
can promote a sense of ownership. In turn, that
sense may contribute to the success and durability
of a prevention program.

Prior Research. An extensive review of the
research literature found that a priori attention to
fidelity and adaptation are essential for successful

Synthesizing Research Findings
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implementation of science-based substance abuse
prevention programs.”” The research indicates
that fidelity and adaptation are not opposite poles
of a continuum within which each specific imple-
mentation of substance abuse prevention program
falls. Rather, a balance of fidelity and adaptation
should be sought to deal with the complex,
dynamic interaction between a program and its
environment.

A literature review cannot provide detailed prac-
tice guidelines regarding the balance between
fidelity and adaptation. However, the research
literature points toward six guidelines to help
balance fidelity and adaptation:

1. Identify and understand the theory base
behind the program. Published literature on
the program should describe its theoretical

underpinnings; if not, a query

...Adapting prevention
programs is acceptable up
to a “zone of drastic
mutation,” after which
further modification will
detract from the program’s
integrity and effectiveness...
we need to find the limits
of this zone and share that
knowledge with the field. In
so doing, we can find and
disseminate substance abuse
prevention programs that
are flexible and effective.

to the program developer
may yield this information.
Information about the theory
base may or may not include
a logic model that describes
in linear fashion how the pro-
gram works. The theory and
logic model in themselves are
not core components of a
program; however, they can
help identify the core compo-
nents and how to measure
them. This step also identifies
core values or assumptions
about the program that can
be used to help persuade
community stakeholders of
the program’s fit and impor-

tance for their environment.
2. Employ core components analytic data. A
core components analysis such as the one
provided later in this report can give imple-
menters a roster of the main “program
ingredients” and at least some sense of the
components essential to success and those
more amenable to modification to meet local
conditions and needs. Core components
analysis represents a bridge between develop-
er and implementer and between fidelity and
adaptation. Ideally, the program developer or
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a third party already will have conducted a
core components analysis. If not, with good
information about the program, implementers
can juxtapose the elements of their programs
with those found effective through a core
components analysis.

3. Assess fidelity/adaptation concerns for the
particular implementation site. This step
requires a determination of the adaptations
necessary to match the target population,
community environment, political and fund-
ing circumstances, and so on. It also means
determining the core components most criti-
cal to address fidelity, given these same cir-
cumstances.

4. Consult as needed with program developer to
review the above steps and how they shaped
their plan to implement the program in a
particular setting. This step also may include
actual technical assistance from the developer
or referral to peers who have implemented
the program in somewhat similar settings.

5. Consult with the organization and/or com-
munity in which the implementation will
take place. This process will allow potential
barriers to surface, build support for the
program, and generate input on how to
acheive successful implementation.

6. Develop an overall implementation plan based
on these inputs. Include a strategy to achieve
and measure fidelity/adaptation balance for
the program to be implemented, both at the
initial implementation and over time. By
addressing all stages of implementation, such
a plan can increase the number of opportuni-
ties to make choices that shape a program to
local needs, while maintaining fidelity.

In sum, these guidelines can inform prevention
practice to help program implementations achieve
program fidelity and make necessary adaptations
to facilitate effective program delivery. Even
greater precision in implementing prevention pro-
grams is realized when field implementations are
guided by careful study of the program replication
process.

Prospective Research on Replications. Original
research on the replication process comes from a



careful examination of CSAP-sponsored preven-
tion programs.”” The research began when CSAP
established an initiative to determine if a successful
program for high-risk youth could be implemented
effectively in different locations with similar
results. The study focused on 16 replications of

11 distinct program models. For present purposes,
the study addressed three questions of interest:

= How similar were the replications to the
original models (fidelity)?

= Did the replication sites produce outcomes
similar to the original findings? (Was a fidelity/
effectiveness connection evident?)

= What findings from the replication initiative
should guide future SAMHSA programming or
more global Federal efforts in the prevention
arena?

To answer these questions, focus groups were
convened twice during the replication initiative.
Focus groups sought to better understand the evo-
lution of the projects in the field, perceptions of
the replication initiative, project staff interactions
with staff at the original developer sites, and sup-
port available from CSAP staff. An additional
paper-and-pencil survey of principal investigators
was conducted to assess their sense of the efficien-
cy and effectiveness of the replication initiative.

Fidelity instruments were developed to quantify
the degree to which the new projects replicated
the original project models. Considerable effort
was invested in generating tools that described
the original program in great detail. These tools,
developed in close collaboration with the original
SAMHSA Model Program developers, were then
completed by the principal investigators at the
replicating sites. The tools were constructed care-
fully to ensure that the level of specificity was
parallel across program models, permitting com-
parison of the degree of fidelity across program
models.

Project directors also were asked about fidelity
from several perspectives. First, they were asked
to articulate the CSAP prescription with respect
to high-fidelity implementation versus adaptation.
In general, respondents felt that direct services

should be altered only in minor ways from the
original model. However, they clearly understood
that major modifications were appropriate in
doing evaluations, provided they measured the
same basic outcomes that the
original project sought to

affect. This perception
matched CSAP’s mandate
for more rigorous evaluation

during the period between the d .
original projects’ funding and M€c€ssary a aptations to

implementations achieve

the funding of replications.

Consistent with fidelity delivery.

program fidelity and make

facilitate effective program

Guidelines can help program

instrument findings that pro-
gram directors felt they had
infused in their design, replication project direc-
tors consistently reported only minor changes in
any area.

Program directors were asked whether changes

in program design they implemented reflected no
change, minor change, moderate change, or sub-
stantial change from developer-defined perspec-
tives across many programmatic dimensions (e.g.,
community entrée, needs assessment, staff train-
ing, participant recruitment). Across program ele-
ments, the percentage of program directors who
indicated they had made only minor alterations
ranged from 81 percent to 100 percent. The
domains in which project directors reported mod-
erate or substantial changes were staff recruitment
(two programs), program services (two programs),
and materials development (two programs).

Finally, respondents felt that, in general, being
required to implement the project with consider-
able fidelity helped improve the quality of their
implementation. In particular, services planning,
materials development, staff recruitment and
training, participant recruitment and incentive
plans, and some assessment components of their
evaluation plan were considerably strengthened
by following the lead of the original program
developers.

This sense that fidelity improved the quality of
implementation was followed by a sense that
it increased the effectiveness of the program.
Respondents were asked whether fidelity with

Synthesizing Research Findings
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respect to different program dimensions was
linked to their positive outcomes. The data
showed that most achieved high fidelity to each
program element, and that this fidelity con-
tributed to replicating original outcomes.

Adopting organizations felt that locating the ideal
balance between fidelity and adaptation was a

Outcomes across the

16 replication projects
suggest that SAMHSA
Model Programs...can

be replicated by other
grantees in other settings
and produce outcomes
similar to those identified
in the original setting.

delicate process. Some felt it
was important to maintain the
principles but not necessarily
the specific procedures, curricu-
lum, or staffing patterns of the
original model. This opinion
begs the question of what is
being replicated, if replication is
limited to principles. Neverthe-
less, these organizations felt a
need to adapt to the local com-
munity and give staff flexibility.

Language and culture make
fidelity difficult. Some materi-

als, role-plays, and examples were culturally
irrelevant, disrespectful, or (at best) confusing.
Respondents felt that revising an activity was
acceptable if it led to the same end. Others held a
firmer ground in support of fidelity. One program
director said, “Trust the process.” His experience
showed that maintaining fidelity is difficult, but
that, even when it seemed counterintuitive to
follow original program guidelines, it inevitably

worked best.

Outcomes across the 16 replication projects sug-
gest that SAMHSA Model Programs developed
through Federal demonstration grants can be
replicated by other grantees in other settings and
produce outcomes similar to those identified in
the original setting. A number of factors appear
related to the variability in outcomes observed.
Among those factors are fidelity and dosage or
exposure. Evidence from these assembled case
studies supports the literature suggesting that
higher-fidelity replications tend to produce out-
comes more like those observed in the originals

than do lower fidelity implementations.

237,238

Further, although fidelity and dosage are overlap-
ping constructs, some replication projects did not
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implement the program model with sufficient
intensity. This fact directly affected their fidelity
scores, but in some cases, general failure to care-
fully monitor the project led to sloppy implemen-
tation. Although the project director would still
rate the project site as having moderate fidelity,
considerable followthrough was lacking. In fact,
this sort of variation was evident in one replica-
tion project where two sites were implemented
and staffing problems at one site led to a less
intense implementation at that site. Positive find-
ings, apparent at the site with sufficient exposure,
were not present at the low-intensity site.
Although fidelity varied, differences in fidelity
scores were not nearly as pronounced as differ-
ences in exposure.

Data from this prospective study provide insights
into the changes that occur before, during, and
after the adoption process, consistent with obser-
vations on the nature of social change.”” Among
study participants, a clear understanding emerged
of the value of adopting and replicating evaluated
and disseminated programs. This value is consis-
tent with other literature and anecdotal evidence
suggesting a need and demand for tested, if not
proven, technologies.

Data from the surveys and focus groups highlight
the efficiency of this process. Many startup costs
associated with developing innovations can be
minimized and services can be delivered in a
shorter time. No other industry would put so
much effort into developing models without mass
producing and marketing some of the resulting
technologies.

The human and cultural dynamics of adopting
existing programs must be recognized and
addressed. While this research is generally consis-
tent with other findings confirming the value of
fidelity, there are clear limits on how much fideli-
ty is possible and how much is desirable. The
conflict between fidelity and adaptation needs

to be reframed as a balance. Considerably more
research needs to be done to illustrate the con-
texts that influence the ideal balance points. For
instance, this research suggests that, as cultural
similarity between the original and adopting sites
decreases, the direct bearing of high fidelity, at



least with respect to some aspects of the program
and its outcomes, may also decrease.

Human factors also enter into the technical assis-
tance phase of dissemination and replication.
Although the written manuals were fairly
detailed, there appears to be no substitute for the
value of human interaction between the original
program developer and the adopting site. This
finding supports Fairweather’s contention that the
written word is a useful but insufficient compo-
nent of a dissemination effort.”* Implementers
stated that such assistance, and having the oppor-
tunity to contact these developers at critical stages
of implementation, were essential to the success
of their replication.

The evidence regarding the degree to which pro-
gram replications were implemented with high
fidelity suggests that fidelity dissemination can be
achieved. Across programs and across program
domains, implementers reported that they had
remained faithful to the original model. This pro-
gram is not an example of the more natural and
typical processes of dissemination and diffusion,
however. Grantees were instructed to, and felt

an obligation to, implement with fidelity. Even so,
2 of the 16 programs reported moderate changes
in program services, seemingly the heart of the
program, even when fidelity was mandated, and
even though 15 of the 16 program directors felt
that fidelity to program services affected program
outcomes positively.

Implementers reported that this obligation was
the primary reason they remained faithful at cer-
tain points in the implementation process. In fact,
one site complained vehemently to CSAP staff
about several core program components. Yet,

6 months later, the project team was grateful it
had stuck to the plan, because the developer’s
intended effects materialized in a robust way.
These data suggest the potential for faithful pro-
gram transfer, given adopting sites’ motivation
and incentives to do so.

Despite the finding that fidelity can be achieved,
much remains to be learned. Specifically, greater
study is needed to delineate the elements of a pro-
gram that are “core” and critical to the program’s

success, and which are more suitable for adapta-
tion. Clearly, the fidelity-adaptation debate was
not resolved by this study, nor was it a goal of
the study. Nevertheless, insight has been gained
and illustration provided of the human and orga-
nizational dynamics on each side of the debate.

As this prospective study compellingly demon-
strates, fidelity can be achieved in program repli-
cations. Beyond this general,

though essential, finding,
the researchers’ analysis
suggests conditions under
which fidelity can be
achieved. They also ques-
tion whether replication is
desirable under strict require-
ments for program fidelity.
In its entirety, this report on

There are clear limits
on how much fidelity is
possible and how much
is desirable. The conflict
between fidelity and
adaptation needs to be
reframed as a balance.

replication is the type of
research synthesis that can take place only with
large data sets and a central coordinating body.

Similarly, findings from a third research synthesis
task came from data aggregated across multiple
studies analyzed by a central Federal agency. This
synthesis was a national cross-site evaluation of
SAMHSA-sponsored prevention programs.

National High-Risk Youth
Cross-Site Evaluation

Since CSAP’s establishment in 1986, it has spon-
sored nearly 500 demonstration programs to pre-
vent substance use among youth at high risk for
alcohol or drug use. Youth were provided with
such interventions as behavioral skills training,
alternative activities, school-based environmental
change programs, peer education and leadership
training, mentoring, and efforts aimed at strength-
ening family bonds. Prevention programs offered
through the high-risk youth initiative were
implemented in schools, community-based orga-
nizations, health and social service agencies,
faith-based organizations, and residential facilities.

Aims and Methods. The purpose of the national
cross-site evaluation of these programs was to
assess the impact of the interventions on preven-
tion or on reducing substance use and to assess

Synthesizing Research Findings

25



26

whether the programs reduced risk factors and
enhanced protective factors associated with sub-
stance use. Involving 48 geographically distinct
sites and more than 10,000 youth, the evaluation
employed control and comparison groups, com-
mon instruments, measurements at four points
in time, dosage-response exposures to prevention
services, and documentation of program-level
characteristics.

Youth Sample. When youth entered the preven-
tion programs, they ranged from 9 to 18 years
of age, with 75 percent between 11 and 15 years.
About half were African-American or Hispanic.
At baseline, rates of substance use among the
sample were relatively high. For example, 14- and
15-year-olds reported baseline rates of cigarette,
alcohol, and marijuana use, respectively, of 33
percent, 31 percent, and 27 percent. For 16- and
17-year-olds, these rates approached 50 percent
across substances.

Findings. Outcome findings for the cross-site
evaluation of high-risk youth prevention pro-
grams emerged from analyses of data collected

at four points: program entry (baseline); program
completion (exit); 6 months after program com-
pletion; and 18 months following program com-
pletion. Study findings can be summarized as
follows:

CSAP High-Risk Youth Prevention Programs
reduced rates of substance use. By 18 months
postintervention, youth who took part in the
prevention programs reported 30-day sub-
stance use rates 6 percent lower than their
counterparts who were not exposed to the
prevention programs.

Youth already using cigarettes, alcobol, or
marijuana at the time they began the preven-
tion program lowered their substance use
after the program. At 18-month followup,
average 30-day substance use rates for these
youth were 22 percent less than rates for
youth not involved in the prevention pro-
grams (see Figure 3).

Gender plays an important role in risk, pro-
tection, and substance use. Whereas young
men initially responded better to the preven-
tion programs, differences at 18-month fol-
lowup measurements disappeared between
males involved in the programs and those
who were not. For young women, however,
the separation in rates of substance use in
favor of those involved in the programs

was small at first but grew larger over time,
reaching 9 percent at 18-month followup.
Family, peers, and school can belp protect
youth against substance use. Path analysis
findings from the study showed that such fac-
tors as parental attitudes, family supervision

Figure 3.Trends in 30-Day Substance Abuse Among Youth Who Initiated

Substance Use Before Program Entry
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and bonding, school connectedness, school
performance, and peer substance use were
associated with rates of substance use among
participating youth.

5. Science-based prevention program compo-
nents produce consistent and lasting reduc-
tions in substance use. Such intervention
components (in order of importance) as
focused behavioral skills training, connection
building, and coherently delivered programs
accounted for significant reductions in 30-day
substance use rates for youth who participat-
ed in the prevention programs.

6. Prevention programs implemented consis-
tently and coberently were commensurately
more effective in achieving substance use
reduction outcomes. Substance use rates were
positively affected by such elements as coher-
ent program implement, strong intervention
design, evaluation feedback, and supportive
management.

7.  Communities with more opportunity for
participation in prevention programs were
successful in reducing substance use among
youth. Data on cigarette, alcohol, and mari-
juana use revealed that higher exposure to
prevention programs was associated with
reductions as much as 60 percent greater than
lower levels of exposure to program content.

Summary. Conclusions from these findings
include:

= Prevention is most effective when it focuses on
reducing risk and/or strengthening protection
in young lives.

= Programs that focus on developing life skills
were more effective in reducing substance use
than programs that emphasized other content.

= Programs that involved participants interac-
tively were more effective in reducing sub-
stance abuse than programs that relied on
passive classroom-style teaching.

= Programs that combine life skills, interactive
delivery, intensive participation, and strong
implementation consistently produced
stronger and longer-lasting positive effects on
substance use.

s The process of change observed for young
women and young men differed. Yet, key
components within programs
leading to change did not

differ. These findings have Science-based Prevent,'on
implications for program

design and delivery. Young
men’s and young women’s
risk and protective influences lasting reductions in

differ, pointing to the need  substance abuse.

program components
produce consistent and

for differing gender-specific
strategies.

= Substance abuse prevention programs designed
for specific populations get results and are an
effective part of Federal drug control policy.

» Culturally adapted programs proved superior
to programs not so adapted. Apparently, cul-
turally adapted programs were better able to
capture youths’ attention and foster engage-
ment, which are essential to the process of
changing attitudes and behavior.

Core Components
Analysis of SAMHSA
Model Programs

Because prevention programs are constructed
from theory, scientifically grounded knowledge of
risk and protective factors, and proven strategies,
effective programs share many common features.
Even a cursory glance at model prevention pro-
grams in the appended Model Program Summary
Matrix reveals similarities in program emphasis,
targeting, and techniques. Increasingly practition-
ers and researchers alike are interested in ascer-
taining the active or core ingredients that account
for prevention program success. One way to
identify these ingredients is a core components
analysis.

If we know why a prevention program had an
impact, we can emphasize those components that
exert the greatest influence in future programs.
Likewise, knowing what works can decrease the
chances of eliminating a crucial programmatic
component for the sake of expediency, time, or
economy. Core components analysis thus serves
multiple ends in substance abuse prevention

Synthesizing Research Findings
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practice and research. Once the active ingredients
of a prevention program are specified, practition-
ers can determine which specific elements must
remain intact to achieve fidelity, changing only
less essential elements.

Even so, performing a core components analysis
offers challenges. Yet the rewards for finding and
isolating those parts of a program responsible for
improved outcome rates are too significant to
ignore. Consequently, the search for common core
components continues, with the promise of posi-
tive developments for the field and for advancing
prevention.

CSAP sponsored a core components analysis that,
though it is still under way, already has yielded
informative findings for prevention program
fidelity and adaptation. Before work began, sur-
prisingly little scientific effort had focused on ana-
lyzing intervention programs’ core components.
The first step of this examination, therefore, was
to develop a methodology for identifying the core
components of effective prevention programs.

The methodology involved two stages. First, a
program model, or template, was created to delin-
eate each of the core components. Second, actual
implementation of the program model was com-
pared against this template. Though a detailed
description of the analytic method is beyond the
scope or purposes of this report, data issuing
from it are summarized here.

Two types of data were derived from the prelimi-
nary analysis: core components of effective pro-
grams, and, for certain
components, the “range

Once the active ingredients  of permissible adaptation”
of a prevention program are When implementing the

specified, practitioners can
determine which elements
must remain to achieve

component. If, for example,
one of the core intervention
components occurred in
a 10-session curriculum

fidelity, and they can change implemented in 8,12, or

less essential elements, thus
adapting the program with
confidence.

20 sessions across evalua-
tion studies in which posi-
tive effects are attributed to
the component, we assume
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that the total number of
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sessions offered can be altered within this range
without compromising the component’s integrity.

The initial core components analysis was
performed on 17 programs identified as Model
Programs at the time:

Across Ages

Athletes Training and Learning To Avoid Steroids
Child Development Project

Communities Mobilizing for Change on Alcohol
Coping Power Program

Creating Lasting Family Connections

DARE To Be You

Family Advocacy Network

Family Effectiveness Training

Incredible Years

Keep a Clear Mind

Leadership and Resiliency Program

LifeSkills Training

Positive Action

Project ACHIEVE

Project ALERT

Project Northland

Results and Conclusions

From the core components analysis of these 17
SAMHSA Model Programs, several conclusions
emerge about the substance and process of pre-
vention program implementation. Detailed
below, these conclusions cover prevention pro-
gram content, community building, delivery, con-
text, relationships, adaptation, strengths focus,
continuity, facilitators, and parental involvement.
After we detail the results and conclusions, we
offer several recommendations on how to use
these findings in making program adaptations
and achieving implementation fidelity.

Content

= Program content may address generic life skills
or knowledge and skills related to alcohol,
tobacco, and illicit drugs (ATID), but ATID-

related content alone is insufficient.

o None of the programs reviewed focuses
exclusively on ATID-related knowledge and
skills. Half of the programs emphasize the
acquisition of generic life skills. The remain-



ing half incorporate both generic and ATID-
specific content.

= Beside imparting new knowledge and skills,
effective prevention programs offer participants
opportunities to use this information.

o Among programs reviewed, opportunities for
practice were incorporated into curriculum-
based activities or through the addition
of intervention components intended to
reinforce curriculum content. Commonly
employed curriculum-based strategies
include:

o Modeling and behavioral rehearsal
(facilitator demonstrates a new skill;
participants then perform the skill within
session)

o Assigned out-of-session activities intend-
ed to reinforce concepts (journaling,
identification of issues to be raised in
subsequent sessions, practice of skills at
home with parents or others)

o Cueing (teachers cue students to use new
behaviors in specific situations)

o Placing participants in the role of expert
and having them demonstrate new
knowledge and skills (e.g., participants
create an antidrug advertising campaign
that would be effective with their peer

group)

o Use of self-monitoring techniques to
enhance awareness and enactment of
desired behaviors

Community Building

Effective programs move beyond change at the
individual level. Emphasis is placed on creating
lasting changes within individual, family, and
school domains in an effort to create “caring
communities” that share accountability for
change.

Delivery

s The most commonly used method to deliver
program content is through written, session-
by-session curricula, largely because many of
the programs reviewed for this analysis were
school-based. Across programs, curricula were
implemented over relatively short intervals
(9-12 weeks); the periodicity of sessions was
at least weekly in three-fourths of reviewed
programs.

=  While the degree of structure found in curricu-
lum implementation materials varies (from
highly to loosely structured), effective pro-
grams use materials that are clear and easy to
follow. Persons with minimal or no training
can understand and implement curricula with
relative ease.

Context

= Successful programs promote a consistent
message sent through multiple channels
(e.g., parents, teachers, peers).

o For example, Incredible Years, Child Devel-
opment Project, and Project ACHIEVE
employ a “whole school reform” approach.

Duration of Intervention
(Across Intervention Components)

53+
Weeks
8%
9-12
Weeks
37-52 20%
Weeks
6%
Weeks 13-24
11% Weeks
11%
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A consistent message is sent to parents,
teachers, and students, and students consis-
tently hear this message in settings where
they spend most of their time—at home and
school.

= Effective programs attend to characteristics

of the target population that place them at
risk for ATID use. Intervention components
ancillary to curricula are often used to attend
to these characteristics.

o Mentoring, for example, was an effective
strategy to provide youth with social sup-
ports absent from their lives and expose
them to positive peers and adults who
model drug-free behavior.

o Experientially based activities, such as
volunteering, help youth experience self-
efficacy, serve others, and share what they
have learned. This strategy also lessens
the sense that their personal struggles
are unique.

0 Recreational, cultural, and social events
were used to strengthen family bonds,
or, when carried out in the school setting,

school bonds.

Relationships

= Successful programs emphasize relationship

building as a precursor to the delivery of pro-
gram content. Although the number of sessions
provided and activities that comprise the inter-
vention vary, a common first step is gaining
influence.

o For example, Family Effectiveness Training,
Leadership and Resiliency, and Communi-
ties Mobilizing for Change on Alcobol stress
the importance of relationship building
across individual and agency levels. Effective
programs establish relationships with agen-
cies in which services will be offered, and
nurture these relationships throughout the
life of the program.

o Teachers, coaches, and other individuals
delivering program content receive ongoing
support and direction.

Science-Based Prevention Programs and Principles, 2002

o Initial sessions focus on joining partici-
pants together, before introducing program
content.

o Critical to the success of Project ACHIEVE
was “buy-in” on the school and district
levels prior to program implementation.

o The positive effects of relationship were
observed among participants in the Across
Ages program:

o The greatest gains were observed among
participants in the mentoring component
of the program who engaged in consis-
tent and ongoing contact with caring
adult mentors.

Integration and Adaptation

= Successful programs work through naturally

occurring social networks. Services are deliv-
ered via the school, community-based agencies,
or other networks already in place (e.g., the
sports team setting).

Effective programs stress the importance
of entering into the world of the client and
integrating services into it. For example:

o Programs serving disadvantaged adults pro-
vide daycare, meals, transportation, and
other services to address barriers that would
otherwise prevent them from participating
in the program.

o Programs serving racially and ethnically
diverse groups discourage the use of a
“one size fits all” approach.

o Effective programs tailor materials for
specific groups and use bicultural facili-
tators to deliver program content.

o The use of language-translated materials is
discouraged because the content of translat-
ed materials may not be culturally meaning-
ful to the targeted group. Yet, materials
carefully adapted for a particular population
in a language other than the one in which
the program was originally developed can
be effective. Consequently, translating mate-
rials alone may be necessary but insufficient.



Strengths Focus

Effective prevention programs view individuals

and families in relation to their strengths and
assets rather than focusing on deficits:

0

The Incredible Years program, for exam-

ple, employs a collaborative group method

that seeks to remove the perception that
group leaders are experts and relies on
the strengths and knowledge of group
participants.

The Leadership and Resiliency Program
uses a “whole person” approach that
acknowledges individual deficits but
does not give priority to those deficits
over positive attributes.

Family Effectiveness Training shifts focus
from the “identified patient,” instead high-
lighting functional interactions within the
family unit.

Didactic instruction and skills-building
training for participants in the Positive
Action program focus on their strengths in
relation to their developing self-concepts
and self-esteem.

The message of the LifeSkills Training
program is promoted within the context
of self-improvement and the acquisition of
general life skills.

Continuity

Process evaluation data reveal that successful
programs enjoy high fidelity to the curriculum,
dosage adequacy, and dosage consistency.

o Ongoing support is provided to facilitators

implementing program components to
ensure uniform delivery.

o Program activities are structured to create

a sense of safety and continuity for partici-
pants.

o The Leadership and Resiliency Program,
for example, uses a small-group modality
to deliver the intervention. Groups are
composed of six to nine students, are
closed to new members during the year,
and continue for the duration of students’
high school careers.

o Outcome evaluation data reveal the efficacy

of booster sessions in maintaining gains
made over longer periods.
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Facilitators

= Educational attainments and experience
levels of persons delivering intervention vary
widely, yet programs consistently require the
training of delivery agents (self-instructional,
curriculum-based, or in-person) before
program implementation.

o One-half of reviewed programs do not
require delivery agents to have specific
educational attainments; two-fifths require
agents to hold a bachelor’s degree in a rele-
vant field. Two-thirds require facilitators
to have prior employment experience in
an area relevant to the target population
and/or target problems/issues to be

addressed.

o Four-fifths of facilitators received advance
training to acclimate them to the goals and
philosophy of their respective programs and
to standardize practices employed over the
duration of intervention.

Remote site training is the most common type of
training participants receive prior to implement-
ing the intervention.

= Effective prevention programs use known
(versus outside) authorities to deliver
program content.

o Head Start teachers, athletic coaches, par-
ents, and others with whom participants
have an ongoing relationship deliver the
content.

o Over three-fourths of known authorities
delivering content are teachers.

Effective programs targeting adolescents
acknowledge the developmental importance of
the peer group and its influence on adolescent
beliefs and perceptions.

o Programs targeting adolescents rely on peers
to deliver some or all of the content.

Trainer attributes are critical to program
success.

o Process evaluation data reveal that partici-
pants perceive effective trainers as having
the following characteristics: they are
knowledgeable about local resources avail-
able to participants, believe in the program
and are committed to its success, and
share the same ethnic-racial heritage as
participants.

o Training and certification of facilitators are
consistently emphasized in program-related
documentation as a way of maintaining
integrity of process and consistency of
results.

Educational Requirements: Program Facilitators

0.6

0.5

[0 No Formal Educational
Requirements

0.4

B Bachelor's Degree in
Relevant Field Required

0.3

B Advanced Degree Required

0.2

Percent of Programs

0.1
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Parental Involvement o The remaining 40 percent of programs with
a parenting component provide one or more

= Program developers consider parental involve- forms of parenting skills training

ment to be a critical factor for success. Efforts

to include parents focus on two interrelated Recommendations From Analyses of Core
goals: enhancing parenting skills and self- Components. On the basis of analyses and
efficacy, and increasing parents’ involvement conclusions derived from the SAMHSA Model
in the lives of their children. Programs reviewed to date, a number of recom-

mendations surface to guide the planning and
implementation of effective substance abuse pre-
vention programming. These recommendations

o Close to half (48 percent) of reviewed
programs incorporate a parenting

component. are organized according to major considerations

o Fully 60 percent of programs with a par- of substance abuse prevention programming:
enting component use structured activities structure—the format and processes of prevention
and experiential activities (social, cultural, program planning and delivery; content—the
recreational events) to foster more inter- substantive material in a program; and channels—
action between parents and youth. the way program recipients are exposed to and

learn the content.

Recommendations From Core Components Analytic Findings

Structure Content Channels

Structure intervention activities Combine ATID-related content Incorporate programs into

to focus on relationship build- with strategies intended to existing networks (e.g., school

ing prior to the delivery of promote the acquisition of or community setting, church).

program content. generic life skills.

Use written, session-by-session Follow the delivery of content Eliminate barriers that could

curricula to impart knowledge with opportunities to practice prevent participants from

and skills training. Curricula behaviors learned. taking part in the program

must be clearly written and (e.g., transportation, child care).

easy to follow.

Attend to characteristics of Capitalize on client strengths. Employ known authorities to

the target population that place Employ a holistic view of clients deliver intervention (peers, par-

them at risk for ATID use, and that acknowledges weaknesses ents, teachers, guidance coun-

structure supplemental activities but does not focus exclusively selors, sports team coaches).

accordingly. on them.

Tailor program content to the Involve parents in programs Ensure that persons delivering

culture and language of the targeting children and adoles- intervention receive training

target population. cents. prior to program implementa-
tion.

Tailor services to the develop- Attend to parental deficits Establish long-term, effective

mental needs of the target by providing skills training to partnerships with collaborating

population. enhance parental self-efficacy. agencies. Nurture these rela-

tionships throughout the life
of the program.

Plan social, recreational, Promote a consistent message Involve the larger community
and cultural events to foster to participants through multiple in change efforts; incorporate
increased interaction among channels (e.g., parents, peers, intervention strategies that
parents and youth. and teachers). promote increased accountabil-

ity for change across domains.
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Mindful of these core components analytic results
and recommendations, practitioners can more
closely approximate—or may even surpass—out-
comes documented during initial SAMHSA Mod-
el Program development and testing. Additional
guidelines for strategies to enhance fidelity in the
field will issue from core components analyses

of the remaining SAMHSA Model Programs not
included in the foregoing report.

Conclusions From
Knowledge Synthesis
Activities

Knowledge synthesis tasks completed in the past
year—fidelity and adaptation, cross-site evalua-
tion findings, and core components analysis—
have yielded greater understanding of the
processes, outcomes, and essential ingredients

of substance abuse prevention programming.
Findings bring us closer to knowing not only the
potential of substance abuse prevention, but also
the conditions under which optimal prevention
can occur and the keys to achieving success.
Knowledge synthesis work during the past year
considerably advances the science and practice
of prevention.

To make plain the value of knowledge synthesis
for the field, major lessons from work on fidelity
and adaptation, the cross-site evaluation, and the
core components analysis are highlighted:

= Program implementers must balance fidelity
and adaptation to ensure that programs are
executed in a manner true to their original
design and evaluation—essential to approxi-
mating the original outcomes—and that
programs respond to the particular circum-
stances—demographic characteristics, organi-
zation context, logistical constraints, and so
on—of the program recipients and delivery
setting.

= Knowledge synthesis work on fidelity and
adaptation underscores the wisdom of careful
preparation and planning before program
implementation and the ability to alter those
plans once the program is in the field. Instead
of simply applying a program in a rote manner,
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implementers must lay out detailed steps for
how they will balance fidelity and adaptation.
But the balancing process cannot rest and may
need to be readdressed when the program
enters the field and is modified because of
unique implementation circumstances and
challenges. Only then can implementers expect
to offer their recipients a prevention program
that has a strong likelihood of success.

Prospective work demonstrates that SAMHSA
Model Programs can be replicated and can
produce outcomes similar to those identified
in the original setting. Apparent elements in
program replication are fidelity and dosage

or exposure, which contribute to outcomes
when held to high standards.

Although fidelity and dosage are overlapping
constructs, some replications may fail because
practitioners do not implement the program
model with sufficient intensity. High intensity
is therefore a necessary condition for successful
replication.

Human factors enter into the technical assis-
tance phase of dissemination and replication.
Even though detailed written manuals may
be available, no substitute exists for human
interaction between the original program
developer and the adopting site during pro-
gram replications.

Notwithstanding conclusions that program
fidelity is possible during replications, ques-
tions remain whether fidelity ought to be
achieved. In raising these questions, knowl-
edge synthesis on program replications points
directly to the importance of learning which
elements of a program are core and critical to
the program’s success, which are more suitable
for adaptation, and which circumstances and
settings call for various adaptations. Conse-
quently, work on replication links nicely with
the final synthesis task of core components
analysis, which will be considered at the end
of this section.

Cross-site evaluation data offer the most com-
pelling research to date that prevention works.



The cross-site study also uncovered interac-
tions in the effects of prevention programs
on girls and boys, and on youth who have
prior histories of substance abuse.

Findings from hundreds of program replica-
tions in nearly every state in the United States
involving thousands of youth also permit
strong and unambiguous conclusions about
the role of families and communities in help-
ing children avoid programs with ATID.

Gender differences and conclusions about cul-
tural tailoring have implications for structuring
prevention programs to ensure that recipients
are prepared for and accept program content.

Cross-site data further support the increasingly
accepted notion that particular program com-
ponents and combinations of components can
exert potent influences on youth.

Similarly, the core components analysis yielded
empirical data on the active ingredients of suc-
cessful prevention programs. Echoed in other
research synthesis work on fidelity and adapta-
tion, program replications, and cross-site
analyses, results from the core components
analysis point toward the benefits of knowing
what works in SAMHSA Model Program
delivery.

Analyses of core components let us distin-
guish between essential and nonessential
elements and among elements that combine
to achieve optimal results in SAMHSA
Model Program delivery.

= Core components of SAMHSA Model Pro-
grams reveal practical conclusions about
prevention program structure, content, and
channels for content delivery.

= Core components analysis is

a tool for attaining program  Findings...bring us close
fidelity w‘hll_e adapting A Pro- to knowing not only the
gram to fit implementation

demands potential of substance

abuse prevention, but
These lessons denote the role

of research synthesis to elicit
practical, sound knowledge
from many kinds of prevention
programs. Questions should
no longer exist as to whether

also the conditions under
which optimal prevention
can occur and the keys
to achieving success.

SAMHSA Model Programs can

be implemented with fidelity and concurrently
adapted to fit the particular field setting. More
important, empirical data support the pre-
dictability of positive outcomes from replicated
SAMHSA Model Programs. Moreover, with find-
ings on what makes SAMHSA Model Programs
work and how they can be improved in the field,
we are more ready than ever to ensure the quali-
ty implementation and adaptation of SAMHSA
Model Programs. Possessing such research syn-
thesis data, policymakers and practitioners can
more confidently deliver science-based programs
under varying circumstances, knowing that they
have a strong likelihood of attaining positive
results with no sacrifice of program relevance
and responsiveness.

Synthesizing Research Findings
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3. Knowledge Dissemination

For SAMHSA’s CSAP, dissemination is the process
of bringing effective prevention to every commu-
nity. To ensure that effective programs reach the
maximum number of communities and ultimate
recipients, CSAP has built a multicomponent
dissemination system.

Dissemination System

As shown in Figure 4, SAMHSA’s dissemination
system begins with prevention projects originat-
ing in the field and in academic research centers.
Once screened through the NREPP process,
programs that emerge as models are marketed
through expressly constructed SAMHSA materi-
als, through SAMHSA’s Model Programs Web
site (www.modelprograms.samhsa.gov), and
through the auspices of such national partners
as the Child Welfare League of America, the
National Association of Elementary School Prin-
cipals, the National Head Start Association, the
National Council on the Aging, the National

Mental Health Association, the National Senior
Service Corps, the DHHS Office of Minority
Health, the U.S. Department of Agriculture
Cooperative State Research Education Services,
the Community Anti-Drug Coalitions of America,
and the National Association of State Alcohol
and Drug Abuse Administrators.

Training and technical assistance for disseminating
SAMHSA Model Programs are provided by pro-
gram developers as well as through SAMHSA’s
Decision Support System (DSS) and its Centers
for the Application of Prevention Technologies

(CAPT).

Accessible through the Web site www
.preventiondss.org, the DSS is an interactive
facility that allows practitioners, policymakers,
and other interested parties to learn about the
available database of model and promising pro-
grams and to gain consulting assistance for their
own prevention program planning.

Figure 4. SAMHSA Model Programs National Dissemination System
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Six CAPTs, currently serving every region of the
country, are charged with offering, coordinating,
and managing prevention program information,
training, and technical assistance within the regions
they serve. The CAPT Web site portal, accessible
through www.modelprograms.samhsa.gov, has

Screened through CSAP’s
National Registry of
Effective Prevention
Programs (NREPP),
programs that emerge

as models are marketed
through materials and
contracts dedicated to

these purposes, including the

SAMHSA Model Program
Web site (www.model
programs.samhsa.gov).

links to the Northeast CAPT,
Border CAPT, Southwest
CAPT, Southeast CAPT,
Central CAPT, and Western
CAPT.

CSAP awards State Incentive
Grants (SIGs) to individual
States to facilitate the imple-
mentation of model and other
science-based programs.
Totaling $9 million for

3 years, SIG funding permits
States to distribute smaller
grants to subrecipients,
usually school districts and
community-based organiza-
tions. Stipulations on SIG
funds require States to invest

85 percent of the grants in prevention program-
ming, at least 50 percent of which must go to
model and promising programs.

Substance Abuse Treatment and Prevention
block grants, also awarded by SAMHSA, are the
cornerstone of the States’ substance-related pro-
grams. These grants account for 40 percent of
public funds expended on substance prevention
activities and treatment services. This grant pro-
gram—with funds disbursed to the States, Terri-
tories, and the District of Columbia based on a
congressionally mandated formula—enables
States to provide substance abuse treatment and
prevention services through a variety of means.
Statutes and regulations place special emphasis
on providing treatment and primary prevention
services to both injection-drug users and
substance-abusing women who are pregnant

or have dependent children.

Communities are the ultimate target for dissemi-
nating science-based programs. Indeed, preven-
tion programming must reach the community
level for the consumers—children, families,
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schools, faith-based organizations—to benefit.
Once implemented in a community, a science-
based program becomes available to its members.
As such, communities are the best dissemination
means for programs and will rightly dominate the
planning of CSAP and others interested in dissem-
inating scientific knowledge and products about
substance abuse and other target problems.

As shown in Figure 4, the first two stages of the
dissemination system encompass the effectiveness
portion of the system; the next three steps define
capacity. The entire system is marked by account-
ability, which comes from close monitoring by

CSAP.

Prevention Program
Outcome Monitoring
System (PPOMS)

To help measure the impact of disseminating
prevention programs into the field, SAMHSA is
attempting to quantify the extent to which pro-
grams are disseminated, how they are adapted
for the field, and what outcomes they produce.
That work will occur under the auspices of the
Prevention Program Outcome Monitoring System
(PPOMS), which is at the time of this writing
awaiting final approval from the Office of Man-
agement and Budget (OMB). Data generated by
PPOMS will allow SAMHSA to quantify the
market penetration, processes, and effectiveness
of its science-based program replications. Though
the core interest of PPOMS is to document the
dissemination of SAMHSA Model Programs,
PPOMS will gather data on all substance abuse
prevention programs currently in use in the
United States.

The national PPOMS assessment will ask preven-
tion practitioners about their use of, modifications
to, and satisfaction with science-based and other
prevention programs. In particular, PPOMS will

» Gauge practitioner access to SAMHSA science-
based materials and programs;

= Estimate the proportion of practitioners
replicating these programs;



» Quantify and explain barriers and facilitating
mechanisms for program replication;

= Document the degree of fidelity and adaptation
of program replications; and

= Measure program replication outcomes.

Knowledge of these areas will allow SAMHSA
to better direct its dissemination of NREPP-
identified programs and give practitioners access
to targeted training and technical assistance.
Equally important, PPOMS findings will shed
new light from the field on the core components
of science-based programs and how fidelity

and adaptation contribute, and are related, to
programmatic outcomes.

Preliminary Development of PPOMS Assess-
ment. An early, abridged version of the national
PPOMS assessment was tested at a CSAP-
sponsored conference in spring 2001. The confer-
ence, “From Research to Practice,” showcased
15 SAMHSA Model Programs. Administrators
and practitioners in attendance were given infor-
mation on the SAMHSA Model Programs and
offered in-depth training in the implementation
of each program.

At the conference, about 250 participants, repre-
senting an 84 percent response rate, agreed to
help with PPOMS procedures. Participants were
employees of agencies, schools, and organizations
interested in learning more about science-based
prevention program implementation. They repre-
sented many geographical regions and settings,
varied levels of expertise in prevention program-
ming, and diverse experience in implementing
school- and community-based prevention pro-
grams. Consequently, findings from this initial
test of PPOMS are somewhat generalizable to the
types of organizations and individuals in the field
interested in science-based program replications.

From the PPOMS assessments distributed and
collected at the conference, the following data
emerged:

= 74 percent of respondents had little or only
basic background information on science-based
programs.

69 percent of respondents were familiar with
prevention principles formulated by Federal
agencies that do drug prevention work.

Of the respondents who indicated familiarity
with prevention principles, 87 percent have
used these principles to guide past efforts to
implement prevention programs.

56 percent said that whenever possible, science-
based programs should be implemented.

28 percent cited government mandates and
funds as the most important reason for interest
in science-based programs.

15 percent cited less-than-optimal outcomes
with current and/or prior drug-prevention
programs as their most important reason for
interest.

82 percent indicated that they were aware of
government mandates and funds for imple-
menting science-based pro-

grams.
Model Program developers,

in conjunction with CSAP’s
Decision Support System
(DSS) and CSAP’s six
regional Centers for the
Application of Prevention

86 percent of those who
were aware of government
mandates and funds felt
that those mandates and
funds served as a catalyst
to adopt such programs.

Approximately 15 percent
reported that government
mandates exerted negative
effects on their organiza-

Technologies, provide
training and technical
assistance for disseminating
SAMHSA Model Programs.

tion’s desire to implement
these programs.

74 percent planned to implement a science-
based program in the next 6 months.

Of the respondents who indicated plans to
implement a science-based program in the
next 6 months, 47 percent had little or basic
background information on these programs.

82 percent of agencies and schools represented
by respondents offered drug prevention pro-
gramming.

About half of the 18 percent of agencies
and schools that do not currently offer drug
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prevention programs are State government
offices, CAPTs, or organizations that offer
technical assistance and training to direct
service providers.

Asked about current substance abuse programs
employed by their organizations, respondents
listed 360 different programs. Approximately
25 percent of these programs were SAMHSA
Model Programs.

Most organizations offering SAMHSA Model
Programs indicated that they are satisfied or
very satisfied with the programs.

58 percent of respondents indicated that their
organization had prior experience with science-
based programs.

54 percent of respondents identified barriers to
the implementation of science-based substance
abuse prevention programs. The identified
barriers fall into the following categories:

o Inadequate funding for implementation

o Lack of community and school buy-in and
readiness

o Staffing issues
o Limited access to schools
o Training and technical assistance issues

o Compromised program fidelity when
programmatic changes are made because
of high implementation costs

o Difficulty involving parents in prevention
efforts

o Cultural issues

o Difficulty finding programs that match an
organization’s goal or focus

o Difficulty retaining clients for the duration
of the program

Science-Based Prevention Programs and Principles, 2002

= 66 percent of respondents identified structures
and mechanisms in their organizations that
would facilitate implementation of a science-
based program. The facilitating mechanisms
or structures were grouped into the following
categories:

o Strong community coalitions

o Community and school buy-in and support
o Appropriate staffing

o Access to technical assistance and training
o State mandates and funding

o Prior experience

o Recruiting participants for programs

Besides providing useful information on the
background, expectations, and readiness for
implementation of conference participants, data
from this early PPOMS experience have led to
modifications to the national PPOMS assessment,
set to begin in the coming year. Ongoing efforts
to follow up with conference participants will
yield additional evidence on efforts in the field to
replicate and adapt SAMHSA Model Programs
and on their outcome findings.



4. Issues, Progress to Date, and Future
Directions in Science-Based Prevention

Each year this report describes achievements of the
past year and reviews emerging issues that will be
addressed in the coming year. Consequently, needs
articulated in last year’s report will be reiterated
and progress in addressing these needs will be not-
ed. Finally, future steps that warrant an investment
of resources in the coming year will be previewed.
These three phases of our synthesis and dissemina-
tion agenda are offered in tabular form below,
with each element in the table discussed in the
ensuing paragraphs.

Issues and Progress
to Date

In last year’s report and throughout the course of
the year, several issues emerged:

Build NREPP Database. Last year, a major
issue requiring greater investment was the identi-
fication of additional and more diverse programs
by NREPP. Since last year, 15 new SAMHSA
Model Programs have issued from NREPP, with
an additional 21 promising programs identified
by the NREPP process. Those programs increase
the range of topics covered by NREPP and
extend the age groups and types of populations
included. Along with the earlier discovered pro-
grams, those added in the past year lay a solid
foundation of science-based programs upon
which the field can build an ever-larger national
dissemination system.

Issues

Build NREPP database

Progress to Date

Built database of NREPP
programs and topics

Future Directions

Expand NREPP into substance
abuse prevention with new
populations, workplace, HIV
and AIDS, posttraumatic stress
disorder, and gambling

Track dissemination of science-

based programs

Began PPOMS initiative

Launch PPOMS following OMB
review and approval

Assess State Incentive Grant
activities

Incorporate State Incentive
Grant assessments into PPOMS

Launch State Prevention Sys-
tem Management Information
System features of PPOMS

Strengthen the knowledge base

Develop state-of-the-science
papers

Continue to publish state-of-
the-science papers

Examine existing data on
prevention

Conduct and report cross-site
synthesis of prevention
programs

Disseminate cross-site findings

Increase awareness of science-
based activities in the field

Assess awareness of value of
science in the field

Find new ways to infuse
science-based practice into
the field
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Track the Dissemination of Science-Based

Programs. In the past year, PPOMS has been

developed further. Through PPOMS, questions
from the field regarding the extent and impact
of science-based programs when implemented

under everyday conditions can be addressed.

Assess State Incentive Grant Activities.
Responding to the needs of the States, SIGs

By far the greatest
milestone of the past
year...is the remarkably
increased awareness of the
role and value of scientific
contributions to prevention
programming in this

provide significant resources
for the local implementation

of science-based prevention
programs. Understandably, the
States and CSAP are committed
to maximizing this investment
to ensure that the dollars spent
reach and help youth, families,
and adults at risk. In the past
year, CSAP established the State

country.

Prevention System Management
Information System (SPSMIS).
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This system will become opera-
tional in the coming year and will incorporate
elements of PPOMS.

Strengthen the Knowledge Base. The field
demands and deserves the highest quality of
knowledge development, synthesis, and dissemi-
nation of manuals that present the latest scientific
knowledge, written to offer practical guidelines to
the field. This year CSAP commissioned a number
of papers on the state of the science of substance
abuse prevention. These papers cover a range

of issues of interest to prevention practitioners,
policymakers, and researchers are being published
in the Journal of Primary Prevention. Topics of
papers already published or scheduled for publica-
tion in the near future include: family approaches;
prevention with minority groups; etiology; pre-
vention in the workplace, school, and communi-
ty; and issues of comorbidity in substance abuse
prevention.

Examine Existing Data on Prevention. As a cen-
tralized, coordinating Federal resource, SAMHSA’s
CSAP is in a position to draw together disparate
studies and research to generate coherent, helpful
guidelines for the field. During the past year, CSAP
has drawn together a large body of that learning
from its sponsorship of high-risk youth demon-
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stration grants. Previously detailed in this report,
findings from the National Cross-Site Evaluation
support the work of the prevention community
and justify in manifold ways our collective com-
mitment to, and investment in, substance abuse
prevention programs.

Awareness of Value of Science in the Field.
By far the greatest milestone of the past year
has been the remarkably increased awareness of
the role and value of scientific contributions to
prevention programming in this country. Across
America, practitioners, policymakers, and the
myriad dedicated organizations and associations
responsible for substance abuse prevention have
advanced their collective cause in ways not
thought possible just a year ago.

A few observations illustrate that advance. The
march of science-based prevention programs into
States, communities, and localities is now palpa-
ble and apparently unstoppable. That is a major
accomplishment that will benefit the field and,
most important, America’s children and families,
for the foreseeable future. A nascent, yet tangible
awareness of the need for accountability in sub-
stance abuse and other problem behavior preven-
tion is now present. No longer is the value of
prevention programs accepted simply because
they seem like the right thing to do. Oversight,
monitoring, and careful evaluation that mark a
sophisticated field are now defining the quality of
prevention programs.

Though hardly exhaustive, this list of accom-
plishments must include the increased capacity
of States and communities to implement preven-
tion programs. Training, technical assistance,
and guidelines for program fidelity and adapta-
tion, just some of the reasons for that capacity,
are much in evidence.

Future Directions

CSAP is responding to feedback from the field to
continue current work and to pursue new areas.
Areas of work include expanding the substantive
content topics covered by NREPP, launching
PPOMS, commissioning state-of-the-science
papers, disseminating cross-site results, and iden-



tifying new ways to incorporate science-based
programs and practice into the field.

Expansion of NREPP Substantive Areas of
Focus. In keeping with its current direction, the
focus of NREPP reviews is being expanded. This
expansion includes prevention targeting new pop-
ulations, in workplace programs, programs aimed
at HIV and AIDS, efforts to treat and prevent
sequelae-associated posttraumatic stress disorder,
and prevention and treatment programs for gam-
bling disorders.

Substance Abuse Prevention with New Popula-
tions. NREPP continues to search for exemplary
programs. Grassroots, community-based sub-
stance abuse prevention programs are particularly
needed, especially those that serve populations
underrepresented in the current NREPP database
(e.g., programs for the elderly, those tailored
expressly for ethnic-racial minority group mem-
bers, and environmentally oriented programs).
NREPP also is seeking new approaches to sub-
stance abuse prevention that not only are ground-
ed in theory and science, but also consider the
real-world time, budget, and staffing constraints
of program delivery in the field.

Workplace. By their nature, when problems of
substance use and abuse become exacerbated,
they lead to impairments in everyday functioning.
Those impairments are particularly costly in the
workplace. Individuals who use drugs and alcohol
on the job, or who come to work under the influ-
ence, are a clear hazard to themselves, their
coworkers, and their families. Workers in charge
of sensitive operations, dangerous machinery, and
various forms of transportation can cause inordi-
nate damage if they are even slightly impaired by
substance use. Just as substance use in the work-
place requires special consideration, so do pro-
grams to address substance use among workers.

Programs to prevent and treat substance use

in the workplace enjoy a long history in this
country. To bring the best of those programs to
the attention of the practice community, NREPP
is now inviting and screening interventions,
approaches, and curricula that address substance
use and abuse in workplace settings. Those efforts

take the form of employee assistance programs,
referral services, and programs to prevent not
only substance use, but also interpersonal, trau-
matic, and family problems associated with sub-
stance use that can lead to impairment. NREPP
has reviewed several workplace programs and
found them of high quality. When their NREPP
criteria scoring permits, these programs will be
brought to the attention of the field through
CSAP’s ongoing dissemination initiatives.

HIV and AIDS. Medical problems of HIV and
AIDS have clear antecedents and correlates related
to substance use and abuse. Not only are injected
drugs a major conduit for HIV

transmission, but also persons

under the influence of drugs
and alcohol are more likely to
take sexual risks that are linked
with exposure to HIV infection.
Equally important, the preven-
tion of HIV and AIDS is an
appropriate target for NREPP
inclusion, given the threat to

public health.

In 2001, CSAP began submit-
ting HIV prevention programs
to NREPP for review. Many of

these programs were developed i i
with funding from the Centers effective prevention

for Disease Control and Preven- Programs and practices.

continue to build and

by NREPP, disseminate
findings and inform the

capacity of States and

Responding to feedback
from the field, CSAP will

field about what works in
prevention, and build the

expand the topics covered

communities to implement

tion and have undergone care-
ful testing. The NREPP review
of HIV and AIDS prevention
programs began with a body of existing research.
From that research, one SAMHSA Model Pro-
gram, two promising programs, and four effective
programs have emerged to join the NREPP data-
base. Differing somewhat from prevention pro-
grams that heretofore have typified NREPP, the
HIV programs target populations characterized
by their demonstrated risk of exposure to HIV
infection risk factors. Results of efforts to find
HIV and AIDS prevention programs will be forth-
coming this year.

Posttraumatic Stress Disorder. The terrorist
attacks on the United States in September 2001,
together with their aftermath, have brought atten-
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tion to the manifestations, prevention, and treat-
ment of psychological trauma, or posttraumatic
stress. The disorder associated with posttraumatic
stress, long documented among scientists and
increasingly known among laypersons as post-
traumatic stress disorder (PTSD), has clear
salience for SAMHSA and its constituents. Not
only are elevated rates of substance use linked
with PTSD, but adults suffering from PTSD are at
risk for associated problems. In addition, spouses
and other family members of adults experiencing
PTSD show increased rates of substance use, as
well as other psychosocial and health problems.

Children who have experienced trauma are of
special interest. Young people have less sophisti-
cated coping mechanisms than adults and lack
the life experience to place horrific events in any
historical context or perspective. Children and
adolescents however, are ideal candidates for
prevention programs. Unlike adults, youth are
denied easy access to harmful substances and
are unaccustomed to self-medicating with sub-
stances as a way to reduce stress and other post-
traumatic effects. PTSD intervention programs
with young people currently can address the
direct effects and consequences of trauma.

For these reasons, NREPP now is including PTSD
intervention programs. To date, several PTSD
programs have been subjected to NREPP’s 15
rating criteria—modified as appropriate to fit the
parameters of PTSD and its manifestations. As
further programs are discovered and ranked as
promising and model, they will be included in
future reports and entered into DSS along with
all other NREPP products.

Gambling. Gambling is another disorder that
has been reviewed by NREPP over the past year.
With clear implications for problems of co-
occurring substance use, gambling is also a prob-
lem in its own right. Gambling is increasingly
recognized not only as a serious threat to the
economic well-being of those who frequently
engage in it for high stakes, but also as a factor
contributing to damaged interpersonal relation-
ships, job loss, and family problems. Though

in its nascence, the serious scientific study of
gambling has already yielded answers to many
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questions with salience for prevention program-
ming. Scientists know, for instance, that chronic
gambling is linked with many of the same risk
and protective factors commonly understood to
affect substance use. Indeed, recent data indicate
that U.S. adults who have a current dependency
on alcohol are 23 times more likely to have a
current gambling problem than those who do
not drink.*"

Still, the epidemiology of gambling differs from
that of alcohol and drug abuse. For example,
gambling is more common among people from
lower socioeconomic groups, as well as among
African American and Hispanic people, than it is
among affluent people and nonminority group
members. The incidence of current gambling
pathology is seven to eight times as high among
black and Hispanic men and women as among
white men and women.’* Data on problem gam-
bling appear to show a disquieting trend. A 1998
nationwide survey conducted for the National
Gambling Impact Study Commission found that
the national rate of pathological gambling was a
little less than 1 percent. Recent data fix the rate
of Americans who are currently pathological
gamblers at between 1 percent and 2 percent.
About 5 percent of Americans are judged to be
problem gamblers. The lifetime prevalence of
problem gambling is estimated to be from 4.8
percent to 11.5 percent. Overall, more than 80
percent of American adults reported gambling in
the past year.””

Unsurprisingly, gambling appears to share oppor-
tunities for intervention and prevention with sub-
stance abuse. The emerging science of gambling,
however, is just beginning to focus on the devel-
opment and testing of programs suitable for field
implementation. In its mission to codify science-
based prevention programs, NREPP has taken

an initial look at research on programs aimed

at reducing the risks of habitual gambling. Next
year’s report on Science-Based Prevention Pro-
grams and Principles will include those findings
and a list of any exemplary programs that issue
from NREPP review.

PPOMS. In the coming year, PPOMS will begin
its work in earnest. National telephone interviews



will commence concurrently with data gathering
via the Internet and SPSMIS. Essential to the suc-
cess of PPOMS data collection activities is the
support, cooperation, and involvement of profes-
sionals in the field. PPOMS will reveal how pro-
grams are adopted, what processes adopters
employ in their decisions to implement and adapt
programs, and the degree to which results from
implementations affect substance use prevalence
rates in the index communities and institutions.

Particular attention in the next year will be given
to measuring SAMHSA Model Program imple-
mentation fidelity and adaptation among SIG
recipients. Because SIG recipients are required
to devote one-half of their prevention program
resources to science-based SAMHSA Model
Programs, SIG States are ideal field-test sites

for assessing the relationship between program
delivery parameters and outcomes. The number
of State recipients and subrecipients—local
entities responsible for program delivery—will
ensure a large, representative, and robust sample
of field sites to measure issues related to fidelity
and adaptation.

Readers of this report represent the very con-
sumers of prevention programs who will deter-
mine whether PPOMS meets its objectives to
monitor science-based prevention program
implementations, adaptations, and outcomes
throughout the United States.

Continue to Publish State-of-the-Science
Papers. As is clear from the list of state-of-the-
science papers appended to this report, articles
will continue to appear in print throughout the
coming year.

Disseminate National Cross-Site Findings.
CSAP has completed detailed findings and reports
on its National Cross-Site Evaluation of High-
Risk Youth Programs. The following five volumes
in this series are all available from CSAP by call-
ing (301) 468-2600 or visiting www.samhsa.gov/
csap/preventionpathways

= National Cross-Site Evaluation of High-Risk
Youth Programs Overview

Issues, Progress to Date, and Future Directions in Science-Based Prevention

Monograph Series No. 1: Preventing Substance
Use: Major Findings From National Cross-Site
Evaluation of High-Risk Youth Programs

= Monograph Series No. 2: Understanding Risk,
Protection, and Substance Use Among High-
Risk Youth

= Monograph Series No. 3: Findings on Design-
ing and Implementing Effective Prevention
Programs for Youth at High Risk

= Monograph Series No. 4: Making Prevention
Effective for Adolescent Boys and Girls: Gender
Differences in Substance Use and Prevention

These five volumes offer sound and rigorous, yet
practical and user-friendly information, data, and
conclusions from the cross-site evaluation. Results
reviewed earlier in this report provide only a
small portion of that material. Interested readers
are urged to obtain the complete set of volumes
for useful guidelines from the National Cross-Site
Evaluation of High-Risk Youth Programs.

Find New Ways to Inform the Field About
Science-Based Prevention. Doubtless, the most
rewarding task—and the greatest challenge—
facing CSAP in the coming year is, as always,
the provision of helpful information, data, and
guidance to the field. If the agency cannot serve
our practice and policymaking constituents, little
that CSAP does has value. The mission of bring-
ing effective prevention to every community

can be fulfilled only if the field is informed by
SAMHSA’S knowledge development, synthesis,
and dissemination activities.

Only readers and constituencies can determine
whether SAMHSA has succeeded or failed in our
efforts to disseminate science-based prevention
information.
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State-of-the-Science
Papers

Journal of Primary Prevention, Volume 21,
Issue 2, Winter 2000.

James Alexander, Michael Robbins, &
Thomas Sexton. Family-based intervention
with older, at-risk youth: From promise to
proof to practice.

Anthony Biglan & Ted Taylor. Increasing the
use of science to improve child rearing.

Donald Gordon. Parent training via CD-ROM:
Using technology to disseminate effective
prevention practices.

John E. Lochman. Parent and family skills
training in targeted prevention programs
for at-risk youth.

Richard Spoth & Cleve Redmond. Research
on family engagement in preventive inter-
ventions: Toward improved use of scientific
findings in primary prevention practices.

William L. Turner. Cultural considerations in
family-based primary prevention programs
in drug abuse.

Journal of Primary Prevention, Volume 22, Issue 2,
Winter 2001.

Paul Brounstein & Steven Schinke. Introduc-
tion to the beginning of a series of review
papers stemming from the Center for Sub-
stance Abuse Prevention and the National
Center for the Advancement of Prevention
State-of-the-Science papers.

Lawrence M. Scheier. Etiologic studies of
adolescent drug use: A compendium of
data resources and their implications for
prevention.

Journal of Primary Prevention, Volume 22, Issue 3,
Spring 2002.

Steven Schinke & Paul Brounstein. Introduc-
tion to this series of papers on Primary
Prevention and Special Populations.
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James R. Moran & Julia Archer Reaman.
Substance abuse prevention among Ameri-
can Indian Youth.

John M. Wallace, Jr., & Jordana R. Muroff.
Preventing substance abuse among African
American children and youth: Race differ-
ences in risk factor exposure and vulnera-
bility.

Tonda L. Hughes & Michelle Eliason.
Substance use and abuse in lesbian, gay,
bisexual, and transgender populations.

Judith R. Vicary & Christine M. Karshin.
College alcohol abuse: A review of the
problems, issues, and prevention
approaches.

Journal of Primary Prevention, Volume 22, Issue 4,
Summer 2002.

William N. Hanson. Program evaluation
strategies for substance abuse prevention.

Journal of Primary Prevention, Volume 23, Issue 1,
Fall 2002.

James Emshoff & Paul Brounstein. Introduc-
tion to this series of papers on primary pre-
vention and special locations for practice.

John E. Lochman & Antoinette van den
Steenhoven. Family-based approaches to
substance abuse prevention.

Royer Cook & William Schlenger. Prevention
of substance abuse in the workplace:
Review of research on the delivery of

service.

Journal of Primary Prevention, Volume 23, Issue 3,
Spring 2003.
Eric Schaps & Daniel Solomon. The role of
the school’s social environment in prevent-
ing student drug use.

Howard S. Adelman & Linda Taylor. Creating
school and community partnerships for
substance abuse prevention programs.

John E Stevenson & Roger E. Mitchell.
Community-level collaboration for
substance abuse prevention.



Journal of Primary Prevention, Volume 23, Issue 4,
Summer 2003.

Mary C. Ruffolo, Mary E. Evans, & Ellen P.
Lukens. Primary prevention programs for
children in the social service system.

Carol T. Mowbray & Daphna Oyserman.
Substance abuse in children of parents with

Issues, Progress to Date, and Future Directions in Science-Based Prevention

mental illness: Risks, resiliency, and best
prevention practices.

Laurie L. Meschke & Joan M. Patterson.
Resilience as a theoretical basis for sub-
stance abuse prevention.
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5. SAMHSA Model Programs

SAMHSA and its CSAP are at the forefront of the
Federal Government’s sustained efforts to prevent
substance abuse and related problems at the local,
State, and national levels. Since its establishment
SAMHSA’s CSAP has sponsored a broad array of
demonstration programs and other initiatives in
multiple settings that provide strong evidence that
prevention works. The search for usable, effective
substance abuse prevention models has fostered
the development and dissemination of prevention
science and growing recognition of the benefits
that accrue when substance abuse is stopped
before it starts.

In 1987, the High-Risk Youth (HRY) Demonstra-
tion Grant Program first began awarding grants
to develop innovative programming tailored to
the needs of identified subpopulations of youth at
high risk for substance abuse. Effective programs
are identified after a comprehensive screening
process. Programs that agree to be a part of the
dissemination process then are listed as SAMHSA
Model Programs. Each program is designed to be
adopted and adapted to meet the needs of differ-
ent communities. This approach enhances the
likelihood that the program will be successfully
replicated.

Model Program Summary Matrix. Already
discussed in this report is the SAMHSA Model
Program Model Program Summary Matrix. The
columns in the matrix display various character-
istics of the programs that account for their
model status and that serve as a guide for their
consideration and possible selection by practi-
tioners in the field. Characteristics of the pro-
grams were described early in the report, with
illustrations provided by the first program in the
matrix, Across Ages. (Note: Certain programs
will have changed status during the process of
publishing this report; the Model Program Sum-
mary Matrix represents the most current listing
of Model Programs as of this writing.

SAMHSA Model Programs
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Target Population Results
Program Replications Cultura.ll Location Domain oM Program Activities Findings
. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yriyriyr
Across Ages 9-13&  |Mixed | 3+ Replicated Urban Individual 0 Older adults Decreased youth
Parents 2 with Spanish- School mentor youth substance use,
Andrea Taylor ! speaking and Peer O Perform community  |suspensions, and
Temple University Native service problem behavior;
American U Develop youth improved self-
children coping/life skills esteem, school
U Provide academic attendance, and
support knowledge of
[ Provide parent dangers of
support substance use;
improved
relationships with
adults; improved
attitudes about older
All Stars I1-15 Mixed ] 3+ Materials in Urban Individual 2,0 0O Develop positive Reduced drug use,
2 Spanish Suburban Family ) peer norms sexual activity, and
William Hansen I Rural School U Increase bonding to  [reported violence;
Tanglewood Peer school increased bonding
Research U Provide parent with school and
support family.
Athletes Training 14-18 Mixed ] 3+ No Urban Individual 22 U Provide youth Reduced
and Learning to Males 2 Rural School W leadership training drinking/driving
Avoid Steroids | Suburban Peer and peer-led sessions |occurrences;
(ATLAS) Community U Develop resistance  |decreased use of
Linn Goldberg skills anabollic steroids,
Diane Elliot [ Educate yotft'h on athletic
Oregon Health sports nutrition supplem.e.nt.s, and
Sciences alcohol/illicit drugs.
University
e o * »
M ®: Universal Selective /AR Indicated
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Target Population Results
Program Replications Cultura.ll Location Domain oM Program Activities Findings
. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yr|yr |yr
Border Binge <25 Mixed ] 3+ N/A Urban Community 0 Enhance alcohol Reduced number of
Drinking 2 Suburban law enforcement on | young Americans
Reduction | border returning to the
Program* M U Promote responsible | United States with
beverage service illegal BACs after
Robert Voas practices night of drinking in
James Baker O Create binational Mexico; reduced
Pacific Institute youth service center | number of alcohol-
for Research and O Implement media related crashes
Evaluation; advocacy programs  |among underage
Institute for Public drinkers; increased
Strategies awareness of new
enforcement
program.
Brief Strategic 8-17 & Hispanic ] 3+ Tailored to Urban Individual ° U Provide problem- Reduced drug use
Family Therapy Families and African 2 work with Rural Family 7N\ focused family and emotional and
(BSFT) American ! Hispanic and School maladaptive behavioral
African- Peer [ Restructure problems; improved
Jose Szapocznik American therapy family functioning.
University of families behaviors
Miami [ Facilitate healthy
family interactions
* & . .
M Universal Selective /AR Indicated
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Target Population

Results

Cultural

I0M

Program Replications X Location Domain Program Activities Findings
. 1{2]3 Adaptation Category
Age Ethnicity | Pre | Post
yriyryr
CASASTART* 8-13 Mixed ] 3+ Tailored to Urban Individual O Improve youths' Reduced students'
2 work with Family attachment to reports of using
| African School prosocial individuals | gateway and
American and Community M and institutions stronger drugs;
Lawrence Murray Latino families O Increase youths' reduced association
National Center opportunities to with delinquent
on Addiction and achieve positive goals | peers and violent
Substance Abuse O Provide parent offenses; increased
Columbia education/training positive peer
University influence.
Challenging >18 & Mixed ] 3+ N/A Urban Individual .2 O Implement SHADE | Decreased negative
College Alcohol Parents 2 Peer Ly (Student Health consequences of
Abuse (CCAA) | Family Alcohol and Drug AOD use; decreased
School Education) positive perceptions
Koreen Workplace O Implement Peer of alcohol;
Johannessen Community Education Classes decreased heavy
University of (ANGLE, CARE, drinking; decreased
Arizona Frisky Business) AOD-related
crimes.
Child 6-12 Mixed ] 3+ Some materials | Urban Individual " ,: 0 Develop youth Decreased
Development 2 in Spanish Rural Family coping and life skills | substance use;
Project (CDP) | Suburban School [ Increase bonding to | increased liking for
Eric Schaps Peer scho.ol and peers school, enjoyment
Diane Wood O Provide parent of class, and
education/training motivation to learn;
Developmental .
Studies Center greater. conﬂl.ct
resolution skills.
* & * .
@ B Universal Selective /AR Indicated
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Target Population Results
Cultural I0M
Program Replications u ur? Location Domain Program Activities Findings
i 1{2]3 Adaptation Category
Age Ethnicity | Pre | Post
yriyr|yr
Communities <21 Mixed I 3+ No Urban Peer - " [0 Mobilize and Less likely to buy
Mobilizing for 2 Suburban Community X\ organize alcohol or drink in
Change on | Rural Society communities a bar; increased age-
Alcohol (CMCA) 0 Enforce laws identification
concerning alcohol | checking and
Alexander :
sales to minors reduced sales to
Wagenaar N
minors; decreased
University of .
Mi arrests while
Innesota driving under the
influence.
Community Trials <2l Mixed ] 3+ Materials in Urban Community ° o [J Mobilize and Reduced youth
Intervention to 2 Spanish Suburban Society ™ organize access to alcohol,
Reduce High-Risk | Rural communities sales of alcohol to
Drinking (RHRD) O Provide responsible | minors, and alcohol-
beverage service related automobile
training crashes.
Harold Holder 0 Enforce laws
Prevention concerning alcohol
Research Center sales to minors
Creating Lasting 11-15 & Mixed I 3+ No Urban Individual [ [ Develop youth Increased child
Family Parents 2 Suburban Family Y coping and life skills | resiliency; increase
Connections | Rural Community U Provide in setting family
(CLFC) individual/group norms on substance
Ted Strader counseling use; delayed onset
. U Provide parent of substance use.
Council on ducationferaini
Prevention and education/training
Education:
Substances, Inc.

