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I.
Purpose 

     The purpose of this module is to provide information and skills necessary to engage in community prevention activities.

II. Learning Objectives

At the end of the training, the health care professional will have had an opportunity to:

· Define community-based prevention.

· Discuss types and levels of prevention.

· Compare frameworks for preventive interventions.

· Identify risk and protective factors associated with substance use disorders.

· Cite theories of behavioral change.

· Discuss cultural influences on prevention.

· Define the role of the health professional in prevention.

· Discuss general and specific strategies for community-based prevention.

· Identify evaluation aims for community-based programs.

III. Chronology Approximately                  1 Hour 30 Minutes 


Introduction and objectives                                                      5 Minutes 
Definitions, types and levels of prevention                            15 Minutes
Frameworks for preventive interventions                               15 Minutes

Prevention principles





 10 Minutes

Risk and protective factors and resiliency                              15 Minutes
Role of health practitioner                                                        5 Minutes
              Designing effective prevention programs, 
            theories of change, cultural competence, 
            general and specific strategies, evaluation                             20 Minutes

            Summary and evaluation                                                          5 Minutes
IV.  
Facilitator Materials

· Power Point Slides (lecture and discussion)

V. Participant Materials

· Handouts

· References

Module IX: Community-Based Substance Abuse Prevention
Slide 1:  Title Slide - Community-Based Substance Abuse Prevention Introduction
This is the title slide.  
Slide 2: Learning Objectives
Health Care Professionals will have the opportunity to: 

· Define community-based prevention.

· Discuss types and levels of prevention.

· Compare frameworks for preventive interventions.

· Identify risk and protective factors associated with substance use disorders.

· Cite theories of behavioral change.

· Discuss cultural influences on prevention.

Slide 3: Learning Objectives (continued) 
Health Care Professionals will be able to:
· Define the role of the health care professional in prevention.

· Discuss general and specific strategies for community-based prevention.

· Identify evaluation aims for community-based prevention programs.

Slide 4: Introduction 
There are compelling reasons why community-based prevention of substance use and abuse should be a major focus for all health professionals.  The combined effects of tobacco, alcohol, and other drugs take a greater toll on the health and well-being of Americans than any other single preventable health problem.  While the Monitoring the Future (MTF) (2004) survey indicates an almost 7 percent decline from 2003 to 2004 of any illicit drug use in the post month by 8th, 10th, and 12th grades, other areas raise of drug use concern.  There was a significant increase in OxyContin use by adolescents during this period and lifetime inhalant use for 8th graders also increased significantly.  NIDA’s Community Epidemiology Work Group (CEWG) publishes emerging trends in drug abuse for 21 major U.S. metropolitan areas.  The CEWG data for 2002 indicate that cocaine/crack was endemic in all of the areas, heroin indicators continued to be high, prescription opiates appear increasingly in drug indicator data, methamphetamine abuse continues to spread and marijuana is the most frequently used illicit drug in CEWG areas.  (Community Epidemiology Work Group, 2003).  Studies indicate that 119 million Americans (50.1% aged 12 or older were current alcohol users in 2003 and 70.8 million (29.8%) Americans 12 or older were current smokers during that time (Substance Abuse Mental Health Services Administration, 2004).  As indicated by these data substance use disorders occur across the lifespan, so preventive interventions must be targeted for individuals at risk in all age groups.  Such interventions should take into consideration the unique developmental tasks of each age group and the risk and protective factors that influence the health behaviors of individuals and communities.  According to Perry, “the question in prevention is not why but how” (Perry, 1996).  Individuals of all ages are members of communities and there is increasing evidence that the most effective prevention strategies are community-based (Burgoyne, 1991).  Moreover, the underlying premise of Healthy People 2010 is that the health of the individual is almost inseparable from the health of the larger community, the state, and the nation (U.S. Department of Health and Human Services, 2000).  The role of the health professional is to join with community stakeholders to increase the capacity of the community to provide science-based preventive interventions (Marcus, 2000, Chinman, et al 2005; Spoth & Greenberg, 2005). This module provides an overview of community-based prevention: definitions, levels of prevention, selected frameworks and strategies for designing community-based prevention, a summary of the literature related to risk and protective factors, and a brief outline of the role of the health professional in these endeavors.