*
AW Universal

Selective

4 -
/AR Indicated
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Target Population Results
Program Replications Culturz.tl Location Domain 10M Program Activities Findings
. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yr|yr|yr
DARE ToBe You |2-5& Mixed ] 3+ N/A Urban Individual O Provide peer Increased parent
(DTBY) Families 2 Suburban Family mentoring efficacy; increased
Jan Miller-Heyl | Rural School . 0 DeveloR life s!(ills‘ ch.ild development
Colorado State Community and coping skills in skills.
o youth
University U Provide parent
training and
education
Early Risers 6-9 & Mixed ] 3+ Tested Rural Individual M 0 Develop social Improved social
"Skills for Parents 2 primarily with Family skills skills and academic
Success" I African School [ Enhance academic achievement;
Gerald August An.werican Peer performance ‘ ?ncreased parental
University of chllt.iren and 0 Parent 'ed.ucatlon |nvoIvem.ent; N
Minnesota families and training reduced impulsivity.
Families And 4-13 & Mixed ] 3+ Implemented Urban Individual 0 Enhance family Improved classroom
Schools Together Families 2 in Australia, Suburban Family functioning and at-home
(FAST)* | Austria, Rural School O Prevent child from behaviors; increased
Canada, experiencing school | family closeness
Lynn McDonald Germany, and failure and
University of France 0 Prevent substance communication;
Wisconsin- abuse by child and reduced family
Madison family conflict; increased
[ Reduce parent and parental
child stress involvement in
school.
e o < »
M ®: Universal Selective /AR Indicated
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Target Population Results
Program Replications Cultur?l Location Domain 1M Program Activities Findings
. 1{2]3 Adaptation Category
Age Ethnicity | Pre | Post
yriyr|yr
Family 6-11 & Hispanic I 3+ Tailored to Urban Individual ° 0 Target Improved school
Effectiveness Families 2 work with Suburban Family AR intergenerational and performance;
Training (FET) | Hispanic Rural School intercultural conflict | reduced problem
Jose Szapocznik families Peer [ Restructure behaviors; improved
o . child concept and
University of maladaptive family functioning
Miami behaviors '
Center for Family 0 Facilitate healthy
Studies family interactions
training
Family Matters* 12-14 & | Mixed ] 3+ N/A Urban Individual oy 0 Provide alcohol and | Reduced prevalence
Families 2 Suburban Family ™ drug information of adolescent
Karl Bauman I Rural Peer [ Develop resistance | cigarette smoking
University of skills and alcohol use for
North Carolina- U Provide parent non-Hispanic white
Chapel Hil training adolescents.
O Develop family
strengths
High/Scope Perry 3-5 Mixed ] 3+ N/A Rural Individual -y 0 Implement Intervention
Preschool Project* 2 Suburban Family High/Scope preschool | children do
I Urban School curriculum significantly better
Institutional U Introduce training throughout
David Weikart methodology childhood and
High/Scope U Provide specialized adulthood than
Educational two-part assessment | comparison group.
Research system
Foundation

. @
M ®: Universal

Selective

2 L]
/AVB Indicated
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Target Population

Results

Program Replications Cultur?I Location Domain oM Program Activities Findings
. 23 Adaptation Category
Age Ethnicity | Pre | Post
yr|yr |yr
Incredible Years 3-10& Mixed ] 3+ Replicated Urban Individual 0 Enhance social and | Reduced problem
Parents 2 with African- Suburban Family academic competence| behaviors; increased
Carolyn Webster- | American, Rural School U Develop youth social competence
Stratton Asian, and Peer M coping and life skills | and academic
University of Hispanic 0 Provide parent engagement.
Washington families education and
training
Keep A Clear 9-11 & Mixed ] 3+ Some groups Urban Individual - O Develop resistance | Increased ability to
Mind (KACM) Parents 2 have translated | Suburban Family X\ skills resist pressure to
| materials into Rural Peer U Provide alcohol and | use substances;
Chudley Werch Vietnamese, drug information increased parent
Michael Young Hmong, and U Foster family discussions with
University of Spanish support children on
Arkansas substance use.
Leadership and 13-18 Mixed I 3+ No Urban Individual O Individual/group Reduced school
Resiliency 2 Suburban School counseling absences and school
Program (LRP) | Rural Peer U Increase bonding to | disciplinary reports;
Communit; 2 . school and famil increased GPA and
Amrit Daryanani ’ 7.\ ) U Improve social ’ graduation rates.
Fairfax-Falls competence
Church
Community
Services
® o * »
%% Universal Selective /AR Indicated
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Target Population Results
Program Replications Cultur?l Location Domain 10M Program Activities Findings
.. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yr|yr|yr
LifeSkills ™ 10-14 Mixed ] 3+ No Urban Individual 2.2 O Enhance self- Greater ability to
Training (LST) 2 Suburban Family b ALk esteem refuse offers of
. . I Rural School [ Teach interpersonal | alcohol, marijuana,
Gilbert Botvin s .
T Peer and communication | and cigarettes;
Cornell University .
. skills decreased rates of
Medical College .
U Develop resistance substance use;
skills increased ability to
find different ways
to cope with stress.
Mpowerment* 12-30 Mixed _ 3+ N/A Rural Individual 0 Conduct formal and | Decreased
2 Suburban Peer informal peer unprotected anal
I Urban Community outreach programs | intercourse;
Susan Kegeles >
— 0 Conduct ongoing decreased
University of bicit ) . th
California, San publicity campaigns pe.rcen age \:w non-
. primary partners
F
rancisco and boyfriends.
Multisystemic 12-17 & | Mixed ] 3+ Materials in Urban Family .' . 0 Conduct family Reduced long-term
Therapy Families 2 Norwegian Community sessions at home rates of re-arrest
I 0 Enhance parenting and out-of-home
Scott Henggeler skills placements;
Medical O Improve family and improved family
University of peer relations functioning;
South Carolina U Improve school decreased mental
performance health problems.

*
MW Universal

Selective

2 -
/AR Indicated
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Target Population Results
Program Replications Culturz.tl Location Domain 10M Program Activities Findings
. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yriyriyr
Nurse-Family >3 & Mixed ] 3+ Spanish- Rural Individual 0 Conduct family Reduced cigarette
Partnership (NFP) unwed 2 speaking Urban School sessions at home smoking during
women; | nurses were Community U Provide education pregnancy; reduced
David Olds families assigned to M on prenatal, infant, rates of child abuse;
National Center bearing monolingual and early childhood | fewer subsequent
for Children, first child Spanish- development births; fewer
Families, and speaking U Build supportive maternal behavior
Communities clients relationships problems.
Olweus Bullying 9-14 Mixed ] 3+ Implemented Rural Individual o o O Restructure school | Reduced students'
Prevention 2 in Bergen, Urban School ™ environment reports of being
| Norway; Suburban Peer U Increase positive bullied, bullying
Da.n OIYveus Southeastern M involvement and others, and general
University of US; Sheffield, supervision from antisocial behavior.
Bergen England; and teachers
Schleswig- [ Use consistent,
Holstein, nonhostile sanctions
Germany
Parenting Wisely* | Parents | Mixed ] 3+ Implemented Urban Individual 0 Enhance parent Increased
of delin- 2 in Australia, Suburban Family communication skills | knowledge of
quents | Ireland, Rural U Increase parental parenting principles
Donald Gordon and at-risk England, M knowledge and use | and skills; reduced
Ohio University adolesc- Belgium, of appropriate and child problem
ents France, effective parenting behaviors.
Germany, and techniques
Switzerland U Promote healthy
family interactions
e o * »
M ®: Universal Selective /AR Indicated
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Target Population Results
Itural oM
Program Replications Cu tur? Location Domain 0 Program Activities Findings
.. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yriyriyr
Positive Action 6-18 Mixed ] 3+ No Urban Individual s o [0 Restructure school | Better achievement
(PA) 2 Suburban Family ™ environment scores; fewer
| Rural School 0 Enhance self- incidents of
Carol Gerber- .
Allred Peer management and violence; fewer out-
Positive Action, Community social skills of—scho?l
Inc O Improve self- suspensions; fewer
: concept chronic absentees.
Ad P hronic ab
Preparing for the 8-14 & Mixed I 3+ Tested with Urban Individual 2,2 O Provide family Reduced children's
Drug-Free Years Parents 2 African Rural Family W sessions antisocial behavior;
(PDFY) | American, Suburban School 0 Enhance parenting | fewer incidents of
) ) Latino, and Peer skills drug use in school;
) D'awd‘Hawklns Samoan O Improve family and | improved parenting
Unlversny of families peer relations behaviors.
Washington U Develop youth
coping and life skills
Project ACHIEVE 5-13 Mixed ] 3+ Replicated in Urban Individual - O Improve classroom | Decreased referrals
2 Native Suburban Family xur management skills to, and placements
| American Rural School of school personnel | in, special
Ho.ward‘ Knoff reservation Peer 0 Enhance problem- education; decline
University .Of schools/special solving skills in disciplinary
South Florida education O Increase social and | referrals to
-
programs y, V) academic progress principal's office;
improved academic
performance.

M- Universal

>

Selective

° -
2\ ) Indicated
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Target Population

Results

Program Replications Cultur?I Location Domain oM Program Activities Findings
. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yriyr|yr
Project ALERT [1-14 Mixed I 3+ Replicated in Urban Individual 'i i‘ 0 Enhance Decreased
2 Spanish with Suburban Family Y decisionmaking, marijuana use
Phyllis Ellickson | special Rural School resistance, and initiation; decreased
RAND education Peer interpersonal skills | current and heavy
programs, U Provide alcohol and | smoking; reduced
hearing drug information prodrug attitudes
impaired U Provide parent and beliefs.
activities
Project Northland: | 11-13 Mixed ] 3+ No Rural Individual 2.2 O Provide alcohol and | Reduced tobacco
An Alcohol 2 Family Y drug information and alcohol use;
Prevention | School U Provide peer decreased peer
Curriculum Peer mentoring influence to use
Community U Enhance alcohol; improved
Society interpersonal skills parent-child
Cheryl Perry U Provide parent communication
Catjolyn. Williams education/training about consequences
University of of alcohol use.
Minnesota
Project SUCCESS | 13-18 Mixed | 3+ Yes Urban Individual O Provide prevention | Reduced alcohol,
2 Rural Family education and tobacco, and illicit
| Suburban School . . referral services drug use and
Ellen Moreh.ouse Peer 7.\ U Enhance youth problem behaviors.
Stud.ent Assistance coping and life skills
Services O Provide parent
activities
e o * »
M ®: Universal Selective /AR Indicated
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Target Population Results
s Cultural . . IOM L. _——
Program Replications ! ura:t Location Domain Program Activities Findings
.. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yr|yr |yr
Project Toward 15-18 Mixed | 3+ Some materials | Urban Individual 0 Enhance youth Reduced higher
No Drug Abuse % in Persian Suburban Family coping and life skills | levels of alcohol use
(TND) Rural School [0 Build resistance to and all levels of
*
Peer 2 eer pressure hard drug use.
Steven Sussman . 7.\ | P I, P . ¢
T Community O Facilitate attitude
University of
change
Southern
California
Project Toward 10-15 Mixed | 3+ Some materials | Urban Individual o, 0 O Teach interpersonal | Reduced initiation
No Tobacco Use 2 in Spanish Suburban Family Wi and decision-making | of cigarettes;
(TNT) | Rural School skills reduced initiation of
Peer [0 Build resistance to smokeless tobacco;
Ste.ven Sussman Community peer and media reduced cigarette
University of pressure smoking; eliminated
Sou.therh [ Facilitate attitude smokeless
California change tobacco use.
Promoting 5-11 Mixed ] 3+ N/A Rural Individual . o O Prevent or reduce | Improved self-
Alternative 2 Suburban Peer 4 behavioral and control,
THinking | Urban School emotional problems | understanding, and
Strategies O Assist students in recognition of
(PATHS)* identifying/labeling emotions; ability to
Mark Greenberg feelings and tolerate frustr?tion;
) behaviors decreased anxiety,
Pennsylvania State )
o [ Provide teachers conduct problems,
University ) )
with systematic and symptoms of
lessons and sadness and
materials depression.
® o o .
A B Universal Selective /AR Indicated
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Target Population Results
Program Replications Cultura.ll Location Domain oM Program Activities Findings
. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yr|yr |yr
Protecting You / 5-10 Mixed I 3+ N/A Suburban Individual ° O Increase students' Students were less
Protecting Me* 2 Urban School t 8 knowledge about likely to ride with
I the human brain an impaired driver,
Lo and development gained critical life-
Kappie Bliss ) O Increase students' saving skills to
Mothers A.\g.amst knowledge about protect themselves,
Drunk Driving refusal and self- became more
protection skills strongly opposed to
O Enhance parents' drinking and
knowledge of driving; significant
children's increases in
development attitudes toward
risks of underage
alcohol and illicit
drug use.
Reconnecting 14-17 Mixed ] 3+ No Urban Individual s [ Build youth coping Improved school
Youth (RY) 2 Suburban Family AR and life skills grades and
I Rural School [ Enhance attendance; reduced
Leona Eggert Peer interpersonal and drug use and
University of decision-making emotional distress;
Washington skills increased self-
School of Nursing O Provide peer esteem, personal
mentoring control, prosocial
peer bonding, and
social support.
e o * »
M ®: Universal Selective /AR Indicated
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Target Population Results
Program Replications Cultura:\I Location Domain oM Program Activities Findings
.. 1{2]3 Adaptation Category
Age Ethnicity | Pre | Post
yriyriyr
Residential 14-17 Mixed ] 3+ Yes Urban Individual O Provide alcohol and | Decreased alcohol,
Student Assistance 2 Suburban Peer drug information tobacco, and
Program (RSAP) | Rural Community U Enhance marijuana use.
M interpersonal and
decisionmaking skills
Ellen Morehouse U Provide individual,
Student Assistance group, and peer
Services counseling
Responding in I1-14 Mixed ] 3+ N/A Urban Individual - O Promotion of Decreased school
Peaceful and 2 School \ schoolwide norms disciplinary code
Positive Ways I Peer [ Social cognitive violations and peer
(RIPP)* problem-solving pressure to use
model drugs; decreased
A.Iet.a .Lynn Meyer O Implementation of student-reported
Virginia by adult frequency of dru
Commonwealth program >/ q . 4 8
o role model use; increased peer
University O Opportunities for support for
real-life application | prosocial behavior.
of skills
Second Step 2-14 Mixed ] 3+ Taught in Rural Individual 'A ,: 0 Teach empathy, Reduced physical
2 Germany, Suburban Peer impulse control, and verbal
Lisa Walls | Denmark, Urban Family and anger aggression;
Committee for Japan, Norway, School management skills increased social
Children South Africa, Workplace O Provide interactions; greater
England, Community opportunities for understanding of
Canada, and modeling, practice, emotional skills;
Australia and reinforcement less likely to
of these skills endorse relational
aggression.
L .1 o .
@ ®: Universal Selective /AR Indicated
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Target Population Results
Program Replications CUItur?l Location Domain 1M Program Activities Findings
. 1{2]3 Adaptation Category
Age Ethnicity | Pre | Post
yryr|yr
Start Taking 11-13 Mixed ] 3+ Yes Urban Individual . O Enhance stress Reduced initiated
Alcohol Risks 2 Suburban Peer (K management and alcohol use and
Seriously | Rural Family problem-solving heavy drinking over
(STARS) for School skills time.
Families 0 Provide alcohol and
Chudley Werch drug information
University of 0 Promote family
North Florida involvement
Strengthening 6-11 & Mixed ] 3+ Yes Urban Individual U Provide education Decreased alcohol,
Families Program Family 2 Suburban Family services tobacco, and illicit
(SFP) | Rural School [ Develop youth drug use; improved
Peer coping and life skills | social/life skills;
Karol Kumpfer O Provide family and | improved parent-
University of Utah alternative drug- child attachment/
free activities family relations;
improved parenting
skills.
Students 10-14 Mixed ] 3+ No Urban Individual o, 0 O Present activities in | Improved
Managing Anger 2 Suburban Peer ' form of motiva- knowledge of anger
and Resolution | Rural tional software and anger
Together 0 Teach anger management;
(SMART) Team management skills greater frequency

. O Enhance decision- of self-reported
Kris Bosworth . . .

o making skills prosocial acts;
Un.|ver5|ty of decreased beliefs
Arizona .

of violence.
L ] ® .
A Universal Selective /AR Indicated
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Target Population Results
Program Replications Cultura;ll Location Domain 10M Program Activities Findings
. 1123 Adaptation Category
Age Ethnicity | Pre | Post
yriyriyr
Too Good For 5-13 Mixed ] 3+ N/A Rural Individual ° O Prevent ATOD use | Decreased potential
Drugs (TGFD) 2 Suburban Peer 4 0 Provide education or actual tobacco
| Family in social and use; decreased
Cynthia Coney School emotional potential or actual
Mendez Workplace competencies alcohol use;
Foundation Community 0 Teach instructional | decreased potential
strategies for or actual marijuana
improving various use.
skills
* & * .
M Universal Selective /AR Indicated

* Fact Sheets are currently under development.




SAMHSA Model
Programs Fact Sheets

The SAMHSA Model Program four-page fact
sheets that follow this part of our report high-
light important programmatic and program
implementation information and display dra-
matically positive effects of the programs. Fact
sheets include information on current SAMHSA
Model Programs’ successes, intervention strate-
gies, evaluation standards, target populations,
resources needed to implement the program,
and program outcomes. (An asterisk in the pro-
gram listing found in the Model Program Sum-
mary Matrix indicates that a fact sheet for that
program was not available at time of publica-
tion.) Each fact sheet lists information in the
following sections:

= Program Description: Briefly describes what
the program was designed/proven to do, the
behaviors the program addresses, its target
audience, and the types of interventions and
strategies the program employs.

= Proven Results: Summarizes the program’s
study outcomes, including numerical statistics
whenever possible.

= Intervention: Notes whether the program is
Universal, Indicated, or Selective, or any com-
bination of the three preventive interventions.

= Benefits: Lists the changed or new behaviors
the program is designed to develop and how
they contribute to study outcomes.

= Target Population: Describes the population
the program was designed for and tested on
and discusses the behaviors/symptoms of that
population and populations affected by the
behavior. This section also provides age and/or
grade ranges and geographic, socioeconomic,
gender, and ethnic/racial information.

How It Works: Briefly describes the strategic
interventions used in the program, such as spe-
cific activities and intervention techniques, and
discusses the setting(s) where the program will
operate.

Implementation Essentials: Discusses elements
that are essential to successful program replica-
tion, such as training and technical assistance,
program resources and materials, and an
implementation timeline.

Target Areas: Describes the risk and protective
factors affected by the program, by appropriate
domains.

Program Background: Summarizes the pro-
gram’s history, development, and usage.

Evaluation Design: Summarizes the methodol-
ogy and components involved in the program’s
evaluation.

Outcomes: Summarizes the program’s eval-
uation outcomes with charts and graphs that
illustrate the program’s significant findings.

Program Developer: Provides information
on the program’s developer(s), including a
brief summary of the developer/organization’s
general mission, focus, and professional back-
ground, with, in some cases, information on
other related programs.

Contact Information: Provides information
on where to obtain costs, materials, technical
assistance, and general program information.

Recognition: Lists awards, academic or
research accomplishments, and certifications.

SAMHSA Model Programs
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Effective Substance Abuse and

Mental Health Programs
AcCross Age S Jor Every Community
Across Ages is a school- and community-based drug prevention Proven Results*

program for youth 9 to 13 years old that seeks to strengthen the bonds « Increased knowledge about and

between adults and youth and to provide opportunities for positive _ _
negative attitude toward drug

community involvement. The unique and highly effective feature of Across
Ages is the pairing of older adult mentors (age 55 and above) with young use

adolescents, specifically youth making the transition to middle school. The

program employs mentoring, community service, social competence train- = Decreased alcohol and tobacco
ing, and family activities to build youths’ sense of personal responsibility use

for self and community. Specifically, the program aims to—
= Increased school attendance,

attitudes, intentions, and behavior toward drug use among targeted decreased suspensions from
youth school, and improved grades

® Increase knowledge of health and substance abuse and foster healthy

= Improve school bonding, academic performance, school attendance, . Improved attitudes toward school

and behavior and attitudes toward school =~ e Pl

= Strengthen relationships with adults and peers
» Improved attitudes toward adults

in general and older adults in

= Enhance problem-solving and decisionmaking skills

The overall goal of the program is to increase the protective factors for _
high-risk students to prevent, reduce, or delay the use of alcohol, tobacco, particular

and illegal drugs, and the problems associated with such use. *The level of mentor involvement was posi-
tively related to improvement on various

INTENDED POPULATION outcome measures.

The original project and two replications were designed and tested on
African American, Asian American, Hispanic/Latino, and White middle
school students (sixth grade) living in a large urban setting. More than 30

INTERVENTION

subsequent replications have been adapted for 9- to 13-year-old African

Selective

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov



OUTCOMES

The data demonstrate the efficacy of
the intervention for all program
youth. In particular, the research
showed the effectiveness of match-
ing youth with older adult mentors
in improving prosocial values,
increasing knowledge of the conse-
quences of substance use, and help-
ing youth avoid later substance use
by teaching them appropriate resist-
ance behaviors.
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All changes significant at the p<.05 level
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American, American Indian, Hispanic/Latino, and and White youth
living in urban, suburban, and rural settings. Testing has shown that Across
Ages is not appropriate for extremely rural communities because these
communities do not offer the anonymity necessary for the youth-mentor

relationship to work effectively. Risk factors for intended population include:

= Residence in communities with no opportunities for positive

free-time activities
= Few positive adult role models

= Being in kinship care due to inability of one’s birth parents to care for

one, often due to incarceration or substance use

BENEFITS

Participating youth have an opportunity to form lasting relationships with
significant adults who can provide guidance, nurturing, and support.
They learn positive coping skills and have an opportunity to be of service
to their community. As a result, youth demonstrate improved commit-
ments to school, healthier attitudes and behaviors regarding nonuse of
substances, a sense of social responsibility, and the capacity for positive

problem solving.

HOW IT WORKS

Across Ages can be implemented as a school-based or after-school

program. It has been replicated most successfully in urban/suburban
settings where there is access to transportation and sufficient numbers of
older adults not personally known or related to participating families and
youth. If the project is school-based, most of the activities for youth will
take place in the classroom; if it is an after-school program, a school, com-
munity center, or faith-based institution is an appropriate setting. The activ-

ities and interventions include:

= Mentoring. Older adults (55 and older) are recruited and trained, and
spend a minimum of 2 hours each week in one-on-one contact with
the youth.

= Community Service. Youth spend 1 to 2 hours per week performing

community service.

= Social Competence Training. Across Ages uses the Social Problem-
Solving Module of the Social Competence Promotion Program for Young

Adolescents that is composed of 26 weekly lessons, 45 minutes each.

= Family Activities. Monthly weekend events are held for youth, their

family members, and mentors.

Across Ages materials are available in English and Spanish.

SAMHSA Model Programs = http://modelj



IMPLEMENTATION ESSENTIALS

To replicate with fidelity, programs must:
= Use all program components
= Have mentors who are 55 years or older

= Implement State- or agency-approved screening and training of men-
tors that includes 8 to 10 hours of preservice training and monthly in-

service meetings
= Provide training and orientation for all participants
= Provide stipends or reimbursement to mentors
= Vigilantly monitor the mentor-youth matches
= Prepare written agreements among collaborating organizations

= Staff the program adequately (i.c., a minimum of one full-time and one
part-time staff person for 30 youth and 15 to 20 mentors)

Resources
In addition to part-time clerical support, the program needs:

= Program Coordinator: One full-time college graduate with a
minimum of 3 years of experience in education, social work,
counseling, or related field

= Outreach Coordinator: One individual familiar with the
community to recruit mentors and oversee community service, prefer-

ably working full time, but a part-time employee is acceptable

Across Ages requires family consent for youth participation as well as coopera-
tion from the school and/or referring agencies. A classroom and one or more
central meeting locations are needed for youth-mentor training and meetings,
participation in social competence curriculum, training and in-service meet-

ings for mentors, and family activities.
Timeline

Program planning and startup take about 6 months, including mentor
recruitment and 2 days of preservice staff training. Two days of technical
assistance (TA) during the first year and 1 day of TA in subsequent years
are recommended. Across Ages requires 12 months of youth-mentor col-
laboration for successful implementation.

PROGRAM BACKGROUND

Across Ages was developed at Temple University’s Center for Intergen-
erational Learning in Philadelphia, PA. The Center is dedicated to
strengthening communities and meeting the needs of individuals and fam-
ilies by bringing generations together. The project was originally funded in
1991 by the Substance Abuse and Mental Health Services Administration’s
(SAMHSA) Center for Substance Abuse Prevention (CSAP) as a school-

rograms.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

and community-based demonstration research project and was replicated in
Philadelphia and West Springfield, MA, from 1995 to 1998. Today, more than
30 replication sites span 17 States.

EVALUATION DESIGN

The outcome research design was quasi-experimental rather than experimental
since it was not possible to select schools on a completely random basis. A clas-
sic randomized pretest—posttest with a control group design was used for the

evaluation. The three groups evaluated were:
= Group C: The control group did not receive the intervention.

= Group PS: This group participated in the Positive Youth Development
Curriculum (PYDC) and performed community service activities 2 hours
per week. Caregivers and family members were invited to attend family

workshops and activities.

= Group MPS: This group participated in the PYDC, community service
activities, and family workshops and activities 4 hours per week.
Participants in this group also were matched with older mentors with
whom they met regularly for 2 to 3 hours per week. (For details, see

Outcomes section.)

The main hypotheses of the Across Ages replication were that the
multifaceted intervention provided by this project would result in significant
positive outcomes for all students participating in the experimental groups.
More specifically, it was predicted that sixth-grade participants in both the PS
and MPS groups would demonstrate significant improvement between pre-
and posttest scores in a number of areas when compared to students in the

control group.

PROGRAM DEVELOPER

Andrea Taylor, Ph.D.

Dr. Andrea Taylor is assistant director of the Temple University Center for
Intergenerational Learning, an organization with a 21-year history of
implementing innovative cross-age programs. She is the principal investigator and
project director of Across Ages and Project Youth Connect, two projects funded by
SAMHSA/CSAP. In conjunction with the Philadelphia Family Planning Council
and Congreso de Latinos Unidos, Inc., she is a co-investigator on the Abuelas Y
Jovenes Project, a SAMHSA-funded initiative for pregnant and parenting teens.
All of these projects involve intergenerational mentoring as an approach to posi-
tive youth development, the prevention of failure in school, substance abuse, and

early or repeated teen pregnancies.

CONTACT INFORMATION

For information on program design,

implementation, costs, and training, contact:

Andrea S. Taylor, Ph.D.
Temple University
Center for Intergenerational Learning
1601 North Broad Street, USB 206
Philadelphia, PA 19122
Phone: (215) 204-6708
Fax: (215) 204-3195
E-mail: ataylor@temple.edu

Web site: www.temple.edu/cil/acrossageshome.htm
To order materials, contact:

Denise Logan, Administrative Assistant
Temple University

Center for Intergenerational Learning
1601 North Broad Street, USB 206
Philadelphia, PA 19122
Phone: (215) 204-8687
Fax: (215) 204-3195
E-mail: dlogan00@nimbus.temple.edu

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Best Practice Model in Youth Violence
Prevention—Centers for Disease Control and
Prevention, U.S. Department of Health and

Human Services

Top 25, Positive Youth Development Program—
U.S. Department of Health and Human Services

http://modelprograms.samhsa.gov =

1 877 773 8546



All Stars™

All Stars™ is a school- or community-based program designed to delay
the onset of or prevent high-risk behaviors in middle school-age adoles-
cents, 11 to 14 years old. It affects youth substance use, violence, and
premature sexual activity by fostering development of positive personal
characteristics. A highly interactive program, All Stars involves 9 to 13

lessons during its first year and 7 to 8 booster lessons in its second year.

All Stars is based on strong research that has identified the critical factors
that lead young people to begin experimenting with substances and
participating in other high-risk behaviors. The program is designed to
reinforce positive qualities typical of youth at this age; it works to

strengthen five specific qualities vital to achieving preventive effects:
= Developing positive ideals and future aspirations
= Establishing positive norms
= Building strong personal commitments
= Promoting bonding with school and community organizations
= Promoting positive parental attentiveness

All Stars is available in formats for delivery in schools as part of
regular classroom instruction and in after-school and community-based

organizations and programs.

o SERVICE; g

Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

5 ‘/'C U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
%}"lmm www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results

= |ncreased commitment to avoid
substance use and other high-risk
behaviors

= Increased adoption of a belief in
positive peer group norms that
make substance use, violence,
and premature sexual activity
unacceptable

= Reduced substance abuse by
40% to 60%*

= Reduced sexual activity 80%*

= |ncreased belief that substance
use and high-risk behaviors would
interfere with one's desired
NSNS

= |ncreased bonding to school

*At immediate posttest.
INTERVENTION
Universal

Selective



OUTCOMES

Shortterm results for All Stars
indicated:

= Improvements in each of the risk
and protective factors targeted
by the program

= Reductions in substance use

= Delays in the onset of sexual
activity

= Better results with the teacher
format than the specialist format

An analysis of how the program
achieved its effects indicates that
the most important factor was
whether or not teachers were
successful in changing targeted risk
and protective factors. The conclu-
sion drawn is that program imple-
menters must be sure to address
the specific factors targeted by the
program.

Effects of All Stars on
Specific Substances

g
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INTENDED POPULATION

The All Stars core program targets young adolescents before they have
begun to participate in the targeted risky behavior, typically sixth and
seventh graders; however, program initiation depends on the school
system’s structure. The booster program is designed for implementation
1 year after the core sessions. All Stars has been tested in rural, subur-
ban, and urban settings with children from diverse ethnic and socio-
economic backgrounds, at sites in Arizona, Colorado, Florida, Georgia,
Illinois, Kentucky, Massachusetts, Montana, Nebraska, North Carolina,
Oregon, Texas, and Washington.

All Stars Junior (currently under evaluation) is designed as a preparato-
ry intervention for fourth and fifth grade students, and is taught as part
of science, math, and language arts classes. All Stars Senior (also cur-

rently under evaluation) is designed as a high school followup taught in

health classes.

BENEFITS

= Emphasizes the development of positive character and positive

environments

= Promotes positive norms that support the choice to avoid

high-risk behaviors

= Promotes perceptions that high-risk behaviors will interfere

with desired and valued lifestyles

= Strengthens bonds to positive social groups and institutions that

promote positive values

= Increases the amount of positive attention young adolescents

receive from parents and other respected adults

HOW IT WORKS

All Stars is a guided multiyear program that is delivered to all students
or group members on a weekly basis. The program is packaged in three
different formats (described below), each designed to meet a specific
need. In each format, students are engaged through:

= Small group activities

= Group discussions

= Enjoyable and meaningful worksheet tasks
= Videotaping

= Games

= Art activities

Students receive a personalized certificate documenting voluntary com-
mitments. Commitment rings—symbolic reminders of commitments
made—are optional. The booster program uses similar methods with
an additional community service component.

SAMHSA Model Programs = http://model



Parents and important adults participate through homework assignments.
Parents also participate in a separate training meeting and receive an
audio CD that presents seven strategies for positive parenting.

The teacher format is designed for use by classroom teachers. It is rec-
ommended that delivery be augmented with the assistance of school

guidance counselors. This format involves:
= Thirteen 45-minute classroom lessons for the core program
= Eight 45-minute classroom lessons for the booster program
= Optional one-on-one meetings with individual students
= A celebration ceremony to conclude the program

The specialist format is designed for use by prevention professionals
from community prevention agencies who visit schools or organizations as
outside experts. It has the same classroom lessons and activities as the

teacher format.

The community format is designed for use in non-classroom settings
including after-school programs, faith community and community pro-
grams, recreation programs, and day camps. The program includes the
same activities as the other two formats, but the lessons change to:

= Nine 60-minute group meeting lesson plans in the core program

= Seven 60-minute group meeting lesson plans in the booster program

IMPLEMENTATION ESSENTIALS

Training

A 2-day training session, provided by Tanglewood Research staff and
authorized trainers, is highly recommended for teachers and anyone who
plans to deliver the program. Teachers who have run the program report

(as preliminary research also suggests) that continued training signifi-

cantly boosts program effectiveness. Training includes:
= A thorough explanation of key concepts that underlie the program

= An introduction to methods, including strategies for addressing

unanticipated events
= Continuing toll-free telephone technical assistance
Materials

Materials are purchased directly from Tanglewood Research. Order forms
are available online at www.tanglewood.net/products/allstars/
All_Stars_Order_Form.pdf. All costs are documented on the order form.

Reusable materials include teacher manuals, a movie slate (for use with
videotaping sessions), and an All Stars banner. Consumable materials
include student worksheets, special forms for certificates, software for
producing certificates, parent CDs, and a $20 gift certificate for purchas-

ing office supplies and student prizes.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM BACKGROUND

All Stars began in 1993 with the goal of creating the single most effective
programmatic intervention for early adolescents possible, given what was
known about modifiable risk and protective factors associated with
substance use onset and experimentation. All Stars is the accumulation of
nearly 25 years of research by Dr. William B. Hansen, the program
developer.

EVALUATION DESIGN

All Stars was pilot tested from 1994 to 1995. The program was also field test-
ed with an independent evaluation conducted by Dr. Nancy Harrington of
the University of Kentucky, from 1995 to 1998. That study involved the
assignment of schools to one of three conditions: 1) Control (no All Stars),
2) Teacher (delivered by classroom teachers), or 3) Specialist (delivered by

trained outside specialists).

All evaluations have assessed targeted risk and protective factors.
Independently evaluated field trials include an assessment of substance use,
fighting, and sexual activity. All measures are currently available free of charge

online at www.tanglewood.net/products/allstars/survey.htm.

Two national longitudinal studies of All Stars’ school classroom and
community versions are currently being conducted by Colorado State
University and University of Kentucky. Results are expected in 2002.

PROGRAM DEVELOPER
William B. Hansen, Ph.D.

Dr. William B. Hansen, president of Tanglewood Research, is a widely recog-
nized expert in substance abuse prevention. Besides All Stars, Dr. Hansen has
written numerous curricula for school- and community-based prevention,
including Project SMART and Project STAR. The goal of his research has
been to identify and evaluate evidence-based prevention programs that
reduce the onset of substance use and that can be applied in everyday set-
tings. Groups that have relied upon Dr. Hansen for advice include the U.S.
Congress’ Office of Technology Assessment; the U.S. Department of
Education; the National Institute on Drug Abuse; numerous State agencies
and private foundations; the United Nations; the Swiss, Spanish, Mexican,

and Portuguese Departments of Health; and the U.S. Information Agency.

CONTACT INFORMATION

For training and program information, contact:

Kathleen Simley

PO. Box 5512

Lincoln, NE 68505

Phone: (800) 822-7148

Fax: (336) 662-0099

E-mail: kathleensimley@alltel.net

For program information, contact:

William B. Hansen, Ph.D.
Tanglewood Research, Inc.

7017 Albert Pick Road, Suite D
Greensboro, NC 27409

Phone: (800) 826-4539, extension 101
E-mail: billhansen@tanglewood.net

Web site: www.tanglewood.net

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.
Department of Health and Human Services

Promising Program—U.S. Department of

Education

http://modelprograms.samhsa.gov =

1 877 773 8546



Als Pals: Kids Making Healthy Choices

Al’s Pals: Kids Making Healthy Choices is a resiliency-based early childhood
curriculum and teacher training program that develops personal, social, and
emotional skills in children 3 to 8 years old. Using 46 interactive lessons,
Al’s Pals teaches children how to—

= Express feelings appropriately; use kind words

= Care about others

= Think independently

= Accept differences; make friends

= Solve problems peacefully; use self-control

= Cope

= Make safe and healthy choices

= Understand that tobacco, alcohol, and illegal drugs are not for children

The lessons use guided creative play, brainstorming, puppetry, original
music, and movement to develop children’s social-emotional competence
and life skills. A nine-lesson booster curriculum is used in second or third

grade with children who have previously received the full program.

INTENDED POPULATION
Al’s Pals was originally designed for and piloted with preschool children

considered to be at risk due to poverty and other factors. The program was
initially piloted in Head Start and other community-based child development
centers whose populations primarily included Black/African American and

White children. Since the initial pilot, the program has been expanded and
found to be effective with children 3 to 8 years old of all socioeconomic and

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

PROVEN RESULTS

= Children who participate in Als Pals are 2

to 5 times more likely to improve their use
of positive social behaviors than children
who do not participate. (Positive social
behaviors include sharing, taking turns,
using self-control, helping others, and
using words to solve problems.)

= Children who participate in Al's Pals are 1.5

to 4 times more likely to improve their use
of positive classroom coping skills than
children who do not participate. (Positive
classroom coping skills include talking
about a problem with a friend or teacher
or asking for help to solve a problem.)

= Children who do not participate in Als Pals

are 2 to 6 times more likely to increase
their use of antisocial and aggressive
behaviors than children in Als Pals.
(Antisocial/aggressive behavior includes
hitting, kicking, name-calling, bullying,
and destroying others’ belongings.)

INTERVENTION

Universal



Outcomes*

= Significant increases in prosocial
behaviors.

= Significant reductions in prob-
lem behaviors such as social
withdrawal.

= Significant increases in positive
coping behaviors such as seek-
ing help to solve a problem.

= Significant decreases in negative
coping behaviors such as the
use of physical or verbal aggres-
sion to solve problems.

= Prevention of increases in anti-
social and aggressive behaviors
that might otherwise occur.

* Compared to children who did not
participate in Al's Pals.

Teacher-reported improvements in

prosocial behavior in Al's Pals children
V. comparison group

0.9
0.81
0.7
0.61
0.5
0.4
0.31
0.21
0.11

oA

m Al's Pals Children

@ Comparison Group

Average Change

Pre-school Setting* Early Elementary Setting**

* Based on an experimental study in which the teachers completed pre and post behavior ratings on 218 children
in Al's Pals and 181 children in a comparison group.

** Based on a quasi-experimental study in which the teachers completed pre and post behavior ratings on children
in kindergarten, first and second grade classrooms involving 226 children in Al's Pals and 220 children in a
comparison group.

Teacher-reported change in antisocial/
aggressive behavior in Al's Pals children
V. comparison group

(Negative change indicates greater reductions, positive
change indicates more antisocial behavior)
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* Based on an experimental study in which the teachers completed pre and post behavior ratings on 218 children
in Al's Pals and 181 children in a comparison group.

“* Based on a quasi-experimental study in which the teachers completed pre and post behavior ratings on children
in kindergarten, first and second grade classrooms involving 226 children in Al's Pals and 220 children in a
comparison group.

racial backgrounds living in urban, suburban, and rural areas. Al’s Pals
has been proven to work in preschools, early elementary school grades,

after-school programs, and child care centers.

BENEFITS
= Strengthens children’s social and life skills

= Prevents increased aggressive/antisocial behavior that might otherwise

occur

» Helps children differentiate between safe and harmful substances and

situations

= Helps children manage their own behavior, freeing teachers to do more

teaching

HOW IT WORKS

Al’s Pals has 46 core lessons that capture real-life childhood experiences
and provide opportunities for the children to acquire and practice social
and emotional skills. Designed for preschool, kindergarten, and first-grade
children, the lessons are delivered by a classroom teacher for 10 to 15
minutes twice a week. An original hand puppet named Al is at the heart
of the program, and serves as a positive role model. In addition to Al and
puppet pals Ty and Keisha, children are engaged through a wide range of
teaching tools including scripted puppet-led discussions, guided creative

play, original songs, posters, color photographs, message pads, and books.

Through the lessons, children learn and practice positive ways to express
feelings, relate to others, communicate, differentiate between safe and
unsafe substances and situations, brainstorm ideas, and solve problems. By
reinforcing the Al's Pals concepts throughout the day, the teacher shapes a
caring environment, encouraging independent thinking, use of self-control,
healthy decisionmaking, and peaceful problem solving. A nine-lesson
booster curriculum may be used during the second or third grade to rein-
force skills learned through the core lessons.

Al’s Pals includes a parent component. Letters from Al are regularly sent
home to inform parents about the life skills their children are learning and
suggest activities parents can use to help their children practice and retain
these skills. The curriculum also includes “Al-a-Grams”—school-to-home
messages, delivered home by the children, that recognize positive behavior

noted at school (e.g., caring about others’ feelings or calming down).

IMPLEMENTATION ESSENTIALS

Complete lessons need to be delivered twice a week by a trained classroom
teacher, in the sequence in which they are written. Teachers need to practice,
reinforce, and model key Al’s Pals concepts throughout the day, promoting
a classroom environment of caring, cooperation, responsibility, and healthy
decisionmaking. An implementation monitoring observation form is
available to ensure fidelity.
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Training

Training is provided by Wingspan, LLC, which distributes Al's Pals nation-
wide. Two-day training is required for all classroom teachers who will deliver
the program; booster and advanced training sessions also are available.

Training is designed to—

® Increase understanding of how to apply the concepts of resiliency and

protective factors to early childhood education

= Demonstrate effective use of the Al’s Pals curriculum and build skills in

using teaching approaches that support it

Program Materials
Each classroom needs its own curriculum kit, contained within a puppet

house, consisting of:

* Two manuals of 46 interactive lessons

= Three original puppets

= Easy-to-follow puppet scripts

= Twelve original songs on cassette tapes or CD

= Opversized songbook

= Thirty-eight color photographs of real-life situations

* Fourteen sets of parent letters (also available in Spanish)

* Eight “Al-a-Grams” (bright, informative, school-to-home message pads,

also available in Spanish)
= Calm down and problem-solving posters

= Two children’s books
PROGRAM BACKGROUND

Al’s Pals was developed in 1993 in response to concerns for preschool children
considered at risk who displayed increasing levels of aggressive behavior,
lacked social skills, and mimicked drug use and sexual activity behaviors in
their play, increasing the future risk for new and escalating problem behaviors.
Applying resiliency research to practice, the developers of Al's Pals created a
comprehensive intervention that develops life skills in young children. The
program was piloted for 5 years in a variety of settings across several States and
revised using teacher feedback and classroom implementation observations
conducted by the program developers. Al’s Pals has been expanded to
successfully serve preschool through early elementary-aged children from all
socioeconomic backgrounds. A companion parent education program, Here,
Now and Down the Road . . . Tips for Loving Parents, is available for facilitators
to use with parent groups. It reinforces the concepts of Al’s Pals and fosters
positive parent-child relationships. Outcome studies are currently being

conducted to assess the impact of the parent education component.
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HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN

Since 1994, more than 20 studies of Al's Pals have been conducted in preschools,
elementary schools, and child care centers. These studies used teacher ratings
to measure the program’s effectiveness at developing prosocial behaviors and

preventing antisocial/aggressive behaviors among participating children.

* An experimental design was used to evaluate Al’s Pals in a large Head Start
program in a study involving 399 children. Seventeen classrooms were
randomly assigned to receive the intervention and 16 classrooms served

as controls.

= A pre- and posttest comparison group design, involving 446 children, was
used to evaluate the program’s effectiveness in kindergarten and first- and

second-grade classrooms.

= Replication studies involving thousands of children have been conducted in
preschool and early elementary settings in Iowa, Michigan, Missouri, and

Virginia using comparison and one-group pre- and posttest designs.

PROGRAM DEVELOPER

Susan R. Geller, M.S.

Al’s Pals was developed at Virginia Commonwealth University (VCU) under
the leadership of Susan R. Geller. Ms. Geller holds a master’s degree in
developmental psychology and has 25 years of experience in child development
services and State-level prevention programming. As director of Prevention
Services at VCU'’s Virginia Institute for Developmental Disabilities, Ms. Geller
directed a team of experts in early childhood education, child development,
clinical social work, substance abuse and violence prevention, conflict resolution,
and creative expression to create Al's Pals. Ms. Geller currently manages
Wingspan, LLC, which distributes Al's Pals nationwide as part of its mission to
strengthen young children’s personal, social, and emotional skills for life.

CONTACT INFORMATION

Susan R. Geller, President
Wingspan, LLC

4196-A Innslake Drive

Glen Allen, VA 23060

Phone: (804) 967-9002

Fax: (804) 967-9003

E-mail: sgeller@wingspanworks.com
Web site: wingspanworks.com

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Promising Program— Safe, Disciplined and
Drug-Free Schools, U.S. Department of
Education

Effective Program—Collaborative for Academic,
Social, and Emotional Learning (CASEL)
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ATLAS (Athletes Training and Learning
to Avoid Steroids)

ATLAS—Athletes Training and Learning to Avoid Steroids—is a
multicomponent school-based program for male high school athletes, 13
to 19 years old. It capitalizes on team-centered dynamics and uses posi-

tive peer pressure and role modeling to reduce the use of—
= Anabolic steroids
= Alcohol and other drugs
= Performance-enhancing supplements

Delivered to a school sports team, with instruction led by student athlete
peers and facilitated by coaches, ATLAS promotes healthy nutrition

and exercise behaviors as alternatives to substance use. The 10-session cur-
riculum is highly scripted and contains interactive and entertaining activi-
ties that make it easy and desirable to deliver, enhancing the fidelity of the
intervention. The product of 10 years of research and field testing, ATLAS

focuses specifically on adolescent male athletes’ risk and protective factors.

INTENDED POPULATION
ATLAS is designed for male student athletes in grades 9 through 12,

although it has been used with younger athletes. The program has been

successfully implemented in urban and rural schools with participants

from diverse racial, ethnic, and socioeconomic backgrounds.

L SERVICE
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Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results
= New substance use decreased 50%

= New anabolic steroid use
decreased 50%

= Occurrences of drinking and
driving declined 24%

= Lower index of alcohol and drug use

= Reduced use of performance-
enhancing supplements

= |[mproved nutrition and exercise
behaviors

INTERVENTION

Universal



Number of New Users over 1 Year

OUTCOMES

One year after the intervention,
compared to the control groups, stu-
dents who participated in ATLAS
showed:

= Reduced intent to use anabolic
steroids

Greater substance use resistance
skills

Reduced substance abuse risk
factors (e.g., less belief in media
advertisements)

Improved substance abuse
protective factors (e.g., better
nutrition behaviors, improved
perception of athletic compe-
tence)

Increased number of reasons not
to use anabolic steroids

Greater perception of the team
and peers as an information
source

Improved knowledge of alcohol,
marijuana, and anabolic steroids

New Use of Drugs
ATLAS Program vs. Control

(p<.002)

(p<.02)

OATLAS E Control

(p<.051)

ic Drugs lllegal Drugs

BENEFITS
ATLAS-trained students demonstrate:
= Improved substance use resistance skills

= Higher perceived personal susceptibility to the harmful effects
of drugs

= Increased belief that their coach will not tolerate steroid use
= Improved perception of their personal athletic competence

= Reduced drinking and driving occurrences

HOW IT WORKS

ATLAS is delivered in a classroom to an entire sports team. Students are
divided into small social learning groups with a peer (squad) leader for each
group. ATLAS’ team-centered approach works to exert positive peer pres-
sure and promote positive role modeling. It is easy to implement,

because it is highly scripted with explicit instructions.
Each of the program’s ten 45-minute sessions consists of interactive activi-
ties including:

= Educational games

= Role-playing exercises

= The creation of mock public service campaigns

= Friendly competition between squads

Because of their significance for adolescents, the program focuses on
potential immediate consequences, rather than the future adverse effect of
substance use. Athletes learn how to achieve their athletic goals using
state-of-the-art sports nutrition and strength training and to avoid harm-
ful substance use that will impair their physical and athletic abilities.
Team workbooks, sports menus, and training guides complement the

instructional materials.

IMPLEMENTATION ESSENTIALS

A 1-day training program, offered by the program developer, is not
required but is reccommended for school districts with multiple teams and
coaches. Training will enhance the fidelity of the curriculum delivery.

Successful replication of ATLAS also requires:

= A highly committed coach-facilitator
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= A coach “Instructor Package” which includes:
—  Program background information

—  Squad Leader Training Guide (explains how to train effective

squad leaders)
—  Ten-Session Curriculum Guide

— Opverhead slides

= Use of student materials (workbook, sports menu, and 77zining

Guide booklets)

= Team-based presentation of the program with one peer leader in each

small group (i.e., squad) of six to eight students

= Ten-Session Curriculum Guide for each peer leader (this may be

photocopied)

PROGRAM BACKGROUND

ATLAS was initiated in 1993 with funding from the National Institute on
Drug Abuse (NIDA). NIDA wanted a program designed to reduce or stop
adolescent male athletes’ use of anabolic steroids, sport supplements, alcohol,
and illegal drugs, while improving healthy nutrition and exercise practices.
The program was tested in randomized controlled settings at 31 schools, in
12 cities and 2 States (Oregon and Washington) with more than 3,200 par-
ticipants. The NIDA randomized study was based on 4 years of prior
research among more than 1,500 male athletes in 16 high schools in small-

er, yearly randomized controlled trials.

EVALUATION DESIGN

In a randomized control design, three sequential cohorts were assessed
before and after each athletic season (1994, 1995, 1996) and were
combined for analysis. At followup, 1 year later, program effects were avail-
able for the 1994 and 1995 cohorts and combined. Fifteen high schools
used the ATLAS program; 16 schools served as controls. In addition to
confidential survey results, objective measures (i.e., body composition,
body weight, muscle strength) were evaluated to assess the health promo-

tion aspects of the trial.
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HERE'S PROOF PREVENTION WORKS

PROGRAM DEVELOPERS

Linn Goldberg, M.D.

Diane Elliot, M.D.

Dr. Linn Goldberg and Dr. Diane Elliot, professors of Medicine at the Oregon
Health & Science University, have collaborated on clinical and scientific stud-
ies that have resulted in more than 150 publications and 3 books. They direct
the University’s Division of Health Promotion & Sports Medicine and the
Human Performance Laboratory. For more than 12 years, they have focused
on substance abuse prevention among adolescents. In addition, Drs. Goldberg
and Elliot have been crew chiefs for the United States Olympic Committee,
physicians for professional sports teams, and are principal and co-principal inves-
tigators on other National Institutes of Health research studies. They also have
designed ATHENA (Athletes Targeting Healthy Exercise and Nutrition
Alternatives), with a format similar to ATLAS. It is a NIDA-funded eating dis-

order and substance abuse prevention program for adolescent female athletes.

CONTACT INFORMATION

Linn Goldberg, M.D., FACSM

Diane Elliot, M.D., FACP, FACSM

Division of Health Promotion & Sports
Medicine

Oregon Health & Science University, CR110
3181 SW Sam Jackson Park Road

Portland, OR 97201

Phone: (503) 494-8051

Fax: (503) 494-1310

E-mail: goldberl@ohsu.edu

Web site: www.atlasprogram.com

To order materials, contact:
Sunburst Technology
Phone: (800) 431-1934

Web site: www.sunburst.com

RECOGNITION
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Effective Substance Abuse and
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BASICS—Brief Alcohol Screening and

Intervention of College Students

PROVEN RESULTS
BASICS—Brief Alcohol Screening and Intervention of College Students: = 67% of students receiving the

A Harm Reduction Approach—is a preventive intervention for college BASICS intervention “resolved”
students 18 to 24 years old. It is aimed at students who drink alcohol heavily their behavior, meaning that, statis-
and have experienced or are at risk for alcohol-related problems such as poor tically, their alcohol use was no dif-
class attendance, missed assignments, accidents, sexual assault, and violence. ferent from normal or low-risk stu-

dents or “reliably improved,”
Students often conform to patterns of heavy drinking they see as acceptable meaning their alcohol use signifi-
while holding false beliefs about alcohol’s effects or actual alcohol-use norms. cantly improved from baseline to
BASICS is designed to help students make better alcohol-use decisions. The followup 4 years later, compared
program’s style is empathetic, not confrontational or judgmental, and— to 55% of controls (a statistically

significant 12% difference)

= Reduces the adverse effects of alcohol consumption - .
= Positive results documented in

" Promotes reduced drinking controlled studies at three different
= Promotes healthier choices among young adults universities

= Provides important information and coping skills for risk reduction

BASICS is conducted over the course of only two interviews, and these brief,

limited interventions prompt students to change their drinking patterns.

While research also shows that, over time, the majority of students who

drink heavily will reduce consumption without the intervention, BASICS

speeds the process. BASICS is designed to affect the individual; however,

post-intervention students often comment that they respond differently to

friends as a result of participation. Thus, if implemented densely (e.g., dor- INTERVENTION
mitory or other residential settings), BASICS may have a broader effect.

Selective

Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
e www.samhsa.gov
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Outcomes

On average, students who drink
heavily as freshmen tend to report
few negative consequences over time
as the reasons for drinking diminish
or change. However, those who
received BASICS reported fewer con-
sequences and more rapid change.
The risk period for young adults may
thus be minimized through this brief
intervention. Other independent
studies suggest that receiving
personal feedback is a critical part of
the BASICS program. Those receiving
general alcohol education without
the feedback did not fare as well as
those receiving BASICS.

Changes in alcohol-use related negative
consequences experienced by college students
receiving BASICS and comparison groups

l\ —@- Normative Comparison Group

~ High-Risk Comparison Group
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Normative comparison group: students not involved in heavy drinking
High-risk comparison group: heavy drinkers not receiving the BASICS
intervention

INTENDED POPULATION

BASICS was designed for college students 18 to 24 years old who drink
heavily and have experienced negative consequences as a result. The pro-
gram is not designed for students who are alcohol dependent, but it can be
used as part of a stepped-care approach for assessment, advice, and referral
to specialty care. BASICS has been evaluated with non—treatment-seeking
students in large, traditional university settings but may be tailored for use

with young adults in other settings such as the military.

BENEFITS

= Increases students’ awareness of the risks associated with alcohol use

= Fosters safer alcohol-use choices such as when, where, and how much
to drink

= Young adults gain increased awareness of alcohol-impaired choices that

can lead to health problems, social difficulties, and/or legal problems
HOW IT WORKS

As a harm reduction approach, BASICS aims to motivate students to reduce
risky behaviors rather than focus on a specific drinking goal such as absti-
nence or reduced drinking. Students can be identified through routine
screening or through referral from medical, housing, or disciplinary services.
There are two 50-minute interviews. Before or after the first interview, the
student receives a self-report questionnaire to complete. From the question-
naire and the first interview, information is gathered about the student's—

= Alcohol consumption pattern

= Personal beliefs about alcohol

= Understanding of social alcohol norms

= Family history
The second interview, which occurs approximately 1 week after the initial
interview, provides the student with—

= Personalized feedback on myths about alcohol’s effects

= Facts on alcohol norms

= Ways to reduce future risks associated with alcohol use

= A menu of options to assist in making changes

IMPLEMENTATION ESSENTIALS

BASICS can be implemented in a variety of settings, including university
health and mental health centers, residential units, and administrative

offices. Private offices are needed for confidential interviews.
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Training and Materials

Training (or supervision by trained personnel) is recommended to imple-
ment BASICS and depending on staff experience, it can be completed in 1
to 2 days. Trainees need interviewing skills, and many paraprofessionals can
effectively deliver the program. Training encompasses knowledge of alcohol
use among college students and specific clinical techniques such as non-
confrontational interviewing. The BASICS workbook, available through
Guilford Press, provides the information and charts needed for conducting
the interviews. The developers of BASICS can provide onsite and offsite
training.

Evaluation and Technical Assistance

Program implementation requires the development of assessment and feed-
back tools tailored to the specific setting and population. The BASICS work-
book provides sample tools and additional information, and assistance can be
obtained through consultation with the program developers. Several generic
Web-based forms for assessment and feedback are also available (e.g., e-chug.
com and mystudentbody.com), which instructors can use to help develop
feedback for students.

PROGRAM BACKGROUND

BASICS was developed based on two active areas of research in alcohol treat-
ment: cognitive-behavioral group treatment and brief interventions in addic-
tion treatment. The developers of BASICS and their colleagues spent more
than 15 years developing and testing the efficacy of prevention programs
with college students. The majority of students met the diagnostic criteria for
alcohol abuse. Two studies showed that a 6-week alcohol-use prevention pro-
gram for groups of students had been effective but time consuming. The
program was based on cognitive-behavioral treatment and designed to chal-
lenge myths about the effects of alcohol and teach risk reduction. A compari-
son group received brief advice during a single supportive interview that
included assessment and feedback from a group leader. The students receiv-

ing brief advice appeared to achieve similar effective results.

Brief interventions in addiction treatment typically include careful assessment
of drinking patterns, risks, and symptoms, followed by empathetic advice to
make changes. Such brief interventions had been shown to be effective for
drinking behavior among adult heavy drinkers secking treatment but had not
yet been developed for alcohol-nondependent young adults.
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HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN
BASICS has been evaluated with randomized longitudinal designs. In these

studies, student volunteers were recruited and assessed, then selected according
to their drinking practices. Students who drank heavily were most commonly
chosen, but students were also selected if they lived in a heavy-drinking setting
such as a fraternity house. Students were then randomly assigned to receive
BASICS or not. In some studies, a control program was added in which stu-
dents received some other preventive program. At a later date, all students were
reassessed and the groups’ drinking practices were compared. In four random-
ized studies, to date, students receiving BASICS reported less drinking and/or
fewer negative consequences of drinking compared to those not receiving
BASICS. In one study, differences were observed 4 years after the baseline

assessment.

PROGRAM DEVELOPER

G. Alan Marlatt, Ph.D

BASICS was developed with the support of research grants from the U.S.
Department of Health and Human Services' National Institute on Alcohol
Abuse and Alcoholism to Dr. G. Alan Marlatt at the University of Washington.
Coinvestigators in the development of the first evaluation study were John S.
Baer, Ph.D., and Daniel R. Kivlahan, Ph.D. Dr. Marlatt and his associates are
clinical research psychologists who have focused on the development of innova-
tive programs for addictive behaviors. They seek to broaden the base of health

services for individuals with a range of alcohol- and drug-related problems.

CONTACT INFORMATION

G. Alan Marlatt, Ph.D.

Addictive Behaviors Research Center
Department of Psychology

Box 351525

University of Washington

Seattle, WA 98195

Phone: (206) 685-1395

Fax: (206) 685-1310

E-mail: marlatt@u.washington.edu

John S. Baer, Ph.D.
S-116-ATC

VA Medical Center
1660 S. Columbia Way
Seattle, WA 98108
Phone: (206) 768-5224
Fax: (206) 764-2293

E-mail: jsbaer@u.washington.edu

RECOGNITION
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Department of Health and Human Services
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Border Binge-Drinking
Reduction Program

The Border Binge-Drinking Reduction Program provides multilevel, com-
munity-based interventions proven effective at reducing alcohol-related
trauma caused by cross-border binge drinking by young Americans.

Because the United States, Mexico, and Canada have significant disparities
in the legal drinking age, the price of alcohol, and the enforcement of alco-
hol sales regulations, it is legal or easier for those under age 21 to obtain
alcohol. Thousands of American teens and young adults (age 24 and
below) are prompted to go into these nearby countries to binge drink.
Consequently, an alarming number of young Americans return to the
United States drunk, presenting a significant risk to themselves and the
public through the increased potential for car crashes and other alcohol-

related violence.

The Border Binge-Drinking Program is a binational effort that employs
environmental management and media advocacy to curb these irresponsi-

ble drinking practices, including:

= Regular surveys of youths returning from a night of drinking, including

anonymous blood alcohol concentration (BAC) breath tests.

= Strong media advocacy programs which use information from the sur-
veys to characterize the problem and mobilize the community to

action.

INTENDED POPULATION

The program’s ultimate goal is to reduce the underage and binge drinking
behavior of teens and young adults, and the consequences of that behavior
(drunk driving, drug use, violence, and vandalism). There are direct inter-

sy
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Proven Results*

= 31% reduction in pedestrians
under age 21 crossing into
Mexico on weekend evenings

= 36% reduction in pedestrian
crossings by U.S. residents 18
years and older

= 40% reduction in pedestrians
under age 21 returning to
America with measurable BAC

= 29% reduction in pedestrians
returning with BAC higher than
.08

*Results from San Diego-Tijuana Border
Project between 1997 and 1999.

INTERVENTION
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OUTCOMES

Substantial reductions in the number of
youthful cross-border bar patrons and
the number of drinkers returning to the
United States with high blood alcohol
concentrations have been demonstrated
at two border locations, San Diego/
Tijuana and El Paso/Juarez. Three inter-
ventions appear to have produced signif-
icant reductions in cross-border bingeing:

= Extensive and focused newsmaking,
publicizing increases in impaired driv-
ing enforcement at the border, in tan-
dem with intentional community
organizing in Tijuana to change alco-
hol policy (e.g., the city mandated the
removal of alcohol promotional ban-
ners from the fronts of bars).
Required 2 a.m. closing of all-night bars
in Juarez.
Requirements by military base com-
manders that military personnel desir-
iNg to cross the border apply for and
obtain special passes.

Change in pedestrians returning
to the U.S. after a new policy requiring

2 a.m. bar closings in Juarez.
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Reduction in enlisted personnel from Camp
Pendleton, which implemented border restric-
tions, compared to nonrestricted base nearby.

Enlisted personnel
average counts
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I Camp Pendleton M 32nd Street Station

ventions for this population; however, environmental management pro-
grams attempt to change the conditions under which problems develop
and thrive. As such, the whole community is the intended population of

the Border Binge-Drinking Reduction Program.

BENEFITS

= Substantial reductions in the number of youthful cross-border bar
patrons and the average BACs of returning drinkers

® Increased public attention and support for policy changes

= Mobilization of community members, key policymakers, and news
media

® Increased enforcement of drinking and driving laws

® Increase in responsible beverage service (RBS) programs

HOW IT WORKS

In order to reduce cross-border trips for intoxication, a number of diverse
groups and organizations, on both sides of the border, must be enrolled
in the effort. For example, law enforcement, public officials, community
organizations, youth groups, prevention professionals, schools, and busi-

nesses will be needed to assist with a variety of interventions, including:

* Data collection at U.S. border locations, including anonymous
BAC breath tests to determine the characteristics of cross-border
binge drinkers and monitor the frequency and level of cross-
border drinking.

* Media advocacy using area news media to give high visibility to law
enforcement operations at the border, promote public debate, and
generate support for changes in community norms and policies.

® Direct interventions such as turning back unaccompanied minors at
the border, special border sobriety and ID checkpoints, and requir-
ing special permits for military personnel to cross the border.

® Indirect interventions including RBS training with bar owners in
Mexico, training for detecting false identifications, banning alcohol
promotions on the exterior of the bars, and long-range policy
changes on both sides of the border, such as closing bars earlier and
the restricting of alcohol advertising targeted to minors.

= Formation of a binational policy council to make policy recommen-

dations on alcohol and illegal and pharmaceutical drug issues on

both sides of the border.

IMPLEMENTATION ESSENTIALS

This program was created to be readily adapted to individual community

resources and needs. The community decides the structure of the group
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that manages the various interventions. However, certain skills are desirable

and, in some cases, necessary to the group, such as individuals skilled in—

® Data collection and analysis

= Media advocacy

= Program management

= Strategic planning

* Community organizing
In border communities, bilingual/bicultural skills and ability to work with
organizations and officials on both sides of the border are critical to suc-

cessful implementation.

Program Materials

An instruction manual is available from the Pacific Institute for Research
and Evaluation (PIRE), one of the organizations that created the program.
It tells how to establish breath-test surveys and use the data to organize
and manage a border program or other binge-drinking reduction effort.

An action kit that describes how to implement similar projects in border
communities and other non-border settings may be obtained from the col-
laborating development firm, Institute for Public Strategies (IPS). In addi-
tion, issue briefings, detailed descriptions of project activities, public opin-
ion polling, and the strategic model are available on the IPS Web site.

Further descriptions of the nature of cross-border binge-drinking problems
and the impact of the San Diego-Tijuana Border Program are available on
the PIRE Web site.

Training and Technical Assistance
Training and technical assistance are available from the two organizations
involved in creation of the Border Binge-Drinking Reduction Program.

Instruction is available in—

= Data-based strategies

= Media advocacy, community organizing, and RBS
= Survey assistance

= Public opinion polling

= Evaluation design

PROGRAM BACKGROUND

Underage and binge drinking in Mexico is a particularly severe issue for
communities along the United States-Mexico border; a problem exists at
the Canadian border as well. Differences in alcohol policies between bor-
dering nations, such as drinking ages (18 in Mexico; 19 in Canada; 21 in
the United States), low-priced alcohol drinks in Mexico, and longer hours
of alcohol sales, have contributed to significant public health and public
safety problems on both sides of the international border. (To date, the

program has not been tested in Canada.)
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HERE'S PROOF PREVENTION WORKS

The Border-Binge Reduction Program is a coordinated effort focused on
reducing cross-border teen and binge drinking in the San Diego-Tijuana region
through a policy-focused, public health, prevention model. This project is a
partnership of the PIRE, responsible for the border crossers survey and project
evaluation, and the IPS, responsible for project interventions and newsmaking

to mobilize support for policy change.

EVALUATION DESIGN

Border surveys involve three types of data collection consisting of interviews
with 1) young pedestrians leaving the United States to cross the border to
drink; 2) young pedestrians returning to the United States from a night of
drinking; and 3) motorists returning to the United States from Mexico
between midnight and 5:00 a.m.

Trained interviewers ask respondents about their demographics, drinking,
drinking intentions, bad experiences while drinking, modes of transportation,
and other questions relevant to the interventions. Responses are recorded on
hand-held computers. A voluntary, anonymous breath test is then adminis-
tered, but the breath tester does not reveal the BAC at that time. Results are
downloaded later for analysis using assigned code numbers. Incentives such as
candy or discount coupons maybe used to encourage cooperation. Most of the
surveys take 5 minutes to complete. All procedures are thoroughly reviewed.

PROGRAM DEVELOPERS

Robert B. Voas, Ph.D.
James Baker

Robert B. Voas, Ph.D., is a senior research scientist with PIRE. He has been
involved in research on alcohol and highway safety for 30 years, initially as
director of the National Highway Traffic Safety Administration’s Office of
Program Evaluation and more recently as principal investigator for government
research programs in drinking and driving/community alcohol problem pre-
vention. Recent research projects include evaluation of programs to reduce col-
lege student binge drinking. He has just completed a national study of the
impact of alcohol safety laws on alcohol-related fatal crashes.

James Baker is founder and executive director of the IPS, a public health,
public policy nonprofit organization with offices in San Diego, Los Angeles,
Montana, and Tijuana, Mexico. Mr. Baker led the media advocacy compo-
nent of the Community Trials Project to Reduce Alcohol-related Trauma, is a
leader of the Southern California Prevention Exchange (an experimental proj-
ect to collaborate across county lines in environmental prevention), and is

involved in other environmental prevention projects across the country.

CONTACT INFORMATION
Kim Herbstritt

Operations and Planning Manager
Institute for Public Strategies

148 E. 30th Street, Suite B

National City, CA 91950

Phone: (619) 474-8844, ext. 13

Fax: (619) 474-8838

E-mail: kherbstritt@publicstrategies.org

Eileen Taylor

Program Director

Pacific Institute for Research and Evaluation
11710 Beltsville Drive, Suite 300
Calverton, MD 20705-3102

Phone: (301) 755-2719

Fax: (301) 755-2799

E-mail: taylore@pire.org

Web site: www.pire.org/centers/

BorderProgram.htm

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.

Department of Health and Human Services
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Brief Strategic Family Therapy

Brief Strategic Family Therapy (BSFT) is an effective, problem-focused,
and practical approach to the elimination of substance abuse risk factors. It
successfully reduces problem behaviors in children and adolescents 6 to 17
years old and strengthens their families. BSFT provides families with tools to
decrease individual and family risk factors through focused interventions
that improve problematic family relations and skill-building strategies that

strengthen families. It targets:

= Acting-out behavioral problems
= Associations with antisocial peers
= Early substance use

= Problematic family relations

The program fosters parental leadership, appropriate parental involvement,
mutual support among parenting figures, family communication, problem
solving, clear rules and consequences, nurturing, and shared responsibility
for family problems. In addition, the program provides specialized out-
reach strategies to bring families into therapy.

INTENDED POPULATION
BSFT helps children and adolescents 6 to 17 years old who exhibit rebel-

liousness, truancy, delinquency, early substance use, and association with
problem peers. BSFT also benefits families that are affected by poor behav-
ior management, parental discord, anger, blaming interactions, and other
problematic relations. This program was tested and proven in Hispanic/

Latino families and adapted and tested with African American families.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Substance Abuse and Mental Health Services Administration

5 .ﬁ Center for Substance Abuse Prevention

i,

Divaaa www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results*

= 42% improvement in acting-out
behavioral problems

= /5% reduction in marijuana use

= 58% reduction in association with
antisocial peers

= Retained over 75% of youth in
program

*Relative to comparisons. Different tests focus
on changes over time between treatment
and comparison groups.

INTERVENTION
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OUTCOMES

In children and families:

= Reductions in acting-out
behavioral problems

= Improvements in self-concept

= Improvements in family functioning

In adolescents and families:

= Reductions in acting-out behav-
ioral problems

= Reductions in association with
antisocial peers

= Reductions in substance use

= Improvements in family functioning

= Increased family participation in
therapy

Retention Rates: BSFT and
BSFT Engagement

[l BSFT Engagement
BSFT

Recruited Retained

BSFT Statistically Reliable Change
on Acting-Out Behavioral Problems

Improvement

1%

Group
Counseling

Deterioration

BENEFITS

= Improves youth’s self-concept and self-control

= Reduces youth behavior problems, substance use, and association with
antisocial peers

= Increases parental involvement and develops more positive and effec-
tive parenting

= Makes parental management of children’s behavior more effective

= Improves family cohesiveness, collaboration, and child bonding to the
family

= Improves family communication, conflict resolution, and problem-

solving skills
HOW IT WORKS

BSFT can be implemented in a variety of settings, including community
social services agencies, mental health clinics, health agencies, and family
clinics. BSFT is delivered in 8 to 12 weekly 1- to 1.5-hour sessions. The
family and BSFT counselor meet cither in the program office or the

family’s home. Sessions may occur more frequently around crises because

these are opportunities for change. There are four important BSFT steps:

Step 1: Organize a counselor-family work team. Development of a ther-
apeutic alliance with each family member and with the family as a whole
is essential for BSFT. This requires counselors to accept and demonstrate
respect for each individual family member and the family as a whole.

Step 2: Diagnose family strengths and problem relations. Emphasis is on
family relations that are supportive and problem relations that affect
youths’ behaviors or interfere with parental figures’ ability to correct

those behaviors.

Step 3: Develop a change strategy to capitalize on strengths and
correct problematic family relations, thereby increasing family
competence. In BSFT, the counselor is plan- and problem-focused,
direction-oriented (i.e., moving from problematic to competent
interactions), and practical.

Step 4: Implement change strategies and reinforce family behaviors that
sustain new levels of family competence. Important change strategies
include reframing to change the meaning of interactions; changing alliances
and shifting interpersonal boundaries; building conflict resolution skills;

and providing parenting guidance and coaching.

SAMHSA Model Programs = http://model



IMPLEMENTATION ESSENTIALS

Trained counselors who can implement the program as tested are
required for successful replication. The ideal counselor has a master’s
degree in social work or marriage and family therapy. However, individuals
with a bachelor’s degree and experience working with families may qualify.
One full-time counselor can provide BSFT to 15 to 20 families for in-

office sessions and 10 to 12 families for in-home sessions.

Administrative support is key to successful BSFT replication. BSFT
requires an agency that is open at times that are convenient for
participating families, provides transportation and, if needed, provides

childcare when sessions are conducted in the office.

Training and technical assistance are available through the Center for
Family Studies’ Training Institute. The Institute provides a broad range of
training programs in Miami or will train onsite at agencies around the
country. Training is tailored to agency needs and populations and offered
in Spanish and English.

Startup takes about 1 year, including hiring and training of counselors, devel-
oping community referral resources, and recruitment and screening of

referred families.

PROGRAM BACKGROUND

BSFT was developed at the Spanish Family Guidance Center in the
Center for Family Studies, University of Miami. BSFT has been conducted
at these centers since 1975. The Center for Family Studies is the Nation’s
oldest and most prominent center for development and testing of minority
family therapy interventions for prevention and treatment of adolescent
substance abuse and related behavior problems. It is also the Nation’s lead-

ing trainer of research-proven, family therapy for Hispanic/Latino families.

EVALUATION DESIGN

Three studies tested the efficacy of BSFT in increasing family participation
in therapy. A study funded by the National Institute on Drug Abuse
(NIDA) randomized 108 Hispanic/Latino substance-using adolescents and
their families to BSFT or BSFT Engagement. BSFT Engagement included
components developed specifically to overcome the family dynamics that
prevent families from coming into treatment. The BSFT condition was
modeled after methods typically used in this community. This study was
replicated with funding from NIDA by randomizing 79 Hispanic/Latino
adolescents with conduct problems to BSFT and BSFT Engagement. A
third replication, with 104 African American and Hispanic/Latino adoles-
cents with conduct and/or emotional problems, was funded by the
Subsance Abuse and Mental Health Services Administration’s Center for

programs.samhsa.gov = 1 877 773 8546
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Substance Abuse Prevention. In this study, adolescents and their families were RECOGNITION
randomized to either BSFT Engagement or a community clinic. The NIDA- Model Program—Substance Abuse and Mental
funded study also randomized the 108 adolescents to BSFT or group counsel-
ing. In addition, a study funded by the National Institute of Mental Health

randomized 69 troubled children and their families to BSFT, individual thera-

py, or a control. (Study results are presented in the Ouzcomes section.)

Health Services Administration, U.S.

Department of Health and Human Services

Presidential Award—Society for Prevention

PROGRAM DEVELOPER Rescarch

José Szapocznik, Ph.D. Research Award—Center for Substance Abuse
Dr. Szapocznik is an internationally known expert on families and family-based ~ Prevention, Substance Abuse and Mental Health
interventions. A professor of Psychiatry and Behavioral Sciences, Psychology, Services Administration, U.S. Department of
and Educational Research and Counseling Psychology, he is also director of the Health and Human Services

Spanish Family Guidance Center and the Center for Family Studies, all at the
University of Miami. Dr. Szapocznik received the 2000 Presidential Award for
“Contributions to the Development of Family-Based Interventions” from the

Society for Prevention Research, and, in 1999, received the first ever Research

Award from the Center for Substance Abuse Prevention.

CONTACT INFORMATION

José Szapocznik, Ph.D.

Center for Family Studies

University of Miami School of Medicine
1425 NW 10th Avenue

Miami, FL 33136

Phone: (305) 243-8217

E-mail: JSzapocz@med.miami.edu

Information on costs, materials, and ongoing technical assistance

can be obtained from:

Carleen Robinson Batista, M.S.W.
Center for Family Studies

University of Miami School of Medicine
1425 N'W 10th Avenue

Miami, FL 33136

Phone: (305) 243-4592

Fax: (305) 243-5577

E-mail: crobins2@med.miami.edu

Web site: www.cfs.med.miami.edu

http://modelprograms.samhsa.gov = 1 877 773 8546



CASASTART

CASASTART (Striving Together to Achieve Rewarding Tomorrows) is a
community-based, school-centered program designed to keep high-risk
preadolescents (8 to 13 years old) free of drug and crime involvement. The
central notion underlying the program is that while rates of experimenta-
tion with drugs and alcohol are similar for preadolescents from all back-
grounds, those who lack effective human and social support are at higher

risk of continuing and intensifying substance abuse.

Using an intensive and coordinated marriage of preventive services and
community-based law enforcement, CASASTART addresses the individual
needs of participants as well as the broader problems of their families and

communities. It operates on three levels to—

* Build resiliency in the child

= Strengthen families

* Make neighborhoods safer for children and their families
The program brings together key stakeholders in a community or neigh-
borhood—schools, law enforcement, social services and health agencies—

under one umbrella and provides case managers to work daily with high-

risk children.

INTENDED POPULATION
Children between 8 and 13 years of age who display at least four risk fac-

tors are eligible for the program. Examples of risk factors include:

CASASTART was developed by The National Center on Addiction and Substance Abuse (CASA) at
Columbia University. CASA is neither affiliated with, nor sponsored by, the National Court Appointed
Special Advocate Association (also known as "CASA") or any of its member organizations, or any other
organization with the name of "CASA."

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results*
CASASTART youth were:

= 60% less likely to sell drugs

= 20% less likely to use drugs in
the past 30 days

= 20% less likely to commit a vio-
lent act

= More likely to be promoted to
the next grade in school

*Compared to control group.

INTERVENTION
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OUTCOMES

CASASTART children have improved
attachment to positive individuals and
institutions, decreased bonds to deviant
norms and groups, and increased
opportunities to achieve positive goals.
As a result, the children are significantly
less likely to use gateway drugs, less
likely to be involved in drug selling, and
are more likely to be promoted to the
next grade. Also, the children have
lower levels of violent offenses, higher
levels of positive peer influence, lower
levels of association with delinquent

peers and experience less peer pressure.

CASASTART annual program costs
per family since 1997*

$120,000 $111,000

$100,000

$80,000

$60,000

$40,000

$20,000

$3,500 $2,000
|
$0 T
CASASTART CASASTART Secure
First Two Subsequent Detention in
Years Years NYC

* Derived by comparing the cost per family when CASA is involved to the
direct services costs minus CASA support.

Percentage of CASASTART and control
youth in five cities reporting drug use
1 year after end of program

| |EControl

| | B CASASTART

Percentage of youth using drugs

Stronger drugs- Stronger drugs- Gateway drugs- Gateway drugs-
past use current use past use current use

CASASTART- n=264 Control-n=236

= School risk: poor academic performance, in-school behavior prob-
lems, and truancy;

= Family risk: family violence; a family member involved with gangs,
drug use and/or sales, or with a criminal conviction within five
years; extreme poverty; and/or

= Personal risk: youth with a history of known or suspected drug use or
sales, past arrest or involvement with delinquent acts, gang member-
ship, a serious emotional disturbance, weapons possessions, pregnancy
or parenthood, being the victim of child maltreatment, and living in a

dangerous neighborhood.
BENEFITS

= Higher levels of positive peer pressure

= Lower levels of association with delinquent peers

= Improved attachment to positive individuals and institutions
= Decreased bonds to deviant norms and groups

= Increased opportunities to achieve positive goals

HOW IT WORKS
CASASTART employs a positive youth development framework and uses

intensive case management to coordinate and provide services to counter-
act the various factors that make children vulnerable to substance abuse
and juvenile delinquency. Biweekly case review conferences and quarterly
administrative and advisory council meetings ensure that all partners are

up to date on the program and individual case status.

Each case manager serves 15 children and their families. Case managers
directly provide or, through appropriate referral, coordinate a comprehen-
sive menu of services for the youth and family. Each site develops its own

approach to designing and delivering the services consistent with local cul-
ture and practice. Every child enrolled in the program receives all of the

services, except juvenile justice services if they are not in trouble with the

law. The service categories are:

= Social support

= Family services

= Education services

= After-school and summer activities

= Mentoring

= Community policing/enhanced enforcement
® Juvenile justice intervention

= [ncentives

SAMHSA Model Programs = http://model



IMPLEMENTATION ESSENTIALS

Each CASASTART program is managed locally in deference to local cul-
ture and setting, but shares a basic set of characteristics. However, to
ensure successful replication of a CASASTART program, these essential
steps must be taken:

Phase | - Initial Steps

1. Conduct a community assessment
2. Identify a leader/lead agency

3. Identify potential partners

4. Identify Advisory Council members

5. Set realistic goals
Phase Il - Implementation

1. Develop interagency agreements or memoranda of understanding
2. Engage additional partners as needed

3. Establish and honor confidentiality agreements

4. Begin service delivery

5. Begin CASASTART meetings

Timeline

Program planning and start-up take 6 to 8 months, including relationship-
building, gathering financial support, and developing healthy partnerships.
The next phase involves hiring staff and direct delivery of services to youth
and families. Training and technical assistance take place throughout the

first year of program implementation.

Personnel
In addition to part-time clerical support, the program needs:

= Project manager — part time

= Case managers — full time

= Active participation of designated school and law enforcement

personnel

The case manager is the key staff member. This person is responsible for
no more than 15 to 18 youth and their families and performs home visits,
needs assessments, service plans, crisis interventions, referrals, followup
documentation, and evaluation. Qualifications include a master’s or under-
graduate degree in human services or a like field. The number of case

managers and the local prevailing wage drive program costs.

Program Materials

CASASTART: A Proven Youth Development Strategy that Prevents Substance
Abuse and Builds Communities is an 80-page field guide designed to help

organizations implement the program. It and other materials can be

obtained from CASA.

programs.samhsa.gov = 1 877 773 8546
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Training
CASA staff provides training and technical assistance for new CASASTART
sites. CASA works with sites for a minimum of 12 days over the first year,

which includes 6 days of training in core program elements and 6 days of on-

site assistance.

PROGRAM BACKGROUND

The National Center on Addiction and Substance Abuse (CASA) at Columbia
University began the program, then known as Children at Risk, in 1992.
Three constituent agencies of the U.S. Department of Justice and several
national foundations provided initial program and development funding.
CASA tested the model in Austin, TX, Bridgeport, CT, Memphis, TN,
Newark, NJ, Savannah, GA, and Seattle, WA, from 1992 to 1995.

In 1996, the Ford Foundation gave CASA a 3-year grant to replicate the model
in five new sites and to provide training, technical assistance, and oversight to
communities interested in using the model. The program became known as
CASASTART during this time. In 1998, CASA began the development of the
next phase of CASASTART, expanding it across the Nation to 17 additional

rural and urban sites in 8 States and the District of Columbia.

EVALUATION DESIGN

The Urban Institute, under contract to CASA and the National Institute of
Justice, conducted a rigorous impact analysis of the program. This effort
included a qualitative study based on ethnographic methodology and analysis,
an outcome evaluation involving both longitudinal random assignment and
quasi-experimental design, and a management information system designed
specifically for collecting data at the sites.

The evaluation was performed in five cities: Austin, Bridgeport, Mempbhis,
Seattle, and Savannah, between 1992 and 1994. For this evaluation, eligible
students in particular schools in the target neighborhoods were randomly
assigned either to the program (338 students) or a control group (333 stu-
dents). Data from 203 students from neighborhoods that did not offer the pro-

gram were used as additional comparison group.

PROGRAM DEVELOPER
Lawrence F. Murray, CSW

Lawrence Murray has been a human services professional since 1972, concen-
trating on issues related to children, families, community safety, and compre-
hensive service integration. Mr. Murray is a Fellow at CASA, having joined
the organization in March 1996. His primary duty is the continuing develop-
ment of CASASTART. In addition to CASASTART, he has created several

prevention programs over the years that have
won recognition from the U.S. Department of
Justice, Office of Juvenile Justice and
Delinquency Prevention, the U.S. Department
of Health and Human Services, and the

National Association of Counties.

CASA is the only national organization that
brings together under one roof all the profession-
al disciplines needed to study and combat all
types of substance abuse as they affect all aspects

of society.

CONTACT INFORMATION

For program information, contact:

Lawrence E Murray, CSW

CASA Fellow

The National Center on Addiction and
Substance Abuse (CASA) at
Columbia University

633 Third Avenue, 19th Floor
New York, NY 10017

Phone: (212) 841-5200

Fax: (212) 956-8020

E-mail: Imurray@casacolumbia.org
Web site: www.casacolumbia.org

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.
Department of Health and Human Services

Exemplary Program—Safe and Drug Free
Schools Program, U.S. Department of

Education

Promising Program—Office of Juvenile Justice
and Delinquency Prevention, U.S. Department

of Justice

Promising Program—U.S. Surgeon General’s
Report on Youth Violence
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Challenging College Alcohol Abuse

Challenging College Alcohol Abuse (CCAA) is a social norms and environ- Proven Results*
mental management program that reduces high-risk drinking and related = 29% reduction in heavy drinking

negative consequences in college students (18 to 24 years old). Under 48% reduction in driving after
. (0]

drinking

CCAA, the campus health service uses new and innovative methods to com-

municate public health information to students, the campus community,
and the surrounding community to— = 49% reduction in heavy drinking

among frequent heavy drinkers*

= Correct misperceptions, increase knowledge, and change attitudes about o
pereep ® & = Significantly fewer students used

alcohol in the past 30 days

alcohol and drug use behaviors among undergraduate students

= Change policies and practices related to alcohol and drug use and abuse
among campus fraternity and sorority chapters = Significantly more students

= Change faculty, administration, parental, community, and policymaker reported their alcohol use
perceptions to prevent perpetuation of alcohol and drug myths decreased in the last year

= Increase restrictions on alcohol availability and monitor on- and off- = Significant decreases in alcohol-
campus distribution and consumption related fights and arguments,

trouble with campus police or

CCAA fosters development of policies that establish and maintain a healthy o
school authorities

and safe environment for all students. It also seeks to develop community
*Heavy drinking means having five or more drinks at

and civic partnerships and collaborations in support of campus alcohol and = e
a sitting three or more times in the last 2 weeks.

drug policies, and State and local laws.

INTENDED POPULATION

The CCAA trial included both male and female undergraduate students 18 INTERVENTION
to 24 years old, attending The University of Arizona, a large, urban, land
grant university with both residential and commuter students. Special Universal

emphasis was given to the heaviest drinking subpopulations—fraternity and

SERVICES,,
&) Vs

> ( U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES Indicated

Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
“Lavaza www.samhsa.gov
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OUTCOMES

Data showed significant changes in sorority members, freshmen, and students referred to a diversion program.
alcohol use and related behaviors (Diversion program students were primarily underage White males who
between 1995 and 1998, including: had on- or off-campus alcohol-related violations.) Social norms and envi-
= A 29% decrease in the rate of ronmental management strategies can be adapted to K-12 populations
heavy drinking (five or more drinks from any socioeconomic or ethnic group where the norm for alcohol and
on one occasion within the last drug use is less than perceived use (and in many instances is non-use).

2 weeks) among undergraduate
students (Core 1995-98). BENEFITS
Decreases in negative conse- = Students drink more moderately and experience fewer negative conse-
guences, including quences
- fights or arguments = Identifies and corrects student misperceptions about campus heavy
- trouble with campus police or drinking
school authorities = Increases awareness by students that the majority are moderate or non-
- "did something | later regretted” drinkers
- was taken advantage of sexually = Eliminates mixed messages about drinking and drug use
- did poorly on a test or important = Eliminates ineffective and confusing alcohol and drug policies and
project and missed class enforcement practices
Police statistics for Homecoming, = Positively affects the overall health and well-being of the campus and
the largest campus/community greater community

annual celebration, showed an
. . HOW IT WORKS
overall decrease in community

calls, arrests of minors in possession CCAA delivers messages/information about drinking and drug use norms
of alcohol, and verbal warnings for through posters, newspaper inserts, flyers, newsletters, and other mass
alcohol media, as well as in-person reports to key campus committees, campus
leadership, and community partners. The interventions supplant the mis-
perceived norm that “everybody drinks a lot, smokes, and uses drugs,”

Undergraduate Heavy Drinking Rates which helps protect incoming students from the pressure to “drink up” or

use drugs in order to fit in with perceived peer norms.
Pilot Intervention

® Frequent and consistent exposure to accurate information helps to change

the public conversation about alcohol and drug use, and informs and

reminds students of campus alcohol and illegal drug policy changes.

CCAA’s environmental management component helps senior administra-

Percent Student Respondents

tors and other key stakeholders to develop a consistent alcohol policy for

all campus activities, including use of sports facilities and campus grounds.

IMPLEMENTATION ESSENTIALS

To successfully implement CCAA on a college campus, organizers must
focus on the environment, not the individual. Implementation also
requires a team of people who have evaluation, program, materials design,

and target market analysis expertise, in order to—

SAMHSA Model Programs = http://model]




= Survey student behaviors, attitudes, and perceptions about alcohol and
drug use, including protective factors before and throughout the pro-
gram implementation

= Identify misperceptions that influence alcohol and drug use/abuse

= Produce media and saturate the campus with correct alcohol and drug
information

= Incorporate social norms information in diversion classes, freshman
orientations, and presentations to high-risk and other groups

= Further change the public conversation about alcohol and drug use
through faculty, advisors, senior administrators, and campus leader-
ship

= Eliminate mixed messages, policies, and practices for campus sporting

and celebration events

PROGRAM BACKGROUND

In 1994, The University of Arizona (UA) Campus Health Service received
a 5-year grant from the Substance Abuse and Mental Health Services
Administration’s Center for Substance Abuse Prevention to implement and
test strategies to prevent student heavy drinking and illegal drug use.
Additional grants were awarded through the U.S. Department of

Education’s Fund for the Improvement of Post-Secondary Education, and
the Safe and Drug Free Schools Act.

Since 1995, the UA substance abuse prevention program has developed a
two-pronged approach: social norms and environmental management.
(Moderation skills training is also provided for students in the university
diversion program.) The goal of the program is to create campus-wide
impact on student alcohol and drug perceptions and use patterns, campus
and community perceptions, and policies and procedures that support

safer drinking practices.

EVALUATION DESIGN

Both quantitative and qualitative data were collected from 1994 through
1998. A nationally recognized survey instrument, the Core Alcohol and
Drug Survey (Core), and a program-specific instrument, the Health
Enhancement Survey (HES), were utilized to provide baseline data. The
Core was mailed to a random sample of undergraduates. HES, first
administered in 1996, was mailed to all students in the identified high-risk
population—those living in residence halls and fraternity/sorority resi-

dences.

The Core and HES gathered information on students’ alcohol, tobacco,
and drug knowledge, attitudes and perceptions, and their frequency of

exposure to activities related to campus alcohol, tobacco, and drug and

drograms.samhsa.gov = 1 877 773 8546
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related issues. These issues included sexual health, violence, and behaviors stu-
dents engaged in that could lower their risk of harm when drinking—protec-
tive factors. A third survey, the 1998 Annual Campus Health and Wellness
Survey (a random sample of undergraduate students administered in class-
rooms), was developed to pilot new items for potential incorporation into the

HES.

In addition, multiple qualitative evaluation methods used included: 1) one-
on-one interviews with key informants; 2) focus group interviews with stu-
dents; 3) observation of key alcohol- and drug-related events like
Homecoming, Fraternity Bid Night, and sports events; 4) interviews with
staff and students in the target population; and 5) analysis of secondary data
sources, e.g., newspaper articles, newsletters, memos, student records and

reports, critical incidents, and anecdotes.

PROGRAM DEVELOPER

The University of Arizona
Health Promotion and Preventive Services

Staff of the Health Promotion and Preventive Services department of The
University of Arizona Campus Health Service developed this model
collegiate substance abuse prevention program under the direction of Koreen
Johannessen, M.S.W., and Carolyn Collins, M.S. Additional funding from
the U.S. Department of Education Safe and Drug Free Schools program, and
training and support from its contractor, the Higher Education Center for
Alcohol and Other Drug Prevention, have allowed refinements and new tar-
get audiences for social norms and other environmental management strate-
gies. Ms. Johannessen, Ms. Collins, and Peggy Glider, Ph.D., the projects
chief evaluator, consult nationally on the implementation and evaluation of

the program.

CONTACT INFORMATION

For program and training information, contact:

Carolyn Collins, M.S.

Health Promotion and Preventive Services
200 West Old Main

The University of Arizona

Tucson, AZ 85711

Phone: (520) 621-4519

Fax: (520) 621-8325

E-mail: collins@health.arizona.edu

Koreen Johannessen, M.S.W.

Health Promotion and Preventive Services
200 West Old Main

The University of Arizona

Tucson, AZ 85711

Phone: (520) 906-7741

E-mail: koreen@dakotacom.net

Web site:

www.SocialNorms.CampusHealth.net

RECOGNITION

Model Program—-Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Alcohol and Other Drug Prevention Model
Program Award—U.S. Department of

Education
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Child Development Project

The Child Development Project (CDP) is a multifaceted, schoolwide
improvement program that helps elementary schools become “caring
communities of learners” for their students (5 to 12 years old). CDP sig-
nificantly reduces children’s early use of alcohol and marijuana and their
involvement in violence-related behavior. CDP is designed to strengthen
connections among peers and between students of different ages, teachers

and students, and home and school, in order to promote:

= School bonding—students’ commitment to, and engagement in,
their school

= Students’ interpersonal skills and commitment to positive values

= Classroom and schoolwide climate of safety, respect, caring, and

helpfulness

The program, which involves students in all grade levels, their

families, teachers, and school administrators, prepares children to play
responsible roles in their classrooms and schools so that later they can
contribute to the wider society. The program has recently been stream-
lined and strengthened to make it more feasible and affordable to imple-

ment and more effective at boosting literacy skills.

INTENDED POPULATION
The original CDP student population varied widely: 2 percent to 95 per-

cent of children were receiving free or reduced-price lunch (a measure of
socioeconomic status), and 26 percent to 100 percent were minority

group members. The program can be implemented in any rural, subur-

ban, or urban elementary school.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration

5 Center for Substance Abuse Prevention
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Proven Results*

= Alcohol use declined from
489% to 37% of students

» Cigarette use declined from
25% to 17% of students

= Marijuana use declined from
7% to 5% of students

= Other risky behavior declined,
including carrying weapons,
threats of violence, and
involvement in “gang fights”

*Among fifth and sixth grade students in
school that fully implemented CDP.

INTERVENTION
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OUTCOMES

Although issues of substance abuse
are not directly addressed in the CDP
program, a comprehensive evaluation
of the program shows that when well
implemented, it produces significant
preventive effects on students’ use of
alcohol and marijuana, and marginal
effects on use of tobacco.

In schools where the program led to
widespread change in teaching

practices, the following effects were
shown:

» Prevalence of alcohol use
declined by an average 11%
over 4 years in CDP schools,
compared with an increase of
2% in matched comparison
schools.

Prevalence of marijuana use by
CDP students declined by 2%
compared with a 2% increase by
comparison school students.

Prevalence of cigarette use by

CDP students declined by 8%
compared with a 3% decline by
comparison school students.

Involvement with Marijuana
Adjusted mean frequency among CDP and
Comparison students

OCDP
B Comparison

i

1991-92 1992-93 1993-94 1994-95

Lifetime use (t=2.49)

Sense of School as a Community
Student questionnaire among CDP and
Comparison students

O CcbDP
W Comparison

3

=9.04)

Variable means (t

1991-92 1992-93 1993-94 1994-95

BENEFITS

= Creates an atmosphere of trust and respect between students
and teachers

* Nurtures responsibility, fairness, honesty, and helpfulness

in students
= Enhances students conflict resolution skills
= Increases students’ academic motivation

= Strengthens family-school-community connections

HOW IT WORKS

CDP is implemented in two phases. Phase I focuses on building a
strong sense of the school and classroom community, while Phase 11

focuses on building students’ literacy skills and interpersonal skills.
Phase |
Phase I activities include:

» That's My Buddy partners older and younger students for
academic activities, promotes cooperative learning and
relationship building, reduces teasing/bullying behavior, and con-
tributes to a schoolwide atmosphere of trust. Requires 1 hour of
class time per week or month and an additional 15 minutes of

teacher preparation time.

= Homeside Activities are short conversational activities (printed in
English and Spanish) that students do at home with their
parents or caregivers. One or two activities, introduced monthly,
provide opportunities for students and parents to share ideas and
experiences while offering families a window on what their child is
learning in school. These require 15 minutes of class time to intro-

duce to students and 20 to 40 minutes to share in class afterward.

= At Home in Our Schools details noncompetitive activities that
involve students, parents, and school staff, such as Grandparent
Gatherings and Family Read-Alouds, which emphasize helping

others and creating an inclusive school environment.

= Ways We Want Our Class To Be details class meetings that
provide a forum for students and teachers to reflect, discuss issues,
plan, and make decisions that affect the classroom climate, includ-
ing establishing norms for classroom behavior and finding
solutions to common social problems. Class meetings are held as

needed to establish a cohesive classroom community.

Phase I components do not have to be implemented concurrently
and may be introduced one at a time. A full school year may be needed
to establish the program when the components are implemented

concurrently.

SAMHSA Model Programs = http://model



Phase Il
Phase II consists of two major modules:

= SIPPS (Systematic Instruction in Phoneme Awareness, Phonics,
and Sight Words): A stand-alone instructional module in decoding
that develops word recognition strategies and skills that enable stu-
dents to become independent, confident, and fluent readers. A
“decodable text” program, SIPPS is designed to be flexible and wide-
ranging both across and within grades. There are three levels of
SIPPS that can be used, as needed, in grades one through six.

* Making Meaning: Strategies That Build Comprehension and
Character: A K-6 module that teaches eight pivotal reading
comprehension strategies (e.g., retelling, summarizing, inference,
synthesis) and integrates academic, ethical, and social development
throughout. This program provides a clearly defined scope and
sequence of specific comprehension lessons for each grade level. It
also provides ongoing opportunities for students to work together in
pairs, small groups, and larger groupings, and in the process to learn
important values and interpersonal skills. Full implementation of Phase

IT usually takes 2 additional years.

IMPLEMENTATION ESSENTIALS
Training for Phase |

There are a range of options for professional development to introduce a
school’s staff to Phase I. These include: 1) a 1-day introductory work-
shop to introduce all four components of Phase I; 2) a 2-day introducto-
ry workshop, the second day of which focuses on the class meeting com-
ponent; 3) a 1-day class meeting workshop; and 4) a 2-day class meeting
workshop. (The class meeting-specific workshops are offered because this
is typically the most challenging component for teachers to implement.)
For districts or small groups of schools located in one region, a cost-sav-
ing, 3-day training-of-trainers workshop is offered. Followup visits by
Developmental Studies Center (DSC) staff developers also are available
to provide coaching and consultation. Fees for workshops and followup

visits are $1,200 per day, plus travel expenses.
Materials for Phase |
» Thats My Buddy: one book for each teacher
» Homeside Activities: one grade-level book for each teacher

» At Home in Our Schools: one book for each member of a

coordinating team of staff and parents
= Ways We Want Our Class To Be: one book for each teacher
Materials cost approximately $50 per teacher.

Please contact DSC for more information about training and costs for
Phase II components.
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HERE'S PROOF PREVENTION WORKS

PROGRAM BACKGROUND
The Child Development Project has been developed over the past 20

years through a series of demonstration studies and revisions. It has been rig-
orously implemented and evaluated in such diverse settings as Dade County,
FL; White Plains, NY; Louisville, KY; and San Francisco, Salinas, and
Cupertino, CA. Copies of various evaluation studies, assessment instruments,
program descriptions, and program materials are available from its developer,
the nonprofit Developmental Studies Center in Oakland, CA.

EVALUATION DESIGN

In the 1990s, CDP was evaluated using a quasi-experimental design involv-
ing two demonstration schools and two comparison schools in each of the six
school districts nationally. Beginning baseline assessments were followed by
annual assessments for 3 years, using a structured classroom observation sys-
tem and student and teacher questionnaires. Assessments included standard-
ized multiple-choice achievement tests and performance assessments, and
review of school records. (Note: Since this evaluation, the CDP program,

specifically the literacy component, has been revised and strengthened.)

PROGRAM DEVELOPER

Eric Schaps, Ph.D.

Dr. Schaps is founder and president of the Developmental Studies Center in
Oakland, CA. Established in 1980, DSC specializes in designing educational
programs and evaluating their effects on children’s ethical, social, and intel-
lectual development. The Center has a full-time staff of 50 whose work has
been supported by 40 philanthropic foundations and governmental agencies.
Dr. Schaps is the author of 3 books and 60 book chapters and articles on

character education, preventing problem behaviors, and school change.

CONTACT INFORMATION

To order program materials, contact:

DSC Publications Department

2000 Embarcadero, Suite 305

Qakland, CA 94606-5300

Phone: (800) 666-7270 or (510) 533-0213
Fax: (510) 464-3670

E-mail: pubs@devstu.org

For program information, contact:
Denise Wood

Developmental Studies Center
2000 Embarcadero, Suite 305
Oakland, CA 94606-5300

Phone: (800) 666-7270, ext. 239
Fax: (510) 464-3670

E-mail: info@devstu.org

Web site: www.devstu.org

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.

Department of Health and Human Services

Promising Safe and Drug Free Schools
Program—U.S. Department of Education
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Department of Education
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Children In The Middle:
Divorce Education for Parents

Children In The Middle is a skills-based program that helps children and
parents deal with the children’s reactions to divorce. Divorcing parents may
use their children to manipulate and/or control each other around a variety
of personal, social, and financial issues. These tactics increase the stress and
anxiety typically experienced by children of divorce and can increase chil-
dren’s risk for behavior problems, depression, delinquency, substance use,
teen pregnancy, school failure and dropout, and suicide. Built around a 37-
minute video for parents and a 30-minute video for children, Children In
The Middle needs no special training or licensing to implement, and seeks

to alleviate children’s problems such as—

= Loss of concentration and attention

= Declining grades and behavior problems at school
= Withdrawal from friends

= Emotional outbursts and health problems

= Serious anger with one or both parents

= Delinquency and substance use

The parent video teaches parents the skills needed to avoid putting children
in the middle of their conflicts. The child video helps children understand
why parents divorce. It dispels common myths that children have about
divorce (e.g., “It's my fault” or “I can get my parents back together”) and
teaches children stress and anger management and problem-solving skills.

The parent video is available open-captioned or in Spanish.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

PROVEN RESULTS*

= 57% reduction in litigation (e.g.,
child-access, change of custody,
and/or child-support disputes)

= 30% to 53% reduction in
parental conflict, particularly loyal-
ty conflicts

= 70% fewer school absences

= 540% fewer physician visits by
children

= 22% reduction in childreported
stress

* Compared to control group. Results sta-
tistically significant.

INTERVENTION

Selective



Outcomes

After completing the Children In The
Middle program, parents became less
angry toward their ex-spouses and dra-
matically reduced their childrens expo-
sure to their conflict. Parental mastery of
program skills and reduction of divorce-
related behaviors in the children were
related to the level of divorce-related reliti-
gation. Compared to divorce education
programs that were either based on pro-
viding information or informing parents
about childrens feelings about divorce
(affect-based), the skills-based Children In
The Middle program—

= Decreased children’s exposure to
parental conflict

= Decreased stress children experienced

= |[ncreased parental communication
skills

Difference in conflict-related behaviors
used to measure program effectiveness,
Children In The Middle families compared
to control group families at 6-month
outcome evaluation

I I I I
Doctor [ children in the Middle

visits [l Control

School
absences

4 5

Average number of occurrences

30-month relitigation frequency:
Children In The Middle and
control groups

disputes 2
14
0

CIM Group Control Group

INTENDED POPULATION

The program was designed for children 3 to 15 years of age who are subject-
ed to adult conflicts during a divorce and their parents. During divorce, chil-
dren experience loyalty conflicts when they are asked to, manipulated into, or
believe that they need to side with a parent. Children In The Middle seeks
to change and/or or limit the impact of the parents’ behaviors. The program
has been evaluated with more than 1,000 African American, Asian American,
Hispanic/Latino, and White families representing a cross-section of incomes
in small towns and large cities. These studies were conducted in court set-

tings, schools, community agencies, and therapists’ offices.

BENEFITS

® Increased parental support of the children’s relationship with the other

parent
= Custodial parent increases children’s time with the other parent
= Parents learn how loyalty conflicts affect their children

= Children learn to use “I messages” to tell their parents when they feel

caught in a loyalty bind

® Increased direct communication between parents instead of using the

children as messengers

= Parents learn communication skills such as “I messages”

HOW IT WORKS

Parents are usually mandated to attend classes held in their communities (at
social service agencies, community colleges) by domestic relations courts. A
group leader facilitates the adult portion of the program, which is typically
delivered to a class of 12 to 20 parents. The first session includes the 37-
minute “Children In The Middle” video. Narrated by a dynamic husband-
and-wife team, the video features realistic scenes portrayed by actual families
of divorce showing inappropriate and appropriate methods of handling con-
flict. The tape is stopped at cued discussion points to allow parents to
respond to questions about how children feel when caught in loyalty binds
and what they can do to resolve the conflict. Workbook exercises and role-
plays give parents a chance to practice new skills. If the class meets more
than once, homework is assigned from the workbook. One or two 90- to

120-minute class sessions are typical.

Children’s programs may be held at school, with a mental health practition-
er, or in groups at social service agencies. Parents and children can view the
30-minute child-focused video together and complete workbook exercises at
home or at the practitioner’s office with guidance from the practitioner.
Typically, a family counselor will incorporate the materials into a treatment
plan consisting of 4 to 10 sessions over 2 to 4 months. Parents are given the
What About the Children booklet and the Parents and Childrens Guidebook

to study and complete exercises at home.

SAMHSA Model Programs = http://model



IMPLEMENTATION ESSENTIALS

Parental recruitment may be voluntary or by referral from respected sources;
however, greatest participation is assured when a domestic relations judge or
other official source mandates it. Classes should be held in a safe location
(i.e., populated, well-lit public or private facilities, secure rooms, on-premise
security services), especially when domestic violence is possible. Classes
should be offered regularly and at various times, depending on community
size and divorce rate, to assure prompt participation. Needed equipment
includes a VCR and monitor, either a flip chart or chalkboard, and an over-

head projector or other equipment to display a PowerPoint presentation.

Training

This is a stand-alone program and training is not required for group leaders.
However, effective group leaders must have experience with divorced fami-
lies, have good interpersonal skills, and be nonjudgmental. They must study

the Discussion Leader’s Guide and review all program materials.

Program Materials

The complete kit for providing Children In The Middle’s group-based par-
enting education program includes a Discussion Leader’s Guide, the “Children
in the Middle” video, a set of PowerPoint slides, and two booklets. Every
parent attending the class receives each of the two booklets: Children In The
Middle: A Parents and Childrens Guidebook, which provides skill practice,
and What About the Children: A Guide for Divorced and Divorcing Parents, a
40-page summary of the effects of divorce on children, the impact of moder-
ating variables, and practical advice on ways to increase their children’s pro-

tective factors and reduce risk factors.

Children’s component materials include the video “Children In The Middle:
Children’s Version,” a Teacher’s and Counselors Manual to guide practitioners
in the use of the program in groups, and Surviving Divorce: A Students
Companion, a handbook with thinking and writing exercises for children

aged 9 tol5.

PROGRAM BACKGROUND

Divorce affects more than 1.5 million children a year. The most damaging
aspect of divorce for children is their parents’ conflict, particularly when it

involves loyalty conflicts. Children In The Middle was developed to reduce
children’s risk for post-divorce maladjustment by reducing the loyalty con-

flicts experienced by the children.

The program was based on research that identified the most common and
stressful loyalty conflicts experienced by children in divorcing relationships,
conflicts of which the parents were unaware. The program’s adult component
video re-creates these conflict scenarios. The philosophy of the approach is
that making parents aware that they place their children in loyalty binds and
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HERE'S PROOF PREVENTION WORKS

teaching them how to reduce their children’s distress will result in changed
parental behavior. The Center for Divorce Education, which publishes and dis-
tributes the program, was formed to educate judges about the need for such

programs for divorcing parents.

EVALUATION DESIGN

Eight evaluations of the program or its components have been conducted.
Three studies used random assignment of participants to treatment and control
or alternate treatment groups. These studies were conducted in court settings,
schools, community agencies, and therapists’ offices in small towns and large
cities. More than 1,000 families were involved in these evaluations, representing
a cross-section of incomes and all major ethnic groups. Details on the studies

are available on the Web site: www.divorce-education.com.

PROGRAM DEVELOPERS

Donald Gordon, Ph.D.
Jack Arbuthnot, Ph.D.

Dr. Donald Gordon is a child clinical psychologist and family therapist, and
emeritus professor of psychology at Ohio University. Dr. Gordon has developed
Model and Promising programs for delinquency and substance abuse prevention
(Parenting Wisely CD-ROM program and Home-based Behavioral Systems
Family Therapy). His 30 years of clinical practice, consulting with schools and
juvenile and domestic relations courts, as well as his courtroom and legislative

testimony, have informed the programs he developed.

Dr. Jack Arbuthnot is a developmental and social psychologist, a divorce media-
tor, and also is emeritus professor of psychology at Ohio University. He has con-
sulted with juvenile and domestic relations courts, testified in State legislatures,

and provided training, along with Dr. Gordon, for domestic relations judges.

CONTACT INFORMATION

Center for Divorce Education

340 W. State Street

Room 135C, Unit 8

Athens, OH 45701

Phone: (740) 594-7173

Fax: (740) 594-1724

Web site: www.divorce-education.com

E-mail: gordon@ohio.edu

RECOGNITION
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Cognitive Behavioral Therapy
for Child Sexual Abuse

Cognitive Behavioral Therapy for Child Sexual Abuse (CBT-CSA) is a
treatment approach designed to help children and adolescents who have
suffered sexual abuse overcome posttraumatic stress disorder (PTSD),
depression, and other behavioral and emotional difficulties. The program

helps children to—

= Learn about child sexual abuse as well as healthy sexuality
= Therapeutically process traumatic memories

= Overcome problematic thoughts, feelings, and behaviors
= Develop effective coping and body safety skills

The program emphasizes the support and involvement of nonoffending
parents or primary caretakers and encourages effective parent-child commu-
nication. Cognitive behavioral methods are used to help parents learn to
cope with their own distress and respond effectively to their children’s
behavioral difficulties. This CBT approach is suitable for all clinical and
community-based mental health settings and its effectiveness has been doc-
umented for both individual and group therapy formats.

INTENDED POPULATION
CBT-CSA is designed for children and adolescents 3 through 18 years old

who have experienced sexual abuse and are exhibiting posttraumatic stress,
depression, and other abuse-related difficulties (e.g., age-inappropriate sexu-
al behaviors, problematic fears, social isolation). Children are generally
referred for treatment following an investigation conducted by child protec-
tion or law enforcement personnel in which allegations of sexual abuse are

found to be credible. Whenever possible, a nonoffending caregiver or

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

PROVEN RESULTS

= 63% reduction in childrens PTSD
symptoms

= 419% reduction in childrens levels
of depression

= 23% reduction in childrens acting-
out difficulties

= Reductions in childrens levels of
PTSD, depression, and acting-out
behaviors were maintained for 2
years

Participation in group CBT-CSA
led to:

= 26% reduction in parents’ emo-
tional distress related to the abuse

= 45% reduction in parents’ intrusive
thoughts about the abuse

= 45% improvement in body safety
skills in young children

INTERVENTION
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Outcomes

Children who participated in CBT-CSA
with their nonoffending parents
demonstrated greater improvements
with respect to PTSD, depression, and
acting out behaviors as compared to
children assigned to the community
control condition. As compared to
parents who participated in a support
group, parents who participated in a
CBT-CSA group showed greater
improvement with respect to emo-
tional distress and intrusive thoughts
related to their children’s sexual
abuse.

Comparison of pre/posttest changes
in children receiving
CBT-CSA vs. community*

B Parent/Child CBT
B Community
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* Community comparison: participants randomly referred by a caseworker
to a therapist in their community.

Comparison of pre/posttest changes in
parental distress in response to
CBT-CSA group vs. support group™

B CBT Group
W Support Group

T

Emotional reaction Intrusive thoughts

* Support group: participants received nondirective supportive counseling which is
less structured and not skill-focused in the manner of the CBT group.

parent is encouraged to participate along with the child. The program may
be utilized in private and/or public clinics and has demonstrated success
with Black/African American, Hispanic/Latino, and White children from all
socioeconomic backgrounds. The research participants were primarily seen
at a public clinic on a medical school campus, but therapists in community
settings, including child protection offices in urban, suburban, and rural set-

tings, have also delivered the treatment program.

BENEFITS
In the aftermath of child sexual abuse, CBT-CSA:

= Helps children talk about their experiences and cope with their feelings

and concerns

= Assists parents in coping with abuse-specific distress and responding
effectively to their children’s emotional and behavioral problems

= Improves parent-child communication and interactions

HOW IT WORKS

The treatment program consists of parallel sessions with the child and his or
her nonoffending parent(s), as well as joint parent-child sessions in the later
stages of therapy. The treatment approach can be effectively implemented in
12 sessions and has been applied to both individual and group therapy for-

mats. The specific components of treatment for both the child and parent

include:

* Education about child sexual abuse and healthy sexuality

= Coping skills training, including relaxation, emotional expression, and
cognitive coping

= Gradual exposure and processing of traumatic memories and reminders

= Personal body safety skills training

Parents are also provided with behavioral management training to strength-
en children’s positive behaviors while minimizing behavioral difficulties.
Joint parent-child sessions are designed to help parents and children practice
and utilize the skills learned, while also fostering more effective parent-child

communication about the abuse and related issues.

IMPLEMENTATION ESSENTIALS

Therapists seeking training in this treatment approach should have experi-
ence working with children and families and prior training in and knowl-
edge of child sexual abuse dynamics, child abuse reporting laws, child pro-

tection systems, and community victim advocacy resources.

Training and Technical Assistance

Several levels of training are available:
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= Half- and/or full-day introductory workshops can be offered to intro-
duce skilled mental health professionals to the program’s overall
approach

= Two- to four-day seminars, offering more intensive training to direct

service providers and/or supervisors

* Intensive training with ongoing professional consultation including

weekly or biweekly review of audiotaped sessions and feedback

Program Materials

A detailed description of CBT-CSA is provided by Esther Deblinger, Ph.D.,
and Anne Heflin, Ph.D., in their professional book titled Zreating Sexually
Abused Children and Their Non-offending Parents: A Cognitive Behavioral
Approach. An audiotape titled Treating Trauma in Children and Adolescents,
written and narrated by Judith Cohen, M.D., also provides an excellent
overview of the treatment model. Both the professional text and audiotape
may be obtained through Sage publications. A children’s book, Lezs Talk
About Taking Care of You: An Educational Book About Body Safety, by Lori
Stauffer, Ph.D., and Dr. Deblinger, is also recommended for use with chil-
dren 5 to 10 years of age. Information on how to obtain the children’s book

is located at www.hope4families.com.

PROGRAM BACKGROUND

CBT-CSA was developed following a series of assessment studies that docu-
mented the wide array of emotional and behavioral difficulties exhibited by
children who have experienced sexual abuse. These studies indicated that
while some children suffer minimal difficulties following sexual abuse, others
experience serious psychiatric disorders, with one of the most common disor-
ders being PTSD. In addition, assessment research has clearly revealed the
important role nonoffending parents play in the recovery process. Thus, a
treatment program was developed for abused children and their nonoffend-
ing parents specifically designed to improve PTSD and other abuse-related
difficulties (e.g., age-inappropriate sexual behaviors, depression, acting-out
behaviors, etc.). To date, seven treatment outcome studies (two pre- and
posttest designs and five randomized control trials) have documented the

efficacy of this treatment approach.

Dr. Deblinger and her colleagues, Dr. Judith Cohen, and Anthony
Mannarino, Ph.D., from Allegheny General Hospital, are currently complet-
ing a multisite treatment outcome investigation for children who have suf-
fered sexual abuse and collaborating on a manual for children exposed to
other forms of traumatic stress. Melissa Runyon, Ph.D., and Felicia
Neubauer, L.C.S.W., from the University of Medicine and Dentistry of New
Jersey-School of Osteopathic Medicine, are also collaborating with Dr.
Deblinger on the development of modified treatment programs for children

who have suffered physical abuse and/or domestic violence.
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EVALUATION DESIGN

In a series of randomized control trials, this CBT approach led to significant
reductions in parental emotional distress, as well as significant improvements
with respect to PTSD, depression, behavior problems, and personal safety skills
in children. Research examining the impact of the parent and child components
of this treatment demonstrated the significant value of parental participation in
treating children’s acting-out behaviors and depression. The findings also sug-
gested the critical importance of the CBT child interventions in effectively treat-
ing PTSD in the population. A recent followup study has documented the
maintenance of children’s improvements with respect to PTSD, depression, and
behavior problems over a 2-year period. The results of a recent study comparing
group CBT-CSA to a support group approach suggest that cognitive behavioral
strategies are significantly more effective in enhancing children’s personal safety
skills and reducing parents’ abuse-specific distress. Program results have been
reported in journal articles published in the journal of the Academy of Child and
Adolescent Psychiatry, Child Maltreatment, and Child Abuse & Neglect: the

International Journal.

Research funding that has contributed to the development and evaluation of
this treatment program has been provided by the Foundation of the University
of Medicine and Dentistry of New Jersey and the U.S. Department of Health
and Human Services’ National Center on Child Abuse and Neglect and
National Institute of Mental Health. Victims of Crime Act grants, grants and
contracts administered by the New Jersey Division of Youth and Family
Services, and private and corporate donations have also funded individual and

group therapy services provided at the center.

PROGRAM DEVELOPER

Esther Deblinger, Ph.D.

Esther Deblinger, Ph.D., is the clinical director of the Center for Children’s
Support and associate professor of psychiatry at the University of Medicine and
Dentistry of New Jersey (UMDNY])-School of Osteopathic Medicine. For over
15 years, Dr. Deblinger and her colleagues have conducted cutting-edge
research, examining the impact of child sexual abuse and treatment of the
resulting difficulties. The Foundation of UMDN] and the U.S. Department of
Health and Human Services’ National Center on Child Abuse and Neglect and
National Institute of Mental Health have supported this research. Dr. Deblinger
has coauthored numerous journal articles, the professional book 7reating
Sexually Abused Children and Their Nonoffending Parents: A Cognitive Behavioral
Approach (1996), as well as the children’s book, Lets Talk About Taking Care of
You: An Educational Book About Body Safety (1999). Dr. Deblinger is a found-
ing fellow of the Academy of Cognitive Therapy and currently she is on the edi-
torial boards for the journals Child Maltreatment and Trauma Practice.

CONTACT INFORMATION
Esther Deblinger, Ph.D.

Clinical Director, Center for Children’s Support

Associate Professor of Psychiatry

University of Medicine and Dentistry of
New Jersey

School of Osteopathic Medicine

42 East Laurel Road, Suite 1100B

Stratford, NJ 08084

Phone: (856) 566-7036

Fax: (856) 566-6108

E-mail: deblines@umdnj.edu

Donna Fails, ACSW, LCSW

Administrator, Center for Children’s Support

University of Medicine and Dentistry of
New Jersey

School of Osteopathic Medicine

42 Fast Laurel Road., Suite 1100B

Stratford, NJ 08084

Phone: (856) 566-7036

Fax: (856) 566-6108

E-mail: failsdg@umdnj.edu
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Change on Alcohol

Communities Mobilizing for Change on Alcohol (CMCA) is a Proven Results
community-organizing program designed to reduce adolescent (13 to 20

years old) access to alcohol by changing community policies and practices. = Alcohol merchants increased age
Initiated in 1991, CMCA has proven that effectively limiting the access to checks and reduced alcohol sales
alcohol of people under the legal drinking age not only directly reduces

to minors
teen drinking, but also communicates a clear message to the community
that underage drinking is inappropriate and unacceptable. = Youths 18 to 20 years old reduced
CMCA employs a range of social organizing techniques to address legal, the practice of providing alcohol to
institutional, social, and health issues in order to reduce youth alcohol use younger teenagers

by eliminating illegal alcohol sales to youth by retailers and obstructing the
= Youths 18 to 20 years old were less

likely to try to buy alcohol, drink in
INTENDED POPULATION a bar, or consume alcohol

CMCA can be implemented in virtually any rural, suburban, or urban -
community. The program’s interventions are designed to affect all = Arrests for driving under the
members of a community. Communities from Minnesota and influence of alcohol declined

Wisconsin participated in the initial program evaluation. significantly among 18- to

provision of alcohol to youth by adults.

BENEEITS 20-year-olds

The CMCA project—
* Mobilizes communities to make institutional and policy changes

* Limits youth access to alcohol INTERVENTION

» Improves the health of the community
Universal
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OUTCOMES
Results show that the CMCA intervention:

= Significantly and favorably affected
the drinking behavior of 18- to
20-year-olds

= Significantly and favorably affected
the practices of establishments
serving alcohol

= May have favorably affected the
practices of alcohol package sales
establishments

Other outcomes include:

= Alcohol merchants increased age-
identification checking and reduced
propensity to sell to minors

= Older teenagers (18 to 20 years
old) reduced provision of alcohol
to other teens and the likelihood
to try to buy alcohol or drink in a
bar

= Significant decline in arrests for driv-
ing under the influence of alcohol
among 18- to 20-year-olds

CMCA Effects on Alcohol Merchants:
Observed Behavior

ID Checking H Stores
Bars

Sales to
Minors

10 20 30

Percent Improvement

CMCA Effects on 18- to 20-year-olds

Tried to Buy
Provided

Drank in Bar

Difficulty
Getting

10 20 30
Percent Improvement

HOW IT WORKS

CMCA involves motivating community members to seek and achieve
changes in local public policies and in the practices of community institu-
tions that can affect youth’s access to alcohol. CMCA offers resource mate-
rials to help communities organize these efforts, for example:

= Civic Groups can adopt policies to prevent underage drinking at
organization-sponsored events and initiate and participate in

community-wide efforts to prevent underage alcohol use.

= Faith Organizations can provide a link between prevention
organizations, youth, parents, and the community. They can also offer
education, develop internal policies to prevent teens from accessing
alcohol at their events, and participate in efforts to keep alcohol away
from youth.

= Schools can teach alcohol refusal skills and create and enforce policies
restricting alcohol use and access, both on school property and in the

surrounding community.

= Community Groups can voluntarily control the availability and use of
alcohol at public events such as music concerts, street fairs, and sport-

ing events.

* Law Enforcement can mandate compliance checks or encourage vol-
untary compliance checks by law enforcement or licensing authorities.
Police can also encourage and support the use of administrative penal-
ties for failure to comply with State or local laws relating to the sale of
alcohol to minors.

» Liquor Licensing Agencies can offer and promote mandatory or
voluntary programs that train managers, owners, servers, and sellers at
alcohol outlets how to avoid selling to underage youth and
intoxicated patrons.

= Advertising Outlets can be influenced to remove alcohol advertising
from public places or wherever youth are exposed to these messages.
Communities can also restrict alcohol companies’ sponsorship of com-

munity events.

IMPLEMENTATION ESSENTIALS

CMCA is a community-based program that can be implemented by a
range of groups, from all-volunteer grassroots activists to nonprofit organi-
zations or public agencies of any size. In order to successfully replicate

CMCA, organizations need to be able to—

= Assess community norms, public and institutional policies, and

resources

= Identify, from inception, a small group of passionate and
committed citizens to lead efforts to advocate for change

= Create a core leadership group that can build a broad citizen
movement to support policy change
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* Develop and implement an action plan

®* Build a mass support base

* Maintain an organization and institutionalize changes
= Evaluate changes on an ongoing basis

= Manage widely variable program costs

PROGRAM MATERIALS

Free materials on reducing youth access to alcohol are available to assist in
the implementation of CMCA, including a series of papers written by

alcohol epidemiology experts. These include:

= Alcohol Compliance Checks: A Procedures Manual for Enforcing
Alcohol Age-of-Sale Laws—This user-friendly manual is designed for
public officials, law enforcement officers, and community groups; it is
a practical guide for developing and implementing a compliance
check system for establishments that sell or serve alcohol.

= Model Ordinances: This material provides information on and
samples of specific local laws that regulate alcohol use in the commu-
nity, designed to reduce the supply of alcohol to youth under age 21.

= Model Public Policies: These are sample alcohol control policies
aimed at limiting social and commercial access to alcohol, including
beer keg registration; restricting alcohol use in public places and at
community events; restricting alcohol advertising; developing social
host liability laws; initiating responsible beverage sales, service train-
ing, and compliance checks; banning alcohol home delivery; and

restricting alcohol companies’” sponsorship of community events.

= Model Institutional Policies: Sample policies are available that
describe actions that can reduce youth access to alcohol and can be
used by community institutions, including civic groups, colleges and
universities, faith organizations, hotels, police, schools, employers, and
parents.

= Reprints of Papers: Papers published in scientific journals on
subjects related to CMCA are also available. Citations are listed on the
program’s Web site and copies of the papers are available by request.

The above-listed materials can be downloaded and reproduced, free of
charge, from the University of Minnesota’s Alcohol Epidemiology Program

Web site at www.epi.umn.edu/alcohol. The University requests:
* Source citation in any publications where the information is used

* Notification if the program or any portion of it is implemented,
sent to NREPP@intercom.com

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM BACKGROUND

The CMCA intervention was based on established research that showed the
importance of the social and policy environment in facilitating or impeding
drinking among youth. CMCA community organizing methods drew on a
range of traditions in organizing efforts to deal with the social and health
consequences of alcohol consumption.

EVALUATION DESIGN

CMCA was evaluated in a fully randomized 5-year research trial across 15
communities. Data were collected at baseline before random assignment of
communities to the intervention or control condition and again at followup
after a 2.5-year intervention period. Data collection included in-school sur-
veys of 9th and 12th graders, telephone surveys of 18- to 20-year-olds and
alcohol merchants, direct testing (using underage youth to attempt purchases)
of the likelihood of alcohol sales to youth, and monitoring changes in relevant
practices of community institutions. Analyses were based on mixed-model
regression, used the community as the unit of assignment, took into account
the nesting of individual respondents or alcohol outlets within each commu-

nity, and controlled for relevant covariates.

PROGRAM DEVELOPER

Alexander C. Wagenaar, Ph.D.

Dr. Alexander C. Wagenaar, professor of Epidemiology and director of the
Alcohol Epidemiology Program at the University of Minnesota, developed
the CMCA project. The Alcohol Epidemiology Program (AEP) is a research
program within the School of Public Health, University of Minnesota in
Minneapolis. The AEP conducts policy-evaluation research on specific initia-
tives to prevent alcohol-related problems and studies community coalitions
and other efforts to change the social and policy environment around alco-
hol. In recent years, AEP has studied adolescent drinking, community organ-
izing efforts, randomized community trials, alcohol-involved traffic crashes,
effects of macroeconomic conditions on drinking rates, training for alcohol
outlet managers and servers, natural experiments with changes in alcohol

policies, and public opinion surveys.

CONTACT INFORMATION

For more information, contact:

Alcohol Epidemiology Program
University of Minnesota

1300 South Second Street, Suite 300
Minneapolis, MN 55454-1015
Phone: (612) 626-7435

Fax: (612) 624-0315

E-mail: aep@epi.umn.edu

Web site: www.epi.umn.edu/alcohol

RECOGNITION
Model Program—Substance Abuse and Mental

Health Services Administration, U.S.

Department of Health and Human Services
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Community Trials Intervention
To Reduce High-Risk Drinking

Community Trials Intervention To Reduce High-Risk Drinking
(RHRD) is a multicomponent, community-based program developed to
alter alcohol use patterns of people of all ages [e.g., drinking and driving,
underage drinking, acute (binge) drinking] and related problems. The

program uses a set of environmental interventions including:
= Community awareness
= Responsible beverage service (RBS)
= Preventing underage alcohol access
= Enforcement
= Community mobilization

The program’s aim is to help communities reduce various types of

alcohol-related accidents, violence, and resulting injuries.

INTENDED POPULATION

Each of the six intervention and comparison communities located in
northern and southern California and South Carolina had approximately
100,000 residents. The communities were racially and ethnically diverse
and included a mix of urban, suburban, and rural settings.

S U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
é Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results
= Decreased alcohol sales to
youth

» |[ncreased enforcement of
DUI laws

= Implementation and enforcement
of RBS policies

= Adoption of policies limiting
the dense placement of
alcohol-selling establishments

= |ncreased coverage of alcohol-
related issues in local news
media

INTERVENTION

Universal
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LOG RELATIVE RATES

DIFFERENCE FROM TREND
(LOG RELATIVE RATES)

UTCOMES

= 51% decline in self-reported
driving when “over the legal
limit” in the intervention commu-
nities relative to the comparison
communities

6% decline in self-reported
amounts consumed per drinking
occasion

49% decline in self-reported
“having had too much to drink”

10% reduction in nighttime
injury crashes

6% reduction in crashes in which
the driver had been drinking

43% reduction in assault injuries
observed in emergency rooms

2% reduction in hospitalized
assault injuries

COMMUNITY TRIALS NIGHTTIME INJURY CRASHES
TREND OF EXPERIMENTAL VS. COMPARISON SITES
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BENEFITS
The program brings about:

= Reductions in intentional and unintentional alcohol-related

injuries (i.e., car and household accidents, assaults)
* Mobilization of community members and key policy makers
® Increased enforcement of drinking and driving laws
= Decreased formal and informal youth access to alcohol

= Responsible alcohol beverage service and sales policies

HOW IT WORKS

For the RHRD program to be successful, the implementing organiza-
tion must first determine which program components will best pro-
duce the desired results for its community. The RHRD program uses

five prevention components, including:

Alcohol Access. Assists communities in using zoning and municipal
regulations to restrict alcohol access through alcohol outlet (bars, liquor

stores, etc.) density control.

Responsible Beverage Service. Through training and testing, RBS
assists alcohol beverage servers and retailers in the development of poli-

cies and procedures to reduce intoxication and driving after drinking.

Risk of Drinking and Driving. Increases actual and perceived risk of
arrest for driving after drinking through increased law enforcement and

sobriety checkpoints.

Underage Alcohol Access. Reduces youth access to alcohol by
training alcohol retailers to avoid selling to minors and those who pro-
vide alcohol to minors, and through increased enforcement of underage

alcohol sales laws.

Community Mobilization. Provides communities with the tools to
form the coalitions needed to implement and support the interventions

that will address the previous four prevention components.

IMPLEMENTATION ESSENTIALS

Understanding the community’s alcohol environment (e.g., norms, atti-
tudes, usage locations, cultural and socioeconomic dynamics, etc.) and
alcohol distribution systems (e.g., alcohol sales licensing, alcohol outlet
zoning, and alcohol use restrictions) is key to the starcup of RHRD.
This requires gathering the data needed to determine which interven-

tions to use and adapting them to the individual community.

Project staff are key to this information gathering and for working with
a wide array of community components, including local community

organizations, key opinion leaders, police, zoning and planning com-

SAMHSA Model Programs = http://model



missions, policy makers, and the general public. Though dependent on
local conditions, staff generally includes the following:

Director—responsible for developing the initiative and its strategy, seek-
ing funding, building coalitions with key community groups and leaders,
and hiring project staff

Assistant director—responsible for day-to-day management of
office operations and staff, recruiting and organizing volunteers, and

implementing interventions/tactics
Data managers—collect information to track program trends

Administrative—assist with managing volunteers and processing infor-
mation; the first line of information for public and other

stakeholders

Volunteers—provide general support for program interventions; elicit
support from the broader community and participation by key
community leaders (e.g., police); assist in the “synergistic” application of
program components, such as media coverage of program efforts; attend
community meetings and hearings to speak or gather information on tar-
geted topics; and assist with public education projects and other interven-

tions as needed

Program Task Force—composed of key community leaders (e.g., police
captains, zoning, public safety and youth commissioners); they can pro-

vide and further build coalitions to support program interventions

Staff can be employees of the lead agency endeavoring to implement the

program or may be hired and separate from existing entities.

Training and Materials

Training and consultation target the specific needs and problems of the
individual community. Consultation is available and is tailored to the

individual site. Training manuals for RBS are available at a minimal cost.

Brochures are also available that offer strategies and tactics for
reducing alcohol use within various areas of the community, such as on
college campuses, in neighborhoods, within the high school

population, etc.

PROGRAM BACKGROUND

The Community Trials Project was originally inspired by the success of
community-wide programs to address chronic health problems such as
cardiovascular disease, results from natural experiments (e.g., reductions
in the minimum drinking age), and earlier community-wide programs
designed to reduce drinking and drinking-related problems. Additionally,
it involved a careful collection of baseline data during the pre-interven-
tion period, adopted well-defined community-level alcohol-related prob-

lems as targets, had a long-term implementation and monitoring period,

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

was followed by a final evaluation of changes in target problems, and
involved an empirically documented successful result in the target attributa-

ble to the intervention.

EVALUATION DESIGN

The project evaluation used a longitudinal, multiple-time series design across
three intervention communities. The matched comparison communities
served as no-treatment controls. Within this design, the effects of project
interventions can be determined by comparing outcomes to those from

matched comparison communities.
Data collected as a part of the evaluation included:
» A community telephone survey including self-reported measures of
drinking and drinking and driving
= Traffic crash records
= Emergency room surveys
= Intoxicated patron and underage decoy surveys
= Local news coverage of alcohol-related topics

= Roadside surveys conducted on weekend evenings

PROGRAM DEVELOPER

Harold D. Holder, Ph.D.

Harold D. Holder, Ph.D., is the principal investigator for the Community
Trials Project, which was developed and implemented by the Prevention
Research Center (PRC), Berkeley, CA, under a grant from the National
Institute on Alcohol Abuse and Alcoholism, National Institutes of Health,
U.S. Department of Health and Human Services. The PRC is 1 of 14 alco-
hol research centers and specializes in the development of and advocacy for
prevention science and related research and is a project of the Pacific Institute

for Research and Evaluation.

CONTACT INFORMATION
Andrew J. Treno, Ph.D.

Prevention Research Center
2150 Shattuck Ave., Suite 900
Berkeley, CA 94704

Phone: (510) 486-1111 Ext. 139
Fax: (515) 644-0594

E-mail: andrew@prev.org

Web site: PREV.org

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.

Department of Health and Human Services
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Coping With Work and Family Stress

Coping With Work and Family Stress: A Workplace Preventive Intervention,
is a 16-session weekly group intervention designed to teach employees how
to develop and apply effective coping strategies to deal with stressors at work

and at home. The program results in—
= Actual reduction in work and family stressors
= Increased use of social support
= Changes in the meaning of stressful events
= Less reliance on avoidance coping strategies
® Increased use of a wider range of stress management approaches
= Prevention or reduction of alcohol and drug use

® Prevention or reduction of psychological symptoms such as depression

and anxiety

INTENDED POPULATION

The program was tested in a wide range of work settings including manu-
facturing, water authority, teleccommunications, and utility companies. The
target population included both men and women working in various occu-
pational groups and of diverse ages and ethnic, racial, and socioeconomic
backgrounds. The participants also varied in education, religious affiliation,

marital status, and number of children.