Slide 5: Definition of Prevention
Prevention literally means to keep something from happening.  There are, however, different interpretations about what that “something” is; first incidence, frequent use, heavy use, relapse, disability associated with a disorder, or the risk condition itself.  According to Pentz (1999), the broadest interpretation related to substance abuse disorders is “blocking the progression of use to abuse, whether in adults or youth.”  Defined in strictest terms prevention refers to preventing onset of any use.  Because this may not be realistic, clinicians and researchers define preventive interventions as “any program that has as its goal either delay of onset, delay of progression from lower to higher use prevalence (frequency) or consumption (amount) or decrease in use prevalence and consumption” (Pentz, 1999, p 535). The Center for Substance Abuse Prevention (CSAP) definition of prevention states that it is “a proactive process that empowers individuals and systems to meet the challenge of life events and transitions by creating and reinforcing conditions that promote healthy behaviors and lifestyles” (CSAP, 1994).  Early prevention activities, primarily education, focused on the individual rather than the environment.  Prevention science is now understood to be far more complex and to involve integration of epidemiological, etiological and preventive intervention research.  Prevention can be defined holistically as an anticipatory process that prepares and supports individuals, families, communities, and systems in the creation and reinforcement of health behaviors and lifestyles and the conditions that promote them.

Slide 6: Prevention Activities Classified
Preventive interventions are classified by approach to drug abuse control (demand vs. supply reduction), level of prevention (universal, selective, indicated) and focus (direct focus on drug use resistance and harm reduction vs. indirect focus on life skills and building protective factors).

In the traditional public health conceptualization of levels of prevention (primary prevention is targeted at protecting individuals who have not yet begun to use substances, secondary prevention (or early intervention) targets persons in early stages of substance abuse to reduce and/or eliminate use, and tertiary prevention (treatment) seeks to end dependency and addiction and/or ameliorate the negative effects of substance use (Commission on Chronic Illness, 1957; CSAP, 1991).  Since this 1957 public health classification of levels of prevention was formulated, there is new appreciation for the complex interplay between and among environmental, cognitive, physical, psychological, social and spiritual factors and health outcomes.  A second framework has been used since 1990 to supplement the initial public health classification.  That framework, embedded in the Mental Health Intervention Spectrum (Figure 1), categorizes interventions as: universal (delivered to the general population), selective (targeted for “at risk” populations), and indicated (aimed at high risk individuals who may have minimal but detectable signs or symptoms of the disorder) (Gordon, 1983; Mrazek & Haggerty, 1994). 
Slide 7: Mental Health Approach to Prevention 
Universal Preventive Intervention is prevention that is desirable for everyone in eligible population. Selective Preventive Intervention is targeted for individuals or subgroups at significantly higher risk than average. Indicated Preventive Intervention is targeted for high-risk individuals with minimal but detectable signs/symptoms.
School education programs conducted by teachers or peers are examples of universal prevention strategies. Similarly, programs that provide opportunities for seniors to remain active in the community would be classified as universal.   Individual and group counseling and support groups for youth who are having academic problems or experiencing family or peer difficulties is classified as selective prevention. Education programs about drug interactions and drug and alcohol interactions for seniors taking multiple prescriptions are selective prevention strategies.  Indicated prevention strategies focus on youth who exhibit problems such as gang involvement, truancy, criminal activity and conduct disorder.

Indicated prevention strategies for the elderly would target individuals who have beginning signs of substance use disorders such as falls or signs of neglect associated with alcohol use.  

Slide 8: The Mental Health Intervention Spectrum

Figure 1: The Mental Health Intervention Spectrum 

Slide 9: Examples of Research-Based Drug Prevention Programs 
Specific Examples of Research-Based Drug Prevention Programs for Youth Using These Classifications include: 
· Life Skills Training (Botvin et al., 1990).  A universal classroom program which addresses a wide range of risk and protective factors by teaching 1) drug resistance skills and information, 2) self-management skills, and 3) general social skills.

· Project STAR (Pentz et al., 1989).  A universal prevention program that reaches the entire community with a comprehensive school program, mass media efforts, a parent program, community organization, and health policy change.

· Strengthening Families Program (Kumpfer et al., 1996).  A selective multi-component, family-focused program that involves parent training, children’s skills training and family skills training.

· Reconnecting Youth Program (Eggert et al., 1994; 1995).  An indicated prevention program for youth in grades 9 through 12 with poor school achievement and potential for dropping out.  (This includes personal growth class, social activities and school bonding, and a school system crisis response plan.)