Y U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
C Substance Abuse and Mental Health Services Administration

% Center for Substance Abuse Prevention
%
"‘-';m www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

PROVEN RESULTS

= 16% increase in the use of active
behavioral coping skills

» 15% increase in the use of social
support coping

= 33% reduction in avoidance coping
(e.g., "l avoided doing anything
about the situation”)

= 17% reduction in social withdrawal
coping (e.g., "I avoided being with
people”)

= 18% reduction among a female sam-
ple and 11% reduction in a male
and female sample in depression,
anxiety, and somatic complaints

INTERVENTION
Universal

Selective

Indicated



Outcomes

= Significant reduction in work and
family stressors

= Significant increase in problem-
solving and cognitive coping
strategies

= Significant reduction in the use of
avoidance coping strategies

= Significant increase in social
support from supervisors and
co-workers

= Significant reduction in use of
alcohol and other drugs

= Significant reduction in depres-
sion, anxiety, and somatic
complaints

BENEFITS

= Reduced work and family stressors

® Increased social support from supervisors and coworkers
» Enhanced use of effective coping strategies

* Decreased use of avoidance coping strategies

= Fewer psychological symptoms

®= Less alcohol consumption

= Less use of illicit substances

HOW IT WORKS

Companies provide release time so that employees can participate in the
program consistently. The first component of the program teaches
methods that can potentially eliminate or modify sources of stress. The
second component teaches techniques that help to modify cognitive and

appraisal processes that lead to or exacerbate stress. The third component

emphasizes stress management and reducing the use of avoidance coping
and other negative tension-reducing behaviors. In the final session,
participants form personalized stress management plans to maintain the
Study 1: Effectiveness of Work program’s beneficial effects.
and Family Stress
Intervention in Reducing
Alcohol Consumption

Specific techniques include didactic presentations, group discussion and
P q p group
problem solving, and looking at personal experiences. The strategies provide

opportunities to learn a wide range of active coping skills, to consider ways
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to make better use of social networks, and to practice specific stress manage-
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ment approaches. Though the program is conducted in a group setting, it
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Pretest Posttest 6-Month Followup
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Dissemination. The program uses a “train-the-trainer” model involving
personnel in the workplace or other professionals in the community to
implement the program. Training takes 3 full days with two trainers, with
Study 1: Effectiveness of Work
and Family Stress
Intervention in Reducing
Psychological Symptoms

up to 20 participants in each training series. The training is intensive, using
instructive and personal experience. Onsite or telephone followup is essen-
tial to guarantee program fidelity and to troubleshoot issues that might arise

once implementation in the work setting begins. It is vital to have strong

(=]

management support for the program, with a commitment to provide

)

release time for employee participation.

N

Individuals training to implement the program receive intervention materi-

H

58.2 als (at cost), including a curriculum (Managing Work and Family Stress: A
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Coping Skills Intervention), a supply of handouts for each session, and CDs

—#= |ntervention Control
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that illustrate stress management techniques. When the program is imple-
mented, these materials are provided to the employees so they can practice
using new coping strategies and stress management techniques at home

between sessions and after completing the program.

Implementation. Sixteen 1'.-hour sessions are conducted by a trainer
with a group of 15 to 20 employees. The trainer needs approximately 4 to 6
hours per week to prepare and deliver the course, and the need for adminis-
trative support is minimal. Space for conducting the sessions is provided by
the company. Equipment and materials include a flip chart, handouts, CD,
three-ring binders for all participants, and the optional use of an overhead

projector or PowerPoint for presentations.

PROGRAM BACKGROUND

The model is derived from Pearlin and Schooler’s hierarchy of coping mecha-
nisms as well as Bandura’s social learning theory. The NIDA- and NIAAA-
funded investigations provided the basis for development of the Yale Work
and Family Stress Program. The curriculum that guided the intervention for
these two studies placed a major emphasis on the role of stress, coping, and
social support in relation to the occurrence of substance use and psychological
symptoms. Ultimately, a 16-session program was created to teach employees
effective methods for reducing risk factors and enhancing protective factors.
The two studies involved rigorous experimental designs and provided evi-
dence that those who participated in the program showed significantly greater
decreases in substance use and psychological symptoms compared to control

group participants.

EVALUATION DESIGN

Two studies funded by the National Institute on Drug Abuse (NIDA) and
the National Institute on Alcohol Abuse and Alcoholism (NTAAA) assessed
whether the program was effective in reducing substance abuse and psycho-
logical symptoms. Study 1 involved 239 female secretarial and clerical
workers employed at one of four sites in Connecticut-based corporations.
The companies represented manufacturing, utility, and telecommunication
companies. Eligible volunteers were randomly assigned within each site to
the program or the control group.

Study 2 involved 468 male and female employees working at one of three
sites in Connecticut: two large water authority companies and one manufac-
turing plant. The sample included a cross-section of all occupational groups
within the sites. All employees were invited to participate, and those who
volunteered were randomly assigned within each site to one of three condi-
tions: a 16-session coping-skills intervention, an 8-session attention control

group, or a no-treatment control condition.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM DEVELOPERS

David L. Snow, Ph.D.
Katherine Grady, Ph.D.

David L. Snow, Ph.D., is a professor of psychology in psychiatry, Child Study
Center, and epidemiology and public health, Yale University School of
Medicine. He is also the director of the Division of Prevention and Community
Research and The Consultation Center, Department of Psychiatry. He has
extensive experience in the design and evaluation of preventive interventions in
community settings, especially in the workplace and schools, and in research
aimed at identifying risk and protective factors that are predictive of psychologi-
cal symptoms and problem behaviors. His workplace research has involved the
use of rigorous experimental designs to assess intervention effectiveness across
multiple settings and with diverse employee populations. Dr. Snow has con-
ducted research examining the precursors, correlates, and outcomes of intimate
partner violence among both male and female populations and has undertaken
the evaluation of interventions to prevent family violence. He has special inter-
ests in the protective and stress-mediating effects of coping and social support,
methodological and ethical issues in prevention research, service system develop-

ment, and technical assistance and organizational consultation.

Katherine Grady, Ph.D., is an organization consultant in private practice and an
associate clinical professor of psychology in psychiatry at Yale University. She
was director of organization development and adult programs at The
Consultation Center from 1979 to 1998 and was program director for the Yale
Work and Family Stress Project. As program director, she worked collaboratively
with Dr. Snow in developing the curriculum and overseeing the implementation
of the Work and Family Stress program in company sites. A licensed psycholo-
gist for more than 20 years, Dr. Grady is also the chief assessor and trainer for
the Center for Creative Leadership Programs conducted by Rensselaer at
Hartford. In this role, she is involved in the comprehensive assessment and
development of senior executives. She is also a senior associate with Lansberg,
Gersick and Associates, a family-business consulting firm.

CONTACT INFORMATION
David L. Snow, Ph.D.

Division of Prevention and Community
Research and The Consultation Center
Department of Psychiatry, Yale University
389 Whitney Avenue

New Haven, CT 06511

Phone: (203) 789-7645

Fax: (203) 562-6355

E-mail: david.snow@yale.edu

Susan O. Zimmerman, LCSW

Division of Prevention and Community
Research and The Consultation Center
Department of Psychiatry, Yale University

E-mail: susan.zimmerman@yale.edu

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services
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Creating Lasting Family
Connections

Creating Lasting Family Connections (CLFC) is a comprehensive family
strengthening, substance abuse, and violence prevention curriculum. CLFC
has demonstrated that youth and families in high-risk environments can be
assisted to become strong, healthy, and supportive people. Program results,
documented with children 11 to 15 years old, have shown significant
increases in children’s resistance to the onset of substance use and

reduction in use of alcohol and drugs.

CLFC provides parents and children with strong defenses against environ-
mental risk factors by teaching appropriate skills for personal growth, family
enhancement, and interpersonal communication, including refusal skills for

both parents and youth.

INTENDED POPULATION
CLFC is designed for youth 9 to 17 years old and their families. The

populations that participated in the evaluations were primarily African
American, White, or of mixed ethnicity; were 11 to 15 years of age; and lived
in rural, suburban, or urban settings. The program has been implemented in
40 States with a variety of populations, including Hispanics/Latinos, Asian
Americans, and Native Americans. CLFC has been successfully implement-
ed in schools, faith communities, recreation centers, community settings,

juvenile justice facilities, and other settings.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
g ﬁ Center for Substance Abuse Prevention

“
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Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results*

» Delayed onset of substance use
for participating youth

» Decreased use of substances
among participating youth

® |ncreased parents’ knowledge
and appropriate beliefs about
substance use

= |[ncreased parental involvement in
setting rules about substance use

*Compared to nonparticipants.

INTERVENTION
Universal

Selective

Indicated



Mean Score

OUTCOMES

The CLFC program evaluation found
positive effects on family and youth
resiliency and on substance use
among youth 11 through 15 years of
age. The program also increased com-
munity resiliency by empowering com-
munity volunteers to identify, recruit,
and retain families.

CLFC Parent Outcomes: Increased Substance Abuse
Knowledge, Communication and Management Skills
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Substance Abuse  Youth Involvement Family
in Setting Alcohol &  Communication
Drug Rules

Statistically significant overall program
effects on family resiliency included:

= Improved parental knowledge of
and beliefs about substance use

= |[ncreased youth involvement in
setting rules related to substance use

= Increased use of community services

Positive effects on youth resiliency
included:

= |[ncreased use of community
services when personal or family
problems arose

= Increased bonding with mother,
father, and siblings

» [ncreased community involvement
under specific conditions

In addition, the program improved
family modeling of alcohol use in
African-American communities and
moderated overall family alcohol use.
Most important, the evaluation found
that reductions in substance use
among youth who participated in the
program were conditionally related to
changes in family-level and youth-level
resiliency factors targeted by the
program.

BENEFITS
CLFC is designed to—

= Improve refusal skills, resulting in both delayed onset and reduced use
of substances by youth

® Increase communication and bonding between parents and children

= Foster greater use of community services in resolving family and per-
sonal problems

= Decrease uncontrolled behavior (i.e., reduce violence)

HOW IT WORKS

Implementing the CLFC model involves—

® Identifying, recruiting, assessing, and selecting the community
system(s) that will serve as the focal point of the program.

® Creating, orienting, and training a small cadre of community
volunteers to advocate for youth and their families in high-risk
environments, and recruiting and helping retain those families in the

program.

= Recruiting youth and families in high-risk environments who are will-
ing to participate in the program.

= Administering six highly interactive training modules, three each to
both parents and youth, separately (i.e., one module on substance use
issues, a second on personal and family responsibilities, and a third on
communication and refusal skills).

= Providing early intervention services and followup case
management services to connect families to community resources and

appropriate alternative activities when necessary.

IMPLEMENTATION ESSENTIALS

For a high-fidelity replication of CLFC, at least two part-time facilitators are
needed for each of the parent and youth modules. After the recruitment
phase, these four part-time facilitators can work with up to 30 families, 1 day
per week, 4 hours a day, for the duration of the 20-week program. A mini-
mum of two facilitators for each group is strongly recommended because a
team approach significantly enhances the group learning experience and is

likely to increase the participants’ positive response to the program.
Program startup takes 1 to 3 months, and includes:

® 5 to 10 days of training by the developer

* Community mobilization activities

® Identification and recruitment of parents and youth

SAMHSA Model Programs = http://model



Facilitators should provide weekly 2.5-hour parent and youth training
sessions for a 20-week period. However, the modules may be offered in
5-week increments throughout the year if families are unable to commit to a
20-week program. Facilitators also are responsible for case management or
referrals to community services (an optional element when used with univer-

sal populations).

PROGRAM BACKGROUND

CLEFC is the national dissemination model based on the results of Creating
Lasting Connections (CLC), a 5-year Substance Abuse and Mental
Health Services Administration’s Center for Substance Abuse Prevention
research demonstration project. The project was designed as an ecumenical,
community-based program focused on increasing community, family,
and individual youth protective factors that would delay the onset and
reduce the frequency of substance use. The program was delivered to at-
risk 11- to 15-year-old youth through the implementation of a preexist-
ing and privately developed prototype version of CLFC. The external
evaluation of the CLC program showed that the program increased key
resiliency factors and (through moderating effects) delayed the onset of
substance use and reduced the amount of use.

EVALUATION DESIGN

The CLFC program was evaluated rigorously using random assignment pro-
cedures, valid and reliable outcome measures, and multivariate analysis meth-
ods to uncover direct and conditional relationships between the program and

outcomes.

PROGRAM DEVELOPER
Ted N. Strader, M.S.

Ted N. Strader is founder and executive director of the Council on
Prevention and Education: Substances, Inc. (COPES). Under his
leadership, COPES has implemented projects on substance abuse and
violence prevention, solvent inhalation prevention, research, parent edu-
cation, and voluntarism. In addition, Mr. Strader has published several
articles, produced films, and presented papers and workshops at many
local, State, and national conferences on drug abuse. He has recently
written a book, Building Healthy Individuals, Families and

Communities: Creating Lasting Connections.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

CONTACT INFORMATION RECOGNITION

Ted N. Strader or Teresa A. Boyd Model Program—Substance Abuse and
COPES, Inc. Mental Health Services Administration, U.S.
845 Barret Avenue Department of Health and Human Services
Louisville, KY 40204 _ )
Phone: (502) 583-6820 Model P.rogram—OﬂFice 'of Juvenile Justice
Fax: (502) 583-6832 and Delinquency Prevention, U.S.

) Department of Justice
E-mail: tstrader@sprynet.com p J

Web site: www.copes.org Promising Program—U.S. Department of

Education

Special Recognition Award—White House
Office of National Drug Control Policy

Selected for worldwide replication by the
International Youth Foundation—YouthNet
Model Program

http://modelprograms.samhsa.gov = 1 877 773 8546



DARE To Be You

DARE To Be You (DTBY) is a multilevel, primary prevention program
for children 2 to 5 years old and their families. It significantly lowers the
risk of future substance abuse and other high-risk activities by dramati-
cally improving parent and child protective factors in the areas of com-
munication, problem solving, self-esteem, and family skills. Program

interventions are designed to—

= Improve parents’ sense of competence and satisfaction with being a

parent

= Provide parents with knowledge and understanding of appropriate

child management strategies
= Improve parents’ and children’s relationships with families and peers
= Boost children’s developmental levels

DARE To Be You program materials are available in English and Spanish.

INTENDED POPULATION

The original participants were Native American, Hispanic/Latino,
African American, and White parents and their preschool children at
locations across Colorado. Additional participants included siblings,
Head Start teachers, day care personnel, and other supportive
community members who worked with the families. Positive results held

true for all sites and ethnic groups.

4 y U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
for Every Community

Proven Results

» |[ncreased parental effectiveness
and satisfaction, maintained
over 2 years*

= |ncreased appropriate parental
limit setting, maintained for 2
years

= Decreased parental child
blaming and harsh punishment

®» I[ncreased child developmental
level, maintained for at least
2 years*
*Compared to control group.

INTERVENTION

Universal

Selective



OUTCOMES

= Significantly increased satisfaction

with support systems and self-
sufficiency = Increased satisfaction with and positive attitude about being a parent

BENEFITS

= Improved parental competence

= Better child selfmanagement = Adoption and use of nurturing family management strategies

and family communication ® Increased and appropriate use of limit setting
reported by families

= Substantial decreases in parental use of harsh punishment

" 45% of the families had a male = Significant increases in child developmental levels
father figure participate and

complete the intervention HOW IT WORKS

The DARE To Be You program should have a site sponsor—a key
agency that works with families. While the site sponsor may vary with

. the needs of the community, it must be respected by the community.
Effect sizes for DARE To Be You

(Changes between baseline and 1-year followup; : - ) i
effect size of .20 is small, .50 is medium, .80 is large) schools, family centers, or coalition groups. The program is delivered to

Sponsors may be Head Start or other preschool educational programs,

families at a site convenient to the families in a location comfortable
1.5

for families to attend. The program consists of three components:
1 B Control

= Family Component, which offers parent, youth, and family train-

ing and activities for teaching self-responsibility, personal and par-

0.5 1
o ‘ enting efficacy, communication and social skills, and problem-solv-

ing and decisionmaking skills. It consists of an initial 12-week fam-

Effect size

Parental Comy i i Child D

ily workshop series (30 hours) and semiannual 12-hour reinforcing

family workshops. (Post-DTBY support groups are also recom-

mended.)
Effect sizes for DARE To Be You = School Component, which trains and supports teachers and child-
(Changes between baseline and 1-year followup; care providers who work with the target youth.

effect size of .20 is small, .50 is medium, .80 is large) . . )
= Community Component, which trains community members who

interact with target families, local health departments, social servic-

es agencies, family center personnel, probation officers, and coun-

O Treatment I
m Control selors.

Both School and Community Component participants have the same
r 15-hour training requirement. Training for childcare providers and
| HarshPunishment  ProblematicChild _ Open Communication involved community members will also be held at a place deemed

Behavior

-

Effect size
o
5,

o

b
2

=N

appropriate by the site sponsor.

IMPLEMENTATION ESSENTIALS

For the Family Component, DTBY activities require a room large
enough to handle up to 45 family members and staff, 2 or more break-
out rooms for 20 to 30 children, and space for the family meal. One
medium-size room is needed for teacher and community member

training.

SAMHSA Model Programs = http://model




A positive and nurturing staff of 3 part-time professionals is required to
effectively deliver DTBY to 20 adult family members and their children

(per session), including:

A Site Coordinator who works with referral sources; recruits, screens,
hires, and supervises staff; and contracts for initial training and assists
with program logistics. This 10-hour per week position requires a bache-

lor’s degree.

The Parent Trainer/Facilitator conducts weekly family workshops,
monthly post-DTBY, and bimonthly reinforcing workshops. This 10-
hour per week position, which also requires an undergraduate degree,
coordinates its parent activities with the child program staff and may
provide teacher and community training. Trainers should budget 80
hours to prepare, promote, and implement the Teacher and Community

Components.

A Child Program Coordinator/Teen Trainer-Supervisor prepares and
implements the children’s program; trains, monitors, and mentors teen

teachers; and assists with workshop logistics. A bachelor’s degree is pre-

ferred for this position that requires 10 to 12 hours a week.

Teen Teachers are recruited to work with the program children 3 hours

a week. Two to 5 hours of clerical/administrative support will be needed.

Evaluation Staff is required by research design.

Training and Materials

Three days (20 hours) of onsite implementation training for up to

35 site team members, plus 2 hours of technical assistance (TA) by tele-
phone, is available from DTBY staff. Followup implementation/

site visits (1-day minimum) and other TA packages are also available.
Printed program materials available from the Colorado State University

Cooperative Extension include:

* DARE 1o Be You Parent and Preschool Training Guides (English or
Spanish/English)

= DARE To Be You K-12 Substance Abuse Prevention Curriculum
= Promotional video

= Puppet patterns or a set of all four ready-made puppets

* DARE 1o Be You Community Training Manual

= Parent and child activity booklets

= Optional program brochures, awards, and buttons

= Preschool activity kit

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM BACKGROUND

The DARE To Be You program began in 1979 with a research grant from the
Centers for Disease Control and Prevention, U.S. Department of Health and
Human Services, to establish a community-based system to help decrease alco-
hol and tobacco use by youth 8 to 12 years old. In 1985, the U.S. Department
of Education funded development of a K-12 curriculum and corresponding
teacher training. In 1989, the Substance Abuse and Mental Health Services
Administration’s Center for Substance Abuse Prevention funded the develop-
ment and evaluation of the component for families and their preschool youth
described in this fact sheet. A 2-year project ensued, and the DTBY principles
were tested with these youth as they became 10 to 14 years of age. Because of
the positive results of this research, for 14 years the Colorado Department of
Health included DTBY in its community team prevention efforts. Requests
from both researchers and community teams led to development of the teacher

training/school component and the family component.

EVALUATION DESIGN

Families with children 2 to 5 years old were randomly selected into control
and experimental groups. The parents in each group completed a battery of
pretests and 1-year and 2-year followup surveys. The experimental group also
completed a posttest immediately after completing a 12-week, 20-plus-hour
intervention. Child program staff completed pre- and postprogram surveys
on the participating youth. The survey instruments are described by our eval-
uation protocol (see Outcomes). In addition to the outcome variables meas-
ured, process measures included workshop environment scales, workshop log
sheets that documented activities, staff, participants, and the environment of
each workshop. Community agencies completed surveys on the program.
Results included statistically significant decreases and/or delays in onset of
alcohol and tobacco use in the experimental over the control peers.

PROGRAM DEVELOPER

Jan Miller-Heyl, M.S.

Jan Miller-Heyl began the DARE To Be You program in 1979. With a back-
ground in physiological, biomedical, and ecological systems research, Ms.
Miller-Heyl’s commitment to conduct prevention/intervention of problem
behaviors with an ecological or systems approach evolved naturally. Her
belief that involving entire families in the prevention/intervention process led
to the commitment use incentives to increase family dosage. Over time, Ms.
Miller-Heyl found that the addition of school and community components
also is necessary for a successful systems approach. Following the theoretical

base of Bandura, the DTBY program builds on strengths to establish efficacy.

CONTACT INFORMATION

Jan Miller-Heyl, M.S.
Colorado State University
Cooperative Extension
215 N. Linden, Suite E
Cortez, CO 81321
Phone: (970) 565-3606
Fax: (970) 565-4641
E-mail: darecort@coop.ext.colostate.edu
Program information, including ordering forms

for training and materials, will be faxed or
mailed on request.

Free information that can be e-mailed as attach-
ments or downloaded from the SAMHSA
Model Programs Web site includes:

= Replication Manual

= Evaluation Protocol (Instruments are

not owned by the DTBY program)

= Fidelity Instruments

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.
Department of Health and Human Services

Exemplary Program—National Association
of State Alcohol and Drug Abuse Directors and
the National Prevention Network

Building Human Capital Award—U.S.

Department of Agriculture

Distinguished Service Award—Cooperative

Extension Service

Excellence in Prevention—Colorado Governor’s

Award

Champion for Children and Families,
Individual Award—Colorado Mothers, Inc.

http://modelprograms.samhsa.gov =
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Early Risers: Skills for Success

Early Risers is a multicomponent, high-intensity, competency-enhancement

program that targets elementary school children 6 to 12 years old at high
risk for early development of conduct problems, including substance use.
Early Risers is based on the premise that early, comprehensive, and sus-

tained intervention is necessary to target multiple risk and protective fac-
tors. The program uses a full-strength intervention model with two com-
plementary components to move high-risk children onto a more adaptive

developmental pathway. Interventions include:
= Child social skills training and strategic peer involvement
= Reading and math instruction and educational enrichment activities

= Family support, consultation, and brief interventions to cope

with stress
= Proactive parent-school consultation

= Contingency management of aggressive, disruptive, and
noncompliant child behavior

The enhanced competence gained through Early Risers leads to the devel-
opment of positive self-image, independent decisionmaking, healthy prob-
lem solving, assertive communication, and constructive coping. Once
acquired, these attributes and skills collectively enable youth to resist per-
sonal and social forces that encourage early substance use and potential

abuse and dependency.

INTENDED POPULATION

Early Risers is a prevention program for children 6 to 10 years old and
their families. Original participants were primarily Whites residing in

semi-rural communities. Subsequent replications of the program have

SERVICES,,
& S

a U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

C Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
'k""lmm www.samhsa.gov
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Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*

= Significant gains in social
competence including improved
social skills and social adaptability

= Significant gains in academic
achievement

= Children with the most severe
aggressive behavior showed
significant reductions in self-
regulation problems

= Children whose parents achieved
recommended levels of
participation reported less parental
distress and improved methods for
disciplining children
* Relative to comparisons. Different tests focus

on changes over time between program and
control.

INTERVENTION

Indicated



OUTCOMES

High-risk children whose parents received
50 percent or more of recommended FLEX
home visiting contact time showed improve-
ment on academic achievement, reduced
attention/concentration problems, and
improvement in social skills and overall
social competence. Compared to high-risk
control participants, high-risk program partici-
pants made significant improvements in a
number of areas, including:

= Academic achievement: High-risk
children receiving the program showed
significant improvement in rate of
academic achievement with this effect
primarily accounted for by gains in basic
reading skills. This effect held true for
boys and girls.

Self-regulation: Both program and
control children showed reductions in
self-regulation problems. However, those
program children with the highest level of
aggressive behavior showed significant
reductions in behavioral problems as
compared to their high aggressive con-
trol counterparts.

Social competence: High-risk children
receiving the program made significant
gains in social skills, social adaptability,
and leadership following 3 years of
intervention.

Parents of children with the highest level of
aggressive behavior, who received 50 per-
cent or more of recommended FLEX contact
time, reported improved investment in their
child and less personal distress.

Academic Achievement Over Time

-« Control

—¢ Intervention

Baseline Posttest 1 Posttest 2 Posttest 3

Z-Score is a standardized score with a mean of 0 and a standard deviation of
1. It expresses how far a subject’s score lies from the mean distribution of the
score of a normative group representing the general population.

involved African American children and their families living in economi-
cally disadvantaged urban communities. The program is specifically aimed
at children who display early aggressive, disruptive, and/or nonconformist

behaviors.

BENEFITS

= Positive self-image

= Self-regulation and constructive coping

= Healthy problem-solving and assertive communication skills
= Positive peer affiliations

= Positive attitudes toward learning

= Parental competence and capacity to support and nurture children’s

development

HOW IT WORKS

A family advocate is responsible for running Early Risers. This individual
coordinates and provides services for the CORE (child-focused) and
FLEX (parent/family-focused) components. The family advocate is respon-
sible for delivering Early Risers’ manualized program to children and their

parents, year-round, at school and at home.
For the CORE component, the family advocate is responsible for:
= Regularly visiting the child’s school
= Consultation with teachers
= Individual mentoring of the student
= Facilitating improved communication between home and school

= Teaching children the skills necessary to make and sustain

friendships
= Providing recognition for children’s efforts and accomplishments
= Administration and coordination of summer school program
In the role of FLEX home visitor, the family advocate:
= Schedules regular home visits
= Develops supportive relationships with parents
= Assesses family strengths and needs
= Assists in family goal-setting and strategic planning
= Brokers community services

Early Risers is best implemented in schools or local community centers.
A Summer Program component is ideally delivered in community school
settings, but also can be run in community centers, faith-based centers,

or similar locations. The Summer Program also requires a larger staff.

SAMHSA Model Programs = http://model,



IMPLEMENTATION ESSENTIALS
Staffing

Cost-effective operation of Early Risers requires one family advocate for
every 25 to 30 child/family participants. A qualified family advocate
must have a minimum of 2 years of field experience in human services
and a bachelor’s degree in social work or related field. A supervisor,
responsible for staff recruitment, education, training, oversight, and

evaluation, also is needed.
Program Training and Materials

A 5-day training program can be held at the host site for up to 20 family
advocates and program supervisors. Further technical assistance via site vis-
its or phone contact is recommended. Early Risers also offers a Skills for
Success Training Manual, “Skills for Success” program video, and other pro-

gram resources.
Timeline

= Startup activities will require 3 to 6 months. They include screening and
recruiting children and their families, recruiting and training program
family advocates, developing referral sources and relationships with

community service providers, and obtaining school support.

= Program implementation starts with a 6-week Summer Program that
runs 4 days per week. Program components include academic instruc-
tion, social skills training, cultural education, and creative arts and

sports skills instruction.

= The Check and Connect Program begins shortly after the start of
the school year and runs concurrently until the end of each school
year for 2 to 3 years. Family advocates visit each child’s classroom on a
weekly basis to consult with teachers and provide one-on-one mentor-
ing to the child when indicated.

= The Family Program also begins shortly after the start of the school
year. Parent and child groups are assembled and meet for biweekly
evening sessions (12 sessions in years 1 and 2 and 6 sessions in year 3).
Sessions begin with a communal family dinner followed by concurrent
parent and child groups that last approximately 90 minutes and con-
clude with a 30-minute parent-child interactive activity.

= FLEX Family Support Program begins approximately 3 months into
the school year and runs continuously thereafter. The amount of
FLEX contact time will vary for each family based on need. A

minimum of six home visits per year is reccommended.

orograms.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM BACKGROUND

Over a 10-year period, Early Risers evolved from a school-based intervention
delivered by teachers and expert consultants to a community-based
intervention delivered by community providers. Its home visitation delivery
system provides for interventions and services that are tailored to each

family’s strengths, needs, and barriers to participation. Several variations of the
program now exist, each contextualized to accommodate both urban and rural

implementation.

EVALUATION DESIGN

The intervention was tested using a multiple time-series design involving a
baseline assessment and three annual assessments thereafter. Children were
screened for risk (i.e., aggressive behavior) during kindergarten and

randomly assigned (nested within schools) to either the program or
no-program (i.e., control) conditions. Eighty-two percent of the participants
completed the 3-year prevention trial. Rate of attrition and characteristics of
those who failed to complete the trial did not differ for program and control
groups. Outcome variables were specified that corresponded to four global
competence domains (i.e., academic competence, social competence,
self-regulation, and parent investment), each of which included several specific

skill domains.

PROGRAM DEVELOPERS

Gerald J. August, Ph.D.

George M. Realmuto, Ph.D.

Michael L. Bloomquist, Ph.D.

Early Risers “Skills for Success” was developed by Drs. Gerald J. August, George
M. Realmuto, and Michael L. Bloomquist at the Center for Prevention and
Children’s Mental Health at the University of Minnesota. This group of prevention
specialists is involved in the design and evaluation of community-based prevention
programs that address serious conduct problems experienced by youth such as drug

abuse, violence, and delinquency.

CONTACT INFORMATION

Gerald J. August, Ph.D.

Division of Child and Adolescent Psychiatry
University of Minnesota

F256/2B West

2450 Riverside Avenue

Minneapolis, MN 55454-1495

Phone: (612) 273-9711

Fax: (612) 273-9779

E-mail: augus001@tc.umn.edu

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services
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Families and Schools Together
(FAST): Building Relationships

Families and Schools Together (FAST) is a multifamily group intervention
designed to build protective factors and reduce the risk factors associated
with substance abuse and related problem behaviors for children 4 to 12
years old and their parents. FAST systematically applies research on family
stress theory, family systems theory, social ecological theory, and community

development strategies to achieve its four goals:

* Enhanced family functioning

= Prevention of school failure by the targeted child

= Prevention of substance abuse by the child and other family members
= Reduced stress from daily life situations for parents and children

One of the primary strategies of FAST is parent empowerment: parents
receive support to be the primary prevention agents for their own children.
Entire families participate in program activities that are designed to build
parental respect in children, improve intrafamily bonds, and enhance the
family-school relationship. FAST activities were developed to build the social
capital of parents and provide a safe place to practice parenting. As a result
of this program, the participating children increase their social skills and
attention span while reducing their anxiety and aggression. Research has
shown that these childhood behavioral outcomes are correlated in adoles-

cence to the prevention of substance abuse, delinquency, and school failure.

INTENDED POPULATION

Although FAST was initially developed to serve teacher-identified, at-risk 5-

to 12-year-old elementary school youth and their families, universal recruit-

ment is now the recommended strategy. FAST has been proven effective

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

PROVEN RESULTS*

= 20% teacher-reported improve-
ment at school (bullying, hitting,
stealing, and lying)

= 25% parentreported improvement
at home (misconduct, anxiety, and
attention-span problems)

= 15% teacher-reported reduction in
anxiety/withdrawal

= 15% teacher-reported reduction in
attention-span problems

*Change from the baseline pretest
SCores.

INTERVENTION
Universal

Selective

Indicated
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Outcomes

The FAST experimental studies across
populations and sites show statistically
significant reductions in childhood
aggression and anxiety and increases
in academic competence and social
skills, as rated by either teachers or
parents at 1- or 2-year follow-up. The
outcomes of the single site pre- and
postprogram outcome evaluation
studies are consistent with these find-
ings. (Longitudinal research of child-
hood aggression has demonstrated
that it correlates, at age 38, with
chronic substance abuse problems,
chronic unemployment, school drop
out, and court involvement.)
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Rural Native American Study

Child Behavioral Check List
(CBCL, Achenbach, 1991)

with low- and middle-income, rural and urban, African American, Asian
American, Hawaiian, Hispanic/Latino, Native American, and White fami-
lies. Program adaptations have also been replicated with preschool children
and with teen mothers in Baby FAST.

BENEFITS

= 33% of parents self-refer to substance abuse treatment or mental health

counseling
= 44% of parents return to pursue adult education
= 10% of parents become community leaders
= 86% of parents report ongoing friendships
= Successful with ethnically diverse, low-income communities

= 80% of parents who attend one session complete the 8-week program

HOW IT WORKS

A collaborative team of parents, trained professionals, and school person-
nel recruits and then delivers FAST program components to 5 to 25 fami-
lies at a time. After the team has been created and funding identified, it
takes about 5 months from the beginning of training to the review of the
outcomes report. Team members do not lecture at FAST but structure highly
participatory activities, with turn taking, experiential learning, and parent

support, which allow—

= Family fun without alcohol
= Conflict-free family time in a safe environment

= Parents to rehearse multiple requests for compliant behavior and being
«s 2l
in charge

= Parents to practice “responsive play” with their child with team support
Program components include:
Outreach to recruit whole families to attend 8 weekly multifamily support

groups and monthly multifamily meetings. These face-to-face visits by team

members conducted at times and places convenient for the parent are vital.

Multifamily support groups of 5 to 25 families held weekly for 8 to12
weeks, depending on the age of the designated youth. Family support

group meeting activities are sequential and each session includes—

* A family meal and family communication games

= A self-help parent support group occurring while children engage in
supervised play and organized activities

* One-to-one parent-mediated play therapy
= A “fixed” family lottery (so that every family wins once)

* Opening and closing routines, which model the effectiveness of family
rituals for children

SAMHSA Model Programs = http://model



Multifamily meetings are held monthly after families “graduate” from the 8-
week FAST program. With team support, parents design the agenda to
maintain FAST family networks that were developed and identify/develop
community development goals.

IMPLEMENTATION ESSENTIALS

Each new FAST site must create a collaborative team to be trained and imple-
ment the multifamily support groups. This team must be culturally represen-

tative of the families being served in FAST, and have representatives from—

= Community agencies—one substance abuse professional and another

person who can provide mental health and domestic violence services
= School
= A parent whose child attends the school

In addition to the team listed above, the middle school FAST team must also
include—

= A youth advocate (adult)
= Two middle school youth (girl and boy)

Adaptation

Although FAST has a very rigorous curriculum, the model also has built-in
options for local adaptations. Forty percent of the curriculum is required
and cannot be changed or adapted by local sites. However, 60 percent of the
FAST program can be changed to meet the needs of local sites as determined
by the team. Each school or community should run two to three FAST
groups per year and, to facilitate the process, one dedicated half-time staff

person per site is recommended.

Space and Materials
Program implementation requires a single space large enough to host 60 to 80

people, as well as a separate play area, parent meeting room, and eating area.

Training and Technical Assistance

FAST training is purchased from FAST National Training Center. The
training package includes five visits with a certified FAST trainer who pro-
vides technical assistance for local adaptation, direct observation of imple-
mentation, and a review of program integrity checklists. Each team member
receives a program manual and 6 days of team training over a 5-month peri-
od. The FAST Web site, www.weer.wisc.edu/FAST, is regularly updated with
new training materials. In addition, national satellite-broadcast trainings are

conducted to allow local teams to stay connected to evolving best practices.

Program Fidelity

Certified FAST trainers are required to conduct three site visits for new pro-
grams in order to monitor the integrity of the program implementation.
Since 2001, an independent evaluation center, Center for Health Policy and

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

Program Evaluation (CHPPE) based at the University of Wisconsin-Madison
Department of Preventive Medicine, analyzes FAST replication data for multi-
site replications and conducts random checks of evaluation reports for patterns

that can improve implementation practices.

PROGRAM BACKGROUND
The FAST program was developed in 1988 to serve teacher-identified, at-risk

elementary school youth and their families. The program design evolved out of
Dr. Lynn McDonald’s work conducting intensive, in-home family therapy with
addicted and court-involved teenagers. Dr. McDonald decided to apply the in-
home therapy model, based on existing family systems and family stress
approaches, to multifamily groups. Her goal was to increase the number of fam-
ilies served and make the treatment more cost effective. Over the past 12 years,
FAST research and development have been sponsored by the U.S. Department
of Health and Human Services, the U.S. Department of Education, and the
U.S. Department of Justice.

EVALUATION DESIGN

Two strategies have been used to evaluate FAST: (1) large multisite studies with
rigorous experimental designs and (2) pre- and postprogram outcome evalua-

tions of every new site. Both are described below:

Experimental Designs: Four different, separately funded research designs
administered by three groups of independent researchers were used to rigorously
evaluate FAST. Each study randomized the families into FAST vs. control (or
comparison), and each tested a different hypothesis using separate measures.
The Gresham and Elliot Social Skills Rating Scale (SSRS) and the Achenbach
Child Behavior Checklist (CBCL) were used across all four studies and meas-
ured child functioning as assessed by parents and teachers. These evaluations
tested program outcomes goals: family support, substance abuse and school fail-

ure prevention, and reduced referrals to special education.

Single Site Pre-Post Outcome Evaluation: Each new FAST site is required to
administer standardized pre- and postprogram questionnaires to parents, teach-
ers, and youth for local evaluation and certification. The data are coded and
entered by staff members of the FAST National Training Center, who oversee

the completion of a final evaluation report for every site.

PROGRAM DEVELOPER

Lynn McDonald, M.S.W., Ph.D.
Dr. Lynn McDonald, family therapist and former social work faculty member,

now is a senior scientist at the Wisconsin Center for Education Research,

School of Education, University of Wisconsin-Madison. She was raised in five

countries, speaks several languages, and is the
mother of two adult children. She is committed
to connecting research and practice, developing
and evaluating research-based best practices, and
creating institutional structures that help today’s
mothers, who are all under stress, support one
another in raising our next generation of citizens.
Dr. McDonald is former president of the
Wisconsin chapter of the National Association of
Social Workers.

CONTACT INFORMATION

Ms. Pat Davenport, CEO

FAST National Training Center
2801 International Lane

Madison, W1 53704

Phone: (608) 663-2382

Fax: (608) 663-2336

E-mail: fast@chorus.net

‘Web site: www.wcer.wisc.edu/FAST

RECOGNITION
Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Family Strengthening Program—Office of
Juvenile Justice and Delinquency Prevention,
U.S. Department of Justice

School Reform Model—Office of Education for
At-Risk Students, U.S. Department of
Education

Innovation in Government (finalist)—Harvard

School of Government and Ford Foundation

http://modelprograms.samhsa.gov = 1 877 773 8546



Families That Care—
Guiding Good Choices

Families That Care—Guiding Good Choices (GGC) is a multimedia
program that gives parents of children in grades four through eight (8 to
13 years old) the knowledge and skills needed to guide their children
through early adolescence. Over the past 20 years, research has shown
that positive parental involvement is an important protective factor that
increases school success and buffers children against later problems such
as substance abuse, violence, and risky sexual behaviors.

This program aims to—
= Strengthen and clarify family expectations for behavior
= Enhance the conditions that promote bonding in the family

= Teach skills to parents and children that allow children to
successfully meet the expectations of their family to resist

drug use

Formerly known as Preparing for the Drug Free Years, GGC offers more
family activities and exercises.

INTENDED POPULATION

GGC, which targets families with children aged 8 to 13, works with
parents and children from various ethnic and socioeconomic backgrounds. It
has been tested with Hispanic/Latino, African American, Samoan,
American Indian, and White families. It has been implemented in diverse

urban and rural communities across the United States.

L SERVICES,
&> sy

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

: C Substance Abuse and Mental Health Services Administration
3 Center for Substance Abuse Prevention
"‘-w www.samhsa.gov

“Lavaza

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results

= Reduced substance use 2 years after
the intervention was completed

= Among those not using substances at
1-year followup, more remained sub-
stancefree at 2-year followup (relative
risk reduction of 26%)

= Among those using substances at
1-year followup, fewer had progressed
to more serious substances at the
2-year followup

= Significantly lower rates of increase in
initiation of drinking to drunkenness
and marijuana use over a 4-year period

= | ess drinking in the past month (rela-
tive reduction of 40.6%)

= [ncreased parent communication of
substance abuse rules and consequences

= Greater involvement in family activities
and decisions and better ability to
manage anger and conflict

INTERVENTION

Universal



OUTCOMES
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Significant effects on targeted parenting
behaviors were found at posttest and
maintained 1 year later.

At the 2-year followup, youth in the GGC
group who had not initiated substance
use at the 1-year followup were signifi-
cantly more likely to have remained
nonusers than their counterparts in the
control group. Youth in the GGC group
who had initiated substance use at the
1-year followup were significantly less
likely to have progressed to more fre-
quent or varied substance use than youth
in the control group.

At the 3.5-year followup, the increase in
rates of initiation for drunkenness and
marijuana use was significantly lower in
the GGC group than for youth in the
control group. The GGC group also had a
significantly lower proportion of youth
who reported using alcohol during the
previous month, lower frequencies of
alcohol use, and lower growth of alcohol
use frequency.

Past Month Frequency of Drinking Occasions
by Experimental Condition

o= GGC

=&= Control

18 30 48
(7th Grade)  (8th Grade) (10th Grade)

Months

0 6
(Pretest) (Pretest)

GGC and Control Group Improvements in Parenting

Mean Score on Parenting Outcome Measures

Outcome Means by Experimental Condition
4.3

42| [ control Mothers
|:| GGC Program

41
Father:
4.0
Mothers

3.9
3.8
3.7

3.6

3.5

General Child

Intervention-Specific
Management Skills

Parenting Skills

BENEFITS

GGC increases parents’ ability to—

= Provide teenagers with appropriate opportunities for involvement in
the family

= Recognize competencies and skills

= Teach children how to keep their friends and popularity while using
drug-refusal skills

= Set and communicate healthy beliefs and clear standards for

children’s behavior

HOW IT WORKS

GGC comprises five 2-hour sessions usually held over 5 consecutive weeks.
Curriculum can also be presented in ten 1-hour sessions. Session topics

include:
= Preventing substance abuse in your family
= Setting clear family expectations regarding drugs and alcohol
= Avoiding trouble
= Managing family conflict
= Strengthening family bonds

The sessions are interactive and skill-based, with opportunities for

parents to practice new skills and receive feedback from workshop

leaders and other parents. Video-based vignettes demonstrate parenting
skills through the portrayal of a variety of family situations. Families also
receive a Family Guide containing family activities, discussion

topics, skill-building exercises, and information on positive parenting. The
program has been offered to parents in schools, worksites, faith communi-
ties, community centers, homes, hospitals, and prisons. Parents who attend

all five sessions are awarded a certificate of completion at the program’s end.

IMPLEMENTATION ESSENTIALS
The workshop leaders who conduct GGC should be skilled in providing

parenting workshops, understand the principles of adult learning, and

be knowledgeable about risk and protective factors as they relate to
prevention. It is highly recommended that workshop leaders attend a
3-day workshop leader’s training event. Two co-leaders, who share respon-
sibilities for instruction, modeling skills, and answering questions, lead the
workshops. It is recommended that this two-person team consist of a par-
ent and someone with group facilitation experience. It is most beneficial if
workshop leaders are representative of the community.

SAMHSA Model Programs = http://model



The GGC workshop site should be in an accessible, safe, and familiar part
of the neighborhood. Although it’s not mandatory, providing participants
with transportation, food, and childcare will support parent recruitment
and retention. The site should have enough meeting space to comfortably
accommodate parents and their children and should be equipped with
video equipment, an easel or chalkboard, and an overhead projector (or
computer-based LCD projector). All other materials for the workshop
come with the purchase of the GGC Workshop Kit or are provided when
attending an GGC workshop leader’s training event.

PROGRAM BACKGROUND
GGC, formerly named Preparing for the Drug Free Years, grew from

research that showed that positive parental involvement is an important fac-
tor in helping children resist substance use and other antisocial behaviors.
GGC'’s curriculum was developed to teach parents the skills they need to
reduce the risk factors and enhance the protective factors that can help

prevent substance abuse in their families.

The GGC curriculum was field-tested for 2 years in 10 Seattle public
schools before being made into a video-assisted program for wider
distribution in 1987. Since 1987, GGC has been implemented in more
than 30 States and Canada. The program has trained more than 120,000

families.

EVALUATION DESIGN

In addition to the initial field tests, the curriculum has been tested in a
controlled trial in a rural setting, as part of a regional broadcast media
program, in different statewide implementations, within a health mainte-

nance organization, and in a project focusing on families of color.

The most comprehensive test of this program was a randomized clinical
trial led by Dr. Richard Spoth at Iowa State University. Families of sixth
graders enrolled in 33 rural schools in 19 contiguous counties in a
Midwestern State participated in this test. Schools were selected based on
school free-lunch-program eligibility and community size (8,500 or
fewer). Schools were assigned using a randomized block design, wherein
blocks were formed on the basis of school size and the proportion of stu-
dents residing in low-income neighborhoods. Within blocks, schools
were assigned to GGC (7 = 221 families) or a minimal contact control
group (7 = 208). The sample completing both pre- and posttests was pri-
marily composed of dual-parent families (85 percent) and Whites (98.6
percent). In 51 percent of the families, the target child for the interven-
tion was female. (Note: Research was done on this program under the pro-

gram’s former name, Preparing for the Drug Free Years.)

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM DEVELOPERS

Richard Catalano, Ph.D.

J. David Hawkins, Ph.D.

Dr. Richard Catalano is a professor and the associate director of the Social
Development Research Group, School of Social Work, University of
Washington, Seattle. For more than 20 years, he has led research and
program development to promote positive youth development and prevent

problem behavior.

Dr. J. David Hawkins is the Kozmetsky Professor of Prevention at the School
of Social Work and the director of the Social Development Research Group,
both at the University of Washington, Seattle. His research focuses on under-

standing and preventing child and adolescent health and behavior problems.

CONTACT INFORMATION

Channing Bete Company

One Community Place

South Deerfield, MA 01373-0200
Phone: (877) 896-8532

E-mail: PrevSci@channing-bete.com

Web site: www.preventionscience.com

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.
Department of Health and Human Services

Programs That Work—National Institute on
Drug Abuse, National Institutes of Health, U.S.

Department of Health and Human Services

Promising Program—Office of Juvenile Justice
and Delinquency Prevention, U.S. Department

of Justice

Promising Program—U.S. Department of

Education

http://modelprograms.samhsa.gov = 1 877 773 8546



Family Effectiveness Training

Family Effectiveness Training (FET) is a family-based program developed for
and targeted to Hispanics/Latinos. It is effective in reducing risk factors and
increasing protective factors for adolescent substance abuse and related disrup-
tive behaviors. FET, applied in the preadolescent years (6 to 12), targets three
family factors that place children at risk as they make the transition to adoles-
cence: 1) problems in family functioning, 2) parent-child conflicts, and 3) cul-
tural conflicts between children and parents. FET uses two primary strategies:

1) Didactic lessons and participatory activities that help parents master effec-

tive family management skills

2) Planned family discussions in which the therapist/facilitator intervenes to

correct dysfunctional communications between or among family members
Interventions employed by FET cover:

= Normal family changes during the transition to adolescence
and related conflict resolution

= Substance use and adolescent alternatives to using
= Parent and family supervision of children and their peer relationships

* Family communication and parenting skills

INTENDED POPULATION
FET helps Hispanic/Latino immigrant families with 6- to 12-year-old chil-

dren, particularly in cases where the child is exhibiting behavior problems,
associating with deviant peers, or experiencing parent-child communication
problems. Program evaluation has only been conducted with Hispanic/Latino

families.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results

= 350 reduction in childrens

disruptive behaviors

® 66% reduction in childrens

associations with antisocial peers

= 349 reduction in childrens

irresponsible behaviors

= 14% improvement in childrens

self-concept

= 75% improvement in family

functioning

INTERVENTION

Indicated



OUTCOMES

FET reduced children’s disruptive BENEFITS

behaviors, promoted maturity ® Improves parental understanding of their children’s cultural assimila-
and reduced personality prob- tion, and children’s understanding of their parents’ Hispanic/Latino
lems, and improved children’s culture, bridging the culture gap between parents and children

self-concept. FET was also shown
to improve family functioning.

= Improves family cohesiveness and child bonding to the family

= Improves parental knowledge, understanding, competence, and skills to

effectively manage children’s behavior

® Increases parental and child knowledge about and negative attitudes
Reduction in Disruptive Behaviors for FET

and Comparison Group toward substance use

= Increases substance use resistance skills in children

o
o
1

= Improves child self-discipline and self-concept

0
o
1

= Reduces child antisocial and immature behavior

o
o

HOW IT WORKS
FET is designed to engage and retain a family in the program by

N
o

o
o

focusing on how the entire family functions and viewing the child’s prob-

Mean Conduct Disorder Score
1

lems as a symptom of cultural differences within the family.

Pretest Posttest . . . )
During the course of 13 family sessions, FET uses the following

strategic interventions:
= Teaching bicultural skills to promote bicultural effectiveness

= Providing Brief Strategic Family Therapy (BSFT), a problem-focused,
Improvement in Family Functioning for FET

/ direction-oriented, and practical approach to the
and Comparison Group

elimination of substance abuse risk factors

Control
FET can be implemented in a variety of settings, including community

(5]

S 14.0 = Educating parents on normal adolescent development
(%]

21201 = Promoting effective parenting skills

c

Qo . . . . .

g 10.0 = Promoting family communication, conflict resolution, and problem-
2 solving skills

>

E 8.0 = Disseminating substance abuse information to parents
N

=

[\v}

(5]

=

6.0 A

social services agencies, schools, mental health clinics, faith communities,

Pretest Posttest and community youth centers. Because FET works with the entire family,

the program is usually limited to afternoons, evenings, and Saturdays.

IMPLEMENTATION ESSENTIALS

FET requires committed, enthusiastic, sympathetic counselors who are
familiar with and respectful toward Hispanic/Latino and American cultures,
languages, and values. Minimum professional qualifications include basic
knowledge of how family systems operate and 3 years of clinical
experience with children and families. The ideal candidate has a master’s
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degree in social work or marriage or family therapy. However, individuals with
a bachelor’s degree and experience working with families may also qualify.

Counselors must be able to—
= Present didactic material in an understandable way
= Elicit family participation in structured exercises

= Intervene in family discussions to improve dysfunctional family

interactions

® Be flexible enough to adapt the intervention to the specific needs of each
family

Each family participates in the program for 13 weeks, with one 1.5- to
2-hour session per week. One full-time counselor can provide FET to 15 to 20

families per week, depending on the experience and maturity of the counselor.

Agencies should allow 6 months to hire and train counselors, develop

referral resources from the community, and recruit and screen participant fami-
lies. The provider agency must be open at times convenient to families, and
provide transportation and childcare when needed.

Videotaping equipment, a monitor, and a VCR are needed for supervision and
review of work. Midsize offices with a blackboard or easel are adequate for
administering FET and videotaping sessions. Finally, visual teaching aids and
handouts for families are required.

PROGRAM BACKGROUND

FET grew out of a long-standing tradition of work with Hispanic/Latino
immigrant families at the Spanish Family Guidance Center in the
University of Miami Center for Family Studies. In the process of imple-
menting BSFT, Center researchers observed that, in many cases, families of
problematic and drug-abusing adolescents were characterized by accultura-
tion differences between parents and adolescents. This resulted in the par-
ents’ inability to communicate effectively with their adolescents. To address
this risk factor, a preventive intervention was developed to correct cultural

gaps between parents and children.

The theory behind this early work was that increasing parents’ familiarity with
American culture and the values and attitudes to which their children were
acculturating, and increasing children’s familiarity with their parents’ Hispanic/
Latino culture, would help to close the family cultural gap, improve family

relationships, and prevent problem adolescent behavior.

The current version of FET was developed to work with families of
preadolescents to foster parenting skills needed in American society before chil-
dren had grown old enough to manifest the cultural gaps associated with prob-
lem behavior and drug abuse in Hispanic/Latino immigrant families.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN

A randomized pretest, posttest, and followup group design was employed.
Seventy-nine Hispanic/Latino families were randomized either to receive FET
or to a minimum contact control condition. Pretest assessments were con-
ducted prior to assignment to condition. Posttest assessments were conducted
at approximately 13 weeks for both the experimental/FET and control fami-
lies (around the time the FET condition was completed). A followup was
conducted 6 months after the posttest. Families assigned to FET received 13
lessons, at a rate of one lesson per week. Families assigned to the control

group had only minimal contact with program staff. (See Ouzcomes section.)

PROGRAM DEVELOPER

José Szapocznik, Ph.D.

Dr. Szapocznik directs the Spanish Family Guidance Center at the University of
Miami’s Center for Family Studies, the Nation’s oldest and most prominent
research center focusing on the development and testing of Hispanic/Latino
family-oriented interventions in the prevention and treatment of adolescent sub-
stance abuse and related behavior problems. Dr. Szapocznik has received a num-
ber of awards and honors for his work, including the 2000 Presidential Award
for “Contributions to the Development of Family-Based Interventions” from
the Society for Prevention Research and, in 1999, the first ever Research Award
from the Substance Abuse and Mental Health Services Administration’s Center
for Substance Abuse Prevention.

CONTACT INFORMATION

José Szapocznik, Ph.D.

Center for Family Studies

University of Miami School of Medicine
1425 N.W. 10th Avenue

Miami, FL 33136

Phone: (305) 243-8217

E-mail: JSzapocz@med.miami.edu

Information on costs, materials,
technical assistance, and other aspects of the

program can be obtained from:

Carleen Robinson Batista, M.S.W.
Center for Family Studies

University of Miami School of Medicine
1425 N.W. 10th Avenue

Miami, FL 33136

Phone: (305) 243-4592

Fax: (305) 243-5577

E-mail: crobins2@med.miami.edu

Web site: www.cfs.med.miami.edu

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.
Department Health and Human Services

Presidential Award—Society for Prevention

Research

Research Award—Center for Substance Abuse
Prevention, Substance Abuse and Mental
Health Services Administration, U.S.
Department Health and Human Services
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Family Matters

*
Family Matters is a home-based program designed to prevent tobacco and Proven Results

lcohol use in children 12 to 14 Id. Th ram is delivered . - ,
alcohol use in children 12 to 14 years o e program is delivere Adolescents in families that received

Family Matters compared to controls
were:

through four booklets mailed to the home and follow-up telephone calls to
parents by health educators. The booklets contain readings and activities

designed to get families to consider general family characteristics and fami-
= 1.4 times less likely to have

smoked cigarettes
= 1.3 times less likely to have used
= Adult supervision and support alcohol

ly tobacco- and alcohol-use attitudes and characteristics that can influence

adolescent substance use, including:

. o o N
Rule-setting and monitoring 1n eeldfifomn:

* Family communication, attachment, and time together
= 90% of program parents

* Education encouragement believed their child's potential
for non-use of alcohol would be
impacted by the program

= Family/adult substance use

= Substance availability

" 96% of program parents
believed their child’s potential
for non-use of tobacco would
be impacted by the program

m Peer attitudes and media orientation toward substance use

Designed for use with any family in which at least one adult can read

English, Family Matters requires a modest time effort from participants

and is capable of broad dissemination by many types of organizations.

INTENDED POPULATION

Family Matters was designed for families with children 12 to 14 years

INTERVENTION

Universal

old. It was implemented in a randomly selected sample of families
throughout the United States. Families were included without considera-

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov




OUTCOMES

Program effects for the prevalence
of adolescent cigarette and alcohol
use are shown in Figures 1 and 2.
For both substances, in the Family
Matters group, adolescent use was
significantly lower 3 and 12 months
after the program, compared to the
control group that did not receive
the program. The differences in
treatment and control group trends
are statistically significant. The
appropriate statistical values and the
methodology underlying their com-
putation is presented in Prevention
Science 2003(1):35-42.

= |n addition, program data
showed that:

= 83% of families completed one or
more program units

= 62% of families completed the
entire program

= At least 90% of parents liked
Family Matters” activities

Youths 12 to 14 years old reporting lifetime
cigarette use: those receiving Family Matters and
control group receiving no intervention

60%

55%

50%

45%

40%

35%

[ 8- control (n=604
30% (n=604)
’ ./ \ -4 Family Matters (n=531)
25% -

Youths using cigarettes

0/
20% Baseline Followup 1 Followup 2
P=.014

Youths 12 to 14 years old reporting lifetime
alcohol use: those receiving Family Matters and
control group receiving no intervention

90%

85%

80%

75%

70%

65%

Youths using alcohol

[ ==~ Control (n=604)
0/
60% | - Family Matters (n=531)

55%

50%

Baseline Followup 1 Followup 2
P=.022

tion of risk factors; i.e., adolescent or family member substance use or
other characteristics. The sample included Asian, African American,
Hispanic/Latino and White American families at all socioeconomic

levels in urban and rural settings.

BENEFITS

= Reduces prevalence of adolescent tobacco and alcohol use

= Focuses adults on behaviors that can encourage adolescent
substance use (e.g., adult smoking and alcohol use, lack of rule-

setting and supervision)
= Prompts parent-child discussion of substance-use refusal skills

= Program delivery requires minimal time, which helps maximize

completion rates

HOW IT WORKS

Four booklets are successively mailed home to parents along with token
participation incentives (Family Matters-imprinted pencil, button, bal-
loon, or magnet). After each mailing, health educators telephone par-
ents to encourage them to complete the book and any included parent-
child activities, and to answer questions. Each booklet contains infor-
mation based on behavioral science theory and research and includes

participant activities. The booklets, in order of delivery, are:

» Why Families Matter—describes the program and encourages
participation
» Helping Families Matter to Teens—considers general family

factors, such as communication skills and parenting styles that

influence adolescent alcohol and tobacco use

» Alcohol and Tobacco Rules are Family Matters—focuses on
behavior-specific factors that families can influence, including the
availability of tobacco and alcohol in the home and family rules

about child substance use

» Non-Family Influences That Matter—deals with non-family influ-
ences on adolescent substance use, such as friends who use and the

media; it also reviews the main points of the program

The adolescent’s mother or mother surrogate usually is the program con-
tact. She is asked to participate in the program and to involve additional
adult family members as well. In addition to reading the booklet, adult
family members are asked to complete activities with the adolescent that
practice key program content areas such as communication skills and rule

setting. Some of the reading material and activities are for adult family
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members only, while other parts of the program are for adult and adolescent
family members. The health educators who conduct follow-up telephone calls
after each mailing never interact directly with the adolescent as part of pro-
gram delivery. Health educators can be culled from within the implementing
organization or surrounding community (e.g., school nurse, teachers, college
students, business professionals). Health care educators can be paid staff or

volunteers.

IMPLEMENTATION ESSENTIALS

In order to achieve the outcomes cited by the program evaluation research,
all four booklets must be used, along with trained health educators who

conduct follow-up calls.

Participant names, addresses, and telephone numbers are required for pro-
gram implementation and can be gathered through various organizations
and entities such as schools, parent-teacher associations, civic and commu-
nity organizations, boys and girls clubs, clinics, etc. (In the initial imple-
mentation, parent-child pairs were recruited through random digit dialing

of telephone numbers.)

Materials
The four booklets and the Health Educators Manual used for training and
guidance of health educators (which also includes health educator protocols for

each unit) are available at http://www.sph.unc.edu/ familymatters/index.htm.

Materials used by health educators to record responses and information
gathered during each family phone call are also available. They include
scripts and protocols for each unit and are used to guide the health educa-
tors’ phone conversations with parents. The health educator utilizes addi-
tional provided forms to document other occurrences such as program

dropout, incomplete activity, or changes in the parent contact.

Training and Technical Assistance

Health educators must have a college degree, receive 2 days of training,
and continued supervision by a half-time program manager who is aided
by a quarter-time assistant. Telephone access for the health educators is
required. Training for health educators and supervisors is available

through the program developer.

Timeline
A program delivery schedule is provided along with other program materials.
One complete program cycle is scheduled to take 79 days. The first booklet

Ilprograms.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

is mailed 24 days after an introductory letter is sent to parents; telephone contact is
made 13 days after each booklet is mailed, and a new booklet is mailed the day after

each phone call is completed.

PROGRAM BACKGROUND

University of North Carolina at Chapel Hill researchers began conceptualizing
Family Matters in the late 1980s with the recognition that reducing adolescent
tobacco and alcohol use were national priorities and that different types of univer-
sal programs would be required to have a national impact on the prevalence of
adolescent substance use. While it is clear that family characteristics have a pro-
found influence on children and their potential for adolescent drug use, the devel-
opers saw that universal family-directed programs rarely had been evaluated with a
randomized experimental design and with adolescent drug use as the measured

outcome. The developers set out to create a program that would—

* Make families the primary program target
* Place minimal demands on families so that participation would be maximized

* Be capable of widespread implementation without being dependent on a

single type of organization.

* Have content that is firmly rooted to behavioral science theory and research

findings

EVALUATION DESIGN

At baseline, parent-child pairs with a child age 12 to 14 were selected throughout
the United States by random digit dialing and interviewed by telephone. They
then were randomly allocated to either receive Family Matters or to serve as con-
trols. Three and 12 months after the program was completed, followup telephone
interviews were completed with 1,300 of the treatment and control parent-child
pairs who were interviewed at baseline. Multivariate statistical analyses were con-
ducted to assess program effects for self-reported adolescent cigarette smoking and
alcohol use. Multivariate analyses also were conducted to examine the mechanisms
through which program effects for behavior were expected to occur, to assess deter-

minants of program participation, and to assess other program-related issues.

http://modelprograms.samhsa.gov =

PROGRAM DEVELOPERS

Karl E. Bauman, Ph.D.
Vangie A. Foshee, Ph.D.
Susan T. Ennett, Ph.D.

Family Matters was developed and evaluated
under the leadership of Dr. Karl E. Bauman,
Dr. Vangie A. Foshee, and Dr. Susan T.
Ennett, faculty members in the Department
of Health Behavior and Health Education
of The University of North Carolina at
Chapel Hill School of Public Health.

Dr. Bauman’s research has been largely
devoted to etiological studies of adolescent
drug use and to the design and evaluation of
programs to reduce health-risk behaviors.

In addition to etiological research on adoles-
cent tobacco use, Dr. Foshee’s research has
examined the determinants of adolescent
dating violence and the design and evalua-
tion of programs to reduce dating violence.
Dr. Ennett’s research has focused on the eti-
ology of adolescent substance use and on
the design and evaluation of programs to

reduce adolescent substance use and other

health-risk behaviors.

CONTACT INFORMATION

Karl. E. Bauman, Ph.D.

513 Dogwood Drive

Chapel Hill, NC 27516

E-mail: kbauman@mindspring.com

Web site: http://www.sph.unc.edu/family-

matters/introduction.htm

RECOGNITION
Model Program—Substance Abuse and

Mental Health Services Administration,
U.S. Department of Health and Human

Services
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The Healthy Workplace

The Healthy Workplace program is a set of workplace substance abuse
prevention interventions that reduce unsafe drinking, illegal drug use, and
prescription drug abuse while improving the health practices of adult
workers. Cast in a health promotion framework and rooted in social-
cognitive principles of behavior change, the program integrates substance
abuse prevention material into popular health promotion programs,
defusing the stigma that accompanies substance abuse, thus removing
barriers to help-seeking behavior. The Healthy Workplace program
achieves results because it—

= Reaches the mainstream of workers through the positive vehicle of
health promotion

= Raises awareness of the benefits of healthful practices and the hazards

of using alcohol, tobacco, and illegal drugs and misusing legal drugs

= Teaches employees specific techniques for improving health and

reducing use of alcohol, tobacco, and illegal drugs

= Uses carefully constructed videos to raise self-efficacy and provide
models for how healthful practices can be embraced and substance

abuse reduced

INTENDED POPULATION
The Healthy Workplace program has been tested in large- and medium-

sized companies including manufacturing and printing facilities, an
insurance company, and within groups of construction workers. It has

been implemented in a wide variety of industries (e.g., insurance, printing,

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

PROVEN RESULTS*

= 47% reduction in the number of
drinks consumed in past 30 days

= 67% reduction in the number
of days of heavy drinking in past
30 days

= Improved motivation to reduce
drinking

= Reduced use of alcohol or illegal
drugs to relieve stress

= Increased perceived risks of alcohol
and illegal drug use

= Improved health practices and
beliefs, such as confidence in
ability to improve health

*The Healthy Workplace program partici-
pants compared to control group.

INTERVENTION

Universal



Outcomes

The studies of The Healthy Workplace
program have typically shown reductions
in alcohol and drug use among partici-
pants, along with improvements in other
health measures such as stress coping
abilities and dietary practices.

» |n the test of the "Working People”
intervention, program participants
reduced their alcohol consumption
by 47% and their number of days
of binge drinking (five or more
drinks at a time) by 60%.

In the test of "Make the
Connection,” participants showed
increases in perceived risks of alco-
hol or drug abuse and associations
between health and alcohol and
drug abuse, and decreases in the
use of alcohol and drugs for stress
relief.

In the test of "Prime Life 2000," par-
ticipants showed reductions in
binge drinking and heavy drinking
(five or more drinks on 5 or more
days in the past 30 days).

Number of days of binge drinking over past
30 days, pre- and posttest, Healthy
Workplace Program v. comparison group

[ Healthy Workplace
| [l Comparison Group

over past 30 days*

Number of days binge drinking

Pre ‘ Post ‘ Pre ‘ Post

* Binge drinking: consumption of five or more drinks at a sitting

Reductions in substance use and
improvements in other health meaures
over 60 days-Healthy Workplace participants
v. control group, pre-posttest

[ Decrease in substance use for stress relief|
[l Perceived substance use risk

0
Program " Control Program " Control
Rate improved: 60 days pre-posttest

telecommunications, pharmaceutical manufacturing), occupational groups
(clerical workers, technical/professional, construction, managerial), and eth-
nically diverse workforces, including African American, Asian American,
Hispanic/Latino, and White workers. The program has been implemented
in all regions of the country within workforces that include male, female,

young, and middle-aged workers.

BENEFITS

Increases motivation to reduce alcohol and eliminate drug abuse:
= Shows that others have been able to reduce use

= Describes benefits of low consumption, such as increased energy

Teaches skills for reducing alcohol and drug abuse:
= How to monitor and pace alcohol consumption
= How to refuse unwanted drinks

= How to refuse/avoid illegal drug use
HOW IT WORKS

The Healthy Workplace program consists of five interventions that are
delivered in small group sessions using specially developed videos and print
materials. The interventions can be used in any order and are selected based
on the organization’s goals and workforce composition. Three of the inter-
ventions are relatively brief, typically requiring three to four sessions lasting

1 hour or less.

The “Say Yes!” intervention is a general health promotion containing sub-
stantial segments on alcohol and drug abuse. It can be used within organiza-
tions that want a general health promotion program with a clear emphasis

on substance abuse prevention. (Three 1-hour sessions.)

The “Working People” intervention focuses on alcohol abuse prevention
and is especially appropriate for a young (18 to 35 years old), blue-collar

workforce. (Four 30-minute sessions.)

“Make the Connection” is a three-part series of video and print materials
designed for insertion into workplace health promotion programs on stress
management, weight management/nutrition, and fitness. For example, the
Stress Management Connection shows how healthful stress management
techniques (e.g., relaxation exercises) are preferable to using alcohol or drugs

for stress relief. (Three 45-minute sessions.)

The “Power Tools” intervention is an eight-session program developed
specifically for young male blue-collar workers. It combines instruction on
general health issues with special sessions devoted to alcohol and drug abuse.
(Eight 45-minute sessions.)

SAMHSA Model Programs = http://model



“Prime Life 2000” is a multitiered intervention consisting of a series of small
group sessions on stress management, healthy eating, and fitness. In addition,
videotapes and print materials are mailed to all employees, and supervisors
receive training in Employee Assistance Program (EAP) utilization. All
components include prevention information or alcohol abuse, illegal drug

use, and prescription drug abuse.

IMPLEMENTATION ESSENTIALS
Small group sessions of 10 to 20 employees are typically held in an organiza-

tion’s training or conference room. A trainer who is familiar with the
Training Guide and has the supporting videotapes and print materials can
implement any of the interventions. If the work site already has an active
health promotion program, modifications of "Make the Connection” or
"Prime Life 2000" may be used since these interventions are designed to add

alcohol- and drug-use information to existing programs.

Training and Materials
Each intervention has a 7Training Guide and supporting materials that can be

ordered at www.centerforworkforcehealth.com.

A special Web-based program—"“The Prevention Connection”—has been
created to train health promotion specialists to implement these interven-

tions. This training program can be accessed at www.PrevConn.com.

PROGRAM BACKGROUND

The Healthy Workplace Program grew out of a 1990 monograph by Royer
Cook, Ph.D., and Alan Youngblood, MA, that suggested that workplace
health promotion programs could be effective vehicles for workforce sub-
stance abuse prevention education. Through a series of grants from the
National Institutes on Health and the Substance Abuse and Mental Health
Services Administration (both agencies of the U.S. Department of Health
and Human Services), Cook and his colleagues began crafting workplace
interventions set in the health promotion framework and social-cognitive
model first articulated in the monograph. The Healthy Workplace program
evolved through several years of developing and testing substance abuse pre-
vention interventions in the workplace. During the past decade, using the
series of training guides, videos, and print materials, these interventions have
been implemented in scores of organizations throughout Australia, Canada,
and the United States.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN
The Healthy Workplace program interventions have been field-tested in five dif-

ferent worksites, using pre-posttest repeated measure designs. In three of the five
studies, workers were randomly assigned to the program or a control group. In
two studies, the design was quasi-experimental. The sample sizes in the studies
ranged from 108 workers ("Working People") to approximately 1,500 workers
("Prime Life 2000"), with sample sizes in the other three studies being approxi-
mately 300 to 400. Outcomes were assessed mainly by the Health Behavior
Questionnaire, which contained multiple measures of health and substance use
practices and attitudes. The main analytic methods used were analysis of covari-
ance and hierarchical regression.

PROGRAM DEVELOPERS

Royer Coolk, Ph.D.

Dr. Royer Cook and his colleagues at the ISA Group developed The Healthy
Workplace program. Dr. Cook is the president of the ISA Group, a behavioral
science research organization specializing in health and substance-abuse issues.
During the past decade, Dr. Cook and the ISA Group have focused on work-
place issues, developing and testing interventions that integrate substance abuse
prevention into health promotion offerings in the workplace. In recent years,
Dr. Cook and his associates have focused on the development of Internet-based
workplace programs. In 2002, he established the Center for Workforce Health,
a division of ISA devoted to disseminating innovations in workplace health pro-

motion and substance abuse prevention.

CONTACT INFORMATION

To obtain program and training information,
contact:

Royer Cook, Ph.D., or Rebekah Hersch, Ph.D.
The ISA Group

201 North Union Street

Suite 330

Alexandria, VA 22314

Phone: (703) 739-0880

Fax: (703) 739-0462

E-mail: rcook@isagroup.com
thersch@isagroup.com

‘Web site: www.centerforworkforcehealth.com

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services
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High/Scope Perry Preschool Program

The High/Scope Perry Preschool Program (High/Scope) utilizes an active PROVEN RESULTS *
learning approach to educating children, imparting skills that will support

their development through school and into young adulthood. Based on Compared to control group, at age
more than 40 years of scientific research, it provides teachers and caregivers 27, former High/Scope program chil-
with a blueprint for daily routine, classroom and playground organization, dren group had:

and teacher-child interaction, all designed to create a warm, supportive . o
& bp = 63% fewer habitual criminals

learning environment. In addition, this learning environment encourages , _
(five or more lifetime arrests)

independent thinking, initiative, and creativity. High/Scope’s goals are for

young children to— = 68% fewer arrests for drug dealing

= 26% fewer adult welfare or other
social services recipients

= 31% high school or GED
graduation rate

®= Learn through active involvement with people, materials, events, and

ideas

= Become independent, responsible, and confident—ready for school

and ready for life
= Nearly twice as many home

= Learn to plan and execute activities, then talk with other children and OWners

teachers about what they have done and what they have learned (Plan-
Do-Review) » Three times as many individuals

earning $2,000 or more per
month (1992 dollars)

= Gain knowledge and skills in important content areas including lan-

guage and literacy, initiative and social relationships, creative represen-

tation, movement, music, mathematics, and logical thinking = Significantly higher achievement

, , and literacy scores
Every day, the program offers one-on-one adult attention, assures children Y

that they can choose interesting things to do, and gives children a sense of

control over themselves and their surroundings. INTERVENTION

Universal

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
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Outcomes

More than 40 years of scientifically
based research by the High/Scope
Perry Preschool Program has found
that adults born into poverty who
participated in a high-quality, active
learning preschool program at ages 3
and 4 have a greater chance of expe-
riencing a more positive adulthood
than individuals who do not.

By age 27, one-fifth as many program
group members had been arrested
five or more times and only one-third
as many had ever been arrested for
drug dealing. In addition, program
participants had achieved higher
earnings and property wealth, and
greater commitment to marriage.
Over participants’ lifetimes, the public
is receiving an estimated $7.16 for
every dollar originally invested.

Comparison of societal payments for
services provided to or related to
non-program group V. cost of
High/Scope Perry Preschool program

Ferry o * ‘
Preschool [J No Program

\Xelfare

[l Perry Preschool Cost

Schooling

Justice |

system |

Crime i
victims T i i
‘ ‘ ‘

$0 $20,000 $40,000 $60,000  $80,

High/Scope Perry Preschool Study of preschool program
and non-program participants at age 27.

High/Scope Perry Preschool study;
major findings at age 27

High school|

] No Program

$2000+ [l Perry Preschool
earnings/mo ‘

welfare

5 or more
arrests

T

V] 20 40 60 80
Percent

High/Scope Perry Preschool Study of preschool program
and non-program participants at age 27.

INTENDED POPULATION
The High/Scope approach is designed for all children regardless of income

or risk factors, and has been successfully implemented in both urban and
rural communities in the United States and around the world. The
High/Scope preschool approach is used in public and private half- and full-
day preschools, nursery schools, Head Start programs, child care centers,

home-based child care programs, and special needs programs.

BENEFITS

= Empowers children by encouraging them to initiate and carry out

learning activities and make independent decisions

= Empowers parents by bringing them into full partnership with teachers
by supporting their child’s development

= Empowers teachers by providing them with systematic in-service cur-
riculum training, supportive curriculum supervision, and observational

tools to assess children’s development

HOW IT WORKS

The High/Scope approach incorporates five elements that blend practical
teaching and classroom experience with studies on how infants and children

learn and develop.

= Active learning: Children learn best from activities they plan and carry

out themselves.

= Adult-child interaction: Teachers observe and interact with children at
their level to discover how they think and to encourage each child’s ini-

tiative and learning activities.

® Learning environment: Staff extend the principles of active learning
into the room by arranging and labeling interest areas. This allows chil-
dren to independently find, use, and return the materials they need to

carry out their chosen activities.

® Daily routine: Staff maintain a schedule of events to provide daily con-
sistency and predictability for both children and adults. A daily Plan-
Do-Review process gives children the opportunity to choose activities,
thereby developing initiative, a sense of responsibility, problem-solving

ability, social cooperation, and individual competence.

= Assessment: Teachers regularly record factual notes about each child’s
behaviors, experiences, and interests. Based on careful and direct obser-
vation, they can plan experiences that will encourage children’s growth

and development.

SAMHSA Model Programs = http://model



IMPLEMENTATION ESSENTIALS

Proper training is essential to the implementation of a preschool program
based on the High/Scope educational approach. High/Scope offers extensive
training programs for adults in its educational approach for children of all

age and development levels:

= Workshops—Designed for individuals who have little or no prior train-
ing in the High/Scope educational approach or a specific curriculum
topic.

= Training Courses—Programs in preschool curriculum, infant-toddler
curriculum, and adult training for individuals with prior training in

High/Scope educational approach.

= Advanced Courses—Recommended for those who have taken
High/Scope curriculum and/or training courses; include a wide range of
content areas (literacy, math, movement and music, etc.), and processes

(multiage settings, mentoring, bilingual settings, etc.).

= Seminars—Reflective engagement with other experienced educators led

by a High/Scope facilitator.

Classes are taught onsite at a center or school, at High/Scope’s headquarters
in Ypsilanti, MI, or at the High/Scope Discovery Center in Gretna, LA.
High/Scope has two demonstration preschools, one located on the campus
of the High/Scope headquarters, and the other at the Discovery Center.

Training participants can also earn college degree credits for High/Scope
training, or even earn an associate or master’s degree with a specialization in
the High/Scope approach, through a partnership with Nova Southeastern
University (NSU) in southern Florida. NSU offers onsite and distance learn-

ing courses. Contact High/Scope for more information.

Program Resources and Materials

High/Scope publishes more than 300 titles in print, audiotape, videocassette,
and CD formats, which are designed to support teachers, caregivers, policy-
makers, researchers, and parents by sharing High/Scope’s research findings

and practical curriculum strategies.

PROGRAM BACKGROUND

In 1962, the High/Scope Perry Preschool Program was initiated in Ypsilanti,
MI, as a small, carefully designed research and curriculum development proj-
ect to help low-income, at-risk children in the community gain a positive
start at education and life through a high-quality preschool program. The
High/Scope approach blends the knowledge of Jean Piaget, a Swiss psycholo-
gist who studied learning and development patterns of infants and children,

with practical teaching experience in the classroom and other educational set-

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

tings. Long-term studies show the High/Scope approach promotes the healthy
development of children and provides long-lasting benefits throughout adult-
hood. High/Scope continues to study Perry Preschool Project participants,
tracking the life-long effects of a high-quality preschool program for children of

all demographic and socioeconomic backgrounds.

EVALUATION DESIGN

The High/Scope Perry Preschool study examines the lives of 123 Blacks/African
Americans born in poverty and at high risk of failing in school. At ages 3 and 4,
these individuals were randomly divided into a group who received a high-
quality, active learning preschool program and a group who received no pre-
school program. At age 27, 95 percent of the original study participants were
interviewed, with additional data gathered from their school, social services, and
arrest records. Subsequent group differences represent preschool program effects.
Findings reported herein were statistically significant (with a two-tailed proba-
bility of less than 1 in 20). The U.S. Department of Health and Human
Services and the Ford Foundation funded the age 27 phase of the study. The
McCormick-Tribune Foundation is currently funding the age 40 followup.

PROGRAM DEVELOPER

David P Weikart, Ph.D.

Dr. David P. Weikart, founder of High/Scope, developed the Perry Preschool
Project in 1962 when he was director of special services for the Ypsilanti, MI,
school district. He later established the High/Scope Educational Research
Foundation and the High/Scope Demonstration Preschool in 1970 to continue
learning, research, and program activities and to develop a teacher-training com-
ponent. Today, High/Scope’s mission is to seek, apply, and disseminate knowl-
edge about education and human development, especially as it relates to the

High/Scope approach as expressed in its guiding principles.

CONTACT INFORMATION

Clay Shouse, Director of Educational Services
High/Scope Educational Research Foundation
600 North River Street

Ypsilanti, MI 48198-2898

Phone: (734) 485-2000 ext. 221

Fax: (734) 485-4467

E-mail: cshouse@highscope.org

Web site: www.highscope.org

Kathy Woodard, Director of Marketing & Sales
High/Scope Educational Research Foundation
600 North River Street

Ypsilanti, MI 48198-2898

Phone: (734) 485-2000 ext. 255

Fax: (734) 485-4467

E-mail: kwoodard@highscope.org

Web site: www.highscope.org

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Lela Rowland Prevention Award—National
Mental Health Association

Model Program—Adults and Children Together
(ACT) Against Violence

“10 Best Preschools in America” —Child
Magazine (Demonstration Preschool)
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The Incredible Years
Training Series

The Incredible Years Training Series features three comprehensive, multifaceted,
developmentally based curricula for parents, teachers, and children. The pro-
gram is designed to promote emotional and social competence and to pre-
vent, reduce, and treat aggressive, defiant, oppositional, and impulsive behav-
iors in young children 2 to 8 years old.

Young children with high rates of aggressive behavioral problems have been
shown to be at great risk for developing substance abuse problems, becoming
involved with deviant peer groups, dropping out of school, and engaging in
delinquency and violence. Ultimately, the aim of the teacher, parent, and
child training programs is to prevent and reduce the occurrence of aggressive
and oppositional behavior, thus reducing the chance of developing later delin-

quent behaviors.

Incredible Years addresses multiple risk factors known to be related to the
development of conduct disorders in children in both school and home. In all
three training programs, trained facilitators use videotaped scenes to structure

the content and stimulate group discussion and problem solving,

INTENDED POPULATION

Incredible Years has been tested with 2- to 8-year-old children presenting with
conduct problems (i.e., having high rates of aggression, defiance, oppositional,
and impulsive behaviors). It has also been evaluated with children 2 to 6 years
old, who are at high risk by virtue of living in poverty. These programs have
been evaluated and found successtul with children of both genders from

ST U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
(C Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
I"'m www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
for Every Community

Proven Results

= According to standardized reports
Py teachers and parents, at least
66% of children previously
diagnosed with Oppositional
Defiant Disorder/Conduct Disorder
(ODD/CD) whose parents received
the parenting program were in the
normal range at both the 1-year
and 3-year followup assessments.

» The addition of the teacher and/or
child training programs significant-
ly enhanced the effects of parent
training, resulting in significant
improvements in peer interactions
and behavior at school.

INTERVENTION

Selective

Indicated



OUTCOMES

various ethnic groups, including Hispanic/Latino, Asian American, and

Two randomized control group
evaluations indicated that the child
training series significantly:

African American, and diverse socioeconomic backgrounds in parts of the
United States, Canada, and Great Britain.

= Increased children’s appropriate The Incredible Years curricula may be implemented by schools, school dis-

cognitive problem-solving
strategies

tricts, and related programs (including Head Start, day care, and kindergarten)
as early prevention programs. Additionally, the child and parent curriculum
may be used in mental health centers as a treatment for families with children
= Incrca S_ed Ch”qrenls use of who are diagnosed with Oppositional Defiant Disorder/Conduct Disorder
prosocial conflict management (ODD/CD) and Attention Deficit Hyperactivity Disorder.
strategies with peers
* Increased children’s social BENEFITS

com pe.tence and appropriate * The child program promotes children’s social competence and reduces
play skills conduct problems

* Reduced conduct problems at = The parent program helps parents strengthen parenting skills and
home and school become more involved in their children’s school activities

= The teacher program strengthens classroom management skills, reduces

classroom aggression, and improves teachers’ ability to focus on stu-

Clinically significant improvements in social

competence and negative behaviors among
high-risk Head Start children

dents’ social, emotional, and academic competence

HOW IT WORKS

Olncredible Years Group The program uses interventions delivered through three curricula: BASIC

(basic parenting skills), ADVANCE (parental communication and anger
r management), and SCHOOL (parents promoting children’s academic

skills), which are presented in four distinct formats:

Percent of Children

Dina Dinosaur Small Group Therapy—18 to 22 weekly 2-hour

sessions for children

Observed negative  Teacher report of Home observations Dina Dinosaur Classroom—includes 60 lesson plans that can be
behaviors at school social P ce of behavior in . . . . .
normal range delivered 1 to 3 times a week in 45-minute class periods (preschool and

early school-age lesson plans available)

Clinically significant post-intervention changes in Parenting Groups—12 to 14 weekly 2-hour sessions for the BASIC
behavior among Head Start children who were series and 10 to 12 weekly 2-hour sessions for the ADVANCE and
in high-risk range at baseline ]
SCHOOL series
B Control Group . .
O Incredible Years Group Teacher Classroom Management Series—fourteen 2-hour sessions or
4-day intensive
Some of the strategic interventions used in these programs include:

= Group parenting skills training

Percent of Children

= Group teacher classroom management training

= Group support for parents, teachers, and children
Observed negative  Teacher report of Home observations
behaviors at school social competence of normal range of

nogative behavior = Self-management skills training

SAMHSA Model Programs = http://model




= Peer support
= Decisionmaking skills training
® Training of group leaders/facilitators

= Interpersonal skills for training parents, teachers, and children

IMPLEMENTATION ESSENTIALS

To successfully implement Incredible Years, the organization or school must
be committed to excellence, evident in good administrative support and sup-
port for facilitator certification by certified trainers, as well as ongoing tech-
nical support and consultant workshops.

Each of the three curricula consists of videotapes, comprehensive facilitator
manuals, books, take-home assignments, and refrigerator notes. It is recom-
mended that all group participants (parents, teachers, children) have their
own individual books and that facilitators have their own manuals. Videotape

equipment is necessary.

Each group should have two group leaders. Group leaders complete a certifi-
cation process that involves attendance at a certified training workshop, peer
review, videotape feedback, and consultation.

Training and Materials

Certified trainers are available to train therapists, counselors, teachers,
and others to run parent, teacher, and child groups. Training sessions can
accommodate 25 people, and run 3 days for group leaders of the Parenting
Program, 2 days for leaders of the Dinosaur Child Program, and 4 days for
the Teacher Classroom Management Program.

PROGRAM BACKGROUND

The Incredible Years series was developed to promote positive, effective,
research-proven parenting and teaching practices that strengthen young chil-
dren’s social competence and problem-solving abilities, and reduce aggression
at home and school. In the 1980s, the BASIC parenting program was evalu-
ated and found to be successful in promoting lasting improvements in parent-
child interactions and reducing children’s behavior problems at home for at
least two-thirds of the children. However, a followup evaluation 3 years later
indicated that approximately one-third of the children were still having con-
siderable difficulties at school and with their peer group. As a result of
these findings, two new components—one focusing on parental commu-
nication, anger management, and problem-solving skills (ADVANCE) and
another that developed child social skills and promoted problem-solving
strategies and emotional language (Dinosaur School)—were added.
Evaluation indicated these program components enhanced peer relation-
ships, social problem-solving, and marital collaboration. For the past 6

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

years, a teacher-training curriculum, designed to teach positive classroom
management skills, also has been under evaluation and found to significantly
enhance the effectiveness of parent training.

EVALUATION DESIGN

All three program components have been extensively evaluated in randomized
control group studies with children diagnosed with ODD/CD. Program eval-
uations have included home and school observations by unbiased evaluators
and teacher and parent reports on standardized measures. These findings have
been replicated in four randomized studies by independent investigators with
different ethnic populations and age groups in the United States, Canada, and
the United Kingdom.

In the past decade, these programs have been adapted for use as prevention pro-
grams and have been evaluated with Head Start families with preschoolers and
with toddlers and teachers in day care facilities. Two randomized control group
studies have proven the effectiveness of the parent and teacher interventions in
Head Start programs. Currently, the classroom-based Dinosaur Curriculum is
being evaluated in kindergarten and first grade.

PROGRAM DEVELOPER

Carolyn Webster-Stratton, Ph.D.

Dr. Webster-Stratton, professor and director of the Parenting Clinic at the
University of Washington, developed and produced The Incredible Years. Her
mission is to develop cost-effective interventions to prevent and treat conduct
problems in young children that can be widely disseminated. Dr. Webster-
Stratton’s programs have been extensively researched over the past 20 years in a
series of studies funded by the National Institute for Nursing Research, Head Start
Partnerships Grants, and various agencies of the U.S. Department of Health and
Human Services, including the National Institute of Mental Health, the National
Institute on Drug Abuse, and the Substance Abuse and Mental Health Services
Administration’s Center for Substance Abuse Prevention.

CONTACT INFORMATION
Lisa St. George

Administrative Director

1411 8th Avenue West

Seattle, WA 98119

Toll-free: (888) 506-3562

Phone and fax: (206) 285-7565
Web site: www.incredibleyears.com

E-mail: incredibleyears@seanet.com

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.
Department of Health and Human Services

Model Program—Office of Juvenile Justice
and Delinquency Prevention, U.S.

Department of Justice

U.S. Leila Rowland National Mental Health
Award
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Keep A Clear Mind

Keep A Clear Mind (KACM) is a take-home drug education program for
upper-elementary-school students (8 to 12 years old) and their parents.
The take-home material consists of four weekly sets of activities to be com-
pleted by parents and their children together. The program also uses parent

newsletters and incentives.

KACM lessons are based on a social skills training model and designed to
help children develop specific skills to refuse and avoid the use of “gate-
way” drugs. This unique, early intervention program has been shown to

positively influence known risk factors for later substance use.

INTENDED POPULATION
KACM is designed for upper-elementary-school students and their

families. The program has been rigorously evaluated in field tests involving

students in grades four through six and their parents.

BENEFITS

® Increases student ability to resist peer pressure to use tobacco,
alcohol, and marijuana

= Increases student recognition of the harmful effects of tobacco,
alcohol, and marijuana

= Helps students identify and choose positive alternatives to
substance use

* Decreases students’ actual use of tobacco, alcohol, and marijuana

= Helps parents become effective drug educators

= Increases parent-child communication about substance use

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov
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Proven Results*

As a result of participation, students
WSS
= | ess likely to expect to use
cigarettes or snuff

= More likely to indicate an increased
confidence in their ability to resist
pressure to use tobacco

= More likely to have changed their
view of peer use of tobacco,
alcohol, and marijuana (i.e., they
viewed use as less common)

= More likely to realize the harmful
effects of tobacco

*Compared to students not in the program.

INTERVENTION

Universal



OUTCOMES

Findings generated from the evaluation
of KACM activities have considerable
scientific and programmatic significance
for substance use prevention in youth.
Outcomes reported by parents who
participated in the program (compared
to those in the control group) include:

= 20% more parents indicated that
their children had an increased abil-
ity to resist peer pressure to use
alcohol, tobacco, and marijuana

29% more parents indicated a
decreased expectation that their
children would try substances

14% more parents expressed a
more realistic view of drug use
among young people and a greater
realization of its effects

Outcomes reported by children who
participated show a:

= 9% decrease in the KACM students’
perceptions of extensive substance

use among peers compared to an
18% increase in the control group’s
perception

15% decrease in KACM participants’
expectations that they would use

tobacco, compared to more than a
100% increase in the control group

59% increase in the number of
children who indicated that their
parents did not approve of the use
of marijuana

Parent-Perceived Ability of Child to
Resist Pressure to Use Substances

OKACM

B KACM-+Family
Incentives

Alcohol Tobacco Marijuana

HOW IT WORKS
KACM consists of:

= Four take-home lessons on tobacco, alcohol, marijuana, and drug refusal

= Five parent newsletters

= Student incentives
Four weekly lessons are sent home with the student, preferably on Monday.
Lessons include a feedback sheet for parents to indicate that the lesson for
that week has been completed, which is to be returned at the end of each
week. Students returning the parent-signed sheet receive a small incentive,
such as a KACM bookmark, bumper sticker, or pencil. Students receive
these incentives for completing the lesson, not for how well they score.
Some schools use additional incentives for scoring well on the lessons.
Biweekly parent newsletters are sent home with students for 10 weeks,

beginning immediately after completion of the four take-home lessons.

KACM requires a minimal commitment of organizational time, yet it

is a cost-effective way to reach parents and enhance parent-child
communication about substance use. The program can be easily facilitated
by schools, youth organizations, religious groups, and health centers.

IMPLEMENTATION ESSENTIALS

KACM is easy to implement. The program is usually conducted over the
course of one semester during a school year or during a similar time period.

Successful replication of KACM involves:

= Recruiting fourth, fifth, and/or sixth grade students to participate
in the program
= Recruiting a program facilitator (e.g., classroom teacher,
counselor, etc.)
= Delivering lessons and newsletters, and monitoring the
implementation of take-home lessons
= Conducting pre- and postprogram outcome data collection to mea-
sure program effects
Program facilitator training is helpful but is not essential to the delivery of
the program. Many schools find that KACM T-=shirts are a useful incen-
tive, but they are also not essential. Assistance in analyzing outcome data

and developing evaluation reports is available.

SAMHSA Model Programs = http://model



PROGRAM BACKGROUND
KACM was developed to provide schools with a program that did

not require extensive classroom interventions, created parental involve-
ment, was easy and inexpensive to implement, and addressed known risk
factors for substance use. The program is based largely on social-cogni-
tive theory and behavioral self-control theory. Program development was
initially funded by the U.S. Department of Education with additional
funds coming from the Nancy Reagan Foundation and the Community

Care Foundation.

EVALUATION DESIGN

Two published studies have evaluated the effectiveness of the KACM
program. The initial study involved 511 fourth, fifth, and sixth grade
students and their parents from six schools in northwest Arkansas.
Students were blocked according to school and grade level, then assigned
randomly by class to either the KACM program or a control group that
was placed on a waiting list for the program. Data were collected from
students and their parents approximately 2 weeks before and after pro-

gram implementation.

The second study involved 1,447 fourth, fifth, and sixth grade students
and their parents from 18 schools across the State of Arkansas. Six
schools were assigned to the basic KACM program. Six additional schools
were to receive KACM plus a family incentives program. The remaining
six schools were assigned to a control group that was on a waiting list.
Pre- and postprogram data were collected from students and parents at
all 18 schools. Additional evaluation of the program’s results is currently

under way.

PROGRAM DEVELOPERS

Chudley Werch, Ph.D., FAAHB

Michael Young, Ph.D., FAAHB

KACM was initially developed at the Health Education Projects Office at the
University of Arkansas. Dr. Chudley Werch was the initial developer of the
program. Dr. Michael Young has served as the principal investigator

on all grants resulting in the development and testing of the KACM

intervention.

programs.samhsa.gov = 1 877 773 8546
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CONTACT INFORMATION RECOGNITION

To obtain KACM materials, training, or research and evaluation Model Program—Substance Abuse and Mental
information, or for technical assistance, contact: Health Services Administration, U.S.

Michael Young, Ph.D., FAAHB Department of Health and Human Services
Health Education Projects Office

HP 326A

University of Arkansas

Fayetteville, AR 72701

Phone: (479) 575-5639

Fax: (479) 575-6401

E-mail: meyoung@comp.uark.edu

Web site: www.uark.edu/depts/hepoinfo/clear.html

http://modelprograms.samhsa.gov = 1 877 773 8546



keepin’ it REAL

The keepin’ it REAL (Refuse, Explain, Avoid, Leave) program is a video-
enhanced intervention that uses a culturally-grounded resiliency model
which incorporates traditional ethnic values and practices that protect
against drug use. A school-based prevention program for elementary,
middle, and early high school students 10 through 17 years of age,
keepin’ it REAL is based on previous work that demonstrates that teaching
communication and life skills can combat negative peer and other
influences. keepin’ ir REAL extends resistance and life-skills models by

using a culturally-based narrative and performance framework to:

* Enhance anti-drug norms and attitudes

= Facilitate the development of risk assessment, decision-making, and

resistance skills

keepin’ it REAL utilizes a 10-lesson classroom curriculum accompanied
by a collection of five videos that demonstrate resistance strategies and

illustrate the skills taught in the lessons.

INTENDED POPULATION

The keepin' it REAL curriculum originally was targeted to a population of
middle school adolescents in the urban Southwest who were considered to
be at risk due to poverty and other factors such as immigration status,
English acquisition, and acculturation stress. Adolescents represented
African America, American Indian, Mexican American, Mexican
Immigrant, and White populations. Replications have shown REAL to

be effective within a range of school and agency settings for students
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PROVEN RESULTS*
= 32% to 44% reduction in marijuana,
tobacco, and alcohol use

= 30% to 38% increase in knowledge
about and negative attitude towards
drug use

= 29% to 34% decrease in intent to
accept substances

* Compared to control group at Z-year
followup. All results statistically significant.

INTERVENTION

Universal

Selective



Outcomes

Compared to control group students,
keepin’ it REAL students reported:

Percent change

= Better behavioral and psychoso-

cial outcomes, including reduction
and cessation of substance use,
increased repertoire of resistance
skills, more frequent use of those
skills, and internalizing mediators
of substance use such as highly-
developed and well-articulated
personal anti-drug norms.

Significantly less substance use,
especially alcohol.

Increased adoption of strategies to
resist using alcohol, cigarettes,
and marijuana.

Retention of unfavorable attitudes
against someone their age using
substances.

Perception that their peers’
INcrease in substance use experi-

mentation was significantly less
than previously believed.

At posttest, students receiving

various versions of keepin’ it REAL
showed lower rates of recent use
than students in control groups

M Latino Curriculum

@ Control

E Non-Latino Curriculum
E Multicultural Curriculum|__|

Drank alcohol Smoked cigarette(s) Smoked marijuana

10 through 17 years of age. Designed to intervene with students before
they actively begin to participate in risky behaviors such as experimentation
with alcohol and drugs or to assist students to reduce existing substance
use, the curriculum teaches specific resistance skills applicable across a
variety of risky situations.

BENEFITS

® Limits increases in short-term marijuana use

®* The curriculum develops and strengthens existing prosocial attitudes
and behaviors, core resistance skills that are transferable to many other

life situations

HOW IT WORKS

The program helps to teach youth to live drug-free lives by drawing on their
strengths and the strengths of their families and communities. Students are
taught how to say no to substance use through practical, easy-to-remember
and use strategies that are embodied in the acronym REAL (Refuse, Explain,
Avoid, Leave). Using REAL strategies, students learn how to recognize risk,
value their perceptions and feelings, and embrace their cultural values (e.g.,
avoiding confrontation and conflict in favor of maintaining relationships
and respect) and make choices that support them.

The curriculum is organized as ten 45- to 50-minute lessons. The program’s
key learning tool is a series of videos produced by youths, based on actual
student experiences. The videos specifically demonstrate how students can
use REAL strategies to resist drug use in real-life situations. Distinct
Mexican American, African American and multicultural versions of keepin’
it REAL were developed so that students can recognize themselves in the
prevention message and can see solutions that are sensitive to their unique
cultural environments. To ensure the video material is relevant, has a realistic
youth-centered message, and is engaging to young people, a creative team of
students from Phoenix South Mountain High School developed, produced,
and acted in the videos. Worksheets, games, role-play scenarios, and discus-
sion materials also are used in the classroom lessons and students receive

homework materials as well.

One monthly booster session during the 8 months after completing the
classroom-based intervention is recommended. In addition, while it is not a
core component, at several replication sites, program prevention messages
and resistance strategies were reinforced in the community through televi-

sion and radio public service announcements and billboards.

IMPLEMENTATION ESSENTIALS

Program success heavily relies on the acceptance and commitment of school
leadership and staff to the importance of culturally relevant materials and
approaches. Administrators and staff that have delivered keepin’ it REAL

SAMHSA Model Programs = http://model



acknowledged that increased cultural understanding positively influenced

instructional planning and delivery in all subjects. The curriculum includes:

= Teacher’s Manual: This manual provides teachers with a complete cur-
riculum including materials preparation instructions, implementation

suggestions, and samples of all materials needed for each lesson.

* Educational videos: Each curriculum manual is accompanied by a video
that contains an introduction to the video components of the curriculum
as well as a specific supplemental video segment for each of the four
resistance strategies taught—Refuse, Explain, Avoid, and Leave.

= Worksheets: Master documents of each worksheet, homework assign-
ment sheet, and classroom activity record are included in the curriculum

manual.

= Overhead transparencies and other instructional aids: Instructional
aides (e.g., transparencies, vocabulary lists, materials lists) for full

implementation are included in the curriculum manual.

= Spanish-language materials: All implementation materials are available
in the regional Spanish most commonly spoken in the Southwest
United States and Northern Mexico.

PROGRAM BACKGROUND

keepin’ it REAL developers perceived the need to develop and test culturally
specific prevention interventions that would incorporate the already-present
cultural strengths represented in the country’s ethnically and racially diverse

school populations.

A decade of research funded by the National Institute on Drug Abuse
(NIDA), an agency of the U.S. Department of Health and Human Services
(Grant No. 5 RO1 DA05629-07), led to development of keepin’ it REAL.
Researchers combined narrative theory with the focus theory of norms and
implemented an experimental design with 24 treatment schools and 11
control schools. The REAL strategies and skills are embedded in everyday
scenarios of Mexican American, African American, and White youth of the

Southwest and are transferable to many situations in life.

EVALUATION DESIGN

The initial REAL evaluation was conducted over 48 months:

Year |—stratified 35 sample schools by enrollment and ethnicity (percent
Hispanic), used block randomization to assign to one of four conditions
Mexican American, Black/White, Multicultural, or Control.

Year 2—administered pre-intervention questionnaire to all participants
(Wave 1), implemented the curriculum in seventh grade classes in treatment

schools, followed by Wave 2 post-questionnaire. Teachers utilized English
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and/or Spanish versions of the materials available with each version. During
the summer, a bilingual television public service announcement and outdoor

billboard campaign was conducted.

Year 3—delivered school-based booster sessions with students in the treatment
schools; administered follow-up questionnaires (Wave 3) and final question-
naires (Wave 4) to students in all schools.

Wave 2, 3 and 4 questionnaires were administered 2, 8 and 14 months,
respectively, after complete program implementation. The questionnaires
utilized a three-form design that employed planned "missingness” to limit the
number of items each individual student received in their questionnaire, while
maximizing the total number of items included for analysis. At each wave
students responded to the items used to obtain information about their
demographic characteristics; recent alcohol, cigarette, and marijuana use; anti-

drug personal norms; descriptive norms; and intentions to accept substances.

PROGRAM DEVELOPERS

Michael Hecht, Ph.D.
Flavio Francisco Marsiglia, Ph.D.

Dr. Michael Hecht is a professor of communication arts and sciences at Penn
State University. Dr. Hecht received his doctorate in 1976 from University of
Illinois. His wide range of publications on adolescent substance use includes his
recent book, Adolescent Relationships and Drug Use. Dr. Hechts long
association with NIDA has resulted in successful school-based interventions for
high school and middle school students including the Drug Resistance
Strategies project. He has participated in the design and evaluation of culture-
based drug treatment programs and writes extensively about identity and

interethnic communication.

Dr. Flavio Francisco Marsiglia, a 1991 graduate of Case Western Reserve
University, is an associate professor of social work and director of the National
Institutes of Health/NIDA-funded Southwest Interdisciplinary Research
Consortium at Arizona State University. Dr. Marsiglia specializes in drug-abuse
and HIV prevention with an emphasis on Hispanic/Latino populations in
geographical context and intragroup relations. Dr. Marsiglia serves as the
principal investigator of the Arizona-based research team for the Drug
Resistance Strategies project and currently is conducting field-based research on
drug-abuse prevention in Monterrey, Mexico. Dr. Marsiglia has published
numerous articles on drug abuse prevention and is principal author of an

upcoming book entitled Culturally Grounded Social Work.

CONTACT INFORMATION

For program and research information, contact:

Patricia Dustman, Ed.D.

Project Director

Drug Resistance Strategies-AZ
Arizona State University

PO. Box 87371

Tempe, AZ 85287-3711

Phone: 480-945-5485

Fax: 480-727-6058

E-Mail: patricia.dustman@asu.edu
Web Site: http://keepinitreal.asu.edu

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services
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Leadership and Resiliency
Program

The Leadership and Resiliency Program (LRP) is a school- and community-
based program for high school students (14 to 19 years of age) that works
to enhance youths’ internal strengths and resiliency, while preventing

involvement in substance use and violence. Program components include:
= Resiliency Groups held at least weekly during the school day

= Alternative Adventure Activities that include ropes courses,
white water kayaking, camping, and hiking trips

= Community Service in which participants are active in a number of
community- and school-focused projects

These alternative activities, offered after school, on weekends, and during
the summer, focus on community service, altruism, learning about man-

aged risk, social skills improvement, and conflict resolution.

INTENDED POPULATION

LRP is a year-round, comprehensive program aimed at youth ages 14 to
19, who have a combination of behavioral issues manifested in high
absenteeism and high levels of disciplinary actions, low grades, substance
use, and/or violence. School administrators and guidance staff, in coop-
eration with prevention staff from the collaborating community agency,
identify participants; however, some students self-nominate. Students are

interviewed to assess their risk and protective factors and the highest risk

students are enrolled in the program. Study participants have been from
diverse cultural and ethnic backgrounds, and the program is designed for
both mainstream and alternative high school populations.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
for Every Community

Proven Results

= Significant reduction in school
absences over previous years

» (Grade point averages increased
0.8 (on a 4.0 point scale)

= |ncreased sense of school bonding

» Extremely high percentage of
participants either become
employed or pursue post-second-
ary education; 100% graduated

INTERVENTION

Selective

Indicated



OUTCOMES

BENEFITS
Program participants realized: The program is designed to—
* An increase of 0.8 in GPA = Increase students’ perceptions of competence and self-worth

(based on a 4.0 scale)

= A 60% to 70% increase in
school attendance

= A 65% to 70% reduction in
school behavioral incidents

= Improve participant identification with positive roles
= Reduce disciplinary actions in school
= Improve participants’ communication and refusal skills

= Increase knowledge of and negative attitudes about substance
abuse and violence

= 100% graduation rates

® Increase community involvement in promoting the healthy devel-
opment of youth and the valuing of adolescents

School Absences HOW IT WORKS

LRP requires a partnership between a high school and a substance
abuse or health service agency. Schools work with agency personnel to
identify program candidates and provide different types of

support, as needed.

For best results, students should enter the program early in their high

. . school career and participate until graduation. However, students may
Suspensions Juvenile Arrests

- enter the program in any grade during high school. Participants attend

weekly in-school resiliency groups led by a facilitator (i.e., program
leader) for the duration of the program. Additional individual or small
group followup discussions between the facilitator and students may be
held at other times during the week.

LRP students are expected to participate at least weekly in community

service activities, which take place after school or on weekends. Core

re-intervention PEEITS
[l pre-interventio activities include:

[ post-intervention
= Animal Rehabilitation—LRP youth volunteer at a local rescue

shelter for abused and neglected animals

* Community Beautification—participants clean area streams and

plant trees to improve the environment

= Puppet Project—participants learn skits on relevant issues, such as
family substance abuse and social skills development, and present
them to elementary school students

LRP students are required to participate in animal rehabilitation
activities at least once a month. Outdoor and adventure activities are
also scheduled regularly, and each participant is expected to attend at
least five of these trips over the several years they are involved in the
program. Longtime LRP students who exhibit increased maturity gain
the opportunity to participate in the Puppet Project. Each group is

SAMHSA Model Programs = http://model




expected to perform a puppet skit for elementary students at least once
during their high school career (and preferably three times or more). The
LRP students help to write the skits as well as perform them. All com-
munity service and adventure activities are conducted as a group and
monitored or supervised by an LRP facilitator.

IMPLEMENTATION ESSENTIALS

Cooperative agreements must be set up between the school where the
program will be implemented and the substance abuse treatment or
health service provider, as well as with humane foundations (i.e.,

animal shelters), contractors for outdoor activities, volunteer groups or
businesses that can provide space for summer activities, and the elemen-
tary schools where the students will deliver their puppet projects.
Ongoing communication to coordinate these activities also is needed. In

terms of logistics and personnel, the school should commit:
®* Dedicated space within the school for group activities
= Access to school records

= A guidance counselor or similar staff member to cofacilitate

in-school groups
= Transportation for participants to out-of-school activities
In order to staff the program, schools will need to hire:

* Program Leaders who work directly with students and are able
to effectively manage a caseload of 50 youth. They also will establish
and maintain school partnerships, facilitate group meetings, conduct

screenings, and provide crisis interventions.

= A Program Supervisor/Manager who will handle project
management, data collection, and outcomes analysis. This
individual must be an experienced, graduate-level clinician, who has
clinical supervision skills; proposal writing and fundraising skills;
and the ability to build relationships with youth, systems, and

bureaucracies.

Program startup, which includes hiring and training staff—as well as
identifying and establishing agreements and partnerships with schools,
businesses, and off-site programming—can take up to 4 months.
Implementation requires that youth participate in all three program
components over the course of 5 months to 1 year for each of the 2 to 4
years they are in the program. (Four years of programming is possible for

participants who enter LRP in their freshman year.)

programs.samhsa.gov = 1 877 773 8546
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Training

An initial half-hour phone or E-mail consultation is free. Trainers are available
to conduct initial training and can provide additional consultation and techni-
cal assistance. Fees are based on current county (Fairfax, VA) consulting rates.
Curriculum and instruments will be available at the training. In addition, each
locality will need to work with LRP staff to coordinate an alternative activity
training site and equipment.

PROGRAM BACKGROUND

LRP is the result of grassroots advocacy for vital youth substance abuse preven-
tion and youth development services. Local faith and community groups
believed collaborative, cost-effective, and innovative programming was the best
way to engage youth in positive activities and thus prevent substance use. These
groups turned to Fairfax County (VA) Alcohol and Drug Services (ADS) with
their ideas. ADS prepared a successful grant proposal that funded the develop-
ment of LRP.

The Washington-Baltimore HIDTA (High Intensity Drug Trafficking Area) of
the White House Office of National Drug Control Policy funded ADS to run
LRP as a 3-year regional demonstration project. The University of Maryland
provided research oversight. LRP continues to be funded and operated by the
Fairfax-Falls Church Community Services Board, a Fairfax County, Virginia
agency, in cooperation with Fairfax County Public Schools.

EVALUATION DESIGN

Pretest and posttest data were collected during the school year using the Gang
Resistance and Education Training instrument developed for LRP. School
records were used to track attendance, behavioral reports, and grade point aver-
ages. Anecdotal data were collected from youth, school personnel, parents, and

press reports. (For details, see Ouzcomes section.)

PROGRAM DEVELOPER
The Leadership and Resiliency Program was developed by Amrit Daryanani

with support from Alcohol and Drug Services in collaboration with the Fairfax

County Public Schools. Alcohol and Drug Services of the Fairfax-Falls Church

Community Services Board is an agency of the Fairfax County Government, serv-

ing the county of Fairfax (VA) and the cities of Fairfax and Falls Church with

comprehensive mental health, substance abuse, and mental retardation services.

CONTACT INFORMATION

For more information, contact:

Laura Yager, M.Ed., LPC, CPP-ATOD

Director, Prevention Services

Alcohol and Drug Services

Fairfax-Falls Church Community
Services Board

3900 Jermantown Road, Suite 200

Fairfax, VA 22030

Phone: (703) 934-5476

Fax: (703) 934-8742

E-mail: laura.yager@co.fairfax.va.us

Web site: www.co.fairfax.va.us/

service/csb/homepage.htm

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.
Department of Health and Human Services

Best Practices in Science-Based
Programming— Washington Metropolitan

Council of Governments

Achievement Award—National Association
of Counties

Governor’s Recognition—Commonwealth of
Virginia

Certificate of Recognition—Fairfax County
(VA) Board of Supervisors
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LifeSkills™ Training

LifeSkills Training is a program that seeks to influence major social and psy-
chological factors that promote the initiation and early use of substances.
LifeSkills has distinct elementary (8 to 11 years old) and middle school (11 to
14 years old) curricula that are delivered in a series of classroom sessions over
3 years. The sessions use lecture, discussion, coaching, and practice to
enhance students’ self-esteem, feelings of self-efficacy, ability to make deci-

sions, and ability to resist peer and media pressure.

LifeSkills consists of three major components that address critical domains
found to promote substance use. Research has shown that students who
develop skills in these three domains are far less likely to engage in a wide

range of high-risk behaviors. The three components each focus on a

different set of skills:

* Drug Resistance Skills enable young people to recognize and challenge
common misconceptions about substance use, as well as deal with peer

and media pressure to engage in substance use.

= Personal Self-Management Skills help students to examine their self-
image and its effects on behavior, set goals and keep track of personal
progress, identify everyday decisions and how they may be influenced by
others, analyze problem situations, and consider the consequences of

alternative solutions before making decisions.

» General Social Skills give students the necessary skills to overcome

shyness, communicate effectively and avoid misunderstandings, use

& y U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
C Substance Abuse and Mental Health Services Administration

Center for Substance Abuse Prevention
' “m www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
for Every Community

Proven Results*

These effects have been observed
up to 6 years after the intervention:

= Alcohol, tobacco, and marijuana
use cut 50% to 75%

= Multiple drug use decreased up
to 66%

= Pack-a-day smoking reduced by
25%

= Decreased use of inhalants, nar-
cotics, and hallucinogens

*Outcomes relative to controls.

INTERVENTION
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OUTCOMES

The outcomes relative to controls
included the following:

= Reduced initiation of cigarette
smoking by 75% and 3 months
after program completion by
67%

Reduced alcohol use by 54%,
heavy drinking by 73%, and
drinking to intoxication one or
more times a week by 79%

Reduced marijuana use by 71%
and weekly or more frequent
use by 83%

Reduced multiple drug use by
66%

Reduced both long-term and
short-term substance abuse

Reduced pack-a-day smoking
by 25%

Decreased use of inhalants,
narcotics, and hallucinogens by
up to 50%

Followup Results from 4 Published Studies
(8th grade drug use and 12th grade polydrug use)

[l Did not receive LST
[] Received LST

Percent Using

Tobacco Alcohol Marijuana Polydrug

both verbal and nonverbal assertiveness skills to make or refuse
requests, and recognize that they have choices other than aggres-

sion or passivity when faced with tough situations.

INTENDED POPULATION

LifeSkills is intended for youth who have not yet initiated substance use.

It is designed to prevent the early stages of substance use by influencing risk
factors associated with substance abuse, particularly occasional or experi-
mental use. The program has been tested in urban and suburban schools
with White, African American, Hispanic/Latino, and Asian American
students in grades 7 through 12 (11 to 18 years old). An elementary school
version of LifeSkills has been tested with students in grades three to five (8
to 11 years old).

BENEFITS

= Develops resistance to peer and media pressure to use substances
= Develops a positive self-image

= Develops decisionmaking and problem-solving skills

= Helps youth manage anxiety

= Fosters effective communication

® Builds healthy relationships

® Increases youths’ self-confidence in social situations

HOW IT WORKS
The LifeSkills Training curriculum for middle (or junior high) schools is

intended to run for fifteen 45-minute class periods. A booster intervention
has been developed that is taught over 10 class periods in the second

year and 5 in the third year. This means the initial program should be
implemented with sixth or seventh grade students, followed by booster
sessions during the next 2 years. Optional violence prevention units can
be implemented for each year of the program, extending the overall

number of class sessions.

The LifeSkills Training elementary school curriculum runs for 24 class ses-
sions, each 30 to 45 minutes long, to be conducted over 3 years. The first
year (i.e., Level 1) is composed of eight class sessions and covers all skill
areas. The remaining booster sessions are divided into eight class sessions for
Level 2 and eight for Level 3. The booster sessions provide additional skill
development and opportunities to practice in key areas. Level 1 is designed
for either grade three or four, depending on when the transition from ele-

mentary to middle school begins.
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Both the elementary and middle school programs can either be taught inten-
sively (consecutively every day or two to three times a week) undil the pro-
gram is complete, or they can be taught on a more extended schedule (once a

week). Both formats have proven to be equally effective.

IMPLEMENTATION ESSENTIALS

LifeSkills is a completely self-contained prevention curriculum. To
implement the program, in addition to a LifeSkills-trained provider (teacher,
counselor, or health professional), all that is required is a curriculum set con-
sisting of a Teachers Manual, Student Guide, and relaxation tape.

Provider training is available for individuals interested in conducting the
LifeSkills program. All training is conducted by qualified trainers who are cer-
tified by National Health Promotion Associates, Inc. The provider

training workshop is designed to—
= Teach the background, theory, and rationale for LifeSkills
= Familiarize participants with the program
= Teach participants the skills needed to conduct LifeSkills

= Provide an opportunity to practice teaching selected portions of

the program

= Discuss practical implementation issues

PROGRAM BACKGROUND

Beginning in the 1980s, a series of evaluation studies have been conducted to
test the effectiveness of substance abuse prevention approaches based on the

LifeSkills model. These studies have helped facilitate the development of
a prevention approach that is effective with different problem behaviors when

implemented by different types of providers, and with different populations.

The focus of the early research was on cigarette smoking and involved pre-
dominanty White, middle-class populations. More recent research extended
this work to other problem behaviors including substance use. In addition,
this research has increasingly focused on the utility of this approach when
used with inner-city, minority populations. Finally, this research has assessed
the long-term durability of the LifeSkills Training prevention model, its
impact on hypothesized mediating variables, and the importance of

high-fidelity implementation.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN

Over the past 20 years, a dozen evaluation studies of LifeSkills Training have been
conducted. Among these are:

= A randomized study that tested the effectiveness of peer leaders as providers
of LifeSkills Training. The number of new smokers in the group that received
training with the peer leader was compared with a control group. Results
were corroborated by a saliva thiocyanate (SCN) analysis, where an increase

in SCN levels is indicative of increased smoking.

= A randomized study that compared alcohol use over the past month and
degree of use by students who received LifeSkills Training with use rates
reported by a control group.

= The National Institute on Drug Abuse (NIDA), National Institutes of
Health, U.S. Department of Health and Human Services funded a study of
approximately 1,200 seventh grade students (from predominanty White,
middle-class families) in 10 suburban New York junior high schools. The
study compared the proportion of students reporting marijuana use in the
peer-led LifeSkills group and a group of students who received LifeSkills

booster sessions with the rates reported in the control group.

= NIDA also funded a randomized study involving nearly 6,000 students from
56 middle schools. Students received the program in the seventh through
ninth grades and followup data were collected at the end of the twelfth grade.

PROGRAM DEVELOPER

Gilbert J. Botvin, Ph.D.

Dr. Gilbert J. Botvin, an internationally known expert on drug abuse prevention,
developed the LifeSkills program. For the past 20 years, Dr. Botvin has been a full-
time faculty member of Weill Medical College at Cornell University, and he cur-
rently serves as a professor in both the Department of Public Health and the
Department of Psychiatry. Dr. Botvin is also director of Cornell’s Institute for
Prevention Research. His groundbreaking work in the area of substance abuse pre-
vention has received national and international attention. Most recently (1998),
he received the Society of Prevention Research’s Presidential Award for prevention
research excellence. Dr. Botvin is founding editor of the scientific journal

Prevention Science, and president of the Society for Prevention Research.

CONTACT INFORMATION

National Health Promotion Associates, Inc.
711 Westchester Avenue

White Plains, NY 10604

Phone: (800) 293-4969

Fax: (914) 683-6998

Web site: www.lifeskillstraining.com

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.
Department of Health and Human Services

Programs That Work—Centers for Disease
Control and Prevention, U.S. Department of

Health and Human Services

Model Program—Office of Juvenile Justice
and Delinquency Prevention, U.S.

Department of Justice

Model Program—White House Office of
National Drug Control Policy

Exemplary Program—U.S. Department of

Education

Programs That Work—National Institute on
Drug Abuse, National Institutes of Health,
U.S. Department of Health and Human
Services

Grade “A”—Drug Strategies, Inc.
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Lions-Quest Skills for Adolescence

Lions-Quest Skills for Adolescence (SFA) is a comprehensive positive youth "
development and prevention program designed for schoolwide and class- PROVEN RESULTS

room implementation in grades six through eight (10 to 14 years old). It = Knowledge about the risks of alco-
hol and other drug use improved

43%

= Significantly lower self-reported
N o rates of using beer, liquor, and
® Good citizenship skills chewing tobacco in the previous

involves educators, parents, and community members to develop in young

adolescents:

= Essential social and emotional competencies

= Strong, positive character month

= SFA students had lower predic-

An ethic of servi 0 b . 4 , ) tions of use of five harmful sub-
u -
ethic or service to others within a carlng and consistent environment Stances in the neXt 30 dayS

= Skills and attitudes consistent with a drug-free lifestyle

The classroom curriculum-based program may be delivered daily, two to = Fewer SFA Hispanic/Latino stu-

three times per week, or weekly with equal effectiveness, depending on the dents engaged in lifetime alcohol
implementation model. The learning model employs inquiry, presentation, use, recent alcohol use, and recent
discussion, group work, guided practice, and reflection to build positive binge drinking than Hispanic/
social behaviors of self-discipline, responsibility, good judgment, and respect Latino students in control schools

for self and others. It develops youths’ positive commitments to the family,

school, peers, and community. SFA supports social and emotional learning, A GRS GRS O o

drug prevention, service learning, and character education initiatives.
group students.

INTENDED POPULATION
SFA is specifically designed to address the developmental needs of male and

female adolescents 10 to 14 years old in grades six through eight in a variety

INTERVENTION

of public and private school settings. Since 1984, the program has under-

one four revisions, extensive pilot testing, and cultural adaptations for use .
8 : P & p Universal

in more than 33 industrialized and developing countries. In wide use in the

SERVICES,,
N’ﬁ sy

3 U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
C Substance Abuse and Mental Health Services Administration
3 Center for Substance Abuse Prevention

%
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Outcomes

The NIDA study described in the Evaluation
Design section indicates that 1) exposure to a
40-session version of SFA can help deter the
initiation of regular cigarette smoking and
experimental use of marijuana through the
end of the seventh grade; 2) this effect held
across all racial/ethnic groups studied; 3) this
program can also deter the initiation and
monthly use of alcohol and binge drinking
for Hispanics/Latinos, and 4) this program
can delay the progression to regular cigarette
smoking and to experimental marijuana use
among students who had initiated regular
alcohol use or binge drinking, but not regular
cigarette smoking, by the end of the sixth
grade.

Prevalance rates of 7th grade substance users
moving to “harder” substance: marijuana

M Binge Drinking
[l Alcohol

T T T

T
10 20 30 40
Percent of students using marijuana

Followup of baseline users: pretest/baseline with 6th grade youth;
posttest in 7th grade

Prevalance rates of 7th grade substance users
moving to other substance: cigarettes

M Binge Drinking|
l Alcohol

T T T T
5 10 15 20
Percent of students using cigarettes

Followup of baseline users: pretest/baseline with 6th grade youth;
posttest in 7th grade

Prevalance rates of 7th grade alcohol users
moving to binge drinking

M Alcohol: last 30 days

T T T

5 10 15 20 25

Percent of students binge drinking

United States, Canada, and around the world where it has been translated
into 16 languages, SFA has demonstrated its usefulness and applicability in

diverse cultural and socioeconomic populations.

BENEFITS

= Support: Nurturing school and classroom environment

* Empowerment: Service-learning opportunities throughout the course

Boundaries/expectations: High expectations for and clear standards

against harmful behaviors, including drug use
= Constructive use of time: Engagement in positive activities
= Commitment to learning: High motivation, meaningful involvement

= Social competencies: Self-discipline, self-awareness, self-confidence,
interpersonal communication, decisionmaking, anger and conflict man-
agement, problem solving and critical thinking, resisting drug use, stress

management, healthy family relationships, goal setting

= Positive identity: Optimism about potential and future

HOW IT WORKS

SFA has a five-component structure for addressing protective factors that
promote healthy, safe, and drug-free behaviors and risk factors for substance

use, violence, and other high-risk behaviors.

Classroom Curriculum: 102 skill-building lessons; implementation models
range from a minimum 9-week, 40-lesson mini-course to a 3-year program
of all 102 lessons; 45-minute lessons are arranged into eight sequential the-
matic units and a service-learning unit that extends throughout the curricu-

lum.

Parent and Family Involvement: Parents and family participate through
shared homework assignments, four parent meetings, a parent book, and

direct involvement in school activities.

Positive School Climate: School, school staff, students, parents, and com-
munity members establish a school climate committee to reinforce curricu-

lum themes through schoolwide events.

Community Involvement: School staff, parents, Lions Clubs and other
service organizations, and youth-serving organizations participate in training
workshops, school climate events, panel discussions, service projects, and

parent meetings.

Professional Development: Each implementer must attend an introductory

2- or 3-day workshop to receive program materials.

SAMHSA Model Programs = http://model



IMPLEMENTATION ESSENTIALS

High fidelity implementation includes participating in service-learning expe-
riences, building a positive classroom and school environment, and involving
the family and community in the program through participation in a school
implementation team, school climate team, service-learning projects, and

school and classroom events.

Training

Each implementing adult must receive an introductory 2- or 3-day profes-
sional development training to receive SFA program materials. An extensive
10-day training of trainers program, which prepares local personnel to con-
duct their own staff development, is available to qualified school districts.
Preset regional workshops scheduled by SFA and onsite contract workshops

are also available.

Program Materials

Participants leave the introductory workshop with the Skills for Adolescence
Curriculum Kit consisting of eight thematic units of study in separate book-
lets, Year 2 and Year 3 booster units focused on healthy living and drug pre-
vention, a service-learning unit that permeates the entire curriculum, a stu-
dent book called Changes and Challenges, a Program Guide, a Parent Meetings
Guide, a Drug Information Guide, and a parent book called 7The Surprising
Years—all necessary components and materials to implement the program

with high fidelity.

Ongoing Success

Ongoing program success requires a school district-level advocate and the
district’s acceptance of financial responsibility, an onsite program coordinator,
continued support for school staff, and ongoing program evaluation.
Funding from Lions Clubs and other sources is key, as well as continuing

involvement of parents and community members.

PROGRAM BACKGROUND

Skills for Adolescence is one of the Lions-Quest K—12 comprehensive positive
youth development programs that are used in over 33 countries throughout
the world by more than 300,000 implementers. First developed in 1985,
SFA is currently in its fourth revised edition. Since 1985, SFA has become
the single most widely used positive prevention program in the world. Lions-
Quest is a program of the Lions Clubs International Foundation, associated
with Lions Clubs International, the largest humanitarian service organization
in the world, with 1.4 million members in more than 180 countries and geo-

graphic areas.

The Lions-Quest conceptual model was derived from a number of leading
developmental models and theories. The program’s model describes how a

nurturing external environment, in which children learn critical life skills,

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

influences and supports the internal conditions that encourage their positive
social behaviors and commitments and reduces their risk for problem behaviors

such as substance abuse and violence.

Lions-Quest is a major youth service initiative of Lions Clubs International

Foundation.

EVALUATION DESIGN

More than 50 studies have been conducted on SFA worldwide. Most significant
was the longitudinal study conducted for the U.S. Department of Health and
Human Services’ National Institute on Drug Abuse (NIDA) by Dr. Marvin
Eisen of the Urban Institute in Washington, DC. In the study, 34 schools from
Los Angeles, CA; Detroit, MI; and Washington, DC/Baltimore, MD (n=7,426
sixth graders, 71 percent of the eligible population), were randomized to condi-
tions to test the hypothesis that SFA is more effective than standard care in
deterring and delaying substance use through middle school. One-year posttest
data were collected from 6,239 seventh graders (84 percent those eligible).
Initiation of “ever” and “recent” use of five substances for baseline nonusers and
changes in recent use for baseline were compared using mixed model regressions
to control for school clustering. The intent of this study was to measure the
program effectiveness of SFA in reducing low-level aggression in students,
reducing chronic misbehavior in school, and producing improved social com-
petencies and school performance. This study employed a quasi-experimental
pre-post design, with an experimental group of students receiving SFA inte-
grated into language arts or social studies classes and a comparison group of

students receiving traditional course work in the subjects.

PROGRAM DEVELOPER

Susan Keister, M.A.

Susan Keister, M.A., lead developer of Lions-Quest Skills for Adolescence, received
her B.A. and M.A. degrees from Michigan State University. Between 1983 and
2000, Ms. Keister was vice president for program development at Quest
International and led the development of the Lions-Quest K—12 programs. She
has participated in the adaptation and translation of the Lions-Quest programs
internationally, which have now been translated into 16 languages and reach
more than 12 million young people worldwide. Ms. Keister is a fellow of

the Fetzer Institute in the area of school transformation. Contributing SFA
co-authors include Carol Apacki, Hank Resnik, Cathryn Berger Kaye, Linda

Barr, and the Lions-Quest team of international implementers and consultants.

CONTACT INFORMATION

For program and training information, contact:

Lions-Quest

PO. Box 304

Annapolis Junction, MD 20701
Phone: (800) 446-2700

Fax: (240) 646-7023
E-mail:info@lions-quest.org

www.lions-quest.org

Mark Bularzik, Manager

LCIF Lions-Quest Department
300 West 22nd Street

Oak Brook, IL 60523

Phone: (630) 571-5466, ext. 650
Fax: (630) 571-5735

E-mail: mbularzi@lionsclubs.org

Michael Buscemi, Consultant
Program Development

1984-B Coffman Road

Newark, OH 43055

Phone: (740) 522-6404

Fax: (740) 522-6580

E-mail: mikeb4kids@yahoo.com

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Promising Program—Safe and Drug Free Schools
and Community Program, U.S. Department of

Education

Select Program—The Collaborative for
Academic, Social and Emotional Learning

(CASEL)
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Multisystemic Therapy

Multisystemic Therapy (MST) is a family-oriented, home-based
program that targets chronically violent, substance-abusing juvenile
offenders 12 to 17 years old. It uses methods that promote positive social
behavior and decrease antisocial behavior—including substance use—to
change how youth function in their natural settings (i.e., home, school,
and neighborhood). The primary goals of MST are to—

= Reduce youth criminal activity
= Reduce antisocial behavior, including substance abuse

= Achieve these outcomes at a cost savings by decreasing

incarceration and out-of-home placement rates

Based on the philosophy that the most effective and ethical route to help
youth is through helping their families, MST views parents or guardians
as valuable resources, even when they have serious and multiple needs of
their own. A “multisystemic” approach, however, views these youth as
involved in a network of interconnected systems that encompass individ-
ual, family, and extrafamilial (e.g., peer, school, neighborhood) factors,
and recognizes that it is often necessary to intervene in more than one of
these systems. MST addresses these factors in an individualized, compre-

hensive, and integrated manner.

INTENDED POPULATION

MST is designed for chronic, violent, or substance-abusing male and
female juvenile offenders at risk of out-of-home placement. The “typical”
MST youth is 12 to 17 years old, has multiple arrests or an arrest for a

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*

= Decreased adolescent substance
use

= Decreased adolescent psychiatric
symptoms

= Reduced long-term rearrest rates
25% to 70%

» Reduced long-term out-of-nome
placement 47% to 64%

= Improved family relations and
functioning

= [ncreased mainstream school
attendance

= Considerable cost savings over
other social services (up to
$131,000 per youth)

*In comparison with control groups in
eight randomized research projects.

INTERVENTION
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OUTCOMES

MST has proven effective in reducing
substance use and antisocial behavior
among diverse populations of serious
and chronic juvenile offenders. Follow-
up studies with youth and families 2
and 4 years after completing the
program supported the long-term
effectiveness of MST. In addition,
despite its intensity, MST was a rela-
tively inexpensive intervention. With a
small client-to-therapist ratio (4:1) and
a course of treatment lasting 3 to 5
months, the cost per client for treat-
ment in the MST group was about
one-fifth the average cost of an institu-
tional placement. A recent study by
the Washington State Institute for
Public Policy estimated savings of
$31,000 to $131,000 for each youth
served in MST (based on MST prevent-
iNng a subsequent incident requiring
social or judicial services).

Missouri Delinquency Project

MST
Completers

MST
Dropouts

Percent of Offenders Not Rearrested

Refusers

06 14 17 22 28 33 39 44 5
Years Past Treatment Termination

Simpsonville, SC Project

Percentage of Offenders
Not Rearrested

Usual Services

0.4 0.8 1.2 1.5
Years Post Treatment

violent offense, is deeply involved with delinquent peers, has problems at
school or does not attend, abuses multiple drugs (e.g., marijuana, alcohol,
and cocaine), and lives in a single-parent household that has multiple

needs and problems. MST is equally effective with families who have dif-
ferent strengths and weaknesses and who come from a range of socioeco-

nomic and ethnic backgrounds.

BENEFITS
MST youth:
= Were significantly less likely to use substances
= Had fewer arrests for all types of offenses
= Spent less time in out-of-home placements
= Engaged in less aggression with peers

= Were less likely to be involved in criminal activity

HOW IT WORKS

MST typically uses a home-based model of service delivery to reduce

barriers that keep families from accessing services. Therapists have small
caseloads of four to six families; work as a team; are available 24 hours a
day, 7 days a week; and provide services at times convenient to the fami-
ly. The average treatment involves about 60 hours of contact during a 4-

month period.

MST therapists focus on empowering parents and improving their effec-
tiveness by identifying strengths and developing natural support systems
(e.g., extended family, neighbors, friends, faith community members)
and removing barriers (e.g., parental substance abuse, high stress, poor
relationships between partners). This family-therapist collaboration allows
the family to take the lead in setting treatment goals while the therapist
helps them to accomplish their goals.

Once engaged, the parents or guardians collaborate with the therapist on
the best strategies to set and enforce curfews and rules; decrease the ado-
lescent’s involvement with deviant peers and promote friendships with
prosocial peers; improve the adolescent’s academic and/or vocational per-
formance; and cope with any criminal subculture that may exist in the

neighborhood.

SAMHSA Model Programs = http://model



IMPLEMENTATION ESSENTIALS
MST requires:

= Dedicated full-time clinical staff of three to five people, including a

supervisor, who work as a clinical “team”
= Staff availability 24 hours a day, 7 days a week
= Small caseloads of four to six families per therapist

* Buy-in from community members and social service agencies
(e.g., child welfare, probation, etc.) to allow the MST therapist to take
the lead in clinical decisionmaking and treatment planning for the
youth and family (and not be kept from achieving positive outcomes

because of existing policies and procedures)
= Commitment to MST supervision and training protocols

= Outcome-based discharge criteria (i.e., observable youth behavior

change)
= Treatment cycles of 3 to 5 months on average

= Emphasis on knowledgeable, experienced staff (e.g., M.A. in
counseling, M.S.W., etc.)

PROGRAM BACKGROUND

The current form of MST is the result of extensive scientific evaluation. To
date, eight randomized clinical research trials have been published and,
in 2001, more than a dozen additional randomized trials evaluating MST
were under way. The strength of these results has led to the program’s
dissemination throughout the United States and around the world. MST
is currently used in over 25 States, Canada, England, Ireland, New
Zealand, Norway, and Sweden.

The Family Services Research Center, the MST-focused research group at
the Medical University of South Carolina, has supported the dissemina-
tion of MST since the early 1990s. In 1996, a university-affiliated organ-
ization, MST Services, was formed to help communities establish MST

programs.

EVALUATION DESIGN
The effectiveness of MST has been supported by several controlled,

random-assignment evaluations. In these studies, youth were randomly
assigned to either MST or a control group receiving other services.
(For details, see Outcomes section.)

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM DEVELOPER RECOGNITION
Scott Henggeler, Ph.D. Model Program—Substance Abuse and Mental
MST has been under development for over 25 years under the leadership of Health Services Administration, U.S.

Dr. Scott Henggeler, director of the Family Services Research Center (FSRC) at Department of Health and Human Services
the Medical University of South Carolina. The mission of the FSRC is to

develop clinically effective and cost-effective treatments for youth with serious Model Program—Office of Juvenile Justice and
behavioral problems. The center has approximately 50 staff and over $15 mil- Delinquency Prevention, U.S. Department of
lion of committed Federal research funding over the next 5 years. Justice

CONTACT INFORMATION Effective Program—U.S. Surgeon General’s

Marshall E. Swenson, M.S-W., M.B.A. Report on Mental Health and Youth Violence

Manager of Program Development Families Count Award—Annie E. Casey
MST Services

710 J. Dodds Blvd.

Mt. Pleasant, SC 29464

Phone: (843) 856-8226 Ext. 215
Fax: (843) 856-8227

Email: ms@mstservices.com

Foundation

Web site: www.mstservices.com

http://modelprograms.samhsa.gov = 1 877 773 8546
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Nurse-Family Partnership Program for Every Community

The Nurse-Family Partnership (NFP) program provides first-time, low- Proven Results

income mothers of any age with home visitation services from public _
health nurses. NFP nurses work intensively with these mothers to = Improved birth outcomes

improve maternal, prenatal, and early childhood health and well-being, - Reelueee] HES of SUBSE6UER
with the expectation that this intervention will help achieve long-term 9

. . . . .- . . regnhanc

improvements in the lives of these at-risk families. The intervention process preg Y

is effective because it focuses on developing therapeutic relationships » Reduced rates of childhood
with the family and is designed to improve five broad domains of family injury, abuse, and neglect

functioning:
» Decreased smoking and alcohol

use, especially among teenage
» Home and neighborhood environment mothers

» Health (physical and mental)

= Family and friend support
= Parental roles
* Major life events (e.g., pregnancy planning, education, employment)

Starting with expectant mothers, the program addresses substance abuse
and other behaviors that contribute to family poverty, subsequent pregnan-
cies, poor maternal and infant outcomes, suboptimal childcare, and a

lack of opportunities for the children.