     (Preventing Drug Use … 1997)

Slide 10: Approaches to Community-Based Prevention
Although the science of community-based prevention is in its infancy, there are tested

approaches, with corresponding frameworks, to guide program planners.  Three frameworks are provided below as examples.  They are the Prevention Intervention Research Cycle (Mrazek & Haggerty, 1994), the PRECEDE-PROCEED Model (Green & Kreuter, 1999), and the SAMHSA Prevention Platform.  Two distinct, though not antithetical, perspectives on prevention inform the frameworks  (National Institute on Alcohol Abuse and Alcoholism, 2000).  One a clinical perspective, derived from medicine and psychotherapy, focuses on individual factors and lifestyle issues.  From the clinical perspective, community may be defined as a media market that can be reached via messages aimed at individual behavior changes in a general population.  The public health, or environmental, perspective derived from epidemiology, and the social sciences, focuses on law, policies, and practices that affect production, distribution, sales, marketing, or behaviors.  Prevention work from the public health perspective is done through licensing authorities and community institutions rather than the general population.  The two approaches are not competitive but may be integrated to provide comprehensive programs (National Institute on Alcohol Abuse and Alcoholism, 2000; Curry  & Kim, 1999).  Comprehensive community-based prevention programs focus on both demand and supply aspects of substance use.  (Windle, 1999).  As an example, Project Northland, an alcohol-specific, multi-component prevention program for young adolescents, includes strategies for individuals and strategies to change laws and policies (Perry et al., 1996; Perry, 1999; Windle, 1999; National Institute on Alcohol Abuse and Alcoholism, 2000).  Project Northland consists of school-based curricula, aimed at individual behavior change; parental involvement and education programs; peer leadership opportunities; community task forces and action teams; and a mass media campaign.  The program outcomes included decreased alcohol use at the end of 3 years, for early adolescents, and decreased smoking and marijuana use among baseline nonusers (Perry, 1999).  Other studies have not yielded such positive results.  A large fifteen year study, using the social-influences approach to school-based smoking prevention for youth, reported no long-term deterrence of
smoking among the participants (Peterson et al., 2000).  Because prevention science is in its infancy, full-scale community studies such as Project Northland should be complemented with smaller studies to determine potentially powerful interventions and the best way to deliver those interventions (National Institute on Alcohol Abuse and Alcoholism, 2000)  Elements of both the clinical and public health perspectives are evident in the following frameworks or models suggested for planning preventive interventions. 
Slide 11: Frameworks for Community-Based Prevention
The Preventive Intervention Research Cycle provides one basic framework for prevention research.  The Preventive Intervention Research Cycle, like the Mental Health Intervention Spectrum described in the preceding section, is an outcome of the work of the Committee on Prevention of Mental Disorders.  The Committee was appointed by the Institute of Medicine in 1992 in accordance with an agreement with the National Institute of Mental Health.  In 1994 the Committee published Reducing Risks for Mental Disorders:  Frontiers For Preventive Intervention Research (Mrazek & Haggerty, 1994), a comprehensive guide to the prevention process with recommendations for developing the infrastructure, conducting the research, and gaining the knowledge necessary for preventive interventions in mental health and substance abuse.  The Precede-Proceed Model and SAMHRS Prevention Platform are two other useful models
Slide 12: Prevention Intervention Research Cycle
The first and second boxes of the cycle call for review of information from many different fields of health research.  Boxes three and four speak specifically to the research endeavor.  The fifth box depicts the shift from research project to community service program with ongoing evaluation.  The feedback loop indicates as exchange of information between and among researchers and community practitioners that should occur throughout the cycle.  A suggested worksheet to accompany the Preventive Intervention Research Cycle is provided in Figure 3.  This framework has been used for many intervention programs designed for individuals of all ages from infants to the elderly (Mrazek & Haggerty, 1994, 506-511).
Slide 13: PRECEDE – PROCEED Model

The PRECEDE - PROCEED Model for health promotion provides another framework for approaching community-based prevention  (Figure 4) .  This comprehensive framework is founded on the disciplines of epidemiology; the social, behavioral, and educational sciences; and health administration.  Two propositions are fundamental to the framework:  (1) health and health risks are caused by multiple factors; and (2) efforts to effect behavioral, environmental, and social change must be multidimensional or multisectoral (Green & Kreuter, 1999).  The framework has two components:  (1) a diagnostic or needs assessment phase (PRECEDE, predisposing, reinforcing, and enabling constructs in educational/environmental diagnosis and evaluation) and (2) a developmental stage of health promotion planning that follows the diagnostic assessment and initiates the implementation and evaluation process (PROCEED, policy, regulatory, and organizational constructs in educational and environmental development)  (Green & Kreuter, 1999).  Unique to this framework is the initial focus on outcomes rather than inputs.  The premise is that factors important to the outcome must be diagnosed before the intervention is designed or the intervention may be misdirected (Green and Krauter, 1999).
The PRECEDE – PROCEED Model has nine phases:

Phase 1
Social assessment:  Consideration of quality of life by determining

subjectively defined problems of individuals and communities.