INTENDED POPULATION

NFP serves first-time mothers with little or no income. Ultimately, their

babies and everyone in their supportive environment (e.g., friends, INTERVENTION
boyfriends, fathers, parents, etc.) are involved in the program, but the pri-

mary clients are first-time mothers. Some program sites choose to focus

exclusively on teen mothers. X
Selective

Substance Abuse and Mental Health Services Administration

Center for Substance Abuse Prevention
"m www.samhsa.gov
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OUTCOMES

NFP produced consistent benefits for
low-income mothers and their children
through the child's fourth year in the
areas of:

= Mothers’ prenatal health (especially
in relation to their use of cigarettes)

® |[njuries to children
® Rates of subsequent pregnancy

® Use of the social welfare system

A 15-year followup study of the EImira
sample found that the program:

® Reduced child abuse and neglect
79%

® Reduced maternal behavioral prob-
lems due to substance use 44%

® Reduced arrests among the moth-
ers 69%
Resulted in 54% fewer arrests and
69% fewer convictions among the
15-year-old adolescents
Resulted in 58% fewer sexual part-
ners among the 15-year-old adoles-
cents
Reduced cigarette smoking by the
15-year-old adolescents 28%

Number of Convictions/Probation Violations
High-Risk Adolescents — Elmira

No. Convictions/
Probation Violations

Comparison

Sources of Savings:
NFP Home Visits to High-Risk Families — Elmira

Criminal
Justice
20%
Welfare
56%

ER Visits
10/0

BENEFITS

= Improved birth outcomes through the reduction of preterm and

low-birth-weight babies
= Improved parenting and the home environment
= Reduced quickly recurring and unintended pregnancies
= Increased participation in the workforce

= Reduced the incidence of conduct disorders, involvement in crime,

and delinquency

= Saved $4 for every dollar invested, due to reduced welfare, fewer

arrests, and lower health care (especially emergency room) costs

HOW IT WORKS

NFP represents a refined version of the long-established service strategy of
home visitation; it achieves results by providing visits from highly trained
public health nurses. These visits usually take place in the client’s home
but can occur at other locations when necessary.

The Nurse-Family Partnership Home Visit Guidelines are the primary
resource for nurse home visitors working in the program. The guidelines
provide the nurse with a consistent structure for each visit and tools to
use in working with clients. The guidelines are designed so that the topics
and resources are matched to the specific developmental needs of the fam-
ily and infant/child. The guidelines also instruct and encourage nurses to

adapt interventions to each family’s unique interests, strengths, and needs.

NEFP uses solution-focused tools to help the nurse assess current client
attitudes, skills, knowledge, and situational support. These tools also
assist the client in achieving personal goals, attaining behavioral changes,
and addressing challenges. The tools include activities for the client and
her family, which can be done with or without the nurse, designed to
help them apply new knowledge and skills.

IMPLEMENTATION ESSENTIALS

The program meets its objectives by addressing several key components

that research and experience have shown to be important:
= The program focuses on first-time mothers with little or no income.
» The home visitors are registered nurses.

= Nurses follow program guidelines that focus on the mother’s
personal health, quality of caregiving for the child, and parents’ own

development.

SAMHSA Model Programs = http://model



* Nurses begin making home visits while the mother is still pregnant
(before the 28th week, ideally between the 12th and 20th week) and
continue through the first 2 years of the child’s life.

* Nurse home visitors employ a visit schedule that follows the

developmental stages of pregnancy and early childhood.

» Nurses work with the mother’s existing support system, including
family members, fathers when appropriate, and friends, to help fami-

lies access other health and human services they may need.

= Each nurse home visitor carries a caseload of no more than
25 families.

®» The organization implementing the program provides a well-prepared

half-time nursing supervisor for every four nurse visitors.

* The program is located in and run by an organization known in the

community for providing quality services to low-income families.

®» Program staff uses the Clinical Information System that has been
designed for the model to keep track of family characteristics, needs,

services provided, and progress toward accomplishing objectives.

Program Development and Assistance

An application to become a demonstration site is the basis of initial plan-
ning for implementation of the NFP model at the local level. Through
telephone consultation and one or more site visits, representatives of the
National Center for Children, Families and Communities NCCFC) and
the local agency or organization develop a joint assessment of readiness to
implement the program. The application ultimately becomes a work plan
for the new program sites. New sites are developed to start serving 100 fami-
lies using 4 nurse home visitors, a half-time nurse supervisor, and a half-

time administrative support person.

Program Fidelity

Program demonstration sites must agree in writing to implement the pro-
gram with fidelity to its essential components. In return, they receive train-
ing, technical assistance, and support for the assessment-focused Clinical

Information System from NCCFC.

PROGRAM BACKGROUND

NFP was originally started as a research study in Elmira, NY, in the late
1970s. Because of the encouraging findings, the Office of Juvenile Justice
and Delinquency Prevention of the U.S. Department of Justice made NFP
part of their “Weed and Seed” initiative, funding the program in six demon-
stration cities. In 1999, NCCFC was established to disseminate the pro-

gram nationwide. Currently, NFP programs operate in 22 States.

programs.samhsa.gov = 1 877 773 8546
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EVALUATION DESIGN

A major evaluation of NFP was conducted in three large scientifically con-
trolled studies—first in Elmira, NY, then in Memphis, TN, and most recent-
ly in Denver, CO. In the studies, pregnant women were randomly assigned
either to the NFP program or a control group that received other services,
then their children’s progress toward the program’s goals was assessed over
time (i.e., through adolescence). The studies were designed to determine
whether the provision of prenatal and infancy home visits improves maternal,

child, and family health and well-being as children mature.

PROGRAM DEVELOPER

David Olds, Ph.D.

The Nurse-Family Partnership was originally developed and tested by

Dr. David Olds and his colleagues from Rochester, NY. Currently, Dr. Olds
is a member of the faculty at the University of Colorado Department of
Pediatrics and works closely with the national dissemination effort,
conducted through NCCFC, an interdisciplinary program based at the
University of Colorado Health Sciences Center. Bridging the university’s
School of Medicine and School of Nursing, NCCFC is devoted to research,
development, and replication of programs in local communities that improve

the lives of children and families who live there.

NCCEFC is currently directed by Dr. Patricia Moritz, associate professor of
Nursing and associate dean for Research in the University of Colorado Health
Sciences Center’s School of Nursing, and has a staff of nearly 40 full- and part-

time employees.

CONTACT INFORMATION
Matt Buhr-Vogl

Director of Site Development

National Center for Children, Families
and Communities

1825 Marion Street

Denver, CO 80218

Phone: (303) 864-5249; 1-866-864-5226

Fax: (303) 315-1489

E-mail: Matt. Buhr-Vogl@uchsc.edu

Web site: www.nursefamilypartnership.org

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.
Department of Health and Human Services

Model Program—Oftice of Juvenile Justice and
Delinquency Prevention, U.S. Department of

Justice
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The Olweus Bullying
Prevention Program

The Olweus Bullying Prevention Program is a multilevel, multicomponent
school-based program designed to prevent or reduce bullying in elemen-
tary, middle, and junior high schools (students 6 to 15 years old). The pro-
gram attempts to restructure the existing school environment to reduce
opportunities and rewards for bullying. School staff is largely responsible
for introducing and implementing the program. Their efforts are directed
toward improving peer relations and making the school a safe and positive

place for students to learn and develop.

While intervention against bullying is particularly important to reduce the
suffering of the victims, it is also highly desirable to counteract these ten-
dencies for the sake of the aggressive student, as bullies are much more
likely than other students to expand their antisocial behaviors. Research
shows that reducing aggressive, antisocial behavior may also reduce sub-

stance use and abuse.

INTENDED POPULATION

The Olweus Bullying Prevention Program is designed for students in
elementary, middle, and junior high schools. All students participate in
most aspects of the program, while students identified as bullying others

or as targets of bullying receive additional individual interventions.

BENEFITS

= Reduces existing bullying/victim problems
= Prevents development of new cases of bullying

= Improves peer relations at the school
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Effective Substance Abuse and
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Proven Results

= A 30% to 70% reduction in stu-
dent reports of being bullied and
bullying others; results are largely
parallel with peer ratings and
teacher ratings

= Significant reductions in student
reports of general antisocial behav-
ior (e.g., vandalism, fighting, theft,
and truancy)

= Significant improvements in
classroom order and discipline

= More positive attitude toward
schoolwork and school

INTERVENTION

Universal

Indicated



OUTCOMES

Some key results are reported under
the heading Proven Results. Two
graphs from the last evaluation of 10
schools in Oslo, Norway, are present-
ed below. The reductions in bully/vic-
tim problems varied between 33 and
64 percent for the various subgroups
(girls and boys 11 to 13 years old in

grades five to seven).

Students who have bullied other students
2 or 3 times a month or more often

Girls - 64% reduction
Boys - 45% reduction
Overall - 52% reduction

|| B Nov-00

[ Nov-99

Percent of Students

=

=

Boys

Grades 5-7 (11-13 years)

Students who have been bullied
2 or 3 times a month or more often

Girls - 33% reduction
|| Boys - 48% reduction
Overall - 42% reduction

[l Nov-00

| B Nov-99 ||

Percent of Students

Girls Boys

Grades 5-7 (11-13 years)

HOW IT WORKS

The Olweus Bullying Prevention Program works with interventions at

three levels:
Schoolwide Interventions

= Administration of the Olweus Bully/Victim Questionnaire about
bullying (filled out anonymously by the students)

= Formation of a Bullying Prevention Coordinating Committee

= Staff training

= Development of schoolwide rules against bullying

= Development of a coordinated system of supervision during break
periods

Classroom-level Interventions

= Regular classroom meetings about bullying and peer relations

= Class parent meetings

Individual-level Interventions

® Individual meetings with children who bully
® Individual meetings with children who are targets of bullying

= Meetings with parents of children involved

IMPLEMENTATION ESSENTIALS

Implementation of the Olweus Bullying Prevention Program requires sig-
nificant and ongoing commitment from school administrators,

teachers, and other staff. A first step is to establish a Bullying Prevention
Coordinating Committee composed of administrators, teachers, students,

arents, a e program’s onsite coordinator.
rents, and the program

Training
All school staff participate in a half- to 1-day training session. In addition,

teachers are expected to—

= Thoroughly read the Zéacher Handbook: Olweus Core Program Against
Bullying and Antisocial Behavior and the book Bullying at School: What
We Know and What We Can Deo.
= Hold weekly 20- to 40-minute classroom meetings.
= Participate in regular Teacher Discussion Groups during the first year
of the program.
Additionally, school personnel on the Bullying Prevention Coordinating

Committee—

= Participate in a 1.5-day training with a certified trainer.

= Attend 1- to 2-hour monthly meetings.

SAMHSA Model Programs = http://model



Program Management and Timing

Depending on the school’s size, a program will require a part- or full-time
onsite coordinator. The optimal approach to program implementation
involves selecting the onsite coordinator and administering the question-
naire survey in the spring; training staff in August, before school opens;
and holding a schoolwide kickoff at the beginning of the fall semester.

Technical Assistance

Technical assistance is available for interested schools, including
followup telephone consultation provided to the onsite coordinator every 3
to 4 weeks during the first year of implementation.

Program Resources

It is required that each teacher have a copy of the Zeacher Handbook and
Bullying at School. Other required materials include the Olweus
Bully/Victim Questionnaire and accompanying PC software for processing
and evaluating student responses. One videotape and accompanying guide-
book, appropriate for grades three through eight, should be purchased for
every six classrooms. Supplemental lesson plans may also be purchased.

PROGRAM BACKGROUND

In 1983, after three adolescent boys in northern Norway committed
suicide, most likely as a consequence of severe bullying by peers, the coun-
try’s Ministry of Education commissioned Professor Dan Olweus to con-
duct a large-scale research and intervention project on bully/victim prob-
lems. The resulting Olweus Bullying Prevention Program, developed at the
University of Bergen in Norway, has been refined, expanded, and evaluat-
ed with positive results in two new large-scale projects in Norway. As part
of the Norwegian Government’s plans for the prevention of delinquency
and violence among children and youth, the Olweus Program is now
being implemented on a large-scale basis all over Norway. The program
has also been successfully implemented in other countries, including the
United States, the United Kingdom, and Germany. During the 1990s,
Professor Olweus worked closely with a number of colleagues in the
United States, notably Dr. Sue Limber and Dr. Gary Melton at Clemson
University in South Carolina, to implement and evaluate the program in
the United States.

EVALUATION DESIGN

Two different types of evaluation designs have been used to assess the pro-
gram. In several evaluations, what is often called an “age-cohort design”
with time-lagged contrasts between adjacent but age-equivalent cohorts
was used. One of the strengths of this quasi-experimental design is that
several of the cohorts serve both as intervention and control/baseline
groups (in different comparisons). Also, in one evaluation project, a
traditional control group design was used.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM DEVELOPER RECOGNITION

Dan Olweus, Ph.D. Model Program—Substance Abuse and Mental
For almost 30 years, Professor Dan Olweus has been involved in research and Health Services Administration, U.S.
intervention in the area of bullying among school children and youth. In 1970, he Department of Health and Human Services
started a large-scale research project, now generally regarded as the world’s first sci-

entific study of bully/victim problems. In the 1980s, he began the first systematic Model Program—Office of Juvenile Justice and
study of bullying intervention and documented the positive effects of this pro- Delinquency Prevention, U.S. Department of
gram. During the late 1990s, Professor Olweus and his research and intervention Justice

group at the University of Bergen conducted several new large-scale intervention
projects using a somewhat different study design, again gaining good results.
Professor Olweus has been named “the world’s leading authority” on bully/victim
problems by The Times newspaper of London. His book, Bullying ar School: Whar
We Know and What We Can Do, has been published in 15 languages.

CONTACT INFORMATION

To locate and order program resources, visit:

http://virtual.clemson.edu/groups/ncrj/pdfs/bullying_fact_sheet2.pdf

For program information:

Dan Olweus, Ph.D.

Research Center for Health Promotion
Christiesgate 13

N-5015 Bergen

Norway

Phone: 011-47-55-58-23-27

E-mail: olweus@online.no

Marlene Snyder, Ph.D.

Institute on Family & Neighborhood Life
Clemson University

158 Poole Agricultural Center

Clemson, SC 29634

Phone: (864) 710-4562

Fax: (864) 656-6281

E-mail: nobully @clemson.edu

http://modelprograms.samhsa.gov = 1 877 773 8546



Parenting Wisely

The Parenting Wisely intervention is a self-administered, computer-based
program that teaches parents and their 9- to 18-year-old children impor-
tant skills for combating risk factors for substance use and abuse. The
Parenting Wisely program uses a risk-focused approach to reduce family
conflict and child behavior problems, including stealing, vandalism, defi-
ance of authority, bullying, and poor hygiene. The highly interactive and
nonjudgmental CD-ROM format accelerates learning, and parents use

new skills immediately. The Parenting Wisely program—
= Reduces children’s aggressive and disruptive behaviors
= Improves parenting skills
= Enhances family communication
= Develops mutual support

= Increases parental supervision and appropriate discipline of their

children

A highly versatile program, Parenting Wisely can be used alone, in a
group, or with a practitioner at a variety of locations such as public agen-
cies, schools, libraries, or at home. Semiliterate parents can use the
Parenting Wisely program, as it provides the option to have the computer
read all text aloud. Printed program portions are written at the fifth-grade

level, and the entire program is available in Spanish.
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Effective Substance Abuse and
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Proven Results

= 35% to 58% reduction in child
behavior problems

= 29% improvement in general
family functioning

= 30% reduction of maternal
depression

= 38% increase in parent participa-
tion in parent education classes

INTERVENTION

Selective

Indicated



OUTCOMES

Parents favored healthier problem-
solving strategies over coercive
strategies with each other and with
their children. The outcomes for
parents receiving the Parenting
Wisely (PW) intervention include:

®» Increased knowledge and use of
good parenting skills

= [mproved problem solving

= Setting clear expectations

= Reduced spousal violence and
violence toward their children

For children, clinically significant
behavior improvement (two standard
deviations) occurred between 20%
and 55% of the time that their par-
ents used the program. Program
completion rates for parents ranged
from 83% to 91%.

Eyeberg Child Behavior Inventory (ECBI)
for Parenting Wisely and control groups

@ Pretest

O 4 Month

raw score
- = =
M NY > wwe

w
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Total reported incidents—

P\ Group Control Group

The ECBI is a parent report scale used to measure conduct
problem behaviors in children b the ages of 2 and 16.

Parent daily report on negative child
behaviors in the past 24 hours

1 Month|[ |

B Pretest
O 1 Week

B 3 Month
O 6 Month

1 Month ||

Raw score—reported incidents

Parenting Wisely Control Group

INTENDED POPULATION

Parenting Wisely is aimed at families with delinquent children or children at
risk for becoming delinquent or substance users. Children 9 to 18 years old
usually are the intended population, especially during the middle and junior
high school transition years. In particular, Parenting Wisely focuses on fami-
lies who do not usually seek out or complete mental health or parent educa-
tion treatment for child problem behaviors. Single-parent families and step-
families, whose children exhibit behavior problems, comprise the majority of
families using the intervention. The program has been tested with families in
rural and urban areas and is equally appealing to African American,
Hispanic/Latino, and White families.

BENEFITS

= Teaches parents effective child supervision and disciplinary skills and

increases parental involvement

= Teaches parents and their children communication skills, resulting in

increased bonding

= Improves family problem solving, which decreases conflict and

improves family cohesion
= Increases parents’ self-efficacy and validates their strengths

= Decreases coercive and authoritarian parenting practices, thereby

reducing conflict

= Reduces blaming attributions, thereby increasing cooperative interac-

tions

= Teaches a family systems perspectives to reduce scapegoating

HOW IT WORKS

While the intervention is delivered on a personal computer, neither com-
puter familiarity nor literacy is necessary in order to independently and suc-
cessfully use the program. Parents interact intensively with this video-rich

program, which prompts them to—
= Choose family scenarios relevant to them
= Within the chosen scenario, watch a challenging situation

= Resolve the situation by choosing from among the three problem

resolution methods presented

Learning is rapid due to the interactivity, video modeling of good responses,
and privacy and nondefensiveness afforded by a computer program. The
program usually takes one to three sessions to complete, substantially reduc-
ing the program dropout that often occurs with at-risk families. Printed

program portions and workbooks are written at the fifth-grade level, and

SAMHSA Model Programs = http://model



the program disk can also deliver the text as spoken word.
Parenting Wisely is delivered to parents in a variety of methods and settings:

= Agencies refer parents to a private room where they use the program on a
computer and take home the workbook for reference and skill practice.

= Case managers, practitioners, or volunteers take the program to the
families’ homes for use by several family members.

= Parents use the program in groups led by a facilitator. (Group partici-

pation increases after parents use Parenting Wisely alone.)
= Parents are loaned the CD-ROM or video series to use at home.

= Families use the program before, during, or after family treatment to

complement the treatment.

= Use in juvenile court and detention centers; offices of social, health,
mental health, and child protective services agencies; schools, libraries,
and adult literacy/education locations; community centers, homeless

shelters, and public housing offices.

IMPLEMENTATION ESSENTIALS

Successful replication of the Parenting Wisely program is enhanced when—
= A local champion or coordinator stimulates program use.
= The program is located in multiple sites in a community.

= Managers, such as supervisors of practitioners, support full implemen-
tation.

= Evaluation is conducted. (Program outcomes or number of families
served.)

Training and Technical Assistance

Staff training is not required to implement the program, as it stands alone and
is self-administered. A service provider’s guide supplies all the information
necessary to fully implement the program. However, training is available to
show potential sites how to generate community support for the program and
how to add clinical components to the intervention (brief family consultation,
group presentation). Technical assistance from Family Works Inc. is available

without charge.

Program Materials

The Parenting Wisely program is contained on a CD-ROM that is format-
ted for a personal computer (PC). The PC must have a CD-ROM player
and the ability to play video on the computer screen and play sound.

Complete program materials include:
= One interactive CD

* One program manual

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

= Five parent workbooks
= Parent completion certificates, program description brochures
® Program poster and referral cards

= Evaluation instruments (on a floppy disk, for duplication)

Timeline

From placing the order to installing the program on computers and familiariz-

ing staff with the program, most agencies require 3 to 6 weeks.

PROGRAM BACKGROUND

Parenting Wisely was developed at Ohio University as an alternative or comple-
ment to family interventions. The developer used his knowledge of the func-
tional family therapy model and experience with program dissemination to cre-
ate a program that would reduce or eliminate many of the barriers that keep at-
risk families from receiving good family interventions. A multidisciplinary team
identified critical goals for such a program: brief, since at-risk families are diffi-
cult to engage for multisession treatment; accessible—available when families
are; flexible (to be delivered in many venues, with and without other interven-
tions); nonstigmatizing; low cost; not dependent on training or continued
supervision, but with high treatment integrity; appropriate for families with
diverse ethnic, educational, and socioeconomic characteristics; and effective.
The resulting prototype, an interactive computer laser disk, was field-tested in
11 southern Ohio counties (Appalachia) under an Office of Juvenile Justice and

Delinquency Prevention, U.S. Department of Justice formula grant.

EVALUATION DESIGN

Thirteen evaluations of the Parenting Wisely program have been conducted.
Five studies involved random assignment of parents to treatment and control
groups (no treatment, other treatments). Evaluations were conducted in juve-
nile detention, child protective services, health and mental health centers, pro-
bation departments, schools, and families’ homes. Represented among these
studies were approximately 990 families of White (including Appalachian),
African American, Hispanic/Latino, Asian, and Portuguese origin and primari-
ly from lower income homes. Details on the studies are available on the Web

site www.parentingwisely.com.

PROGRAM DEVELOPER
Donald Gordon, Ph.D.

Dr. Gordon is a child clinical psychologist, family therapist, and Emeritus

Professor of Psychology at Ohio University. His orientation is cognitive

http://modelprograms.samhsa.gov =

behavioral, social learning, and family systems.
His general mission, with the support of Ohio
University, was to develop and evaluate interven-
tion methods for at-risk families that are effective
with underserved populations and to disseminate
these methods. He has modified the Functional
Family Therapy program and assisted in its dis-
semination. Together with colleague Jack
Arbuthnot, he developed, evaluated, and dissem-
inated the Children in the Middle program for

divorcing parents.

CONTACT INFORMATION

Family Works Inc.

340 W. State Street

Room 135B, Unit 19

Athens, OH 45701-3751

Toll free: (866) 234-WISE (9473)

Phone: (740) 593-9505 or (541) 488-0729
Fax: (541) 482-2829

Family Works Inc., West

583 Prim Street

Ashland, OR 97520

Fax: (541) 482-2829

E-mail: gordon@ohio.edu
familyworks@familyworksinc.com

Web sites: http://www.familyworksinc.com

http://www.parentingwisely.com

RECOGNITION
Model Program—Substance Abuse and Mental

Health Services Administration, U.S.

Department of Health and Human Services

Exemplary II Program—Family Strengthening,
Office of Juvenile Justice and Delinquency

Prevention, U.S. Department of Justice

Pathways Project—Youth Justice Board, London,
England
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PATHS—Promoting Alternative
THinking Strategies

PATHS (Promoting Alternative THinking Strategies) is a comprehensive
program for promoting emotional and social competencies and reducing
aggression and acting-out behaviors in elementary-school-aged children,
while simultaneously enhancing the educational process in the classroom.
This innovative curriculum for kindergarten through sixth grade (ages 5 to

12) is used by educators and counselors as a multiyear, prevention model.

The PATHS curriculum provides teachers with systematic and developmen-
tally based lessons, materials, and instructions for teaching their students:

= Emotional literacy

= Self-control

= Social competence

= Positive peer relations

= Interpersonal problem-solving skills

The PATHS curriculum has been shown to improve protective factors and
reduce behavioral risk factors. Evaluations have demonstrated significant
improvements for program youth, including those in general education and
special needs settings. Although primarily focused on school and classroom

settings, information and activities are also included for use with parents.

INTENDED POPULATION

The PATHS curriculum was developed for classroom use with all elementary
school children. PATHS has been field-tested and researched in general edu-

cation classrooms, with a variety of special-needs students (deaf, hearing-

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results*
In various studies, PATHS has
shown a—

= 32% reduction in teachers’ reports of
students exhibiting aggressive
behavior

= 36% increase in teachers’ reports of
students exhibiting self-control

= 68% increase in students’” vocabulary
for and identification of emotions

= 20% increase in students’ scores on
cognitive skills tests

= Significant improvement in students’
ability to tolerate frustration

= Significant improvement in students’
ability and willingness to use effec-
tive conflict-resolution strategies

* Compared, to control group.

INTERVENTION
Universal

Selective



OUTCOMES

In all three clinical trials, the use of the PATHS
curriculum significantly increased children’s
ability to—
= Understand social problems

Recognize emotions

Maintain self-control

Tolerate frustration

Develop effective conflict resolution strategies

Results of all three clinical trials also revealed a
reduction in aggression and violence by children
who had received PATHS.

PATHS has been shown to improve protective
factors and reduce behavioral risk across a wide
variety of elementary-school-aged children. The
findings have shown cross-rater validity, as they
have been true of teacher reports, self-reports,
and child testing and interviewing. A critical
component of these findings is the use of well-
matched control groups. This is critical because
all children tend to improve as they develop;
thus, programs may only look effective due to
general developmental progress.

Teacher reports of externalizing behavior
after 1 year of intervention
PATHS Universal Intervention

[N
o

|

=9= PATHS
| | === Control Group

(< ]

|

v 1 i1 1 n
N $

Reports on behavior
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Year 2 Year
Followup Followup

Pre- Post-
PATHS PATHS

Students receiving PATHS in Grade 2 and 3 showed less increase in external
problems 2 years post-intervention.

Cognitive skills at end of 1st grade
(1 year of intervention)
PATHS Universal Intervention

| _|=0= PATHS
=@ Control Group

/

WISC-R 1Q Test results

Pre-PATHS Post-PATHS 1 Year

Students receiving PATHS in Grade 2 and 3 showed a significant increase in their
cognitive skills on the Weschsler Intelligence Scale for Children, revised subtest.

impaired, learning disabled, emotionally disturbed, mildly mentally delayed,
and gifted), and among African American, Hispanic/Latino, Asian
American, Pacific Islander, Native American, and White children. Ideally, it

should be initiated at the start of schooling and continue through grade six.

BENEFITS
Compared to control youth, PATHS youth showed:

= Improved understanding and recognition of emotions
= Improved thinking and planning skills

= Decreased anxiety/depressive symptoms (teacher report of special-needs

students)

Decreased conduct problems (teacher report of special-needs students)

Decreased symptoms of sadness and depression (child report—special

needs)

HOW IT WORKS

The PATHS curriculum provides teachers with systematic and develop-
mentally based lessons, materials, and instructions for teaching their stu-
dents emotional literacy, self-control, social competence, positive peer rela-

tions, and interpersonal problem-solving skills.

The PATHS curriculum is contained in six volumes that cover four con-

ceptual units:

= Readiness and Self-Control “Turtle” Unit (1 volume)—promotes
the development of self-control and the ability to identify problems.

= Feelings and Relationships Unit (3 volumes)—teaches students to

recognize a wide variety of affective states; promotes empathy.

= Problem Solving Unit (1 volume)—teaches students to follow a series

of steps to find solutions to problems.

= Supplementary Lessons (1 volume)—contains optional lessons,
review, and extensions; topics include teasing and fair/unfair treatment.

PATHS is designed to be taught by regular classroom teachers, integrated into
the regular curriculum. However, it is important to ensure that children gener-
alize (i.e., apply the skills to new contexts) and use the PATHS skills through-

out the school day and in other contexts. Generalization activities and strate-

gies are provided both for teachers and for parents.

IMPLEMENTATION ESSENTIALS

PATHS is implemented by classroom teachers in kindergarten through
sixth grade, with entire classrooms using a 131-lesson curriculum through-
out the elementary school years. Lessons should be taught three to five
times per week, although timing and frequency of the sessions can be
adapted to suit individual classroom needs. Parent letters, handouts, and

home activities are included to keep parents informed and involved.
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The PATHS curriculum includes comprehensive materials and training
that cover each year/grade level of the program’s implementation. Materials

include:
Basic PATHS Kit (Grades 1-6)
= Instructor’s manual
= Five curriculum manuals
= Set of “feelings” photographs
= Set of “feelings” face cards
= Two wall charts
= Four full-color posters
Turtle Unit (Kindergarten)
® Instructor’s manual
= Curriculum manual
* Turtle puppet with pad
= Turtle stamp
= Poster

Teacher training and technical assistance are available onsite to ensure

effective implementation of the program.

PROGRAM BACKGROUND

PATHS is based on the Affective-Behavioral-Cognitive-Dynamic (ABCD)
Model of Development, which posits that to fully understand one’s own

behaviors, those of another person, or interpersonal interactions, it is nec-
essary to take emotions, thoughts, and communication skills into account.

PATHS also emphasizes development of the following attributes:
= Self-esteem and self-confidence
= Self-control
- Frustration tolerance
- Anger management
- Locus of control/personal responsibility
- Attention and concentration
- Reflectivity vs. impulsivity
* Emotional understanding
- Identification, internalization, and guilt

- Feelings vs. behaviors (all feelings are okay, some behaviors are not
okay)

- Emotions as a form of communication

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN

There have been three controlled studies of PATHS, with randomized control
groups, conducted between 1983 and 1995 involving—

1) Typical children (sample size=236, grades 2 and 3, 42 percent ethnic

minority students in an urban school district);

2) Children with special needs (sample size=126, grades 1 through 4, special
needs classrooms, 35 percent ethnic minority, in three urban and suburban

school districts); and

3) Deaf/hearing-impaired children (sample size=57, grades 1 through 3,
17 percent ethnic minority students in four urban and suburban school
districts).

PROGRAM DEVELOPERS

Carol A. Kusché, Ph.D.
Mark T. Greenberg, Ph.D.

Carol A. Kusché is a psychoanalyst and clinical psychologist in private practice
in Seattle, where she also is a clinical associate professor at the University of
Washington, Department of Psychology, and a faculty member at the Seattle
Psychoanalytic Society and the Northwest Center for Psychoanalysis. Areas in
which Dr. Kusché has conducted research include children’s emotional, social,

and cognitive development; deafness; and psychoanalytic neuropsychology.

Mark T. Greenberg, the author of more than 100 articles and chapters on child
development and understanding aggression, violence, and externalizing disor-
ders, is director of the Prevention Research Center for the Promotion of
Human Development at Pennsylvania State University. Dr. Greenberg holds
the Bennett Endowed Chair in Prevention Research at Penn State’s College of
Health and Human Services.

CONTACT INFORMATION

For program information and materials, contact:

Prevention Science Customer Service Representative
Channing Bete Company

One Community Place

South Deerfield, MA 01373-0200

Toll free: 1-877-896-8532

Fax: 1-800-499-6464

Web site: www.preventionscience.com

For research information and for training,

contact:

Mark T. Greenberg, Ph.D.

Prevention Research Center

Development and Family Studies

Pennsylvania State University

110 Henderson Building South

University Park, PA 16802-6504

Phone: (814) 863-0112

Fax: (814) 865-2530

E-mail: prevention@psu.edu

Web site: www.psu.edu/dept/prevention/PATHS

Carol A. Kusché, Ph.D.

Psychoanalyst and Clinical Human Psychologist
PATHS Training, LLC

927 10th Avenue East

Seattle, WA 98102

Phone & fax: (206) 323-6688

E-mail: ckusche@attglobal.net

RECOGNITION

Model Program— Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Model Program—Office of Juvenile Justice and
Delinquency Prevention, U.S. Department of

Justice

Promising Program—U.S. Surgeon General’s

Report on Youth Violence

Promising Program—Safe and Drug-Free
Schools Program, U.S. Department of
Education

Best Practices in Youth Violence Prevention
Program—Centers for Disease Control and
Prevention, U.S. Department of Health and

Human Services

SELect Program—Collaborative for Academic,
Social and Emotional Learning

http://modelprograms.samhsa.gov = 1 877 773 8546



Positive Action

The Positive Action (PA) program is an integrated, comprehensive,

and coherent program that has been shown to improve the academic
achievement and multiple behaviors of children and adolescents (5 to 18
years old) and their parents and teachers. It is intensive, with lessons at
each grade level (kindergarten to 12th) that are reinforced all day by
including school, family, and community components, which work
together or can stand alone.

For students, Positive Action improves:
* Individual self-concept
= Academic achievement and learning skills
= Decisionmaking, problem-solving, and social/interpersonal skills
= Physical and mental health
= Behavior, character, and responsibility

PA improves school climate, attendance, achievement scores, discipli-
nary referrals/suspensions, parent and community involvement, services
for special-need and high-risk students, efficiency, and effectiveness. PA
positively affects instruction and classroom/school management skills of
school personnel through improved self-concept, professionalism, and
interpersonal/social skills and, in turn, has a positive impact on their

personal lives.

Finally, PA helps families by improving parent-child relations and over-

all family attitudes toward and involvement in school and the commu-

nity.

o SERVICES,
o s,

: / U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
‘/C Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results

= \iolence and substance use
reduced 26% to 56%

= Academic achievement improved
12% to 65%

» General discipline improved by
23% to 90%

= Absenteeism decreased between
6% and 45%

» Truancy decreased by 14% to 20%
= Suspensions reduced 8% to 81%

= Self-concept improved up to 43%

INTERVENTION
Universal

Selective

Indicated



OUTCOMES

Data from a study that used a matched
case-control design found that, com-
pared to the control group, a large
Nevada school district that used PA:

= Reported 85% fewer violent
incidents per 1,000 students

= Scored 16% higher in their fourth
grade achievement scores

Similar matched case-control data
from Hawaii found that, compared to
a control group, PA schools reported:

= 52% better SAT scores
= 76% fewer disciplinary problems

= 7.5% lower daily absenteeism

Effects of Positive Action feeder* schools on
middle school substance-related incidents

No. of Incidents

<65% 65-75% >75%
Percent of feeder school with PA

*Elementary schools that provide students to the middle schools.

In a large Florida school district, mid-
dle schools with a high percentage of
students coming from PA elementary
schools reported:

= 15% fewer incidents of substance
abuse (see figure)

= 20% more students scoring above
the median on standardized eighth
grade reading and math tests

= 21% fewer violence-related inci-
dents

= 8% fewer suspensions from school,
with the effects being larger for
high-minority schools

Overall, there was a strong dose-
response relationship, with stronger
effects occurring in middle schools
that had greater numbers graduate
from PA grade schools.

INTENDED POPULATION

PA involves all members of a school community: students, faculty, sup-
port staff, administrators, student family members, and people who live
in the community surrounding the school. It is effective in urban, sub-
urban, and rural areas and with all ethnic and cultural groups as well as

with special-needs students.

PA is primarily implemented in grades K to 12, in before- and after-

school programs, within Evenstart and Head Start programs, and dur-
ing extracurricular, family, and community activities. It may be imple-
mented in whatever environment best suits the intervention including
social service agencies, businesses, criminal justice agencies, faith insti-

tutions, and mental health service agencies.

BENEFITS

= Develops healthy, self-motivated children who avoid harmful

behaviors and substances
= Develops educators who are professional, caring, and competent

= Develops parents who are involved with their children’s
education and school, and who teach and reinforce program goals

at home
= Offers students a quality after-school program

= Motivates community activists to link their community groups to

local schools

HOW IT WORKS

Ideally, a PA school implements the program schoolwide and
reinforces positive actions throughout the day. The principal, a PA
Coordinator, and PA Committee guide the program. Classroom teach-
ers teach the curriculum, using a grade-appropriate kit containing pre-
pared materials and a manual with lesson plans. Counselor and special

education materials are included.

Parents receive a Family Kit that contains lessons and materials that
correlate to the school program and supports parenting classes. The
Community Kit is used to organize a steering committee that guides
community partners to develop and coordinate positive community

initiatives and activities.

PA offers an implementation plan, with an interactive Web site, to
achieve implementation fidelity, and a program evaluation plan that

schools are strongly encouraged to use.

SAMHSA Model Programs = http://model



IMPLEMENTATION ESSENTIALS

First and foremost, the PA program requires willing faculty, administrative
staff, parents, community members, and, most important, a principal
who will provide primary leadership. Key staff includes:

= Positive Action Committee—This group is composed of a teacher
from every grade level, the principal or designee, a support staff repre-
sentative, several parents, community members, and students. They

oversee program implementation.

= Positive Action Coordinator—This person may be the principal or
designee and is responsible for coordinating the Positive Action

Committee and monitors day-to-day program activities.

= Parent Coordinator—A member of the Positive Action Committee,
this individual provides information to parents and assists with par-

enting classes.

= Community Coordinator—Coordinates the community steering

committee and plans activities.
Training and Materials

Schools implementing the PA program will need a Principals Kit for the
school-climate program; a grade-level Zeacher’s Kit for each classroom,
special education class, and after-school program; a Counselor’s Kit; Family
Kirs for parents; a Community Kit; and an implementation plan. The
Parent and Positive Action Coordinators, adult members of the
Coordinating Committee, and all teachers should participate in .5 to 2
days of training. One trainer can train 50 people. Schools need not imple-

ment all program components, as each can stand alone.

PROGRAM BACKGROUND
PA was developed in Twin Falls, ID, between 1974 and 1982, at which time

the Positive Action Company was founded. The program has been used in
more than 7,000 schools nationally and internationally. Development and

refinement of the program are ongoing.

PA is based on the intuitive philosophy that “you feel good about yourself
when you do positive things.” The program aligns schools, parents, and
communities in promoting specific positive actions for youth that affect them
physically, intellectually, socially, and emotionally.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN
From the 1970s through 2001, PA has been researched and evaluated in a wide

variety of schools (with high and low minority representation, mobility rates,
and/or levels of poverty) by the program’s developer, various school districts, and

independent evaluators.

Evaluations have used experimental-control group, national comparison group
(e.g., evaluating changes in percentile rankings), matched control, pre- and post-

case studies, and comparison group study designs.

Data from various comparison group designs involving more than 100
elementary schools that used PA demonstrate the program’s consistent positive
effects on student behavior (i.e., discipline, suspensions, crime, violence, drug use),
performance (i.e., attendance, achievement), and self-concept. Results were often

better in more disadvantaged schools.

PROGRAM DEVELOPER

Carol Gerber Alired, Ph.D.

Dr. Carol Gerber Allred was an English and Psychology teacher at Twin Falls
High School (Idaho) when she developed the first version of the Positive Action
Program. In 1977, she moved to an elementary school to develop the elementary
component. The Office of Juvenile Justice and Delinquency Prevention, U.S.
Department of Justice, and the Centers for Disease Control and Prevention, U.S.
Department of Health and Human Services, provided 5 years of funding for the
development and multiple independent evaluations of the program. In 1982, Dr.
Allred founded the Positive Action Company (now Positive Action, Inc.) and has

continued to develop and expand the program.

CONTACT INFORMATION
Carol Gerber Allred, Ph.D.

Positive Action, Inc.

264 4th Avenue South

Twin Falls, ID 83301

Phone: (208) 733-1328
Toll-free: (800) 345-2974

Fax: (208) 733-1590

E-mail: info@positiveaction.net

Web site: www.positiveaction.net

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.
Department of Health and Human Services

Promising Program—U.S. Department of

Education

Model Program—U.S. Department of Education,
Title I Comprehensive School Reform

Promising Practices—Education Commission of
the States for Comprehensive School Reform

Governor’s Award—Idaho Exemplary Substance

Abuse Programs

Model Program—National Institutes of Health,
U.S. Department of Health and Human Services

http://modelprograms.samhsa.gov = 1 877 773 8546



Project ACHIEVE

Project ACHIEVE is an innovative school reform and school effectiveness
program developed for use in preschool, elementary, and middle schools (stu-
dents 3 to 14 years old). It is designed to help schools, communities, and
families develop, strengthen, and solidify their youths’ resilience, protective
factors, and self-management skills. Project ACHIEVE works to improve
school and staff effectiveness and places particular emphasis on increasing stu-

dent performance in the areas of:

= Social skills and social-emotional development
= Conflict resolution and self-management
= Achievement and academic progress

= Positive school climate and safe school practices

Project ACHIEVE implements schoolwide positive behavioral and
academic prevention programs that focus on the needs of all students. It also
develops and implements strategic intervention programs for at-risk and
underachieving students, and it coordinates comprehensive and multifaceted

“wrap-around” programs for students with intensive needs.

INTENDED POPULATION
Project ACHIEVE has been replicated at more than 25 sites across the United

States. Its target audience is predominantly elementary and middle school

children; however, program components also have been used in high

schools, alternative schools, psychiatric and juvenile justice
facilities, Head Start and after-school programs, and a number of

specialized charter schools.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*

= Qverall discipline referrals to
the principal decreased 16%

» Qut-of-school suspensions
decreased 29%

= Grade retentions decreased 47%

» Special education referrals

decreased 61%

= School bus discipline referrals
to the office decreased 26%

* Comparison of prior-year data from
one of many studied schools with the
data averaged after 8 years of program
implementation at the same school.

INTERVENTION

Universal

Selective




OUTCOMES

In addition to reduced behavioral Schools included in the program study had students from a wide range of

problems, a comparison of prioryear ethnic and cultural backgrounds. Project ACHIEVE also has been

data with the averages from 8 years implemented in diverse geographic locations throughout the country and in
of Project ACHIEVE implementation at school districts ranging in size from very small to large.

one of the studied schools showed

academic gains on the California Test BENEFITS

of Basic Skills (CTBS), including:

This program helps to—
= Reading CTBS: 33% of the Full
Project Cohort students scored at
or above the 50th percentile com- = Create safe and positive school climates
pared to 29% of the Partial Project ® Increase and sustain effective classroom instruction

= Maximize student academic achievement

Cohort ® Increase and sustain strong parent-school involvement

= Math CTBS: 40% of the Full
Project Cohort students scored at
or above the 50th percentile
compared to 36% of the Partial HOW IT WORKS
Project Cohort students

= Language CTBS: 41% of the Fulll
Project Cohort students scored

at or above the 50th percentile ) - O
compared to 36% of the to train school personnel at each facility. Successful replication of the

= Teach students social skills and self-management behavior

Project ACHIEVE is implemented by following a series of carefully
sequenced steps that generally occur over a 3-year period. The

program uses professional development, inservice, and technical assistance

Partial Project Cohort students Project ACHIEVE model involves seven interdependent components:

Longitudinal outcomes from 1) Strategic Planning and Organizational Analysis and Development

three schools that have implemented analyzes the facility’s operations and recommends specific program
Project ACHIEVE can be reviewed in objectives and action plans and coordinates meaningful evaluation
greater detail at: procedures.

IR oSl U S LR el e 2) Referral Question Consultation Problem-Solving Process

Project ACHIEVE Results (RQC) uses a systematic, functional, problem-solving process to

explain why student problems are occurring and link assessment to

Jesse Keen Cleveland Elementary
Elementary School School

interventions that help students progress.

3) Effective Classroom and School Processes/Staff Development

focuses on developing and reinforcing teachers” classroom behaviors
and school processes that maximize students’ academic engagement

and learning.

ccisl | Spocial | School 4) Instructional Consultation and Curriculum-Based Assessment

Referrals  Placements

and Intervention involves the functional assessment of referred
Student Indicators

students’ learning problems. It evaluates their response to and suc-

Project ACHIEVE Results cess with the curriculum and coordinates the instruction and inter-

Jesse Keen Elementary School Cleveland Elementary School ventions needed to teach them to master necessary academic skills.

5) Social Skills, Behavioral Consultation, and Behavioral

Interventions facilitate implementation of effective interventions

that address students’ curricular and behavioral problems, includ-

ing “special situation” analyses, crisis prevention and intervention

Incidents per 100 Students

procedures, and team development.

Discipline Referrals to Principal Discipline Referrals to Principal
Student Indicators

SAMHSA Model Programs = http://mode




6) Parent Training, Tutoring, and Support develop ongoing home-
school collaboration, including the assessment, coordination, and

use of community resources.

7) Research, Data Management, and Accountability reinforce the
collection of formative and summative outcome data (including con-
sumer satisfaction and time- and cost-effectiveness data) to validate

various aspects of a schoolwide improvement process.

IMPLEMENTATION ESSENTIALS
The Stop & Think Social Skills Program is Project ACHIEVE’s

curriculum for teaching students appropriate behavior and self-
management skills. It includes the Social Skills book and support materials
that allow teachers to organize and implement a social skills program. The
RQC Workbook, which describes the problem-solving and strategic interven-
tion approach and provides step-by-step training and examples of how to use
it with individually referred students, is also available. Using these materials,
Project ACHIEVE is best installed in this sequence:

= Year 1 activities involve Social Skills training; RQC problem-solving
training; and providing teachers with release time for planning, meetings,
and technical assistance.

= Year 2 activities include Social Skills/RQC training and booster sessions,
Behavioral Observation and Instructional Environment Assessment
training; Curriculum-Based Assessment and Measurement (CBA/CBM)
training; and release time for planning, meetings, and technical assistance.

® Year 3 implementation requires booster sessions in all prior compo-
nents; parent involvement planning, training, and facilitation; grade-
level intervention planning and implementation; and release time for

planning, meetings, and technical assistance.

Beyond Year 3, Project ACHIEVE schools provide approximately 1 day per
month of release time for teachers to plan and implement the activities identi-

fied in their action plans.

Other Project ACHIEVE materials are provided during professional devel-
opment workshops as different components of the project are implemented.
Training and technical assistance are available and supported through public
and private funding,.

Project ACHIEVE can be implemented with the staff and resources
available in most schools, especially when there are a large number of
special or Title I students referred to and/or already in an existing program.

In addition to current staff; it is recommended that school districts identify
one project coordinator for every three to five project buildings during

the first 3 years of implementation and for every five to eight buildings

thereafter.

Iprograms.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM BACKGROUND
Project ACHIEVE, developed by Dr. Howard Knoff at the University of South

Florida, began as a district-wide training program for school psychologists, guidance
counselors, social workers, and elementary-level instructional consultants. It is now a
school-based improvement, professional development, and technical consultation pro-
gram that targets and reinforces critical staff skills and intervention approaches for an
entire school. Since 1990, Project ACHIEVE has been implemented in schools and
school districts across the country. To date, almost 1,500 schools in more than 40

States have been trained in one or more of its components.

EVALUATION DESIGN
While validated at numerous individual sites, Project ACHIEVE has undergone one

published, referred evaluation with a quasi-experimental design at the elementary
school level. This 1990 to 1998 evaluation used a matched-comparison design, with
one treatment and one control school. In choosing a comparison school, researchers
used school demographics, giving the most weight to the percentage of students on
the Federal free-lunch program. Project ACHIEVE was implemented over a 3-year
period. Data were collected in the treatment school during 4 academic years and dur-
ing 1 academic year in the comparison school. Additional longitudinal analyses, at
three school sites, were completed using a multiple baseline design across numerous

variables, with each school used as its own internal control.

The American Institutes for Research also performed an independent analysis of
Project ACHIEVE for the U.S. Department of Education using a team of national
experts who conducted a 2-day onsite evaluation of two school sites. The predomi-
nant methodology for this evaluation entailed a structured interview-based quali-
tative analysis that collected data from students, parents, staff, school and district

administrators, community members, and agency representatives.

PROGRAM DEVELOPER

Howard M. Knoff, Ph.D.

Dr. Knoff is a professor of School Psychology at the University of South Florida
(Tampa, FL), and was director of the School Psychology Program there for 12 years.
He is currently director of the Institute for School Reform, Integrated Services, and
Child Mental Health and Educational Policy. He received his Ph.D. from Syracuse
University in 1980, and has worked as a practitioner, consultant, licensed private psy-
chologist, and university professor since 1978. Known for his research and writing on
organizational change and school reform, consultation and intervention processes,
social skills and behavior management training, personality assessment, and vari-
ous professional issues, Dr. Knoff has published more than 75 articles and book
chapters and delivered over 300 papers and workshops. He was the 21st president of
the National Association of School Psychologists.

CONTACT INFORMATION

For materials and information:

Sopris West, Inc.

4093 Specialty Place
Longmont, CO 80504
Phone: (800) 547-6747

Web site: www.sopriswest.com

For information contact:

Howard M. Knoff, Ph.D.

49 Woodberry Road

Little Rock, AR 72212

Phone: (501) 312-1484

Fax: (501) 312-1493

E-mail: knoffprojectachieve@earthlink.net

Web site: www.coedu.usf.edu/projectachieve

RECOGNITION

Model Program—Substance Abuse and
Mental Health Services Administration, U.S.

Department of Health and Human Services

Exemplary Program—White House
Conference on School Safety

Effective School Reform Program—Center
for Effective Collaboration and Practice,

American Institutes for Research
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Project ALERT

Project ALERT is a drug prevention curriculum for middle school
students 11 to 14 years old, which dramatically reduces both the onset of
substance abuse and their regular use. The 2-year, 14-lesson program
focuses on the substances that adolescents are most likely to use: alcohol,
tobacco, marijuana, and inhalants. Project ALERT uses participatory

activities and videos to help:
® Motivate adolescents against drug use

= Teach adolescents the skills and strategies needed to resist

prodrug pressures
®= Establish nondrug-using norms

Guided classroom discussions and small group activities stimulate peer
interaction and challenge student beliefs and perceptions, while intensive
role-playing activities help students learn and master resistance skills.
Homework assignments that also involve parents extend the learning
process by facilitating parent-child discussions of drugs and how to resist
using them. These lessons are reinforced through videos that model

appropriate behavior.

INTENDED POPULATION

Project ALERT is highly effective with adolescents, 11 to 14 years old,
from widely diverse backgrounds and communities. The program has
proved successful with high- and low-risk White, African American,
Hispanic/Latino, Asian American, and American Indian youth from
urban, rural, and suburban communities and a variety of socioeconomic
backgrounds. The original program was tested in schools in different
geographic areas with different population densities, and among students

with a range of racial/ethnic and economic backgrounds.

(SERVICES,
& &7

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

,;*”N
§ C Substance Abuse and Mental Health Services Administration
% Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*

Students receiving Project ALERT:

= Reduced initiation of marijuana
use by 30%

» Decreased current marijuana
use by 60%

= Reduced pastmonth cigarette
use by 20% to 25%

» Decreased regular and heavy
smoking by 33% to 55%

= Substantially reduced students’
prodrug attitudes and beliefs

*Compared with control groups.

INTERVENTION
Universal

Selective



OUTCOMES

Project ALERT was effective in schools with
both large and small minority populations
from a variety of socioeconomic backgrounds,
with youth experimenting with drugs and at
risk for becoming regular users, as well as
those who had not tried drugs before the pro-
gram began. It substantially decreased pro-
drug attitudes and beliefs, including intentions
to use drugs, beliefs that drug use is not harm-
ful, and perceptions that many peers use
drugs. It also increased beliefs that one can
successfully resist both internal and external
pressures to use drugs. The program markedly
reduced the use of marijuana and cigarettes
and the initiation of marijuana use.

With this program, 15 months after baseline,
relative to controls:

Percentage

Percentage

Marijuana initiation rates were 30% lower
for ALERT students

Current marijuana use was 60% lower in
adultled programs

Current and occasional cigarette use
was 20% to 25% lower among baseline
experimenters

Regular and heavy cigarette use was
one-third to 55% lower among baseline
experimenters

Antidrug beliefs were significantly
enhanced, with many effects persisting
into 10th grade

Students who start to use marijuana

O Teen-assisted lessons
O Adult-led lessons
| ® No Project ALERT

15 months after
baseline survey

12 months after
baseline survey

Baseline non-users of marijuana and cigarettes

Students using cigarettes
15 months after baseline survey

O Teen-assisted lessons
0O Adult-led lessons
B No Project ALERT

Weekly use Daily use

Baseline cigarette users

BENEFITS

Project ALERT helps adolescents—
® Understand the consequences of using drugs
® Develop reasons not to use
® Understand the benefits of being drug free
= Recognize that most people do not use drugs
® Identify and counter prodrug pressures
® Resist advertising appeals
= Support others in their decisions not to use
® Learn how to quit
® Communicate with parents

® Recognize alternatives to substance use

HOW IT WORKS

Trained teachers typically deliver Project ALERT in a classroom setting, but
some districts have adapted it for use in after-school settings where trained
personnel are available.

Implementing Project ALERT involves staff in the following activities:
® Participating in a 1-day training workshop
® Teaching 11 core lessons during the first year and 3 booster
lessons the following year
® Promoting parent involvement through home learning opportunities

To deliver lessons effectively, teachers need to establish an open,

supportive classroom environment, facilitate student participation,
reinforce good performance, help students acquire the confidence that they
really can resist prodrug pressures, and respond appropriately to student
questions about drugs.

IMPLEMENTATION ESSENTIALS

Project ALERT lessons should be taught 1 week apart over the course of
11 weeks for Year 1 and over 3 weeks for Year 2.

Teachers need to participate in a 1-day training workshop where they learn
the rationale and theory underlying Project ALERT, the skills needed to
deliver the lessons, and implementation guidelines for achieving program
fidelity. The location and dates of upcoming training workshops are listed

on the program’s Web site, www.projectalert.best.org.

SAMHSA Model Programs = http://model,



Teachers leave the training workshop with the following resources:
® A manual with 11 lessons for Year 1 and 3 booster lessons for Year 2
® Eight interactive student videos
= Twelve full-color classroom posters
® Demonstration videos of key activities and teaching strategies
= An overview video for colleagues and community members

Project ALERT periodically updates and distributes curricula, videos,

posters, and other information to trained teachers free of charge.

Technical assistance is provided through an online faculty advisor,
toll-free telephone support, and newsletters. A fidelity instrument is avail-

able to monitor implementation quality.

PROGRAM BACKGROUND
In the early 1980s, the RAND Corporation, an internationally

recognized nonprofit institution established to improve policy

and decisionmaking through research and analysis, assessed the effective-
ness of three major strategies for curtailing adolescent drug use: preven-
tion, law enforcement, and treatment. Based on that study’s conclusions,
the Conrad N. Hilton Foundation funded RAND to develop and test
Project ALERT between 1983 and 1993.

National dissemination of the program, underwritten by the Hilton
Foundation, began in 1991. Project ALERT has a presence in all 50
States. More than 18,000 teachers in approximately 3,500 school
districts use Project ALERT in their classrooms. RAND is now
developing and testing an enhanced version of Project ALERT that is
designed for high schools.

EVALUATION DESIGN

Project ALERT used a rigorous pre-post design with random

assignment of 30 schools to one control and two treatment conditions
(i.e., an adult teacher group and an adult teacher plus teen leader group).
The participating schools had diverse student bodies. Nine schools had a

minority population of 50 percent or more.

Trained data collectors administered student surveys in all schools before
and after program lessons. Self-reported drug use was validated by testing
saliva samples collected from students and by consistency analyses over
time. Logistic regression was used to analyze substance use outcomes as a
function of treatment and baseline covariates. Multiple controls helped
rule out alternative explanations of treatment effects. All analyses were

adjusted for attrition and clustering of students within schools.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM DEVELOPER

Phyllis Ellickson, Ph.D.

Dr. Phyllis Ellickson and colleagues at RAND developed and evaluated Project
ALERT. This program has its own dissemination organization, established by
the Hilton Foundation, to train teachers in effective implementation of the
program, provide technical assistance, and periodically update classroom mate-
rials. Project ALERT is subsidized by ongoing funding from the Hilton
Foundation.

CONTACT INFORMATION

For information on teacher training, curriculum materials, technical
assistance, and cost, contact:

Project ALERT

725 South Figueroa Street

Suite 970

Los Angeles, CA 90017-5416
Phone: (800) 253-7810

Fax: (213) 623-0585

E-mail: info@projectalert.best.org
Web site: www.projectalert.best.org

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Exemplary Program—U.S. Department of
Education

Exemplary Program—White House Office of
National Drug Control Policy

Exemplary Program—National Prevention
Network

Exemplary Program—National Association of
State Alcohol and Drug Abuse Directors

Exemplary Program—Community Anti-Drug
Coalitions of America

Endorsed by the National Middle School

Association
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Project Northland

Project Northland is a multilevel, multiyear program proven to delay the
age at which young people begin drinking, to reduce alcohol use among
those who have already tried drinking, and to limit the number of alco-
hol-related problems of young drinkers. Designed for sixth, seventh, and
eighth grade students (10 to 14 years old), Project Northland addresses
both individual behavioral change and environmental change. Project
Northland also strives to change how parents communicate with their
children, how peers influence each other, and how communities respond
to young adolescent alcohol use. Components include:

= Parent involvement

= Behavioral curricula

= Peer-led small group activities

= Community mobilization

= Strategies to reduce access to alcohol

Each intervention year has an overall theme and is tailored to the devel-
opmental level of the young adolescent. Alcohol is the focus of the
Project Northland program because it is American teenagers’ drug of

choice and inflicts the greatest harm among youth.

INTENDED POPULATION

Project Northland is designed to provide state-of-the-art alcohol use pre-
vention materials for students in grades six through eight. The original
evaluation involved approximately 2,400 students from 24 school districts
in northeastern Minnesota. This largely rural area is one of the U.S. com-
munities rated highest for alcohol-related problems. A replication of the

Project Northland study is currently under way in a major city.

L SERVICES,,
= Usy

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

C Substance Abuse and Mental Health Services Administration
3 Center for Substance Abuse Prevention
K lw‘h www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
for Every Community

Proven Results*
= \X/feekly alcohol use was 46%
lower in the intervention group

» Marijuana use was 50% less and
cigarette use was 37% less at the
end of eighth grade

= The intervention group felt less
peer pressure to use alcohol

= Better parent-child communica-
tion about the consequences of
alcohol use

*Baseline non-users relative to the control

group.

INTERVENTION

Universal



OUTCOMES

Project Northland sustained widespread
participation in the program, including 3
years of curricula implementation in all
intervention schools, parent participation
in alcohol education activities, and partici-
pation by nearly half of the students in
peer-planned alcohol-free activities outside

of school. Relative to controls, Northland o
participants: = Has a positive effect on other substance use

BENEFITS

= Teaches youth decisionmaking and interpersonal skills
= Enhances parenting skills

= Strengthens peer, parent, and community no-use norms

= Drank significantly less at the end of * Reduces youth access to alcohol

eighth grade

= Were significantly less likely to be users
of both alcohol and cigarettes at the
end of the eighth grade

HOW IT WORKS

Project Northland consists of four components:

Project Northland was effective in chang- = Slick Tracy Home Team Program has sixth grade students and

ing peer influence to use alcohol, norma-
tive expectations about how many young
people drink, and parent-child communica-
tion about the consequences of alcohol

their parents complete fun and educational activities at home. This
“home team” approach provides a forum for the students and

their families to discuss alcohol-related issues using the Slick Tracy

use and the reasons for not using alcohol. . . . . . .
comic book series during the eight 45-minute classroom sessions.

Students create posters and exhibits about alcohol and explain
Project Northland

Alcohol and Other Drug Use Outcomes
(Fall 1991 6th graders to followup
Spring 1994, 8th graders)

them to the parents attending Slick Tracy Poster Fair.

= Amazing Alternatives! provides curriculum for eight 45-minute

teacher- and peer-led classroom sessions. It is designed to teach

All Students

Northland 1991 seventh graders the skills to identify and resist influences to use

|| & control 1991 | alcohol and to encourage alcohol-free alternatives.
] Northland 1994

|| [] Control 1994 || = PowerLines features eight 45-minute sessions that are part of a 4-

week program for eighth grade students. It teaches students how

communities influence behavior and how they can create changes
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in communities.

= Supercharged! includes strategies that worked in Project

Northland communities and provides schools with materials and a
framework that can help them get parents and communities
involved to reduce youth access to alcohol. Youth are placed in a

leadership role to support healthy activities and initiatives.
Project Northland
Alcohol and Other Drug Use Outcomes
(Fall 1991 6th graders to followup
Spring 1994, 8th graders)

IMPLEMENTATION ESSENTIALS

Successful replication of the Project Northland model requires:

Baseline Nonusers = Student involvement from sixth through eighth grades

Northland 1991 o o
[ Control 1991 = Teacher and peer training (recommended to maintain

|| ] Northland 1994
[] control 1994

implementation fidelity)

= Incorporation of student-selected peer leaders at all three grade

levels

% of Students Using

= A community member task force

* Program coordinator
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Training and Technical Assistance

Project Northland, through Hazelden Information and Educational
Services, can provide training of teachers and community coordinators
based on local needs. Training can be conducted for one grade level each
year or for all three grade levels at once. Hazelden also offers evaluation

services.
Program Materials and Resources
The following materials are available from Hazelden:

= Slick Tracy Home Team Program (Sixth Grade)—includes 1

teacher’s manual, 30 sets of 4 comic books, 30 envelopes, and 1 poster

= Amazing Alternatives! (Seventh Grade)—includes one teacher’s

manual, four cassette tapes, one blackboard game, and two posters

= PowerLines (Eighth Grade)—includes one teacher’s manual

and one cassette tape

= Supercharged!—a manual that presents successful strategies for get-
ting parents and communities involved in youth alcohol use preven-
tion (includes the Community Night Game Pack)

= Project Northland Complete Set—includes one each of the three

grade-level programs, as well as the ancillary products
Timeline

One day of training is strongly suggested for each year’s curriculum. This
training can equip those providing direct services to youth or persons who
will then train additional staff to use the program. It is suggested the pro-
gram be implemented beginning with Slick Tracy in year one, Amazing
Alternatives! in year two, and PowerLines in year three. The community
mobilization training is designed to build coalitions and can be scheduled

anytime during the 3-year implementation cycle.

PROGRAM BACKGROUND

Project Northland was developed at the University of Minnesota School
of Public Health, Division of Epidemiology, and evaluated with a grant
from the National Institute on Alcohol Abuse and Alcoholism (NTAAA)
of the National Institutes of Health, U.S. Department of Health and
Human Services. The evaluation was the largest and most rigorous alco-
hol use prevention trial ever funded by NIAAA, and Project Northland
was shown to be effective in delaying and reducing alcohol use among
young adolescents. After the initial evaluation, the program underwent
extensive pilot testing in a comparable Minnesota community, and revi-

sions were made prior to implementation.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN

The Project Northland evaluation involved approximately 2,400

students from 24 school districts in northeastern Minnesota during their
sixth, seventh, and eighth grade years (1991 to 1994), and included children
from seven area American Indian reservations. This area has the highest rate

of alcohol-related problems in the State.

Twenty-four school districts were recruited systematically and four smaller
school districts were combined with nearby districts to ensure an adequate
sample size in each unit to be randomized. These combined districts were
blocked by size and randomized to an intervention condition (n=10) or a ref-
erence condition (n=10). The population of the six participating counties
was 235,000; 94 percent of the students were White, while American Indian
students constituted about 5.5 percent of the study’s cohort. Because of their
small number, analyses of intervention effects within this subgroup were not
possible. This area is predominantly rural and lower-middle class to middle

class. (See Outcomes for details.)

PROGRAM DEVELOPER

The University of Minnesota, School of Public Health, Division of
Epidemiology, in 1991, was awarded a grant from NIAAA, National
Institutes of Health, U.S. Department of Health and Human Services to
develop Project Northland. Through the research and development of this
program, developers were able to successfully link and study behavioral cur-
ricula in schools, parental involvement, extracurricular peer leadership, and

community-wide efforts for the prevention of adolescent alcohol use.

CONTACT INFORMATION
Ann R. Standing

National Sales Manager

Prevention and Education

Hazelden Publishing and Educational Services
RW9 15251 Pleasant Valley Road

PO Box 176

Center City, MN 55012-0176

Toll-free: (800) 328-9000, ext. 4030

Phone: (651) 213-4030

Fax: (651) 213-4793

E-mail: astanding@hazelden.org

Web site: www.hazelden.org

For information on training or to order materials,
contact:

Hazelden Information and Educational Services
Box 176

Center City, MN 55012-0176

Phone: (800) 328-9000

Fax: (651) 213-4590

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.
Department of Health and Human Services

Exemplary Program—U.S. Department of

Education
Rated “A”—Drug Strategies, Making the Grade

Promising Program—Office of Juvenile Justice
and Delinquency Prevention, U.S. Department

of Justice

http://modelprograms.samhsa.gov =
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Project SUCCESS

Project SUCCESS (Schools Using Coordinated Community Efforts to
Strengthen Students) prevents and reduces substance use among high-
risk, multiproblem high school adolescents. Developed and tested with
alternative school youth 14 to 18 years old, the program places highly
trained professionals in schools to provide a full range of substance use
prevention and early intervention services. Counselors use a variety of

intervention strategies, including:
* Information dissemination
* Normative and preventive education
» Counseling and skills training
= Problem identification and referral
= Community-based processes
= Environmental approaches

In addition, Project SUCCESS links the school to the community’s
continuum of care when necessary, referring both students and families to

human services organizations, including substance abuse treatment agencies.

INTENDED POPULATION
Project SUCCESS was tested with 14- to 18-year-old adolescents who

attended an alternative school that separated them from the general school
population. Participants typically came from low- to middle-income fami-
lies, and 30 percent had parents who abused substances. The program is
effective with African American, Asian American, White, and Hispanic/
Latino youth of both genders. These adolescents have been placed in an

alternative school setting for a variety of reasons, including:

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*

= 23% reported ending substance
use

= 37% decrease in overall sub-
stance use

= Decreased problem behavior

= Decreased associations with
peers who use substances

= 45% reported ending marijuana
use

= 23% reported ending tobacco
UNS

= 33% reported ending alcohol
use
*Relative to adolescents in comparison group
who did not participate in Project SUCCESS.
For those who did not quit drug use, there

was a significant reduction in mean alcohol
and drug use.

INTERVENTION

Selective

Indicated



OUTCOMES

Adolescents participating in Project SUCCESS
showed a significant 37% overall decrease in
substance use as compared to adolescents in
the comparison group who did not partici-
pate in Project SUCCESS. Of the adolescents
using substances, 23% of those in the
Project SUCCESS program quit using, where-
as only 5% in the comparison condition quit.
For those adolescents who did not quit
using substances, there was still a significant
reduction in mean substance use ranging
between 17% and 26.6% among Project
SUCCESS participants.

Percent Use in Past 30 Days
Program Youth Pretest/Posttest

[OPretest n=78 61%

0,
59% M Posttest n=78

51%

39%

Alcohol Marijuana Tobacco

Percent of youth who quit
alcohol, tobacco, and drug use

H Project SUCCESS Youth

[0 Comparision Youth

Posttest data regarding use during the
previous 30 days revealed that of students in
the second year of Project SUCCESS (n=78)
who reported using at pretest:

= 33% (15 of 46) reported no longer
using alcohol

= 45% (18 of 40) reported no longer
using marijuana

= 23% (11 of 48) reported no longer
using tobacco

Project SUCCESS was found to be effective
with both genders, students from various
ethnic groups, and across grade levels from
the 9th to 12th grades. Project SUCCESS
benefited not only students who participat-
ed directly in the program but also those stu-
dents (the control group) who participated
indirectly by associating with Project
SUCCESS students.

= Poor academic performance

= Emotional problems

= School discipline problems

= Truancy

= Negative attitude toward school

= Criminal activity

BENEFITS

Project SUCCESS helps adolescents with emotional, learning, and
behavioral problems expressed in behaviors such as fighting, cutting
class, and talking back to teachers. The program teaches resistance and

social competency skills for:
= Communication
= Decisionmaking
= Stress and anger management
= Problem solving

= Resisting peer pressure

HOW IT WORKS

A partnership is established between a prevention agency and alternative
school. An individual with a graduate degree in social work, counseling, or
psychology, who is experienced in providing substance abuse prevention
counseling to adolescents, is recruited to work in the alternative school as a
Project SUCCESS Counselor (PSC). This individual will provide the
school with a full range of substance abuse prevention and early interven-
tion services to help decrease risk factors and enhance protective factors

related to substance abuse. Program components include:

= Prevention Education Series—An eight-session substance abuse

prevention education program conducted by the PSC.

® Individual Assessment—Following the Prevention Education Series,
students are seen individually by the PSC to determine their level of sub-

stance use, family substance abuse, and the need for additional services.