Phase 2
Epidemiological assessment:  Identification of specific health goals or problems that may contribute to social goals (disability, discomfort, fertility, fitness, morbidity, mortality, physiological risk factors).

Phase 3
Behavioral and environmental assessment:  Identification of behavioral factors

(compliance, consumption patterns, coping, preventive actions, self care, utilization) and environmental factors (economic, physical, services, social).

Slide 14: PRECEDE – PROCEED Model (continued)
Phase  4
Educational and organizational assessment:  Identification of predisposing 

factors (knowledge, attitudes, beliefs, values, perceptions), reinforcing factors, attitudes and behavior of health and personnel, peers, parents, employers and




enabling factors (availability of resources, accessibility, referrals, rules, laws,




skills).

    Phase  5
Administrative and policy assessment:  Assessment of organizational and

administrative capabilities and resources for development and implementation of a program.


Phase 6,7,8 9
Implementation and process, impact and outcome evaluation.

Developed initially as an evaluation model, the PRECEDE-PROCEED framework has evolved into a comprehensive model for planning, implementing and evaluating community-based preventions.  For further discussion and details of the  model see Green and Kreuter (1999).  There is a software training tool (EMPOWER) and a supportive environment for guidance (NETPOWER) available as technological support for the PRECEDE – PROCEED Model.  See  http:www.ihpr.ubc.ca/preapps.html for examples of applications of this framework.

Slide 15: Substance Abuse Mental Health Services Administration (SAMHSA) Prevention Platform
The SAMHSA Prevention Platform is an online resource designed to assist professionals and community volunteers to engage in substance abuse prevention.  The framework includes the following areas:

· Assessment – determining your prevention needs.

· Capacity – improving your capabilities.

· Planning – developing a strategic plan.

· Implementation – putting your plan into action.

· Evaluation – documenting the outcomes of your work.








Http://preventionplatform.samhsa.gov

Slide 16:  Model
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Slide 17: Lessons from Prevention Research
The National Institute on Drug Abuse (NIDA) has summarized the results of long-term research studies on the origins of drug abuse behaviors and common elements of effective prevention to arrive at sixteen evidence-based principles. (http://www.nida.nih.gov/infofacts/lesson.html).
Slide 18: Principle 1
Prevention programs should enhance protective factors and reverse or reduce risk factors (Hawkins et al. 2002).

· The risk of becoming a drug abuser involves the relationship among the number and type of risk factors (e.g., deviant attitudes and behaviors) and protective factors (e.g., parental support) (Wills et al. 1996).

· The potential impact of specific risk and protective factors changes with age. For example, risk factors within the family have greater impact on a younger child, while association with drug-abusing peers may be a more significant risk factor for an adolescent (Gerstein and Green 1993; Dishion et al. 1999).

· Early intervention with risk factors (e.g., aggressive behavior and poor self-control) often has a greater impact than later intervention by changing a child’s life path (trajectory) away from problems and toward positive behaviors (Ialongo et al. 2001).

· While risk and protective factors can affect people of all groups, these factors can have a different effect depending on a person’s age, gender, ethnicity, culture, and environment (Beauvais et al. 1996; Moon et al. 1999).

Slide 19: Principle 2
Prevention programs should address all forms of drug abuse, alone or in combination, including the underage use of legal drugs (e.g., tobacco or alcohol); the use of illegal drugs (e.g., marijuana or heroin); and the inappropriate use of legally obtained substances (e.g., inhalants), prescription medications, or over-the-counter drugs (Johnston et al. 2002).
Slide 20: Principle 3

Prevention programs should address the type of drug abuse problem in the local community, target modifiable risk factors, and strengthen identified protective factors (Hawkins et al. 2002).
Slide 21: Principle 4

Prevention programs should be tailored to address risks specific to population or audience characteristics, such as age, gender, and ethnicity, to improve program effectiveness (Oetting et al. 1997).
Slide 22: Principle 5

Family-based prevention programs should enhance family bonding and relationships and include parenting skills; practice in developing, discussing, and enforcing family policies on substance abuse; and training in drug education and information (Ashery et al. 1998).
Family bonding is the bedrock of the relationship between parents and children. Bonding can be strengthened through skills training on parent supportiveness of children, parent-child communication, and parental involvement (Kosterman et al. 1997).

· Parental monitoring and supervision are critical for drug abuse prevention. These skills can be enhanced with training on rule-setting; techniques for monitoring activities; praise for appropriate behavior; and moderate, consistent discipline that enforces defined family rules (Kosterman et al. 2001).

· Drug education and information for parents or caregivers reinforces what children are learning about the harmful effects of drugs and opens opportunities for family discussions about the abuse of legal and illegal substances (Bauman et al. 2001).