® Individual and Group Counseling—Following assessment, a series of
8 to 12 time-limited individual or group sessions are conducted in the
school. Students attend one of seven different groups based on their
developmental differences, substance use, and family history of sub-

stance abuse. Individual sessions are scheduled as needed.

= Parent Programs—DParents attend an evening dinner meeting with
a speaker who discusses what they can do to prevent and reduce sub-

stance use.

SAMHSA Model Programs = http://model



= Referral—Counselors refer students and parents who require
treatment, more intensive counseling, or other services to appropriate

agencies or practitioners in the community.

IMPLEMENTATION ESSENTIALS

Project SUCCESS requires formation of a partnership between a substance
abuse prevention organization that will administer the program and an alter-

native school where it will operate. Specific staff participants include:

= School Principal who establishes the initial implementation
agreement, selects the counselor, oversees the program, and

supervises the counselor onsite

= Executive Director/Project Director who initiates and manages the

program, develops procedures, and hires staff

* Project SUCCESS Counselor (PSC) who implements the program
at the school, consults with the principal and teachers, engages in infor-
mal outreach activities with students and their parents, and provides all

prevention and early intervention services to students

= Project Supervisor who supervises the PSC and helps coordinate activi-

ties with school staff
Program staff and administrators need to address the following steps:
1) Define program goals and objectives
2) Define target population
3) Provide training and consultation for school staff
4) Establish a school staff substance abuse task force
5) Obtain technical assistance and training

A 75-page implementation manual is available for $150. The manual
includes resource material for professionals and worksheets for students.
Onsite and offsite training of varying lengths up to 5 days also is

available.

PROGRAM BACKGROUND

Project SUCCESS began in September 1995 in three alternative secondary
schools in Westchester County, NY, funded with a 3-year Substance Abuse
and Mental Health Services Administration’s Center for Substance Abuse
Prevention High-Risk Youth Grant. The program is based on the effective
Residential Student Assistance Program (RSAP) model, which had been
used in residential facilities for troubled adolescents beginning in 1987 and
which, in turn, was adapted from the Westchester Student Assistance
Program. This latter program used interventions based on those developed

for employee assistance programs.
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HERE'S PROOF PREVENTION WORKS

Project SUCCESS was designed to determine if the RSAP model could be
adapted with adolescents at very high risk for substance abuse who were attend-
ing public alternative schools and living at home.

EVALUATION DESIGN

A pretest and posttest comparison group design was used with a total
sample of 425 adolescents. Participants in two of the schools were

randomly assigned to Project SUCCESS or to a non-program control
condition. In the third school, classrooms were randomly assigned to
participate in Project SUCCESS or a non-program control condition.
Students assigned to the non-program condition in these three schools were
used as a school control group. Additionally, two schools that did not have a
Project SUCCESS program were used as a second comparison condition. (In
the Qutcomes section, the in-school control group is referred to as the “con-
trol condition” and the two schools that did not receive Project SUCCESS
are referred to as the “comparison group.”)

PROGRAM DEVELOPER

Student Assistance Services (SAS) Corporation of Tarrytown,
NY, developed Project SUCCESS. SAS is a private, nonprofit, community-
based substance abuse prevention organization. SAS was formed in 1985 when
its core program, the Student Assistance Program, spun off from the
Westchester County Department of Community Mental Health, which had
operated it since 1979.

CONTACT INFORMATION
Ellen R. Morehouse, ACSW, CASAC, CPP

Student Assistance Services Corp.
660 White Plains Road
Tarrytown, NY 10591

Phone: (914) 332-1300

Fax: (914) 366-8826

E mail: sascorp@aol.com

Web site: www.sascorp.org

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services
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Project Toward No Drug Abuse

Project Toward No Drug Abuse (TND) is a highly interactive program
designed to help high school youth (14 to 19 years old) resist substance use. A
school-based program, TND consists of twelve 40- to 50-minute lessons that
include motivational activities, social skills training, and decisionmaking com-
ponents that are delivered through group discussions, games, role-playing
exercise, videos, and student worksheets. Project TND teaches participants

increased coping and self-control skills that allow them to—

= Grasp the cognitive misperceptions that may lead to substance use and

express a desire not to abuse substances

= Understand the sequence of substance abuse and the consequences of

using substances
= Correct myths concerning substance use
= Demonstrate effective communication, coping, and self-control skills

= State a commitment to discuss substance abuse with others

INTENDED POPULATION

Project TND was tested with White, African American, Hispanic/Latino, and
Asian American adolescents, 14 to 19 years old, attending both regular and

alternative schools.

BENEFITS

This program enables students to understand and express the cognitive mis-
perceptions that may lead to substance use. Participants also state a commit-

ment to discuss substance abuse with peers and not to abuse substances.

L SERVICEg,

g y U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
C Substance Abuse and Mental Health Services Administration

% Center for Substance Abuse Prevention
m‘n www.samhsa.gov
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Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*

= Cigarette use reduced 27%

= Marijuana use reduced 22%

= Alcohol use reduced 9%

= Other drug use decreased 26%

= Weapon carrying among males
reduced 25%

*Relative to randomly assigned compari-
son, participants showed decreased sub-
stance use in the last 30 days and in any
weapon carrying during the last year.

INTERVENTION
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Percent exhibiting behavior at 1-year follow up

OUTCOMES

TND Program Outcomes Relative to Controls

]

W Control CITND Program

Alternative High School Population

Project TNDHI participants in alterna-
tive high schools (schools for high-
risk students) experienced:

= A reduction in cigarette use
of 27%

= A reduction in marijuana use
of 22%

= A reduction in higher levels of
alcohol use of 9%

= A reduction in “hard” drug use
of 26%

= Among males, a reduction in
weapons carrying of 25%

Project TND-l participants in regular
high schools experienced:
= A reduction in “hard” drug use
of 25%
= A reduction in higher levels of
alcohol use of 12%
= Among males, a reduction in
weapons carrying of 19%

HOW IT WORKS

Project TND’s 12 lessons are designed for presentation during a 4-week peri-
od, although they may be spread over 6 weeks if all lessons are taught. Project
TND involves teacher-led student participation in interactive program

components including;
= Education on the progression of substance use to substance abuse

= Exercises to motivate against substance abuse (e.g., exercises include a
mock “Talk Show” that provides empathy lessons, discussions on stereo-

typing, and the effects of being labeled a substance abuser)

= Interpersonal skills development (e.g., communication, active
listening)

= Coping skills development (e.g., learning the value of personal health in
daily living and life goals)

= Self-control training (e.g., social self-control skills, understanding

positive and negative thought and behavior loops, violence prevention)
= Cognitive misperception correction (e.g., substance use myths, denial)
= Tobacco cessation strategies
= Decisionmaking skills development and commitment building

= The “TND Game” (a classroom competition on substance use and

effects knowledge)
= The “Drugs and Life Dreams” program video

= The use of longitudinal assessment materials

IMPLEMENTATION ESSENTIALS

Virtually any school or school district can implement Project TND. A single,
trained classroom teacher delivers Project TND in a classroom setting to class
sizes varying from 8 to 40 students. One to 2 days of teacher training prior to
curriculum implementation is highly recommended.

Project TND offers an implementation manual providing step-by-step
instructions for completing each of the 12 lessons. Program materials also

include:

= A video on the need to eliminate substance abuse in order to achieve

life goals
= A student workbook

= An optional kit containing other instructional materials (evaluation mate-
rials, the book 7he Social Psychology of Drug Abuse, and Project TND out-

come articles)
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PROGRAM BACKGROUND

Project TND was developed specifically to fill a gap in substance abuse preven-
tion programming for senior high school youth. It is the result of an ongoing
research project that has been funded by the National Institute on Drug Abuse
since 1992. The theory underlying Project TND is that young people at risk
for substance abuse will not use substances if they 1) are aware of misleading
information that facilitates substance use (e.g., myths about substance use,
stereotyping), 2) have skills that help them lower their risk for use (e.g., cop-
ing skills, self-control), 3) appreciate the consequences that substance use may
have on their own and others’ lives (e.g., chemical dependency), 4) are aware of
cessation strategies, and 5) have decisionmaking skills to make a commitment

not to use substances.

EVALUATION DESIGN
Two versions of Project TND (TND-I and TND-II) have been tested in three

experimental field trials to date, involving two or three conditions in each
design. TND-I is the original 9-lesson program, and TND-II is a 12-lesson
program that added lessons on marijuana and cigarette use. Only TND-II is

now disseminated.

A 1997-98 trial of TND-II involved 18 alternative high schools. A randomized
block design was used to assign six schools to one of three conditions: 1) stan-
dard care (i.e., the control group), 2) a 12-lesson classroom program, or 3) a
12-lesson self-instructional version of the classroom program. An earlier trial of
TND-I in three regular high schools had a two-group randomized block
design where 26 classrooms were assigned to one of two conditions: 1) the
nine-lesson classroom program or 2) a standard care control group.
Approximately 1,000 youth participated in each trial.

PROGRAM DEVELOPER
Steve Sussman, Ph.D., FAAHB

Steve Sussman is a professor in the University of Southern California’s
Departments of Preventive Medicine and Psychology and holds a position at
the Institute for Health Promotion and Disease Prevention Research. He has
published over 170 articles, chapters, or books in the area of substance abuse
prevention and cessation. Recent projects include Project Toward No Tobacco
Use (TNT), a tobacco-use prevention program that has also been recognized as
a Model Program by the Substance Abuse and Mental Health Services
Administration’s Center for Substance Abuse Prevention (see other fact sheet),
as a “Program That Works” by the Centers for Disease Control and
Prevention, U.S. Department of Health and Human Services, and as an
exemplary program by the U.S. Department of Education. He also helped
develop Project EX, which is among the largest and most successful teen

tobacco-use cessation trials to date.
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HERE'S PROOF PREVENTION WORKS

CONTACT INFORMATION RECOGNITION

Steve Sussman, Ph.D., FAAHB Model Program—Substance Abuse and Mental
Professor of Preventive Medicine and Psychology Health Services Administration, U.S.

Institute for Health Promotion and Disease Prevention Research and Department of Health and Human Services

Research Center for Alcoholic Liver and Pancreatic Diseases
1000 South Fremont Avenue, Unit 8

Building A-4, Room 4124

Alhambra, CA 91803

Phone: (626) 457-6635 Exemplary Program—Health Canada
Fax: (626) 457-4012

E-mail: ssussma@hsc.usc.edu

Programs That Work—National Institute on
Drug Abuse, National Institutes of Health, U.S.
Department of Health and Human Services

Model Program—Sociometrics, Inc.

or
Stephen Hauk

Institute for Health Promotion and Disease Prevention Research
1000 South Fremont Avenue, Unit 8

Building A-4, Room 4124

Alhambra, CA 91803

Phone: (626) 457-6634

Fax: (626) 457-4012

E-mail: hauk@usc.edu

http://modelprograms.samhsa.gov = 1 877 773 8546



Project Towards No Tobacco Use

Project Towards No Tobacco Use (TNT) is a comprehensive, classroom-based
curriculum designed to prevent or reduce tobacco use in youth 10 to 15 years
old in grades five through ten. Upon completion of this program, students
will be able to describe the course of tobacco addiction, the consequences of
using tobacco, and the prevalence of tobacco use among peers. Delivered in
10 core and 2 booster lessons, TNT is proven effective at helping youth to—

= Resist tobacco use and advocate no tobacco use

= Demonstrate effective communication, refusal, and cognitive
coping skills

= Identify how the media and advertisers influence youth to use
tobacco products

= Identify methods for building their own self-esteem

= Describe strategies for advocating no tobacco use

Project TNT is designed to counteract several different causes of tobacco use
simultaneously because the behavior is determined by multiple causes. This
comprehensive approach works well for a wide variety of youth who may

have different risk factors influencing their tobacco use.

INTENDED POPULATION

Project TNT was completed originally with seventh grade students. It has
been successfully implemented with White, African American,
Hispanic/Latino, and Asian American adolescents, 10 to 15 years old.

Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

‘/a U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
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Proven Results*

» Reduced initiation of cigarette
use by approximately 26% when
1- and 2-year outcomes were
averaged together

» Reduced initiation of smokeless
tobacco use by approximately
30%

» Reduced weekly or more fre-
quent cigarette smoking by
approximately 60%

= Eliminated weekly or more
frequent smokeless tobacco use

*Relative to control group in a large
randomized field experiment.

INTERVENTION
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OUTCOMES

The original experimental trial found
that students in Project TNT reduced
initiation of cigarette smoking by
approximately 26 percent over the
control group, when 1-year and
2-year followup outcomes were
averaged together. Further, initia-
tion of smokeless tobacco use was
reduced by approximately 60 per-
cent. Weekly or more frequent ciga-
rette smoking by students in the
Project TNT group was reduced by
approximately 30 percent. For stu-
dents in the Project TNT group,
weekly or more frequent smokeless
tobacco use was eliminated.

BENEFITS

At the completion of this program, students will be able to—
= Describe the course of tobacco addiction and related diseases
= Demonstrate effective communication, refusal, and cognitive
coping skills
® Identify how the media and advertisers influence youth to use

tobacco products

= Identify methods for building their own self-esteem

HOW IT WORKS

Implementing Project TNT involves the following activities:

= A comprehensive, 10-day, classroom-based social influences
program that examines media, celebrity, and peer portrayal of

tobacco use

= Training in active listening, effective communication, and general

assertiveness development along with methods for building self-esteem

= Education on the course of tobacco-related addiction and diseases; cor-

rection of inflated tobacco-use prevalence estimates

= Learning tobacco-specific cognitive coping skills and assertive refusal

techniques

= Practicing ways to counteract media portrayals of tobacco use, includ-
ing social activism letter writing to make a public commitment to

not using tobacco products

= Use of homework assignments, a classroom competition (i.e., the

“TNT Game”), and a two-lesson booster program
= Longitudinal assessment material

Virtually any school or school district can implement Project TNT. Trained
teachers in a classroom setting deliver it to standard class sizes.

IMPLEMENTATION ESSENTIALS

Successtul replication of Project TNT involves delivering 10 core lessons
and 2 booster lessons, each 40 to 50 minutes in length. The 10 core lessons
are designed to occur during a 2-week period, although they may be spread
over 4 weeks as long as all lessons are taught. The two-lesson booster is
delivered 1 year after the core lessons in a 2-day sequence. However, the

booster sessions may be taught one per week.

Project TNT offers an implementation manual that provides step-by-step
instructions for completing each of the lessons, along with introductory and
background materials. Other program materials include:

SAMHSA Model Programs = http://model



= Two videos, one on assertive refusal and the other on combating tobacco

use-specific social images
= A student workbook

= An optional kit that includes posters and other instructional materials

(e.g., evaluation materials, Project TNT outcomes papers)

Project TNT can provide a 1- to 2-day teacher training session prior to
implementation. This training is highly recommended.

PROGRAM BACKGROUND

Project TNT was initially funded, from 1987 to 1993, with a grant from the
National Cancer Institute, National Institutes of Health, U.S. Department of
Health and Human Services. The theory underlying Project TNT is that
young people will best be able to resist using tobacco products if they 1) are
aware of misleading social information that facilitates tobacco use (e.g., adver-
tising, inflated prevalence estimates), 2) have skills that counteract the social
pressures to achieve approval by using tobacco, and 3) appreciate the physical
consequences that tobacco use may have on their own lives (e.g., the begin-

nings of addiction).

EVALUATION DESIGN

Five conditions (four programs and the “usual school health education”
control) were contrasted using a randomized experiment involving 6,716
seventh-grade students from 48 junior high schools. Four curricula were
developed. Three of these curricula were designed to counteract the
effects of separate (single) program components (normative social influ-
ence, informational social influence, and physical consequences), whereas
a fourth, comprehensive curriculum, Project TN'T, was designed to coun-
teract all three effects. To determine outcomes, 1- and 2-year followups

were conducted after the initial intervention was delivered.

PROGRAM DEVELOPER

Steve Sussman, Ph.D., FAAHB

Dr. Steve Sussman is a professor in the Departments of Preventive
Medicine and Psychology and the Institute for Health Promotion and
Disease Prevention Research at the University of Southern California.
He has published more than 170 articles, chapters, and books in the area
of drug abuse prevention and cessation. Recent projects include Project
Towards No Drug Abuse and Project EX, one of the largest and most

successful teen tobacco-use cessation trials to date.
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HERE'S PROOF PREVENTION WORKS

CONTACT INFORMATION

For program information:

Steve Sussman, Ph.D., FAAHB
Professor of Preventive Medicine and Psychology

Institute for Health Promotion and Disease Prevention Research and

Research Center for Alcoholic Liver and Pancreatic Diseases
1000 South Fremont Avenue, Unit 8

Building A-4, Room 4124

Alhambra, CA 91803

Phone: (626) 457-6635

Fax: (626) 457-4012

E-mail: ssussma@hsc.usc.edu

For information and to order videos:

Stephen Hauk

Institute for Health Promotion and Disease Prevention Research
1000 South Fremont Avenue, Unit 8

Building A-4, Room 4124

Alhambra, CA 91803

Phone: (626) 457-6634

Fax: (626) 457-4012

E-mail: hauk@usc.edu

To order teacher’s manual and student workbooks:

ETR Associates

P.O. Box 1830

Santa Cruz, CA 95061-1830
Phone: (800) 321-4407

Fax: (800) 435-8433

Web site: www.etr.org

RECOGNITION
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Prolonged Exposure Therapy for Jor Bvery J

Posttraumatic Stress Disorder

Prolonged Exposure (PE) therapy is a cognitive-behavioral treatment pro-

PROVEN RESULTS*

= 70% to 90% of clients no longer
have the diagnosis of PTSD after a
9- to 12-session course of PE thera-
py (i.e., they have a highly signifi-
cant reduction in trauma-related
symptoms, including distressing
standard treatment program consists of nine to twelve, 90-minute sessions. thoughts, feelings, and flashbacks;
PE includes three components: avoidance of thoughts and other
reminders of the traumatic event;
and hyperarousal symptoms).

gram for individuals suffering from posttraumatic stress disorder (PTSD).
The program consists of a course of individual therapy designed to help
clients process traumatic events and thus reduce trauma-induced psycholog-
ical disturbances. Twenty years of research have shown that PE significantly
reduces the symptoms of PTSD, depression, anger, and general anxiety. The

= Psychoeducation about common reactions to trauma and the cause of

chronic posttrauma difficulties ! o
» Improved daily functioning,

including substantial reduction in
(emotional reliving) depression, general anxiety, and

® In vivo exposure: gradually approaching trauma reminders (e.g., situa- anger, has been observed in
tions, objects) that, despite being safe, are feared and avoided clients treated with PE.

= Treatment gains are maintained
for at least 1 year after treatment
ends.

= Imaginal exposure: repeated recounting of the traumatic memory

PE therapy reduces PTSD symptoms including intrusive thoughts, intense
emotional distress, nightmares and flashbacks, avoidance, emotional numb-
ing and loss of interest, sleep disturbance, concentration impairment, irri-

tability and anger, hypervigilance, and excessive startle response. *Compared to control group.

INTENDED POPULATION

PE is designed for adults 18 to 70 years of age who have experienced either
T s patene INTERVENTION

single or multiple/continuous traumas and currently suffer from significant

PTSD symptoms. Many studies show that PE substantially reduces PTSD

symptoms in female victims of rape, aggravated assault, and childhood

sexual abuse and in men and women whose PTSD symptoms are related to

2 Substance Abuse and Mental Health Services Administration
% Center for Substance Abuse Prevention
m www.samhsa.gov

"Wx:
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Outcomes

PE is a quick and effective treatment
for PTSD that has generally been
found to be as or more effective than
alternative forms of therapy for this
disorder. Moreover, treatments that
added other procedures to PE did not
show increased efficacy. Thus, at pres-
ent, PE is an extremely potent psy-
chosocial treatment for PTSD.

At posttreatment, those completing all
three active treatments had signifi-
cantly lower scores than those in WL
on measures of PTSD, anxiety, and
depression. PE completers’ scores
were significantly lower than those of
PE-SIT on anxiety. At followup, PE
completers had significantly lower
scores on anxiety than completers of
SIT and PE-SIT.

Reductions in trauma symptoms by
treatment method, PE Therapy (PE),
Stress Inoculation Training (SIT), PE/SIT
combined, and Wait List (\WL) at
12-month followup

351

PSS
30 ~

25
20

Mean Severity Scores

T T T T
Pre Post 3 Mo. 6 Mo. 12 Mo.

#-PE -® SIT & PE/SIT % WL

PSSI—Posttraumatic Stress, interview version
BDI—Beck Depression Inventory
STAI-S—State Trait Anxiety Inventory

combat, traffic and industrial accidents, and violent crime. Most extensively
used with adults, PE has also been successtully used with children, primarily
with those whose symptoms were related to sexual abuse. Case reports also
indicate that PE is useful with children whose PTSD is related to accidents

and disasters.

BENEFITS
= PE has been beneficial for those suffering from co-occurring PTSD and

substance abuse when combined with substance abuse treatment

= Imparts confidence and sense of mastery in confronting trauma

reminders and in various aspects of daily functioning

= Increases ability to cope with courage rather than fearfulness when

facing stress

= Improves discrimination between safe and unsafe situations

HOW IT WORKS

PE can be used in a variety of clinical settings, including community mental
health outpatient clinics, veterans’ centers, rape counseling centers, private
practice offices, and inpatient units. Treatment is individual and is conducted
by therapists trained to use the PE Manual, which specifies the agenda and
treatment procedures for each session. Standard treatment consists of 9 to12

once- or twice-weekly sessions, each lasting 90 minutes and consisting of:

= Sessions 1 and 2: information gathering, presentation of treatment
rationale, construction of a list of avoided situations for in vivo expo-
sure (i.e., gradually approaching trauma reminders such as situations
and objects that, despite being safe, are feared and avoided), and initia-
tion of in vivo homework. Clients are taught to reduce anxiety by slow,

paced breathing.

= Sessions 3 to 8 or 11: homework review, imaginal exposure (i.e., pro-
longed—40 to 60 minutes—of repeated recounting of traumatic mem-
ories), processing of imaginal exposure experience, reviewing in vivo

exposure, and homework assignment.

= Final session: imaginal exposure, review of progress and skills learned,

and discussion of client’s plans for maintaining gains.

The treatment course can be shortened or lengthened depending on the
needs of the client and the rate of progress, but usually ranges from 7 to 15

sessions.

IMPLEMENTATION ESSENTIALS

Training therapists (e.g., social workers, psychologists, psychiatrists) in PE is
essential to its successful implementation. Several levels of training are
available, ranging from a half-day workshop to familiarize the therapist with
PE to a 5-day indepth workshop. In a 2-day basic workshop, the three PE

SAMHSA Model Programs = http://model



procedures are demonstrated on videotapes and therapists practice the proce-
dures using role-playing. In addition to this basic training, the comprehen-
sive 4- to 5-day workshop includes indepth discussion of typical and atypical
treatment responses and how to recognize and manage challenges presented
by atypical patients. Therapists are shown techniques for promoting effective
emotional engagement during imaginal and in vivo exposures as well as how

to overcome difficulties with homework assignments.

To be proficient in the administration of PE, therapists must:
= Complete the 4- to 5-day workshop
= Be thoroughly familiar with the PE Manual and have extensive role-play

practice
= Treat two PTSD clients under close supervision of a certified PE trainer

= Continue to treat PTSD clients using PE therapy

Materials
» PE Manual: a detailed guide to implementation of PE

= Interviewer and self-report measures of PTSD, depression, and anxiety

In addition, therapists must have access to equipment for video or audio

recording of sessions for supervision purposes and for clients use at home.

PROGRAM BACKGROUND

PE is an exposure-based program that is specifically designed to address
problems related to PTSD. After introduction of the PTSD diagnosis into
the DSM-III in 1980, exposure therapy for PTSD was first used by Dr.
Terrence Keane and his colleagues to address the symptoms of Vietnam War
veterans. In 1982, Edna B. Foa, Ph.D., and her colleagues developed the
Prolonged Exposure program for treating women who had chronic PTSD
following sexual and nonsexual assault. Over the past 20 years, Dr. Foa and
colleagues have continued to study the efficacy of the program and modify it
to improve program outcomes. In the past 10 years, the efficacy of the PE
program has been further established through studies conducted in other
academic centers in Australia, Canada, England, Holland, Israel, and the

United States. Numerous clinicians around the world currently practice PE.

EVALUATION DESIGN
The efficacy and effectiveness of PE have been established through single case

reports, quasi-experimental designs, and above all, many randomized control
studies. It is by far the most studied treatment program for PTSD and has
broad empirical support from studies of clients with PTSD resulting from
various types of traumas. Furthermore, exposure therapy is considered, by
expert consensus, the treatment of choice for PTSD clients whose prominent
symptoms include intrusive thoughts, flashbacks, and trauma-related fear

and avoidance.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

In one study, for example, 96 female victims of assault were randomly assigned
to one of four conditions: PE therapy; stress inoculation training (SIT), a treat-
ment program designed to teach clients how to manage stress and anxiety
through relaxation, controlled breathing, role-playing, cognitive structuring, and
assertiveness exercises; combined treatment (PE/SIT); or wait-list control (WL),
delayed treatment where some clients were assigned to a control condition in
which they were assessed, assigned to wait for a period, then reassessed before
receiving treatment. Treatment consisted of nine twice-weekly 90-minute
sessions. The graphs in the Ouzcomes section illustrate the results.

PROGRAM DEVELOPER
Edna B. Foa, Ph.D.

Dr. Edna B. Foa is a professor at the University of Pennsylvania and the founder
and director of the Center for the Treatment and Study of Anxiety. Dr. Foa has
devoted her academic career to studying the psychopathology and treatment of
anxiety disorders, including PTSD, and is one of the world’s leading experts in
these areas. She was the co-chair of the DSM-IV Subcommittee for PTSD and
the chair of the Treatment Guidelines Task Force of the International Society for
Traumatic Stress Disorders. Dr. Foa has published extensively and has lectured
around the world. Her work has been recognized with numerous awards and
honors, including the First Annual Outstanding Research Contribution Award
presented by the Association for the Advancement of Behavior Therapy; the
Distinguished Scientific Contributions to Clinical Psychology Award from the
American Psychological Association; and the Lifetime Achievement Award
presented by the International Society for Traumatic Stress Studies.

CONTACT INFORMATION

For program, training, and research information, contact:
Center for the Treatment and Study of Anxiety
Department of Psychiatry

University of Pennsylvania

3535 Market Street, 600 N

Philadelphia, PA 19104

Web site: ctsa@mail.med.upenn.edu

Edna B. Foa, Ph.D., Professor and Director
Center for the Treatment and Study of Anxiety
Phone: (215) 746-3327

Fax: (215) 746-3311

E-mail: foa@mail.med.upenn.edu

Elizabeth A. Hembree, Ph.D.

Assistant Professor and Director of Training
Phone: (215) 746-3327

Fax: (215) 746-3311

E-mail: hembree@mail.med.upenn.edu

David S. Riggs, Ph.D.

Assistant Professor

Phone: (215) 746-3327

Fax: (215) 746-3311

E-mail: driggs@mail.med.upenn.edu

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Exemplary Service and Support to Victims and
Witnesses of Crime Award—~Philadelphia
Coalition for Victim Advocacy
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Protecting You/Protecting Me®

Protecting You/Protecting Me® (PY/PM) is a 5-year, classroom-based alco-
hol-use prevention curriculum for elementary students in grades one
through five (6 to 11 years old). Designed to reduce alcohol-related injury
and death in our Nation’s youth, PY/PM—

= Is proven to change children’s knowledge about their brains and per-
sonal development
= Increases children’s intentions not to ride with an impaired driver

= Improves children’s vehicle safety skills—their ability to protect them-
selves when they have no option but to ride with an adult who is not

alcohol-free

Because the program is delivered in elementary school, it reaches chil-
dren before they have fully formed their attitudes toward alcohol. The
curriculum—

= Incorporates the latest research on human brain development

= Focuses on the immediate risks of using alcohol before age 21

* Includes parental involvement activities

The program can be taught by trained high school students, as well as by
teachers, with high school student teachers deriving short-term outcomes
including reduced alcohol use and increased perceptions of the risks of

underage alcohol use.

All program materials are available in English and Spanish.

Center for Substance Abuse Prevention
e www.samhsa.gov

ay U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Cc Substance Abuse and Mental Health Services Administration

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*

Elementary students receiving PY/PM
showed a—

= 51% increase in vehicle safety skills

= 56% increase in knowledge about
the brain

= 9% increase in media literacy
High school students teaching
PY/PM—

= Reduced use of liquor 64%

= Reduced use of beer 45%

= Reduced use of wine coolers 42%;
wine 17%

= Reduced binge drinking 72%

= Showed a 32% increase in percep-
tions of the harmfulness of under-
age alcohol use

* Elementary school results relative to
control groups.

INTERVENTION

Universal
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Elementary students receiving PY/PM
relative to controls showed:

» Increased vehicle safety skills—
ability to protect themselves
when they have no option but
to ride with an impaired driver

= Increased media literacy and
ability to resist advertising
appeals

» Increased knowledge about the
brain and personal develop-
ment

= Increased stress management
and decisionmaking skills

PY/PM High School Peer Teachers:
Past 60 Days Usage

Liquor Beer Wine Wine Binge
Coolers Drinking

Elementary Students in Grades 3-5:

Vehicle Safety Skills

2.59
M Pre [EPost

Comparison

INTENDED POPULATION

The intended population for PY/PM is the universal population of students
enrolled in grades one through five in elementary school. (PY/PM is
designed to be taught each year over a 5-year period as students progress
from first to fifth grades.) PY/PM is applicable to children from all
socio-economic, racial/ethnic, and cultural backgrounds. More than 3,500
students in elementary schools in California, Connecticut, Guam,
Michigan, Montana, and Texas have participated in PY/PM, including
students living on Tribal Reservations. Currently, more than 2,000 students
in Montana, New Mexico, and Texas are participating in two different
evaluation studies, initiated in 1998.

BENEFITS

= Increases non-use attitudes and decisions regarding underage alcohol use

= Increases knowledge about the human brain and immediate risks posed

by exposure to alcohol during development

= Increases awareness of the law and positive attitudes toward the use of

rules and laws

= Increases refusal and self-protection skills with regard to riding with
impaired (unsafe) drivers

= Increases media literacy and ability to resist advertising appeals

= Increases stress management and decisionmaking skills

HOW IT WORKS

Protecting You/Protecting Me is a 5-year continuum of interactive classroom
modules providing 42 lessons (8 lessons in each of grades one through four and
10 in grade five) and 40 required reinforcement activities (8 in each grade) that
promote students’ ownership. PY/PM is designed to be infused into a school’s
core curriculum, and each lesson carefully integrates several standard education-
al objectives, including those related to health behaviors and information, per-
sonal and interpersonal skills, and identifying influencing factors.

Trained school staff, prevention specialists, or high school students enrolled in
a peer mentor/leadership course can teach the lessons, which last from 30 to
50 minutes, depending on the grade. The curriculum addresses eight topics:

= Our Brain

= Growth and Development

= Health and Safety

= Rules and Laws

= Friends

SAMHSA Model Programs = http://model



= Choices and Decisions
= Media Awareness
= Communication (especially with adults)

PY/PM’s interactive and affective teaching processes include role-play, small
group and classroom discussion, reading, writing, story telling, surveys, art,

and music. All 42 lessons are correlated to educational achievement objectives.

IMPLEMENTATION ESSENTIALS
Successtul replication of the PY/PM model requires:

= Student involvement from first through fifth grades
= PY/PM lessons taught once or twice a week over the course of 8 weeks

= Teacher- or high school peer leader-training prior to curriculum imple-

mentation

= Curriculum reinforcement using parent involvement activities

Program Materials

Mothers Against Drunk Driving (MADD) offers an implementation manual
for each grade level with step-by-step instructions for completing each lesson.
Program materials also include:

= Full-color classroom posters

= Three Big Book story books for use in first grade
= Copy of 5 Rules For Safe Riding Poster

= Evaluation materials, including online access

= Fidelity assessment checklist to monitor implementation quality

Training and Technical Assistance

MADD can provide training of classroom teachers, counselors, prevention
specialists, high school peer leaders, teachers of high school peer leaders, or
others providing prevention services to schools. Technical assistance is provid-
ed through a special PY/PM online link.

PROGRAM BACKGROUND

In September 1998, MADD changed its mission statement to include pre-
vention of underage drinking. With this change, MADD began examining
how it could make a significant contribution to the substance abuse preven-
tion field. Protecting You/Protecting Me was developed by MADD in
response to requests from educators and community volunteers for an alco-
hol-use prevention program for elementary school students that could be

infused into the core curriculum and that also addressed the risks posed to

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

children as passengers riding with alcohol-impaired drivers. MADD developed
PY/PM, from the outset, to include the latest brain research, provide science-
based evaluation, meet SAMHSA Model Program standards, and provide all

curriculum and training materials necessary for national replication.

EVALUATION DESIGN

PY/PM was developed based on initial field tests and three pilot tests using dif-
ferent modes of delivery: classroom teachers, MADD volunteers with education

backgrounds, and high school peer leaders.

PY/PM has been tested in two evaluation studies. One study, in which high
school peer leaders teach PY/PM to elementary school students, a pre-post
followup experimental design with random assignment of classes was used. This
study is now in its third year in 28 sites in Texas and involves more than 4,000
students. In the second study, using matched comparison design, classroom
teachers provide the curriculum. Approximately 3,000 students in grades one
through five in 10 selected schools in Montana, New Mexico, and Texas have

participated in this study, now in its fourth year.

All evaluations have assessed known mediating variables, including decision-
making, stress management, social skills, media literacy, and use of rules, in
addition to factors related to underage alcohol use, drinking and driving, riding
with alcohol-impaired drivers, vehicle safety skills, and knowledge about the
brain and personal development. Alcohol use has also been assessed among the
high school students teaching PY/PM.

PROGRAM DEVELOPER
Kappie Bliss, M.Ed., LPC

For more than 25 years, Kappie Bliss, executive director of Bliss, Inc. and the
director of elementary projects for MADD, has been involved in substance
abuse prevention. She has served as the project director for the development of
PY/PM, guiding the process from inception through development, evaluation,
and implementation. Other project team members are Karen Williams, M.S.W.,
PY/PM curriculum developer, and Mary Lou Bell, M.A., M.B.A., president of
The Bell Group, PY/PM evaluator. Ms. Bliss is known for her ability to be a
bridge between research and the field, and creates materials that are both effec-
tive and user-friendly. She has extensive experience working with schools, com-

munities, tribes, social service providers, and State and Federal agencies.

CONTACT INFORMATION

Kappie K. Bliss, M.Ed., LPC

Director, MADD Elementary Projects
611 South Congress Avenue, Suite 210
Austin, TX 78704

Phone: (512) 693-9422

Fax: (512) 693-9435

E-mail: Bliss@ MADD.org

Web site: www.MADD.org/pypm

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.
Department of Health and Human Services

Texas Commission on Alcohol and Drug Abuse

Statewide Replication Program
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Reconnecting Youth

Reconnecting Youth (RY) is a school-based prevention program for
youth in grades 9 through 12 (14 to 18 years old) at risk for school
dropout. These youth also may exhibit multiple behavior problems, such
as substance abuse, aggression, depression, or suicide risk behaviors.
Reconnecting Youth uses a partnership model involving peers, school per-
sonnel, and parents to deliver interventions that address the three central

program goals:
= Decreased drug involvement
= Increased school performance
= Decreased emotional distress

Students work toward these goals by participating in a semester-long
high school class that involves skills training in the context of a positive
peer culture. RY students learn, practice, and apply self-esteem enhance-
ment strategies, decisionmaking skills, personal control strategies, and

interpersonal communication techniques.

INTENDED POPULATION
RY is highly effective with high school youth at risk for school

dropout—defined as having fewer than the average number of credits
earned for their grade level, high absenteeism, a significant drop in
grades, or a history of dropping out of school. The program was devel-
oped and tested in the greater Seattle area and has been successfully

implemented according to design in California, Colorado, Maine, Texas,

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results*

= 18% improvement in grades in
all classes

m /.50 increase in credits earned
per semester

» 54% decrease in hard drug use

= 48% decrease in anger and
aggression problems

» 32% decline in perceived stress

» 23% increase in self-efficacy

*Compared to students not participating
in Reconnecting Youth.

INTERVENTION

Indicated



OUTCOMES

Relative to controls, high-risk youth par-
ticipating in RY evidenced:

Increased School Performance
= [ncreased grades (GPA) in all classes

= Curbed increasing trend in daily
class absences

= |ncreased credits earned per semester
= Decreased high school dropout

Decreased Drug Involvement

= Curbed progression of alcohol and
other drug use

= Decreased drug-use control problems
= Decreased hard drug use

= Decreased adverse drug-use
consequences

Decreased Emotional Distress

= Decreased suicidal behaviors
(threats, thoughts, and attempts)

= Decreased anxiety and perceived
stress

= Decreased depression and
hopelessness

= Decreased anger control problems
and aggression

Hard Drug Use

—=— RY (N=76)
—a— Control (N=106)

Pre  Baseline Post
(Time 1) (Time 2) (Time 3)

Hard drug use last two weeks

Grade Point Average

—

—=— RY (N=100)
—a— Control (N=98)

Pre Baseline  Post
(Time 1) (Time 2) (Time 3)

Semester grade point average

and Washington. Students from a variety of racial and ethnic back-
grounds, living in suburban and urban settings, have benefited from

the program.

BENEFITS
= Improved grades and school attendance
= Reduced drug involvement
= Decreased emotional distress

= Increased self-esteem, personal control, prosocial peer bonding,

and social support

HOW IT WORKS

Four key RY components are integrated into the school environment.

They include:

= RY Class, a core element, is offered for 50 minutes daily during reg-
ular school hours for 1 semester (80 sessions) in a class with a stu-
dent-teacher ratio of 10 or 12 to 1. After a 10-day orientation to the
program, approximately 1 month is spent on each of these topics:

—  Self-esteem

—  Decisionmaking

—  Personal control

— Interpersonal communication

= School bonding activities consisting of social, recreational, school,
and weekend activities that are designed to reconnect students to
school and health-promoting activities as alternatives to drug

involvement, loneliness, and depression.

= Parental involvement, required for student participation, is essen-
tial for at-home support of the skills students learn in RY class.
School contact is maintained through notes and calls from teachers
who also enlist parental support for activities and provide progress

Ieports.

= School Crisis Response planning provides teachers and school
personnel with guidelines for recognizing warning signs of

suicidal behaviors and suicide prevention approaches.

IMPLEMENTATION ESSENTIALS

From planning through implementation of the RY curriculum, part-
nerships with school officials are vital. Typical partners include the RY
teacher, RY coordinator, parents, designated district representative, the
principal, vice principal, student support services, staff, and administra-
tive support staff—especially attendance and registrar. Regular meet-
ings to ensure readiness, commitment, and financial resources will help

set a strong foundation for successful replication.

SAMHSA Model Programs = http://model



Personnel

= One full-time RY coordinator per every five to six classes is needed to
provide teacher support, encouragement, and consultation. The role
typically includes bimonthly meetings as well as weekly classroom
observation. The RY coordinator is hired and paid by the RY teacher
funding source (e.g., school, independent agency). Ideally, the RY
coordinator is a skilled RY teacher with supervisory and training

expertise.

= RY teachers are selected, not assigned, using preestablished
criteria to ensure the program has teachers who are committed to
working with high-risk youth and show special aptitude based on

student, other teacher, and administrative recommendations.

RY offers recommended selection criteria to identify potential
participants. From this group, students should be invited rather than
assigned to RY, and their parents must sign an agreement for them to
participate. Students’ expressed willingness to work toward program

goals is essential.

Reconnecting Youth operates best in an environment with active
supports. School administrators should secure links with community
groups for involvement such as funding, “adoption” of a school to pro-
vide mentoring or in-kind donations, or help with providing

drug-free activities.

Room, Equipment, and Supplies

A classroom large enough to accommodate the RY teacher and 10 to 12
students is necessary. Teachers will need a copy of the Reconnecting Youth: A
Peer Group Approach to Building Life Skills curriculum and will need to
prepare student notebooks from handouts contained therein. The curricu-
lum can be obtained from the publisher. Please note that the curriculum
cost is not included in training costs. Recreational and school-bonding

activities, including transportation, will also need to be budgeted.

Training and Technical Assistance

To ensure best-results implementation fidelity, all RY teachers and coordi-
nators should receive implementation training. Onsite implementation
training for potential RY teachers and coordinators is available from RY
personnel. Initial implementation training lasts 5 days. Followup imple-
mentation consultation of 1 day every 6 months during the first year of
implementation plus phone consultation is recommended. At least one
yearly followup consultation, to manage implementation challenges and to

assess implementation fidelity in subsequent years, is also recommended.
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HERE'S PROOF PREVENTION WORKS

PROGRAM BACKGROUND

The development and framework for RY were largely informed by early
descriptive work of Dr. Leona Eggert and her colleagues. Early work identi-
fied the vulnerabilities among youth at risk for high school dropout, “skip-
pers,” and the co-occurring problem behaviors of school deviance, drug
involvement, and depression/suicidal behaviors. Reconnecting Youth was
specifically designed to meet the participants’ needs for inclusion and excite-
ment while teaching them how to be “winners,” stay in control, make wise
decisions, and evaluate potential consequences of their choices. The program
has been funded for testing by the National Institute on Drug Abuse
(NIDA) and the National Institute of Mental Health (NIMH), National
Institutes of Health, U.S. Department of Health and Human Services, and the
U.S. Department of Education in suburban and urban areas of the Pacific
Northwest. A two-semester version of the program, with a parent compo-
nent, is currently being evaluated with funding from NIDA. RY has been
adopted by Texas and Maine as an integral part of statewide prevention pro-

gramming.

EVALUATION DESIGN

A quasi-experimental design with repeated measures was used to test the effi-
cacy of the RY indicated preventive intervention. Trend analyses served to
compare the pattern of change for experimental and control groups across
pre- and posttests (5 months) and followup tests (5 to 7 months).

PROGRAM DEVELOPER

Leona Eggert, Ph.D., RN, FAAN

Over the past 15 years, Dr. Leona Eggert has led a team of prevention
scientists in the Reconnecting Youth Prevention Research Program. They
have designed and tested numerous programs to help high-risk youth increase
their school performance, drug-use control, and mood management.
Reconnecting Youth: A Peer Group Approach to Building Life Skills (RY) is
an indicated school-based prevention program targeting potential high school
dropouts. The program has received extensive funding from both NIDA and
NIMH for testing the RY prevention model. Developers and authors Dr.
Eggert and Ms. Liela Nicholas consult nationally and internationally on the

implementation and evaluation of the program.

CONTACT INFORMATION

For training information:

Liela Nicholas

Co-developer and Principal RY Trainer
Phone: (425) 861-1177

Fax: (425) 861-8071

Copies of the curriculum can be obtained
from the publisher:

National Educational Service

304 West Kirkwood Avenue, Suite 2

Bloomington, IN 47404-5132

Phone: (800) 733-6786

Fax: (812) 336-7790

Web site: www.nesonline.com/

For program information:

Leona L. Eggert, Ph.D., RN, FAAN

Reconnecting Youth Prevention Research
Program

University of Washington School of Nursing

Box 358732

Seattle, WA 98195

Phone: (425) 861-1177

Fax: (425) 861-8071

E-mail: eggert@u.washington.edu

Web site: www.son.washington.edu/
departments/pch/ry

RECOGNITION
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Residential Student Assistance
Program

The Residential Student Assistance Program (RSAP) is a substance abuse
prevention program developed for high-risk adolescents, 14 to 17 years
old, living in residential facilities. The program is based on the
Westchester Student Assistance Model and works by placing highly
trained professionals in residential facilities to provide residents with a full
range of substance abuse prevention and early intervention services. The

program uses proven prevention strategies that include:
* Information dissemination
= Normative and preventive education
= Problem identification and referral
= Community-based interventions
» Environmental approaches

RSAP counselors work with adolescents individually and in small groups.
Intervention services are fully integrated into the adolescent’s overall expe-
rience at the residential facility and have an impact on both their school

and residential environments.

INTENDED POPULATION

RSAP was tested with 14- to 17-year-old adolescents, primarily African
American and Hispanic/Latino, living in various residential facilities.
Whether voluntarily or involuntarily placed in such facilities, these youth typ-
ically present with multiple risk factors and problems, including early sub-
stance use; parents who abuse substances; participation in violent or delin-

quent acts; histories of physical, sexual, or psychological abuse; chronic fail-

ure in school; and mental health problems, including attempted suicide.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
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Proven Results*

= 68% decrease in overall sub-
stance use

= /2% reported ending alcohol
UNS

= 59% reported ending marijuana
use

= 27% reported ending tobacco
UNS

= 82% of alcohol nonusers
remained nonusers

= 83% of marijuana nonusers
remained nonusers

= 79% of tobacco nonusers
remained nonusers

* Relative to adolescents in comparison groups
who did not participate in the RSAP.

INTERVENTION

Selective

Indicated



OUTCOMES

Adolescents participating in RSAP
showed dramatic reductions in their
use of alcohol, marijuana, and tobac-
co from pretest to posttest measures.
For youth not reporting use at
pretest, data regarding 30-day use at
posttest revealed that:

= 82% remained nonusers of alcohol

= 83% remained nonusers of
marijuana

= 78% remained nonusers of tobacco
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For youth who reported using
substances at the pretest, their
posttest reports of use in the past 30
days showed:

= 72% reported no longer using
alcohol

= 59% reported no longer using
marijuana

= 27% reported no longer using
tobacco

BENEFITS

Teaches adolescents important resistance and social competency skills,

including:
= Communication
* Decisionmaking
= Stress and anger management
= Problem solving

= Resisting peer pressure

HOW IT WORKS

A partnership is established between a prevention agency and residential
facility. An individual with a master’s degree in social work, counseling, or
psychology, who is experienced in adolescent substance abuse prevention
counseling, is recruited to work in the facility as a Student Assistance
Counselor (SAC). The SAC provides the facility with a full range of sub-
stance abuse prevention and early intervention services that will help resi-
dents decrease their risk factors for substance abuse and increase their over-

all resiliency. Program components include:

= The Prevention Education Series—The SAC conducts this eight-

session substance use prevention education program.

= Assessment—Following the Prevention Education Series, residents are
seen individually by the SAC to determine their level of substance use,

family substance abuse, and need for additional services.

* Individual and Group Counseling—After assessment, the SAC
conducts a series of 8 to 12 group-counseling sessions. Residents are
placed in one of five different groups based on their developmental dif-
ferences, substance use patterns, and family history of substance abuse.

Individual sessions are scheduled as needed.

= Referral & Consultation—The SAC refers residents who require
assistance to treatment, more intensive counseling, or 12-step groups.
Additionally, the SAC trains and consults with residential facility staff

and coordinates the substance abuse services and policies of the facility.

IMPLEMENTATION ESSENTIALS

RSAP requires the formation of a partnership between a prevention agency
that will administer the program and a residential facility where it will oper-

ate. Specific staff involved in the partnership include:

SAMHSA Model Programs = http://model



* Residential Facility Senior Executive—This person establishes the initial
implementation agreement, oversees the program, and appoints an RSAP
liaison who will supervise the SAC and day-to-day program operations.

= Executive Director/Project Director—This person initiates and
manages the program, sets up procedures, hires staff; and is

responsible for direct program oversight.

= Student Assistance Counselor (SAC)—This person implements the
program at the facility and provides all prevention and early

intervention services to residents.
= Project Supervisor—This individual supervises the SAC.

These staff members must complete the following administrative steps to

ensure successful program implementation:
= Define program goals and objectives
®* Define target population
® Provide training and consultation for school staff
= Establish a school staff substance abuse task force
= Establish a school substance abuse task force
= Obtain technical assistance and training

A 75-page implementation manual, which includes resource material for pro-
fessionals and worksheets for students, and a video are available. Onsite and

offsite training of varying lengths, up to 5 days, also is available.

PROGRAM BACKGROUND

RSAP began in 1987 as a 5-year demonstration program in Westchester
County, NY, funded through a Substance Abuse and Mental Health
Services Administration’s Center for Substance Abuse Prevention High-Risk
Youth Grant. The program model was based on employee assistance pro-
grams successfully used by industry to identify and aid employees whose
work performance and lives had been adversely affected by substance abuse.
Other experiences contributing to this program’s design came from the
county’s successful implementation of the Westchester Student Assistance
Programs within its high schools. This program intended to adapt that
model for institutionalized adolescents at a very high risk for substance
abuse. The residential facilities participating in the demonstration project
included a locked county correctional facility, a residential treatment center
for emotionally disturbed adolescents, a nonsecure residential facility, and

three foster care facilities.

programs.samhsa.gov = 1 877 773 8546




EVALUATION DESIGN

A pretest and posttest nonequivalent comparison group design was used with
a total sample of 326 adolescents. Approximately 125 residents participated
in RSAP, while the others served as internal and external comparison groups.
The internal comparison group was composed of youth from the residential
facility that chose not to participate in RSAP. The external comparison group
was made up of youth from another residential facility that did not have
RSAP. All participants were required to participate in a pretest and posttest
assessment. Assessment instruments included a shortened version of the
Monitoring the Future Questionnaire, the Rosenberg Self-Esteem Test, and the
Global Assessment of Functioning. In addition, the Community Oriented
Program Environment Scales were used to measure the residents’ and staffs’

perception of the site environment.

PROGRAM DEVELOPER

Student Assistance Services (SAS) Corporation of Tarrytown,
NY, developed RSAP. SAS is a private, nonprofit, community-based substance
abuse prevention organization. It was formed in 1985 when its core program,
the Student Assistance Program, spun off from the Westchester County
Department of Community Mental Health, which had operated it since 1979.

CONTACT INFORMATION
Ellen R. Morehouse, ACSW, CASAC, CPP

Student Assistance Services Corp.
660 White Plains Road
Tarrytown, NY 10591

Phone: (914) 332-1300

Fax: (914) 366-8826

E-mail: sascorp@aol.com

Web site: www.sascorp.org

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services
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Responding in Peaceful
and Positive Ways — RiPP

Responding in Peaceful and Positive Ways (RiPP) is a school-based violence
prevention program designed to provide students in middle and junior high
schools with conflict resolution strategies and skills. It combines a classroom
curriculum of social/cognitive problem solving with real-life skill-building
opportunities such as peer mediation. Students learn to apply critical thinking
skills and personal management strategies to personal health and well-being

issues. Delivered over 3 years, RiPP teaches key concepts that include:

= The importance of significant friends or adult mentors
= The relationship between self-image and gang-related behaviors
= The effects of environmental influences on personal health

Using a variety of lessons and activities, students learn about the physical
and mental development that occurs during adolescence; analyze the conse-
quences of personal choices on health and well-being; learn that they have
nonviolent options when conflicts arise; and evaluate the benefits of being a

positive family and community role model.

INTENDED POPULATION

RiPP is a primary prevention program designed for the universal popula-
tion of students enrolled in grades six, seven, and eight in middle and
junior high schools. RiPP is taught each year over a 3-year period, and is
applicable to children from all socioeconomic, racial/ethnic, and cultural
backgrounds. It has been tested in predominantly African American urban

schools in Virginia and in rural central Florida schools with more multi-

cultural student populations, and is being implemented in a suburban

New Jersey school district.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
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PROVEN RESULTS

= Decreased school disciplinary code
violations for violent behaviors

= Decreased student-reported fre-
quency of drug use, violent behav-
ior, and fightrelated injuries

= Decreased peer pressure to use
drugs

= Increased prosocial attitudes and
peer support for positive behavior

= Increased use of violence preven-
tion resources

» Increased student and staff reports
of quality of life

INTERVENTION

Universal



Outcomes

RiPP has demonstrated efficacy in urban
schools that serve predominantly African
American youth, as well as in more eth-
nically diverse rural schools. In compari-
son to control students, at posttest, stu-
dents who participated in RiPP have
shown:

= Fewer disciplinary violations for vio-

lent offenses

= Fewer in-school suspensions

= |ncreased use of peer mediation pro-
grams

= Fewer fight-related injuries

= Greater knowledge of effective prob-
lem-solving skills

Students also reported significantly lower
approval of violent behavior, more peer
support for nonviolent behavior, and less
peer pressure to use drugs.

Effect on in-school suspension of boys

I

B RIPP intervention
B No intervention control

Rate (per 100) for in-school
suspensions

12-month

followup followup

Prevalence of reported injuries due to
fighting at beginning and end of school

7.3 7.2 B RIPP group

8 Control group 4 g

Percent each group

BENEFITS

= Develops norms and expectations for nonviolent conflict resolution and
positive achievement.

= Provides adult and peer models for conflict resolution and positive

achievement.

= Diminishes stereotypes, beliefs, attributions, and cognitive scripts that

support violence.

= Enlarges skills repertoire for nonviolent conflict resolution and positive

achievement.

= Promotes self-management through repeated use of problem-solving
models.

= Enlarges participants’ ability to identify the optimal violence prevention

strategy within a given situation and existing personal skills and values.

HOW IT WORKS

RiPP employs a valued adult role model—a trained RiPP facilitator—who
models prosocial attitudes and behaviors to teach students the knowledge,
attitudes, and skills that promote schoolwide norms for nonviolence and
positive risk-taking. The problem-solving model is the backbone for the
entire curriculum; each session builds upon the previous ones, utilizing the
entire model in a cumulative fashion. Typically taught during the academic
subjects of social studies, health, and/or science, it is delivered during three
academic grades:

Grade Six—the RiPP facilitator teaches the curriculum during 25 50-
minute lessons on a weekly basis throughout the school year and supervises
the peer mediation program.

Grades Seven and Eight—students receive 12 50-minute lessons each year,
taught by the same person during these grades. The peer mediation program
continues, providing institutional support for the conflict resolution skills
taught in all three curricula.

The RiPP curriculum includes a variety of activities and techniques,
including—

= Team-building activities

= Social/cognitive problem-solving

= Repetition and mental rehearsal

= Relaxation techniques

= Small group work

= Specific social skills for preventing violence

= Role plays

= Peer mediation

SAMHSA Model Programs = http://model



IMPLEMENTATION ESSENTIALS

Training

RiPP facilitators are required to attend a 5-day training session to learn how
to implement the RiPP curriculum. This session is offered each summer by
the staff of Prevention Opportunities, LLC. School districts can also arrange
for training at their selected site. Reduced training fees are available to small
school districts when additional teachers attend training within a 3-year time
frame. Ongoing technical assistance and consultation are available by phone
and e-mail.

Prevention Opportunities also has the capacity to assist with adapting the
program for special situations (e.g., translating printed materials into addi-
tional languages) and consultation on the design and implementation of
local program evaluations. Prevention Opportunities also provides peer medi-
ation training, which is not included in the 5-day facilitator training required

to teach the curriculum.

Materials

In addition to a detailed teacher’s manual and student workbooks, Promoting
Nonviolence in Early Adolescence—Responding in Peaceful and Positive Ways, is
available to provide detailed information on assessing school readiness, facili-
tator selection, program implementation, and cultural and community adap-
tations. All of these materials are available as part of the training. The book
may be purchased separately from Plenum Publishers.

PROGRAM BACKGROUND

In 1992, Virginia Commonwealth University was awarded a cooperative
agreement from the Centers for Disease Control and Prevention, U.S.
Department of Health and Human Services, to evaluate a violence preven-
tion program already in use in the Richmond Public Schools. The results
from this evaluation led to the creation of a new violence prevention pro-
gram—RIiPP. Program research and revisions continued, and the program
was disseminated to a different target population in central Florida. The
program has been used in Richmond, VA; central Florida; and Passaic, NJ.
Copies of articles and evaluation studies are available from Prevention

Opportunities, LLC.

EVALUATION DESIGN

Three published studies have examined the effectiveness of RiPP. The first
study evaluated sixth grade RiPP at three urban middle schools serving pre-
dominantly African American students. Classes were randomly assigned to
intervention (7=321) or no-intervention control group (7=305). Self-report
and school disciplinary data were collected at pretest, posttest, 6-month, and
1-year followup. In the second study, RiPP was evaluated in an ethnically
diverse rural school using pretest, posttest, and 1-year followup self-report
data of randomly assigned sixth grade students. Pretest data were collected

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

from 96 students in the intervention group and 108 students in the control
group. The third study evaluated sixth and seventh grade RiPP using a between-
school design in an ethnically diverse rural setting to compare outcomes over 2
years between four intervention schools (7=655) and four control schools
(7=685). Self-report measures were completed pretest (the beginning of sixth
grade) and at four other time points, concluding in the fall of eighth grade.

PROGRAM DEVELOPERS

Aleta Lynn Meyer, Ph.D.
Wendy Bauers Northup, M.A.

Dr. Meyer has 17 years of experience collaboratively designing, implementing,
evaluating, and replicating effective health promotion and prevention programs
for early adolescents. The programs she has helped design focus on violence pre-
vention, depression prevention, and cancer prevention in both rural and urban
settings. She is assistant professor of psychology at Virginia Commonwealth
University and currently is co-principal investigator on a multisite violence

prevention project funded by the CDC.

Wendy Northup has been a teacher and community prevention program man-
ager for 25 years. She has numerous certifications in conflict resolution and
mediation and has worked as a program developer on several violence preven-
tion programs. She has trained and consulted on a number of topics in violence
and substance abuse prevention.

CONTACT INFORMATION

For training and program information, contact:

Wendy Northup, M.A., Co-Director
Prevention Opportunities, LLC
12458 Ashland Vineyard Lane
Ashland, VA 23005

Phone: (804) 798-1369

Fax: (804) 261-8547

E-mail: nor@co.henrico.va.us

Web site: www.has.vcu.edu/RiPP

For research information, contact:

Aleta Meyer, Ph.D., Co-Director
Prevention Opportunities, LLC
14308 Riverside Drive

Ashland, VA 23005

Phone: (804) 828-0015

Fax: (804) 827-1511

E-mail: ameyer@saturn.vcu.edu
Web site: www.has.vcu.edu/RiPP

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.

Department of Health and Human Services

Effective Program—-Safe and Drug Free Schools,
U.S. Department of Education
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SAFE Children

Schools and Families Educating (SAFE) Children is a community- and
school-based program that helps families manage educational and child
development in communities where children are at high risk for substance
abuse and other problem behaviors. It is based on a developmental-eco-
logical model that looks at how neighborhood and school characteristics
affect children and families, children’s school achievement, their social

adjustment, and their maturation.

The program aims to help children 5 to 6 years old make the transition into
elementary school, have a successful first year, and set a strong base for the
future. Families with children entering first grade and living in inner-city,
high-risk neighborhoods are enrolled in a 20-week family program that

alms to—

® Build support networks among parents

= Develop parenting skills and knowledge of child development

= Give parents a better understanding of schools and how they work

= Ensure that children have the skills to master basic reading skills

INTENDED POPULATION
The SAFE Children program has been evaluated with African American

and Hispanic/Latino families whose children are entering first grade and
who live in high-risk urban communities. The majority of families had a

family income below $20,000 per year and had five or more people living

in the household.

< SERVICES,
O S
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Substance Abuse and Mental Health Services Administration
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Proven Results

= Greater improvement in academic
achievement than control group

= Reading scores approximated the
national average and were
“4 months ahead” of control

group
= Parents maintained enthusiasm

for and involvement in children’s
school life

= Parents used more effective par-
enting practices

= Parents report greater use of
home rules and family organiza-
tion strategies

= Children’s social competence
increased as the result of
improved family “emotional
cohesion”

INTERVENTION

Universal*

Selective

*Created for high-risk neighborhoods.



OUTCOMES

Children in the program showed BENEFITS

steeper growth in academic = Higher rates of appropriate grade-level achievement and school com-
achievement over a 24-month peri- pletion

od than did children in the control = Improved child self-regulation skills and social competence in adoles-
group. By followup at the begin- cence

ning of second grade, the reading
scores of children in the interven-

tion group were at a level approxi-
mate to the national average and HOW IT WORKS
"4 months ahead"” of those in the

control group. At followup, parents
in the program were still maintain- 1) A 20-week family group curriculum that focuses on:
ing their involvement in their chil-
dren’s school life, instead of show-

ing the typical pattern of a severe
drop-off. = Strengthening family relationships

= Decreased substance use in adolescence

= Decreased delinquency and violence during adolescence
The SAFE Children program has two components:

= Enhancing parent and child understanding of and involvement with
the school

= Supporting successful parenting practices

. . . . .
Parent Involvement in School Creating a supportive and normative social network

End of Sessions include dissemination of information, group discussion, family
Intervention

Beginning of —— Intervention
Intervention — - Control

low level

activities, and assignment of between-session activities.

2) Twice-weekly individual tutoring sessions that are heavily phonics-

based. Each 30-minute session includes direct instruction, sound and
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word activities, and time for reading practice.

1.4
Pretest Mid Posttest Followup

(Early 1st) (Mid 1st) (Summer 1st)  (Early 2nd) offered in Spanish and English. Family group meetings are typically held

The programs and measures used in the SAFE Children project are

in rented space in neighborhood locations that are easily accessible to
families (e.g., public facilities, park buildings, churches).

Reading Achievement

IMPLEMENTATION ESSENTIALS

D ntervention SAFE Children is a manualized program, but the materials are not suffi-
O Control

cient to implement the program and should be used only in consultation

with the program developers. Successful implementation of the SAFE

Grade Equivalent Score

Children program involves the following staff, practices, and attitudes:

= Program Site Coordinator—This position requires someone with sev-
Pretest Posttest Followup

(Early 1st) (Summer 1st) (Early 2nd) eral years of experience working with families and in school settings.

Note: Differences in Reading Achievement are maintained at 2-year followup. This person oversees the day-to-day program management and super-
vises the Family Group Leaders and Tutors. This individual also acts as

the management liaison for the ongoing consultation (see below).

= Family Group Leaders—In addition to training in the intervention,
candidates for this position must have previous professional experi-
ence with urban, ethnic minority families and demonstrate comfort

SAMHSA Model Programs = http://model




working within urban communities. Group leaders must also have the
engagement skills needed to recruit families. Group leaders attend
weekly staff meetings and weekly individual supervision under the

guidance of the Program Site Coordinator.

= Trained Tutors—These individuals must be trained in the specific
reading techniques used in the program. College students, advanced
high school students, or community volunteers can fill these positions.
However, they must commit to stay and work a full year meeting two

to three times a week with each child they are assigned.

= Trained Intervention Leaders—They ensure that SAFE Children is
implemented in a manner that follows the curriculum and also the
underlying principles and processes of the intervention, so that the

program is implemented in the same way that it was tested.

Ongoing consultation—Program leaders must work with the develop-
ers to assess organizational needs and ensure that the intervention and

the evaluation of the intervention are going as planned.

Weekly Family Group meetings—Groups of four to six families meet
at convenient community sites for 20 weekly 90-minute sessions led
by Family Group Leaders. Leaders conduct the SAFE Children ses-
sions following the curriculum and underlying principles and process-

es of the intervention.

Tutoring sessions—FEach child meets with a tutor for two or three 20-
to 30-minute sessions weekly, at times convenient for families.
Tutoring most often takes place on school premises, but other loca-
tions (e.g., family homes) are sometimes used. Tutors can be trained
undergraduate students. Tutors work closely with school reading coor-
dinators and first grade teachers to maximize the consistency between

program tutoring and the primary classroom work.

Establish and maintain strong relationships—Program leaders must
respect participating schools’ competing demands, show flexibility in
details such as scheduling, and show appreciation of the efforts of all
school personnel. Strong, respectful, collaborative, and culturally con-
siderate relationships must be established and maintained with partici-
pating families. Staff must exhibit continual consideration of the

unique impact of the social ecology of poor, inner-city neighborhoods.

Training and Materials

An initial consultation, consisting of a 2-hour phone conversation and
1-day site visit, is necessary to assess the fit of the program to the school,
the organizational framework, and the infrastructure required for proper
implementation. Assuming there is support and infrastructure to imple-
ment the program effectively, a 3-day site visit is required for training and
organizational and personnel assessment. Up to 5 administrative staff and

10 program delivery staff can be trained during each session.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

Telephone consultation is available and recommended for 1 to 2 hours each week
during startup and every other week during the first year of program operation.
Regular involvement with the developers is expected, and onsite visits can also
enhance the quality of implementation. A complete package of reproducible pro-
gram materials, including a family intervention manual, tutoring components,

and an evaluation manual with measures, is included in program costs.

PROGRAM BACKGROUND
The SAFE Children program grew out of a set of previously established rela-

tionships between the University of Illinois at Chicago and various Chicago
Public Schools, which began with the Chicago Youth Development Study.
Schools that had participated in this longitudinal study were invited to partici-
pate in the SAFE Children intervention study. The program was developed
based on results from a prior similar intervention study, the Metropolitan Area

Child Study, which also applied the developmental-ecological model.

EVALUATION DESIGN
The SAFE Children project was evaluated in a fully randomized trial across

eight schools in Chicago inner-city neighborhoods. Data were obtained
through five individual interviews conducted with the primary caregiver(s) and
target child over the course of a 24-month period (two pretests, one midtest,
posttest, and followup). Data were also obtained through teacher assessments
and school records. Following the first wave of interviews, families were ran-

domly assigned to treatment or control.

Analyses relied on multiple waves of assessment to accurately model develop-
ment of children within these high-risk communities. The effects of the inter-
vention are seen as variations in the children’s development pattern pertaining
to academic achievement, substance abuse, and delinquency that, otherwise,

would not have been seen.

PROGRAM DEVELOPERS

Patrick Tolan, Ph.D.
Deborah Gorman-Smith, Ph.D.
David Henry, Ph.D.

All three developers are part of the Families and Communities Research Group
in the Institute for Juvenile Research, Department of Psychiatry, at the
University of Illinois at Chicago. As a team, they have worked with the
Chicago Public Schools for the past 11 years to understand development, risk,

and prevention possibilities in urban, poor communities.

http://modelprograms.samhsa.gov =

Dr. Tolan is director of the Institute for Juvenile
Research and a professor in the Department of
Psychiatry. Dr. Gorman-Smith is associate
professor in the Department of Psychiatry, and
Dr. Henry is assistant professor in the

Department of Psychiatry.

CONTACT INFORMATION

For program materials and related consultation,

contact the office of:

Patrick Tolan, Ph.D.

Institute for Juvenile Research
Department of Psychiatry
University of Illinois at Chicago
840 South Wood Street
Chicago, IL 60612-7347
Phone: (312) 413-1893

Fax: (312) 413-1703

E-mail: Tolan@uic.edu

or

Deborah Gorman-Smith, Ph.D.
Institute for Juvenile Research
Department of Psychiatry
University of Illinois at Chicago
840 South Wood Street
Chicago, IL 60612-7347
Phone: (312) 413-1888

Fax: (312) 413-1703

E-mail: debgs@uic.edu

RECOGNITION
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Second Step:
A Violence Prevention Curriculum

Proven Results*
= 20% reduction in physical aggres-
sion during lunchtime and recess,

Second Step is a classroom-based social skills program for preschool
through junior high students (4 to 14 years old). It is designed to reduce
impulsive, high-risk, and aggressive behaviors and increase children’s social-

emotional competence and other protective factors. compared to control group,

L 0
Group discussion, modeling, coaching, and practice are used to increase which increased 41%

students’ social competence, risk assessment, decisionmaking ability, self- e . " :
10% increase in positive social

regulation, and positive goal-setting. The program’s lesson content varies _ _ _
behavior during lunchtime and

by grade level and is organized into three skill-building units covering:

recess
* Empathy—teaches young people to identify and understand their
own emotions and those of others; 36% less aggressive behavior dur-
= Impulse control and problem solving—helps young people choose ing conflict/arousing situations

positive goals; reduce impulsivity; and evaluate consequences of their
behavior in terms of safety, fairness, and impact on others; and 41% reduction in the need for
= Anger management—enables young people to manage emotional adult intervention during conflicts

reactions and engage in decisionmaking when they are highly aroused.

INTENDED POPULATION
Developed for preschool through ninth-grade students (4 to 14 years old),

37% more likely to choose posi-
tive social goals

the program’s curriculum is intended for use with a broad population of *Compared to control group.
students. Second Step has been proven effective in geographically diverse
U.S. and Canadian cities, in classrooms varying in ethnic/racial makeu
. . . vaying . _ P INTERVENTION
(predominantly African American, predominantly White, or highly racially
mixed), and in schools with students of varied socioeconomic status. Universal

& Y U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
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OUTCOMES
Significant outcomes in preschool-kinder-
garten included:
» Decreased verbal aggression, disrup-
tive behavior, and physical aggression
= Improved empathy skills and conse-
quential thinking skills

At the elementary level, Second Step has
led to:
= Decreased aggression on the play-
ground and in conflict situations
= Decreased need for adult intervention
= More prosocial goal-setting
= |ncreased social competence and posi-
tive social behavior
= Higher levels of empathic behavior in
conflict situations (girls)

Middle and junior high school students
showed:
= Less approval for physical, verbal, and
relational aggression
= Increased confidence in their ability to
regulate emotions and problem-solve
» Improved ability to perform social-
emotional skills

Discipline Referrals, 1995-2001,
at Kennedy Middle School, Eugene, OR
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Second Step is widely used in the United States and Canada, and has been
adapted for use in several other countries. Spanish-language supplements

are available.

BENEFITS

® Decreases disciplinary referrals

= Increases positive goal-setting

= Increases social competence and positive social interaction

= Decreases approval of physical aggression, verbal hostility, and social
exclusion

= Provides practice in peer pressure resistance skills

® Increases risk-assessment and decisionmaking ability

HOW IT WORKS

Second Step lessons are based on interpersonal situations depicted in 11-
by 17-inch black-and-white photos and/or videos. The accompanying
scripted lesson guides the class discussion and skill practice. Teachers
model the skills and children practice them. The pre-K level curriculum
includes puppet scripts and sing-along tapes. The middle/junior high

school curriculum includes homework assignments.

All lessons recommend ways to transfer skills to the classroom and practice
and reinforce them during regular school activities. To promote transfer of
learning, posters listing anger management and problem-solving steps are
provided. In addition, the curricula for preschool through fifth grade con-
tain a parent education video designed to orient families to the Second

Step program.

IMPLEMENTATION ESSENTIALS

Second Step program kits contain everything teachers need to present the
program to students. Guides and resources that support a schoolwide
implementation are provided to administrators. Between 20 and 25 lessons
per year are provided for elementary grades. The middle/junior high
school curriculum includes 15 lessons in year 1 and 8 lessons in years

2 and 3. The developmentally appropriate lessons build sequentially with-

in and between each grade level, and should be taught in order.

Materials

Basic program materials include:

= Administrator’s and Teacher’s Guides
= Photo cards with scripted lesson on reverse side (preschool to fifth grade)

= Classroom videotape

SAMHSA Model Programs = http://model]



= Posters

= Parent education videotape and reproducible letters

= Sing-along tape (preschool)

= Puppets (preschool)

= Overhead transparencies and reproducible homework sheets (second-

ary grades)

Training and Technical Assistance

To obtain the best possible outcomes, it is strongly recommended that all
school staff be trained in the program. The options are a 1-day staff and
teacher training and a 3-day training of trainers. Ongoing program imple-
mentation support is available free of charge by phone. The developer also
provides free printed materials to help with program selection, implemen-

tation, and onsite evaluation, and a quarterly client newsletter.

Resources

Other materials available include:

= Family Guide materials for presenting six workshops to parents
= Segundo Paso, a Spanish-language version used in conjunction with

the Second Step student materials.

PROGRAM BACKGROUND
Second Step was developed in the mid-1980s by Committee for

Children, a not-for-profit organization of educators and mental health
professionals. Previous work provided training for teachers and parents
regarding sexual abuse prevention and reporting. CFC program 7alking
About Touching taught personal safety skills to children. In 1985, the
organization’s mission broadened to include children’s aggressive and
high-risk behaviors. A development team led by Kathy Beland, M.A.,
worked to translate scientific research into a school-friendly program with

a positive focus—Second Step.

Phillip Kendall’s work on cognitive-behavioral interventions formed the
backbone of the new program. This was integrated with techniques
derived from social learning theory (Bandura), empathy research
(Feshbach; Eisenberg), social information-processing models (Dodge), and
Spivak and Shure’s work on problem solving. Educators appreciated the
easy-to-use format and scientific base. In 2002, Second Step was revised

with updated lessons and materials, and more videotapes were added.

drograms.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN CONTACT INFORMATION

At least a dozen evaluations have been conducted on Second Step, by itself or For program and training information, contact:

in conjunction with complementary programs (e.g., literacy programs,

li ices D
B.E.S.T.). Among those focusing on only Second Step are: Client Support Services Department

Committee for Children

A randomized pre- and posttest comparison of 790 elementary school children 568 First Avenue South, Suite 600
in experimental and control schools. Observers, blind to school condition, Seattle, WA 98104-2804

made systematic observations of aggressive and positive social behaviors in class Toll-free: (800) 634-4449

and on school playgrounds. Teachers rated student social competence and anti- Fax: (206) 343-1445

social behavior. E-mail: info@cfchildren.org

Web site: www.cfchildren.org
A study of more than 800 second- and fourth-grade students for 2 years com-

pared experimental and control students on measures of social competence, RECOGNITION
antisocial behavior, and social beliefs. Observers, blind to school condition, Model Program—Substance Abuse and Mental
counted aggressive and collaborative behaviors in conflict situations. Health Services Administration, U.S.

Department of Health and Human Services
A pre- and posttest comparison of behavior and knowledge was conducted

with a sample of inner-city African American preschool and kindergarten chil- Exemplary Program—U.S. Department of
dren. Observers, blind to condition, measured disruptive and aggressive behav- Education

iors. Interviewers assessed children’s social skills knowledge. s )
Rated “A” Program—Drug Strategies

Middle school and junior high school students in intervention and non-inter-
vention classrooms were compared for pre- to posttest changes in social skills
knowledge, approval of aggression, and perceived ability to manage emotions

and perform social skills.

PROGRAM DEVELOPER

Committee for Children

Committee for Children is a not-for-profit organization whose mission is to
promote the safety, well-being, and social development of children, by creating
quality educational programs for educators, families, and communities. The
organization develops social-emotional learning curricula for children—pro-
grams include Second Step: A Violence Prevention Curriculum (teaches social-
emotional skills), 7alking Abour Touching: A Personal Safety Curriculum (teaches
sexual abuse prevention skills), and Steps to Respect: A Bullying Prevention
Program. Committee for Children provides program implementation training

and support for these programs.

http://modelprograms.samhsa.gov = 1 877 773 8546



Effective Substance Abuse and

Mental Health Programs
SMART Team gr
Jor Every Community

SMART Team is an eight-module, multimedia software program
'designed tc.) teach ViOlél:lCC prevention messages and methods’to students Proven Results
in grades six through nine (11 to 15 years old). The program’s content

fits well with commonly used conflict-mediation curricula and other vio- = Greater selfknowled ge of how

lence prevention strategies schools may implement. Operation is . .
P & y P P specific behaviors can escalate a

straightforward, so students can access the modules independently for e
conflict situation

information, skill-building practice, or to resolve a conflict. This inde-

pendence eliminates the need for trained adult implementers. = Greater frequency of self-reported

INTENDED POPULATION prosocial acts

SMART Team is designed for use with middle and high school students,
typically 11 to 15 years old. Evaluations conducted in a large middle school

= |nCreased intentions to use
nonviolent strategies in future

10 miles from a major midwestern city found the program motivating and _
conflicts

effective for a broad range of students. In this school’s population, which

was socioeconomically and racially diverse (84 percent were White), evalua- = Selfreports of never getting into

among students eligible for free or reduced-price lunches (which was used trouble in various locations during
as a measure of socioeconomic status). the past 30 days increased: at
home, 13%; at school, 33%; in the

community, 6%

tion results revealed no differences in use rates based on gender, ethnicity, or

BENEFITS

= Gain better understanding of others’ perspectives
= Increased conflict resolution and anger management skills
= Decreased beliefs that support the use of violence

INTERVENTION

= Experience behavior modeling and decisionmaking in realistic contexts

Universal

L SERVICEG,
=S S,

3 U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
: C Substance Abuse and Mental Health Services Administration
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m www.samhsa.gov

“,



OUTCOMES

In the pilot study, SMART Team students
demonstrated the following, relative to
control groups:
= Correct responses on two of the
four items increased significantly

= Significant increases in self-knowl-
edge of how their behaviors can
contribute to escalation of a conflict

Significant increases in self-reported
frequency of prosocial behavior and
intention to use nonviolent strategies

Selfreports of never getting into
trouble increased whether at home
(13% to 32%), school (33% to 44%),
or in the community (6% to 54%)

Students reacted positively to the
software: 89% found it easy to use,
91% agreed it was enjoyable to use,
68% reported learning a lot, and
79% would recommend it to a friend

Both males and females used the
program and accessed a range of
modules

In the formal evaluation, the interven-
tion group, relative to no-treatment con-
trols:
= Showed greater intentions to use
nonviolent strategies (p = .01)

= Showed a reduction in beliefs
supporting the use of violence
(p = .05)

The self-awareness measure approached
significance at p = .10, and self-efficacy
and aggressive behavior remained
essentially unchanged between pretest
and posttest in the intervention group
while increasing slightly in the control

group.

HOW IT WORKS

SMART Team is designed so that the same basic content is present in
every module, which allows modules to stand alone or be used in
sequence. Thus, students can acquire a basic set of declarative
knowledge through any of the modules. The theoretical underpinnings
of the instructional design are twofold:

= A skill acquisition model that postulates five stages of learning a new
skill, from novice to expert, with learners having different needs at

each stage.

= Social learning theory that contributes an understanding of how

children observe the verbal and nonverbal behavior of role models.
Students acquire three categories of skills:

= Anger replacement skills are taught using a skill-building program
that combines a psycho-educational intervention with anger-control

training and moral education.

= Dispute resolution skills help students use negotiation and compro-

mise to resolve disputes.

= Perspective taking skills help students to accurately identify other
people’s feelings and recognize that they may be different from the

student’s own feelings and perceptions.

All program software modules focus on one of these skills. The modules,

which use various interactive interview and game formats, are for each set

of skills as follows:
Anger Management

= What's Anger? A didactic presentation of the anger replacement

therapy model.

= Triggers and Fuses. An interactive interview that helps students to

identify the situations that trigger their anger.

= Anger Busters. General guidelines for dealing with an angry
person or an anger-producing situation, specific strategies for
de-escalating anger-producing situations, and opportunities for

practice.

= Channel Surfin’. A game that addresses all the anger-management

skills learned elsewhere in authentic situations.
Dispute Resolution
= Talking It Out. An interactive mediation process that two students

can work through in order to resolve a dispute. This module also

provides a written contract that can be printed out.

SAMHSA Model Programs = http://model



= Teen Talk. The experiences of four high-school student

mediators, described in their own words.
Perspective Taking

= Celebrity Interviews. Suggestions for resolving conflict and
managing the stresses of interpersonal relationships given by

four celebrities.

= What's on THEIR Mind? A “game-show” scenario format in which
users identify different reasons underlying other people’s actions to

help them better understand others’ perspectives.

IMPLEMENTATION ESSENTIALS

SMART Team software has been used primarily in schools, where it was
loaded on computers located in classrooms, computer labs, and coun-
selors’ offices. However, SMART Team may be used in other settings
such as community agencies. The sole constraint on where it can be used

is the need for the necessary computer hardware.

SMART Team software is designed to operate on a Macintosh computer
with a 68020 CPU or greater, 1.5 MB of RAM, 7.5. MB of hard drive
space, and a System 7.0 operating system or newer CD-ROM drive. Less
than a half-hour is required to load the program prior to initial use.
Thereafter, the program has proved simple enough to be accessed inde-
pendently by students with rudimentary computer skills. In fact, the
program is so easy to use, no requests for instructor or teacher training
have ever been made. Teachers may wish to conduct a followup discus-
sion to ascertain students’ reactions and reinforce the content of the

modules, but direct teaching is optional.

PROGRAM BACKGROUND

SMART Team is one of a series of health, education, and prevention
multimedia products developed since the early 1980s at the Center for
Health Systems Research and Analysis at the University of Wisconsin-
Madison. David H. Gustafson, Ph.D.; Kris Bosworth, Ph.D.; Robert
Hawkins, Ph.D.; and Betty Chewning, Ph.D., directed the development
of the Body Awareness Resource Network (BARN) software that was the
basis for SMART Team. The BARN software includes information and
skill-building activities relating to six topics: 1) alcohol and other drugs,
2) body management, 3) human sexuality, 4) stress management, 5)
smoking, and 6) HIV/AIDS. SMART Team originally was conceived as
an additional module for the BARN system but later became a separate
entity. The development of SMART Team began in 1993 with a contrac-
tual agreement with the Centers for Disease Control and Prevention and
was completed in 1996.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

EVALUATION DESIGN
A pilot study was conducted to field-test the SMART Team software. Seventh-

grade students in a small-city middle school had access to the program for 4 weeks
in their computer lab. After each use, students completed a short questionnaire

about their satisfaction with the software and suggestions for improvement.

Formal evaluation used a pretest-posttest design with matched intervention
and control groups. This evaluation took place in a large middle school 10
miles from a major midwestern city. Two groups within the school were ran-
domly assigned to the intervention condition (n = 321), and the third to the
control condition (n = 195). SMART Team was available for 13 weeks, during
which time data were unobtrusively collected by computer. The impact of
intervention was assessed with repeated measures multivariate analyses of
covariance. The pretest-posttest data were assessed for five outcome measures:
1) self-awareness, 2) beliefs supportive of violence, 3) self-efficacy, or confi-
dence in using nonviolent strategies, 4) intentions to use nonviolent strategies
in a future conflict, and 5) self-reported acts of aggression. For all items, the
students rated their level of agreement or disagreement with various statements

on a five-point scale. (See Outcomes for details.)

PROGRAM DEVELOPER

Kris Bosworth, Ph.D.

Dr. Kris Bosworth and colleagues at the University of Indiana’s Center for
Adolescent Studies developed SMART Team. Its development was supported
by a 3-year cooperative agreement with the Centers for Disease Control and
Prevention, National Center for Injury Prevention. Currently, Dr. Bosworth
is working on a series of videos to demonstrate to teachers how to manage

major and minor incidents in the classroom entitled “Peaceful Classrooms.”

CONTACT INFORMATION

Learning Multi-Systems
320 Holtzman Road
Madison, WI 53713
Phone: (800) 362-7323
Fax: (608) 273-8065

Web site: www.lmssite.com

RECOGNITION

Model Program—Substance Abuse and Mental
Health Services Administration, U.S.
Department of Health and Human Services

Promising Program—U.S. Department of

Education
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Start Taking Alcohol Risks
Seriously (STARS) for Families

Start Taking Alcohol Risks Seriously (STARS) for Families is a health pro-
motion program for preventing alcohol use among at-risk middle and jun-
ior high school youth (11 to 15 years old). The goal of STARS for Families
is to have all youth postpone alcohol use until adulthood. The STARS for
Families program matches media-related, interpersonal, and environmental
prevention strategies to each child’s specific stages of alcohol initiation,
stages of readiness for change, and specific risk and protective factors. This
innovative program has been shown to result in avoidance of, or reduc-
tions in, alcohol use among participants.

INTENDED POPULATION

STARS for Families is designed for middle and junior high school youth
and their families. The program has been tested and shown useful for 11-
to 15-year-old youth in both urban and rural schools and for youth
attending physical exams for sports teams.

BENEFITS

= Delays the onset of alcohol use among youth

= Reduces quantity and frequency of any alcohol use and heavy alcohol
use among those already drinking

= Increases motivation to avoid alcohol use

= Reduces alcohol use risk factors and beliefs that support the use
of alcohol

= Increases protective factors and resistance skills

= Increases parent-child communication about alcohol use prevention

SERVICES,,
o Us

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

C Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
‘l%‘f‘hayu www.samhsa.gov

)
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Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results*

STARS for Families participants are:

= 3.6 times less likely to plan to use
alcohol in the next 6 months

= 4.8 times less likely to have drunk
alcohol in the past 30 days

= 3.3 times less likely to be in an
advanced stage of alcohol use

= 3 times less likely to drink alcohol
during any length of time

= 2.3 times less likely to have drunk
heavily during the past 30 days

*Results compared to control group.

INTERVENTION

Universal



OUTCOMES

A longitudinal study of STARS for Families HOW IT WORKS
found that, relative to the

=€ STARS for Families consists of three primary strategies:
controls, participants:

= Were less likely to be in more advanced = Health Care Consultation—A nurse or other health care provider
stages of alcohol initiation 3 months delivers a brief (20-minute) annual health consultation concerning how
after completing the program to avoid alcohol use. The intervention is designed to reach youth at

= Were less likely to have drunk alcohol in specific stages of alcohol initiation and readiness for change and pro-

both the past 7 days and past 30 days, vides a range of prevention messages.
3 months after program completion

Key Facts Postcards—Ten Key Facts postcards are mailed to parents or

= Were less liely to have drunk heavily guardians in sets of 1 or 2 per week for 5 to 10 weeks. The cards tell

during the past 30 days, 3 months after

program completion parents what they can say to their children to help them avoid alcohol.

_ . . Parents can return a detachable postage-paid portion of the card to
= Were less likely to be planning to drink

in the next 6 months, 1 year after the
program ended usefulness.

provide information about their interaction with their children and its

» Decreased their intention to drink in the = Family Take-Home Lessons—Parents and guardians are provided
future, 1 year after the program ended with four weekly take-home prevention activities they can complete
» Had greater motivation to avoid with their children and return. The lessons include an alcohol

alcohol use, 1 year after the program

avoidance contract for the child to sign and a feedback sheet to
ended

collect satisfaction and usage data from parents.

= Experienced fewer total alcohol- Unlik . b < of A weeks of cl
use risk factors, 1 year after the nlike most ex1st1ng programs that consist or several weeks or classroom

program ended lessons, the STARS for Families program uses very brief, potentially cost-
effective strategies. These strategies can be implemented within schools,
health clinics, youth organizations, work sites, families, religious organiza-
tions, and communities, using little time and causing minimal organiza-

Longitudinal School Study . . .
Second Year, 3-month Follow-up tional dlSI' uptlon.

IMPLEMENTATION ESSENTIALS

: 180
155
: » Successful replication of STARS for Families involves:
e e : = Recruiting participating youth of middle or junior high school age
i = Training nurses or health care providers to administer the program

* Delivering and monitoring annual one-on-one nurse-youth

Percent of Students

Advanced Drinking Any Drank

Stage of Length of Heavily co nsultatio ns
Initiation Time

¥ STARS for Families  Minimal Intervention * Delivering and monitoring implementation of Key Facts postcards

* Delivering and monitoring implementation of family take-home lessons

Sports Physical Examination Clinic Study = Conducting pre- and post-program outcome data collections to mea-

199
19.2

sure program effects

STARS for Families can be implemented anytime. A sample implementation
timeline is provided in the STARS for Families Complete Manual, which

also includes all intervention protocols, forms, process measures, program

evaluation materials, and training materials. Intervention components are

typically administered over the course of 1 to 3 years.

0.0

Intend to 30-day Heavy
Drink Drinking Drinking

B STARS for Families = Control
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STARS for Families requires participation of trained nurses or other health
care providers and a program coordinator. These professionals receive 1 to
2 days of training, and the program can be implemented immediately after
training. Even though STARS for Families’ consultation protocols are
highly scripted, training is recommended to ensure the implementation of

accurate and effective consultations.

PROGRAM BACKGROUND

STARS for Families was developed at the Center for Drug Prevention
Research, University of North Florida, College of Health, with grants
from the National Institute on Alcohol Abuse and Alcoholism. STARS
for Families is a health promotion program that uses health care
providers and parent prevention materials to prevent alcohol use among

at-risk youth.

The program is founded on the Multi-Component Motivational Stages
(McMOS) prevention model, which posits stages of habit initiation in
health-damaging behavior, such as substance use, that parallel and exist
in conjunction with the stages of change described in the Transtheoretical
Model. The McMOS prevention model hypothesizes that progression
through the stages of initiation and change is influenced by risk and pro-
tective factors such as those described as constructs within contemporary
psychosocial health theories. Finally, McMOS proposes the use of a range
of communication channels for matching prevention content and strategies
to specific stage status, including a media and media-related materials

channel, an interpersonal channel, and an environmental channel.

EVALUATION DESIGN
The Center for Drug Prevention Research, University of North Florida,

has conducted research studies of brief alcohol preventive interventions,
including STARS for Families, for more than 8 years. The Center recent-
ly studied a modified version of STARS for Families using a randomized
controlled trial that tested the program’s feasibility and efficacy in physi-
cal examinations for school sports teams. The evaluation involved 178
seventh through ninth grade students from one urban, one suburban,
and one rural school located in a northeast Florida county. Participating
youth were recruited by project staff and introduced to participating
nurses during physicals for school sports programs. Most subjects were
male (52 percent), and either White (75 percent) or African American
(13 percent), with a mean age of 13.1 years (SD=1.00). Subjects were
randomly assigned to the intervention or a control group with a 6-

month posttest.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM DEVELOPER RECOGNITION

Chudley E. (Chad) Werch, Ph.D., CHES, FAAHB Model Program—Substance Abuse and Mental
Dr. Werch has served as principal investigator on all grants resulting in the Health Services Administration, U.S.
development and testing of the STARS for Families preventive intervention. He is Department of Health and Human Services

graduate research director and distinguished professor, Department of Public Health

. . . . Promising Prevention Program—The Urban
Science, and director of the Center for Drug Prevention Research at the University & &

. - T . Institute
of North Florida. Dr. Werch has participated as a consultant or principal investiga-
tor for numerous substance abuse prevention and health promotion projects, and is

co-developer of another SAMHSA Model Program, Keep A Clear Mind.

CONTACT INFORMATION

To obtain printed materials, training information, or technical assistance,
contact:

Dinky Hicks

Director of Marketing, Public Relations, and Curriculum Development
NIMCO, Inc.

102 Highway 81 North

PO. Box 9

Calhoun, KY 42327-0009

Phone: (800) 962-6662, extension 114

E-mail: dinky@nimcoinc.com

Web site: www.nimcoinc.com

For research and evaluation information or technical assistance, contact:

Chudley E. (Chad) Werch, Ph.D., CHES, FAAHB
Graduate Research Director

Center for Drug Prevention Research

University of North Florida

College of Public Health

4567 St. Johns Bluff Road, South

Jacksonville, FL 32224-2645

Phone: (904) 620-2847

Fax: (904) 620-1035

E-mail: cwerch@unf.edu
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Strengthening Families Program

The Strengthening Families Program (SFP) involves elementary
school-aged children (6 to 12 years old) and their families in family skills
training sessions. SFP uses family systems and cognitive-behavioral
approaches to increase resilience and reduce risk factors for behavioral,
emotional, academic, and social problems. It builds on protective

factors by:
® Improving family relationships
® Improving parenting skills
® Increasing the youth’s social and life skills

SEP offers incentives for attendance, good behavior in children, and

homework completion to increase program recruitment and participation.

INTENDED POPULATION
SEP was originally developed and tested in 1983 with 6- to 12-year-old

children of parents in substance abuse treatment. Since then,

culturally modified versions with new manuals have been evaluated and
found effective for families with diverse backgrounds: African American,
Asian/Pacific Islander, Hispanic/Latino, Native American, Canadian, and
Australian. SFP is also now widely used with non-substance-abusing
parents in elementary schools, faith communities, housing communities,
mental health centers, jails, homeless shelters, protective services agencies,

and social and family services agencies.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Substance Abuse and Mental Health Services Administration

.7 Center for Substance Abuse Prevention

“,

Lavaga www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jfor Every Community

Proven Results*

= [mproves resilience, assets, and
protective factors in children and
parents

= Decreases risk factors in parents
and children

= Decreases children’s behavioral
problems and conduct disorders

= Improves family cohesion,
communication, and organization

= Decreases family conflict and stress

*Reductions in aggression and found
conduct problems averaged 10 times larger
than schoolbased, child-only prevention
interventions.

INTERVENTION
Universal

Selective



OUTCOMES
BENEFITS

Immediate results include:

Using randomized experimental
designs and pre- and posttest data
collection, research has found
consistent positive results for
diverse families, and up to 5-year
followup measures including:

® Improvements in family environment and parenting skills
® Increased prosocial behaviors in children

. . . .
= Parent Training improves Decreased child depression and aggression

parenting skills and children’s
behaviors and decreases con-
duct disorders.

Children's Skills Training
improves children’s social com-
petencies (i.e., communication,
problem solving, peer resist-
ance, and anger control).

Family Skills Training improves
family attachment, harmony,
communication, and organization.

Full SFP improves more risk
and protective factors predictive
of later problem behaviors than
other studied interventions.

SFP Effect Sizes
Social Skills

Family SFP
Child Only
W Parent Only
E No SFP Control

=

Social Skills
Effect sizes = .45 to 1.38

SFP Effect Sizes
Antisocial Behavior

7777777

Family SFP

Child Only ————

W Parent Only

E No SFP Control

Antisocial Behavior

Effect sizes = .45 to 1.38

® Decreased substance use among parents and children
At 5-year followup:
® 92% of families still used parenting skills, and 68% still held

family meetings

HOW IT WORKS

The SFP curriculum is a 14-session behavioral skills training program
of 2 hours each. Parents meet separately with two group leaders for an
hour to learn to increase desired behaviors in children by increasing
attention and rewards for positive behaviors. They also learn about
clear communication, effective discipline, substance use, problem

solving, and limit setting.

Children meet separately with two children’s trainers for an hour, to
learn how to understand feelings, control their anger, resist peer pres-
sure, comply with parental rules, solve problems, and communicate
effectively. Children also develop their social skills and learn about the

consequences of substance abuse.

During the second hour of the session, families engage in structured family
activities, practice therapeutic child play, conduct family meetings,
learn communication skills, practice effective discipline, reinforce

positive behaviors in each other, and plan family activities.

Booster sessions and ongoing family support groups for SFP graduates

increase generalization and the use of skills learned.

IMPLEMENTATION ESSENTIALS

Successful replication of SFP requires:

® Implementation of all 14 Parent, Child, and Family Skills Training
sessions using SFP manuals and meeting once or twice per week.

(Program manuals and other materials may be copied from an SFP

CD-ROM.)
® An optimal family load of 4 to 14 families per group.

® Committed and experienced staff, including a part-time site
coordinator and four group leaders (working 5 hours per week) who
receive 2 to 3 days of training from SFP master trainers. (Warm,

empathetic, genuine, and creative leaders are most effective.)

SAMHSA Model Programs = http://model



® Reunions or booster sessions of approximately 3 hours each

every 6 months.

® Two large training rooms equipped with flip charts and extra space

and tables for meals and childcare.

® Family meals, transportation, and childcare should be provided

(reduces barriers to attendance).

PROGRAM BACKGROUND

SEP was originally developed by Dr. Karol Kumpfer and associates with a
grant from the National Institute on Drug Abuse (NIDA), National
Institutes of Health, U.S. Department of Health and Human Services,
from 1982 to 1986. It developed out of multiple existing science-based pre-
vention programs. The Parent Training component includes basic behavioral
parent training techniques developed by Dr. Gerald Patterson and used in
many behavioral parent training programs. The Children’s Social Skills com-
ponent took elements from Dr. Myrna Shure’s 7 Can Problem Solve, which
also is used in the Seattle Social Development Project and Second Step
Program. The Family Skills Training component uses family communication
exercises based on Dr. Bernard Guerney’s Family Relationship Enbhancement
Program, family meetings used in many effective programs, and child and
parent game techniques developed by Dr. Robert McMahon and Dr. Rex
Forehand for the Helping the Non-compliant Child Program. A new 2001 ver-
sion of SFD, available on CD-ROM, was modified based on practitioner
feedback.

EVALUATION DESIGN

SEP has been evaluated more than 17 times on Federal grants and 150 times
on State grants by independent evaluators. The original study involved a true
pretest, posttest, and followup experimental design with random assignment
of families to one of four experimental groups: 1) parent training only; 2)
parent training plus children’s skills training; 3) the complete SEP including
the family component; and 4) no treatment besides substance abuse treat-
ment for parents. SFP was then culturally adapted and evaluated with five
Substance Abuse and Mental Health Services Administration’s Center for
Substance Abuse Prevention (CSAP) High Risk Youth Program grants by
independent evaluators using statistical control group designs that involved
quasi-experimental, pre-, post- and 6-, 12-, 18-, and 24-month followup.
Recently, SFP was compared to a popular school-based aggression preven-
tion program (I Can Problem Solve) and found highly effective (effect sizes =
.45 to 1.38) employing a true experimental pre-, post-, 12-, and 24-month
followup design in two Utah school districts. A NIDA effectiveness
research study of 195 African American and White families in Washington,

DC, randomly assigned to parent training only, children’s skills training only,

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

the full SFP, or minimal contact control, suggests very positive results in reducing
children’s behavior problems (e.g., aggression and conduct disorders) and

improving children’s social skills. (See Ouzcomes section.)

PROGRAM DEVELOPERS

Karol Kumpfer, Ph.D.

Henry Whiteside, Ph.D.

Program developer Dr. Karol Kumpfer is a child psychologist, substance
abuse prevention researcher, and associate professor of Health Promotion and
Education at the University of Utah. From 1998 to 2000, she was director of
CSAP in Washington, DC. Other State and local research practitioners have
worked with Dr. Kumpfer to develop and evaluate cultural adaptations of
SEP for diverse families. Dr. Henry Whiteside, managing partner of Lutra
Group, rewrote the 2001 SFP version on CD-ROM and runs the training
system.

CONTACT INFORMATION
Karol L. Kumpfer, Ph.D.

Department of Health Promotion and Education
250 South, 1850 East, Room 215

University of Utah

Salt Lake City, UT 84112-0920

Phone: (801) 581-7718

Fax: (801) 581-5872

E-mail: karol.kumpfer@health.utah.edu

Web site: www.strengtheningfamiliesprogram.org

www.strengthening families.org

For SFP training workshops, contact:
Henry O. Whiteside, Ph.D.
Managing Partner

Lutra Group, Inc.

5215 Pioneer Fork Road

Salt Lake City, UT 84108

Phone: (801) 583-4601

Fax: (801) 583-7979

E-mail: hwhiteside@lutragroup.com
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Strengthening Families Program
for Parents and Youth 10-14

The Strengthening Families Program for Parents and Youth 10-14 (SFP
10-14) is a video-based intervention designed to reduce adolescent
substance use and other problematic behaviors in youth 10 to 14 years of
age. The program is delivered within parent, youth, and family sessions
using narrated videos that portray typical youth and parent situations.
Sessions are highly interactive and include role-playing, discussions,

learning games, and family projects designed to—

= Improve parenting skills
= Build life skills in youth
= Strengthen family bonds

The basic program is delivered over 7 weeks, usually in the evenings.

Four optional booster sessions can be held 3 to 12 months after the basic
sessions. A version of the program (parent sessions) is available for
non—English-speaking Hispanic/Latino parents. There is another version
of the parent sessions (available in English and Spanish) that includes role-
plays and posters and is suitable for groups who wish to use the program

without the videos.

INTENDED POPULATION

SEP 10-14 has been tested with White rural families in economically

disadvantaged areas and with African American families in an urban

setting. It has also been successfully implemented with a wide range of

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*
Among youth:

= 26% to 56% relative reduction in
“ever use” of substances at 4-year
followup, depending on the
substance

= 32% to 77% relative reduction in
conduct problems at 4-year fol-
lowup, depending on the behavior

= Delayed onset of other problematic
behaviors

= |ncreased resistance to peer pressure
Among parents:

= |ncreased ability to set appropriate
limits and show affection to and
support for their children

*Relative reduction is the difference between intervention and
control group proportions of "new users" following baseline,
expressed as a percentage of the control group proportion. It does
not represent the difference between the total percentage of new

users in each group.

INTERVENTION

Universal

Selective




OUTCOMES

An analysis of data demonstrated posi-
tive results for both parents and youth.
Comparisons between the intervention
and control groups showed significantly
improved parenting behaviors (e.g.,
communicating specific rules and
consequences for using substances,
controlling anger when communicating
with the child, positive involvement with
the child, and better communication
with the child). Analyses of youth
substance use and use-related child
outcomes (e.g., gateway substance
use, problem conduct, school-related
problem behaviors, affiliation with
antisocial peers, peer resistance) have
demonstrated positive outcomes at
followup assessments. Compared with
youth in the control group, those in the
intervention group showed statistically
significant delays in initiation of alcohol,
tobacco, and marijuana use. For some
outcomes, positive results—differences
between youth who attended the
program and the control youth—

actually increased over the 6 years of
followup assessment.

Lifetime alcohol use without parental permission, 6th

grade baseline through 10th grade followup of students

receiving intervention and control group students
70

0- -@- Intervention Group
—&- Control Group

o

o

N W & 0
[=]
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for the first time

[=]

% of students using alcohol

Baseline ' 6 Months 18 Months 30 Months 48 Months
(Pretest) (Posttest) (7th Grade)  (8th Grade)  (10th Grade)

At the 10th grade, intervention students exhibit a 32% relative
reduction in alcohol use compared to control group students (p<.01).

Self-reported aggressive behavior in youth receiving
intervention and control group, 6th grade
baseline through 10th grade

-@- Intervention Group
B —- Control Group /./-\-
:>«L‘\e —

Baseline ' 6 Months 18 Months 30 Months 48 Months
(Pretest) (Posttest) (7th Grade) ~ (8th Grade)  (10th Grade)

Aggressive-Destructive Index

*Aggressive-Destructive Conduct Index is based on an in-home question-
naire derived from the National Youth Survey and measures the frequency
with which youth engaged in identified behaviors including physically
aggressive behavior toward people (p=.01).

others, including court-ordered families, families in low-income housing
projects, and middle-income families in suburban areas. American Indian,
Hispanic/Latino, and Asian immigrant families also have successfully

participated in the program.

BENEFITS
For youth:

= Reduced use of drugs

= More positive future orientation

= Improved emotional management skills
® Increased willingness to follow rules

® Increased ability to recognize positive-influence qualities in

other youth
= Ability to handle negative peer pressure

For parents:

= Better understanding of youth development
= Willingness to get help for special family needs
= Ability to make specific rules regarding youths™ use of substances

= Understanding risk and protective factors for youth

HOW IT WORKS

The program is delivered to 8 to 13 families at once. It is recommended
that the group size be smaller when dealing with families where parents
have begun to have concerns over problematic behavior. During the basic
program, parents and youth meet in separate groups for the first hour
and together as families during the second hour to practice skills, play

games, and do family projects. Program activities include the following:

= Parent sessions consisting of presentations, role-plays, group
discussions, and other skill-building activities. Videotapes are used
for most sessions to standardize program delivery and demonstrate

effective parent-child interactions.

* Youth sessions engage each youth in small and large group discussions,
group skill practice, and social bonding activities. Topics are presented
in game-like activities designed to engage participants and maintain
their interest while learning,.

® Family sessions use specially designed games and projects to increase
family bonding, build positive communication skills, and facilitate

learning to solve problems together. Most of each family session is

SAMHSA Model Programs = http://mode



spent within individual family units with parents and youth participating
in discussions and projects. Two of the family sessions use videotapes to
demonstrate how to effect positive family change and maintain program
benefits by holding regular family meetings and working together to
help youth deal with peer pressure.

IMPLEMENTATION ESSENTIALS
The program is typically delivered in a public school, house of faith, com-

munity center, or family-serving agency on weekday evenings or Saturdays.
At least two rooms (one for youth and one for parents) are required for each
session, with family sessions taking place in the larger of the two rooms. An

additional room may be needed for childcare for younger children.

Program planning and family recruitment should begin at least 2 months
prior to the 7-week program. Some communities have found it helpful
to hire a community member who knows the families to help in one-on-

one outreach.

Three group leaders are needed: one for the parent sessions and two for the
youth sessions. Group leaders teach from materials provided during youth,
parent, and family sessions. During family sessions, group leaders engage in
less teaching as their role changes to facilitator and coach. Each group
leader is responsible for three or four families and works with the same

families each week.

Training and Technical Assistance

Group leaders for SFP 10-14 should have strong presentation and facilitation
skills and experience working with parents or youth. They must attend a
2-day or 3-day training that includes participating in nearly all activities of
the program. Typically, group leaders require 1 to 2 hours of additional
preparation for each weekly session; they teach youth or parent sessions and
facilitate the family sessions during weeks 1 through 7. Onsite training is
available as well as subsequent technical support by phone. A train-the-

trainer protocol also is offered.

Materials

Teaching manuals and videos are available for the basic and booster sessions;
they include masters for all handouts, posters, and game cards. Promotional
materials may also be ordered. For most sessions, one TV/VCR is required;
for two sessions, two sets are needed. A flip chart with markers is used in
both the parent and youth sessions. Miscellaneous materials are needed

that may be borrowed or donated, including a camera or camcorder, film,
blindfolds, string, kitchen timer, baseball caps, dice, fabric strips, pencils,

clothespins, glue, tape, candy, etc.

Iprograms.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

PROGRAM BACKGROUND

SFP 10-14 resulted from a major revision of the original Strengthening Families
Program developed by Karol Kumpfer, Ph.D., and colleagues at the University of
Utah. The programs are the same in format and overall goals; differences between the
two programs include target audience (age and degree of risk), risk and protective
factors addressed, teaching methods and topics. This major revision was called the
lIowa Strengthening Families Program (ISFP) and was tested in a longitudinal study
conducted from 1992 undil the present. Positive results from this initial study
prompted further revision of program activities and videotapes to make the program
sensitive and accessible to African American, Hispanic/Latino, and White families.
Controlled studies of outcomes of a revised program for African American families
are underway. Several etiological and intervention models (e.g., a biophysical vulnera-
bility model, a resiliency model, and a family process model linking family stress and
adolescent adjustment) influenced the development of SFP 10-14. The program is
now being used by agencies in 41 States, Central America, England, and Sweden.

EVALUATION DESIGN

The program has been scientifically evaluated in a randomized, controlled test with
families of sixth graders (at pretest) through Project Family at the Institute for
Social Behavioral Research at Iowa State University. This large-scale, experimental
design trial involved random assignment of 33 Iowa public schools. Outcome eval-
uations entailed the use of multi-informant, multimethod measurement procedures
at pretest, posttest, and followup data collections completed approximately /2, 1172,
2'/2, 4, and 6 years after pretest. Assessments included in-home videotapes of
families in structured family interaction tasks and in-home interviews that included
scales from standardized instruments and commonly used measures such as the
National Survey of Delinquency and Drug Use. A total of 161 families participated
in 21 intervention groups at 11 different schools, with group sizes ranging from 3
to 15 families. Participation rates were high among pretested families. Ninety-four
percent of attending pretested families were represented by a family member in five

or more sessions.

PROGRAM DEVELOPER
Virginia Molgaard, Ph.D.

The first author of SFP 10-14 is Dr. Virginia Molgaard, a research scientist at the
Institute for Social and Behavioral Research (ISBR) at lowa State University who
has also been State family life specialist for the Iowa State University Extension
(ISUE). At ISBR, Dr. Molgaard is director of Prevention Program Development.
At ISUE, she linked ISBR research with the State of Iowa, providing training and

consultation with staff. She continues to pro-
vide support for further program testing and
national dissemination of SFP 10-14.

CONTACT INFORMATION

For program content information, contact:

Virginia Molgaard, Ph.D.
Phone: (515) 294-8762

E-mail: vimolgaar@iastate.edu

For information, materials, and to schedule
training, contact:

Catherine Webb, Program Assistant

Phone: (515) 294-1426

Fax: (515) 294-3613

E-mail: cwebb@iastate.edu

Web site: www.extension.iastate.edu/sfp/

For program evaluation information, contact:
Richard Spoth, Ph.D., c/o Pandora Lamar
Phone: (515) 294-5383

E-mail: plamar@iastate.edu

The Web site includes information on order-
ing materials, published articles, special

audiences, and training.
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Teaching Students To
Be Peacemakers

Teaching Students To Be Peacemakers (Peacemakers) is a program that
teaches conflict resolution procedures and skills to all students, faculty, and
staff members. It is based on the premises that conflicts cannot be suppressed
or denied, and conflicts may have positive or negative consequences,
depending on how they are managed. Students learn how to engage in
problem-solving negotiations and how to mediate schoolmates’ conflicts.

The program aims to—

= Make the school a safe place where violence and destructive conflicts

are prevented and constructive conflicts are used to improve the quality

of school life.

= Teach students, faculty, and staff how to mediate schoolmates’ conflicts
and negotiate to solve problems and reach agreements liked by all

disputants.

= Ensure all school members use the same procedures for resolving

conflicts.

= Enable teachers and administrators to model constructive conflict

resolution.

= Free teachers’ time and energy otherwise spent on managing

classroom conflicts.

Delivered through twenty 30-minute lessons, the program serves as a vital
component in an overall strategy to reduce violence in schools. It also
enhances academic learning and achievement. Now translated into Spanish,
Peacemakers is used in the United States, Canada, and many other parts of
the world.

L SERVICES,,
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Effective Substance Abuse and
Mental Health Programs
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PROVEN RESULTS*

= 62% of Peacemaker students
reached the ideal problem-solving
agreement when placed in a conflict
that could have been resolved either
in a problem-solving way or the less
beneficial win-lose way, compared to
15% of the control group

= 29% of Peacemaker students viewed
conflicts positively, compared to 16%
of the control group

= 90% of Peacemaker students recalled
100% of the negotiation and media-
tion procedures a few days after
training

= 75% of Peacemaker students recalled
100% of the negotiation and media-
tion procedures 1 year after training

* Students grades K9

INTERVENTION

Universal



Outcomes

When given Peacemakers training, students
successfully learn conflict resolution procedures,
retain these skills over time, and choose to use
the skills to deal with conflicts within and out-
side the school setting. Given a choice, they
choose a problem-solving approach over a
win-lose approach to resolve conflicts. The
Peacemaker training enhances academic
learning and achievement and can be initiated
with children as young as kindergartners.

In addition, 38 percent of students scored
above the "A" criterion (i.e., excellent use of
the negotiation and mediation procedures)
when the Peacemaker training was integrated
iNto academic units. Students learned the
Peacemaker negotiation and mediation proce-
dures by applying them in academic learning
activities, while only 8 percent of the students
who studied the academic material without
Peacemakers scored above the "A" criterion.

Comparison of mean scores for conflict
training from high school students
receiving Peacemakers and control

groups, pre- and post-training

Peacemakers-
Pretraining

B Peacemakers-
Posttraining

E Control-
Pretraining

B Control-
Posttraining

7 Study 1 Study 2

The Constructive Conflict Scale is a 12-point scale that arranges
responses to conflict on a hierarchical continuum, from most
destructive (1) to most constructive (12). See the accompany-
ing table for an explanation of the scale.

Constructive Conflict Scale

Response to Conflict Points

No response (blank, don’t know)

Physical aggression

Verbal threats

Unsatisfactory withdrawal

Tell the teacher

Command other to give in

Satisfactory withdrawal

Invoke socially accepted norms

I[N [N BR[O [—|O

Propose alternatives for other to do

Express intent to negotiate

Negotiate (1 or 2 steps)

Negotiate (3—5 steps)

Negotiate (all 6 steps)

See accompanying chart for application of this scale.

INTENDED POPULATION

Research on Peacemakers has been conducted with students from kinder-
garten through grade 9. Different program elements target students, teachers,
and administrators. Parents may also be taught the program through their
Parents-Teacher Association. The program has been used in urban, suburban,
and rural schools, in schools where almost all students were from lower
socioeconomic levels, in schools where almost all students were African
American, and in schools with a variety of minority students including
Hispanics/Latinos and American Indians. The program has also been tested
at every level in elementary and high schools, with college students, and with
adults such as married couples in counseling and adults in various types of

training programs.

BENEFITS
Students:

= Enjoy safer schools as a result of reduced violence and fewer destructive

conflicts.

= Improve academic achievement and long-term retention of academic

learning.
= Become committed to others well-being as well as their own.

= Learn to apply negotiation and mediation procedures taught in the
pply neg p g

program to everyday settings.

= Learn that conflicts can have positive outcomes.

Teachers:

= Have fewer discipline problems to deal with.

= Have more time to teach, with less time needed for classroom

management.

= Have a more positive learning environment.

Schools:

= Have happier, cooperative students.

= Have a more positive school culture.

HOW IT WORKS

Peacemakers is based directly on the theory of and research on constructive
conflict resolution. It teaches constructive management of conflict rather
than suppression and avoidance of conflict. Teachers deliver the program to
classes using lessons that include case studies, role-playing activities, and
simulations. Three units are presented in twenty 30-minute lessons. Four
lessons focus on the nature of conflict and its potential constructive
outcomes; eight lessons teach students how to engage in problem-solving
negotiations; and eight lessons focus on how to mediate schoolmates’
conflicts. Two mediators are chosen for each lesson, and the aim is to have

all students serve as mediator an equal amount of time.
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Among many lessons, students learn to assume a stake in each other’s well-
being and the future of their relationships with others. They see that there is
value in not just being interested in achieving personal goals for a "win,"
which can damage a relationship. Students also engage in intellectual conflicts,
researching and preparing positions to make persuasive arguments for their
positions. This promotes student achievement and higher-level reasoning.

After the initial 20 training lessons are completed, the peer mediation
procedures are implemented in the class and school. Weekly followup
lessons are delivered throughout the school year to further refine and
improve students’ negotiation and mediation skills. Mediation procedures
may be integrated into academic lessons in literature, social studies, and
science class. Each year, as students proceed to the next grade, the program

is retaught at an appropriately more complex and sophisticated level.

IMPLEMENTATION ESSENTIALS

Although usually delivered in schools, the program has been implemented
in after-school programs, scout groups, churches, and other community-
based settings.

Training and Materials

Teachers need at least 30 hours of training to implement the program.
During training, they learn to use the manual Zéaching Students To Be
Peacemakers, which contains theory, underlying research, and exercises for use
in training students, extra activities, implementation instructions, and infor-
mation on implementation fidelity. Trainees also view the 10-minute video
"Teaching Students To Be Peacemakers,” which provides an overview of the
program, the steps for training students to negotiate and mediate, and a
model of skillful negotiation and mediation. The student workbook (Our
Mediation Notebook) contains the basic lessons for the training program plus
new materials. Young students also enjoy "Peacemakers: Songs About
Conflict Resolution," an audiotape containing 15 songs about constructive
conflict that facilitate training.

Evaluation

Evaluation tools are available to assess program effectiveness.

PROGRAM BACKGROUND

Peacemakers’ origins are in research on constructive conflict that began in the
1960s. The results were used to develop a set of practical procedures to train
students and faculty in constructive conflict resolution. There was a parallel
development of the research and training programs throughout the 1970s
and early 1980s. In the mid-1980s, the training manual was written based
on the authors’ research on perspective-taking in conflicts, communication in
conflicts, integrative negotiations, and the positive outcomes of conflict.
Only the training program was directly developed out of a long-term
research program.

programs.samhsa.gov = 1 877 773 8546




HERE'S PROOF PREVENTION WORKS

The Constructive Conflict Scale demonstrated in the accompanying chart and
table was initially developed by consensus among two professors and two
graduate students in social psychology, guided by Deutsch (1973), Johnson and
Johnson (1994), and Pruitt (1981). The continuum was then field tested,
refined, and extended by Johnson, Johnson, and Dudley (1992) and Johnson,
Johnson, Dudley, and Acikgoz (1994).

EVALUATION DESIGN

Research validating the effectiveness of Peacemakers (for grades K through 9)
was conducted through a field-experimental design where students were
assigned to a training (Peacemakers) or non-training (control group) condition.
Pre- and posttraining measures were taken regarding conflict management,
willingness to use constructive procedures, attitudes, and the impact on

academic learning. More than 18 studies have validated positive outcomes.

PROGRAM DEVELOPERS

David W. Johnson, Ed.D.
Roger T. Johnson, Ed.D.

David W. Johnson, Ed.D., is a professor of educational psychology and codevel-
oper of the Cooperative Learning Center at the University of Minnesota. He
held the Emma M. Birkmaier Professorship in Educational Leadership at the
University of Minnesota from 1994 to 1997. Dr. Johnson has authored more
than 40 books and more than 400 research articles and book chapters. He is
past editor of the American Educational Research Journal and the recipient of
numerous awards for outstanding research and teaching. He has served as an
organizational consultant to schools and businesses in North, Central, and
South America, Western and Eastern Europe, the Middle East, Africa, Asia, and
the Pacific region. Dr. Johnson is a psychotherapist.

Roger T. Johnson, Ed.D., is a professor of curriculum and instruction and codi-
rector of the Cooperative Learning Center at the University of Minnesota. His
doctoral degree is from the University of California in Berkeley. Dr. Johnson is
the author of numerous research articles, book chapters, and books. He has con-
sulted with schools throughout the world and has been honored with numerous

national awards for his teaching and research.

CONTACT INFORMATION

David W. Johnson, Ed.D.
Professor of Educational Psychology
E-mail: johns010@umn.edu

Roger T. Johnson, Ed.D.
Professor of Curriculum and Instruction
E-mail: johns009@umn.edu

College of Education and Human Development
University of Minnesota

60 Peik Hall

159 Pillsbury Drive SE

Minneapolis, MN 55455

Phone: (612) 624-7031

Fax: (612) 626-1395

Web site: www.co-operation.org

RECOGNITION
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Team Awareness (for the
Workplace)

Team Awareness for the Workplace is a workplace-training program that
addresses behavioral risks associated with substance abuse among employees,
their coworkers and, indirectly, their families. This program has been shown
to increase employee help-seeking for and supervisor responsiveness to
troubled workers, enhance the work climate, and reduce problem drinking.
These results are achieved by—

= Promoting social health
= Promoting increased communication between workers

= Improving knowledge and attitudes toward alcohol- and drug-related
protective factors in the workplace (such as company policy or
Employee Assistance Programs)

= Increasing peer referral behaviors

The training consists of six modules and is conducted across two 4-hour
sessions with a company or business of any size. Large companies generally
require multiple training sessions. Team Awareness is highly interactive and
uses group discussion, communication exercises, a board game, role play,
and self-assessments. Modules cover policy ownership, enabling, stress
management, listening skills, and peer referral.

SERVICES,,
(S SEVICES us,

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

C Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention
www.samhsa.gov

Employees who participated in Team
Awareness were—

= Significantly less likely to come to
work under the influence of illegal
drugs or alcohol

= Two times as likely to decrease prob-
lem drinking behaviors

= Nearly three times less likely to work
with or miss work due to a hangover

= | ikely to double their help-seeking
behavior

= Significantly more likely to work in
groups that encourage coworkers to
stop a drinking or drug habit

*Six-month followup analyses, compared to a control
group.

INTERVENTION
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Outcomes

Team Awareness was effective in

pboth moderate- and high-risk samples.
Employees who received Team
Awareness training reported the
greatest increases in involvement with
the Employee Assistance Program
(EAP). These findings are significant
pecause EAP services are underutilized
iIn workplaces where employees need
counseling but are concerned about
confidentiality or stigma.

In the high-risk sample, employees
who received Team Awareness report-
ed improvements on a number of
drinking and drinking climate meas-
ures. They showed a reduction in job-
related hangovers, and reported that
their coworkers were more willing to
discuss problem employees, less likely
to stigmatize them, and less likely to
drink together.

Increased EAP involvement
post-Team Awareness

B Pre-training
@ 6 Month

Percentage of Employees

Team Information Control
Awareness

Information group received review of EAP policies and procedures;
control group received no additional training

Employees who come to work with a hangover
or miss work due to hangover

B Pre-training
@ 6 Month

Percentage of Employees

Team Information Control
Awareness

Information group received review of EAP policies and procedures;
control group received no additional training

INTENDED POPULATION

Team Awareness is designed for use in any type of organizational setting or
occupational group where employees interact with or depend on each other
to get work done. The training may be particularly effective for safety-
sensitive occupations (e.g., construction workers, emergency response
and law enforcement personnel, machinery or equipment operators,
municipalities, and transportation workers) or where tradition supports
coworkers’ shared use of alcohol to handle stress or to socialize. The
program has been tested on a wide variety of white- and blue-collar
occupations with same- or mixed-gender compositions within two
municipal work forces. Team Awareness has also been adapted for use by
small businesses and community-based alcohol or drug awareness centers.

BENEFITS
= Reduces alcohol- and drug-use risk factors in the work setting

= Improves work group climate that supports employee health and

wellness

= Increases supervisor willingness to use the Employee Assistance
Program (EAP)

= Decreases employee tendency to ignore or stigmatize coworkers with
problems

= Improves confidentiality (respect for privacy) within the work group

= Reduces social norms that support drinking with coworkers

HOW IT WORKS

Team Awareness can serve three different functions depending on the
needs of a business and can be positioned as—

= An enhanced drug-free workplace program
= A team communication workshop
= A work culture intervention
In its original design, Team Awareness has three core components:

= Preparatory focus groups and meetings to collect policy information,
establish rapport, and facilitate employee involvement

= Supervisor training (two 4-hour sessions)
= Employee training (two 4-hour sessions)
The training consists of six modules:

Relevance: Increases employee ownership of the importance of their role in
substance abuse prevention in their worksite. (2 hours)

Team Ownership of Policy: The Risks & Strengths Game creates positive
attitudes toward company substance abuse prevention policies as tools for
risk prevention. (1.5 hours)
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Reducing Stigma & Tolerance and Increasing Responsiveness: Reduces
risky levels of supervisor and coworker tolerance of substance use, i.e.,
enabling and codependence. (1 hour)

Work Stress, Problem Solving, and Substance Use: Identifies signs of poor
coping and the role of substance use. Promotes healthy alternatives for
dealing with stress. (1 hour)

Workplace Communication Skills: Reviews listening skills and identifies
workplace communication norms. (1 hour)

Encouragement: The NUDGE Model: Develops peer referral skills and
employee alliance with EAPs. (1 hour)

IMPLEMENTATION ESSENTIALS

Successful implementation of Team Awareness requires a facilitator who
understands the overview manual and each of the manuals for the six
Team Awareness modules. Manuals/materials are available for free
download from Organizational Wellness & Learning Systems at
www.organizationalwellness.com, or the Institute of Behavioral Research
at Texas Christian University, www.ibr.tcu.edu.

The facilitator must also be familiar with the organization’s work climate,
current substance use policies and related documents, and employee
assistance resources (e.g., company medical office, the EAP). Some
modules will require the facilitator to incorporate information on particular
policies and resources. Sessions should consist of 10 to 25 employees

and be presented in a training room equipped with overhead projector,
screen, and flipcharts. Participants can be drawn from the same or
different work groups or settings.

Training
Facilitator certification takes 3.5 days and can be done on- or offsite. It

involves:

Day 1: Orientation and review of theory and background research;
orientation, training, and practice sessions for modules one and two.

Day 2: Orientation, training, and practice sessions for modules three
through five.

Day 3: Orientation, training, and practice sessions for module six; review
adaptations for supervisors, focus groups, customizations, and fidelity
issues.

Day 4: Receipt and review of evaluation protocols; review transfer
management—strategies for applying what has been learned. (1/2 day)
Technical Assistance

The developer will conduct focus groups, help to customize aspects of the
program to fit particular policies and resources, and assist with pre-post
evaluation and fidelity assessments.
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PROGRAM BACKGROUND

The logic and content of Team Awareness were based on Texas Christian
University (TCU) survey research of more than 3,000 employees from three
municipalities. Findings showed that employee tolerance for coworker
substance use, attitudes toward discrete policy components, and work group
drinking climates were each predictive of risk for substance use-related
problems. Additional findings suggested that group cohesiveness and social
integration at work may buffer against substance abuse risks. Team Awareness
was developed in order to address both risk and protective factors identified
in this survey research (see Zarget Areas). Developmental and initial studies of
Team Awareness were funded by grants from the U.S. Department of Health
and Human Services’ National Institute on Drug Abuse (DA04390) to the
Institute of Behavioral Research at Texas Christian University (Wayne E. K.
Lehman, Ph.D., principal investigator).

EVALUATION DESIGN

Team Awareness used a rigorous pre-post design with random assignment of
work groups from two samples: a medium-sized suburban municipal work-
force and three high-risk departments from a large municipality. Employees
received either Team Awareness (254 workers), an enhanced informational
training that reviewed policy and EAP services (219 workers), or no training
(control group of 235 workers). Work groups were assessed 2 weeks before
and after the trainings, and again at 6 months post training. Surveys used
established measures in six domains of outcomes: a supportive group climate,
stress and coping, drinking norms, policy knowledge, information about the
EAPD, and substance abuse behaviors. Previous TCU studies support the
reliability of employee reports of substance use and drinking norms.
Independent records of EAP utilization were available in one sample.
Analyses include controls for attrition and covariates, hierarchical linear
modeling, and logistic regression to examine how immediate training effects
mediate long-term outcomes.

PROGRAM DEVELOPERS

Joel B. Bennett, Ph.D.
Wayne E. K. Lehman, Ph.D.

Drs. Bennett and Lehman and colleagues at Texas Christian University devel-
oped all materials and evaluation protocols for Team Awareness training. Both
have published in scientific journals on organizational behavior and substance
abuse and have served as grant reviewers for the U.S. Department of Health
and Human Services. They are also editors of Preventing Workplace Substance
Abuse: Beyond Drug Testing to Wellness (American Psychological Association).
Dr. Bennett has launched Organizational Wellness & Learning Systems, a

consulting firm that provides training, coaching,
and assessments for improving the overall
health of the business setting. Dr. Bennett has
served on advisory boards for Magellan
Behavioral Health Care, and the Management,
Spirituality, and Religion Division of the
Academy of Management.

CONTACT INFORMATION

To obtain training, training of trainers, and
technical assistance, contact:

Joel B. Bennett, Ph.D.

Organizational Wellness & Learning Systems
4413 Overton Terrace

Fort Worth, TX 76109

Phone: (817) 921-4260 or (817) 845-2772
E-mail: learn@organizationalwellness.com
Web site: www.organizationalwellness.com

For research and evaluation information, contact:

Institute of Behavioral Research
Texas Christian University
TCU Box 298740

Fort Worth, TX 76129

Phone: (817) 257-7226
E-mail: ibr@tcu.edu

Web site: www.ibr.tcu.edu

RECOGNITION
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Too Good For Drugs

Too Good For Drugs (TGFD) is a school-based prevention program
proven to reduce the intention to use alcohol, tobacco, and illegal drugs in
middle and high school students. Developed by the Mendez Foundation
for use with students in kindergarten through 12th grades (5 to 18 years
old), TGED has a separate, developmentally appropriate curriculum for

each grade level, and is designed to develop:

= Personal and interpersonal skills relating to alcohol, tobacco, and ille-
gal drug use

= Appropriate attitudes toward alcohol, tobacco, and illegal drug use

= Knowledge of the negative consequences of alcohol, tobacco, and ille-
gal drug use and benefits of a drug-free lifestyle

= Positive peer norms

The program’s highly interactive teaching methods encourage students to
bond with prosocial peers, and engage students through role-play, coopera-
tive learning, games, small group activities, and class discussions. Students
have many opportunities to participate and receive recognition for involve-
ment. TGFD also impacts students through a family component used in
each grade level: “Home Workouts” in kindergarten through 8th grade,

and “Home Pages” in high school.

INTENDED POPULATION

TGFD is intended for kindergarten through twelfth grade students, 5 to
18 years old. It was developed in Hillsborough County (Tampa), FL, the

Nation’s twelfth largest school district, and tested there in six middle

schools. The program was later tested in three Hillsborough County high

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Substance Abuse Prevention

www.samhsa.gov

Effective Substance Abuse and
Mental Health Programs
Jor Every Community

Proven Results*

TGFD* reduced students’

intentions to:

Smoke cigarettes: middle school
33%; high school 58%

= Drink alcohol: middle school
38%; high school 50%

= Smoke marijuana: middle
school 25%; high school 45%

» Fight: high school 45%

* Compared to students in control groups.

INTERVENTION
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OUTCOMES

Each of the five studies showed positive
effects on other risk and protective fac-
tors relating to student alcohol, tobacco,
and illegal drug use and violence, includ-
iNng significant increases (p < .001) in:

= Attitudes toward drugs

= Attitudes toward violence
= Perceived peer norms

= Peer disapproval of use

= Emotional competence

= Social and resistance skills
= Goals and decisionmaking
» Perceived harmful effects

Positive effects on substance use and pro-
tective factors continued to be seen both
short- and long-term. Outcomes in com-
parison to controls include significant
increases in students’ protective factors
(p<.001).

Followup Results for Middle and High School
Substance Use and Aggressive Behavior Initiation
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schools and all Lake County, FL, high schools. Through this testing,
TGFD was proven effective with African American, Asian American,

Hispanic/Latino, and White students in rural, urban, and suburban areas.

BENEFITS

= Reduces risk and enhances protective factors that affect alcohol, tobac-
co, and illegal drug use

= Reduces intentions to use alcohol, tobacco, and illegal drugs

= Develops more appropriate attitudes toward alcohol, tobacco, and ille-
gal drugs

= Improves decisionmaking, goal setting, and peer resistance

® Increases friendships with peers less likely to use alcohol, tobacco, and

illegal drugs

HOW IT WORKS

TGFD consists of sequential curricula, developmentally appropriate to
each grade level, which builds on skills learned in the previous years.
While one year of TGFD has produced measurable positive effects, multi-
year programming prevents or reduces degradation of these effects. For
maximum effectiveness, TGFD should be implemented each school year.

TGFD uses proven, research-based strategies, including:

* Multilesson, Multigrade-Level Programming: 10 lessons per grade
level, kindergarten through 8th grade; 26 high school lessons, with 14
core lessons delivered in the same class and 12 infusion lessons includ-
ed in other academic classes, all over the course of a single grade level.

* Normative Education: provides accurate information about the per-
centage of youth that use drugs and the percentage that would disap-
prove if their friends used drugs.

* Information on Harmful Effects of Drug Use: raises students’ per-
ception of risk.

® Prosocial Skills Development: features goal setting, decisionmaking,
coping, communication, and peer refusal skills.

= Diverse Role-Play Situations: relating to alcohol, tobacco, and illegal
drug use and associated problem behaviors provide many opportuni-
ties for practice.

= Cooperative Learning: promotes prosocial skills and academic
development.

= Parental Involvement: promotes discussion and reinforces concepts

and skills students learn in TGFD.
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IMPLEMENTATION ESSENTIALS

For successful implementation, TGFD requires skilled, committed, enthu-
siastic teachers who personally exhibit the attributes encouraged by TGFD,
e.g., non-smokers and non-substance abusers, possessing positive social

skills, showing empathy and kindness.

For maximum effectiveness, teachers should deliver:

= One lesson per week for 10 weeks (K-8th grade) and “Home
Workouts” for parents

* One lesson per week for 14 weeks (in one high school grade level) or
twice a week, if needed, and “Home Pages” for parents

= Twelve high school infusion lessons within subject areas
To attain the best result, each school should:

= Conduct a needs assessment

= Set measurable goals and objectives

= Appoint a schoolwide TGFD coordinator and grade-level coordina-
tors, if desired

® Plan program implementation

= Conduct “TGFD & Violence—Educators” staft development work-
shop or present overview of TGFD for faculty, and teacher training

= Observe lessons; provide feedback; conduct process evaluations

= Conduct pre- and posttests

= Write evaluation report; recommend implementation changes, if needed

Staff and Administrative Support

Ideally, implementation begins with “Too Good for Drugs & Violence—
Educators,” a 10-hour staff development program attended by all school
personnel—from teachers and secretaries to janitors and food service work-
ers. This course is designed to evaluate and improve school and classroom
climate, establish positive norms, and increase students’ bonding with the
teacher and school. At minimum, begin with an overview of TGFD for

the entire school staff.

Training/Technical Assistance

One- or two-day teacher/staff training on how to use each grade-specific
curriculum is strongly recommended. Training and technical support are

provided by The Mendez Foundation.

Resources/Materials

TGFD includes 10 lessons (kindergarten—8th grade), a 14-lesson core cur-
riculum plus 12 infusion lessons in high school, and 10 staff development

sessions. Each grade-level kit includes a scripted curriculum, participant
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HERE'S PROOF PREVENTION WORKS

workbooks, and teaching materials. Each lesson includes rationale, objectives,
materials list, recommended resources, lesson extenders, and a “Home

Workout” or “Home Pages” for parents.

Space, Equipment, and Resource Requirements

TGED is designed for a classroom with a cassette player and overhead projec-

tor. Staff-to-program participant ratio is 1 teacher for 30 to 35 students.

PROGRAM BACKGROUND

The Mendez Foundation began providing drug prevention education in
Hillsborough County, FL, in 1978. TGFD began as a sixth-grade program
taught in a single school. Since then, it has become a comprehensive

K-12 program.

After a national television documentary featured TGFD and other promising
programs in 1983, the Foundation received calls from leaders around the coun-
try who wanted to replicate the program in their own communities. In
response, the Foundation began to publish manuals and offer curriculum train-
ing and training of trainers. Revised in 1998, to incorporate leading-edge
research, TGFD has been implemented in more than 2,500 districts nation-

wide.

EVALUATION DESIGN

Five studies conducted by independent evaluator Tina Bacon have examined
TGFD’s effectiveness in reducing adolescents’ intention to use tobacco, alco-
hol, and marijuana, reducing fighting, and strengthening protective and
resiliency factors. All of the studies examined pretest equivalence between treat-
ment and control groups; potential bias of loss of student data over time; quali-
ty of program implementation; and estimates of reliability and validity of

assessment tools.

Middle school studies used a repeated measures treatment-control group
design. Middle schools from the Hillsborough County school district were
stratified based on location, size, academic performance, and socioeconomic
status. Sixth-grade students (n =1,318) were pre- and posttested following the

delivery of the TGFD program, 20 weeks, and 1 year later.

High school studies used a pretest/posttest randomized design. Sample popula-
tions included students from one large high school from the Nation’s 12th
largest school district (n = 201) and students from six high schools in a small,

rural Florida school district (n = 303).

PROGRAM DEVELOPER

The Mendez Foundation is a not-for-profit
organization nationally recognized as an innova-
tive leader in prevention education. Since 1978,
the Foundation has been dedicated to helping
adults and children develop the skills to live safe,
healthy, balanced lives. The staff includes 25
teachers/prevention specialists, trainers, a
researcher, and a curriculum development team.
Administrators have master of education degrees
and certified addiction prevention professional
certification. Hundreds of thousands of students
nationwide have successfully completed Mendez

Foundation prevention programs.

CONTACT INFORMATION

For program and training information, contact:

Susan K. Chase

Director of Training

Prevention Education Programs

The Mendez Foundation

601 S. Magnolia Avenue

Tampa, FL 33606

Phone: (800) 750-0986 ext. 206

Fax: (813) 251-3237

E-mail: schase@mendezfoundation.org

Web site: www.mendezfoundation.org

RECOGNITION
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Trauma-Focused Cognitive
Behavioral Therapy

Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) is a treatment
intervention designed to help children, youth, and their parents overcome
the negative effects of traumatic life events such as child sexual or physical
abuse; traumatic loss of a loved one; domestic, school, or community vio-
lence; or exposure to disasters, terrorist attacks, or war trauma. It was devel-
oped by integrating cognitive and behavioral interventions with traditional
child abuse therapies in order to focus on enhancing children’s interpersonal
trust and reempowerment.

TEF-CBT can be provided to children 3 to 18 years old and their parents by
trained mental health professionals in individual, family, and group sessions
in outpatient settings. TF-CBT targets symptoms of posttraumatic stress
disorder (PTSD) that often co-occur with depression and acting-out
behaviors. PTSD includes an array of anxiety symptoms as well as—

= Intrusive thoughts of the traumatic event

= Avoidance of reminders of the trauma

= Emotional numbing

= Excessive physical arousal/activity

® Irritability

* Trouble sleeping or concentrating

The intervention also addresses issues commonly experienced by trauma-
tized children, such as poor self-esteem, difficulty trusting others, mood
instability, and self-injuriou