· Brief, family-focused interventions for the general population can positively change specific parenting behavior that can reduce later risks of drug abuse (Spoth et al. 2002b).
Slide 23: Principle 6
Prevention programs can be designed to intervene as early as preschool to address risk factors for drug abuse, such as aggressive behavior, poor social skills, and academic difficulties (Webster-Stratton 1998; Webster-Stratton et al. 2001).
Slide 24: Principle 7
Prevention programs for elementary school children should target improving academic and social-emotional learning to address risk factors for drug abuse, such as early aggression, academic failure, and school dropout. Education should focus on the following skills (Conduct Problems Prevention Research Group 2002; Ialongo et al. 2001):
Slide 25: Principle 7 (continued)

· self-control;

· emotional awareness;

· communication;

· social problem-solving; and

· academic support, especially in reading.
Slide 26: Principle 8
Prevention programs for middle or junior high and high school students should increase academic and social competence with the following skills (Botvin et al. 1995; Scheier et al. 1999):
Slide 27: Principle 8 (continued)

· study habits and academic support;

· communication;

· peer relationships;

· self-efficacy and assertiveness;

· drug resistance skills;

· reinforcement of anti-drug attitudes; and

· strengthening of personal commitments against drug abuse.
Slide 28: Principle 9
Prevention programs aimed at general populations at key transition points, such as the transition to middle school, can produce beneficial effects even among high-risk families and children. Such interventions do not single out risk populations and, therefore, reduce labeling and promote bonding to school and community (Botvin et al. 1995; Dishion et al. 2002).
Slide 29: Principle 10
Community prevention programs that combine two or more effective programs, such as family-based and school-based programs, can be more effective than a single program alone (Battistich et al. 1997).
Slide 30: Principle 11
Community prevention programs reaching populations in multiple settings—for example, schools, clubs, faith-based organizations, and the media—are most effective when they present consistent, community-wide messages in each setting (Chou et al. 1998).
Slide 31: Principle 12
When communities adapt programs to match their needs, community norms, or differing cultural requirements, they should retain core elements of the original research-based intervention (Spoth et al. 2002b), which include:

· Structure (how the program is organized and constructed);

· Content (the information, skills, and strategies of the program); and

· Delivery (how the program is adapted, implemented, and evaluated).
Slide 32: Principle 13
Prevention programs should be long-term with repeated interventions (i.e., booster programs) to reinforce the original prevention goals. Research shows that the benefits from middle school prevention programs diminish without follow-up programs in high school (Scheier et al. 1999).
Slide 33: Principle 14
Prevention programs should include teacher training on good classroom management practices, such as rewarding appropriate student behavior. Such techniques help to foster students’ positive behavior, achievement, academic motivation, and school bonding (Ialongo et al. 2001).
Slide 34: Principle 15
Prevention programs are most effective when they employ interactive techniques, such as peer discussion groups and parent role-playing, that allow for active involvement in learning about drug abuse and reinforcing skills (Botvin et al. 1995).

Slide 35: Principle 16
Research-based prevention programs can be cost-effective. Similar to earlier research, recent research shows that for each dollar invested in prevention, a savings of up to $10 in treatment for alcohol or other substance abuse can be seen (Aos et al. 2001; Hawkins et al. 1999; Pentz 1998; Spoth et al. 2002a).
Slide 36: Risk and Protection Factors
The Preventive Intervention Research Cycle and the evidenced-based principles incorporate information on risk and protective factors. While there has been extensive research on identification of risk and protective factors, particularly for adolescent substance use, some issues remain to be addressed in future studies in order to optimize the value of this literature. One issue is the need to recognize the dynamic bi­directional interactions between risk and protective factors and problem behaviors.  For the individual, these factors may vary according to age, psychosocial development, ethnic/cultural identify and environment (Windle, 1999; Mrazek & Haggerty, 1994). Risk and protective factors may be identified as antecedents or buffers to better convey the dynamic nature of their relationship to behaviors. See Simoneau and Bergeron (2000) for an etiologic model of alcoholism, from a developmental ecological perspective that postulates risk and protective factors across the lifespan. Scientific understanding of risk and protective factors is in its infancy so a word of caution is necessary. Module 6 presents additional information on this topic as it relates to children of alcoholic parents.  Recent studies grounded on assessment of risk and protective factors provided evidence for this approach to prevention (Sanders, 2000; Wallace & Muroff, 2002; Marcus et al, 2004; Orlando et al, 2005; Murray & Belenko, 2005).

Slide 37:  Risk Factors
Risk factors have been defined as characteristics that occur more often for those who develop substance use problems (Hawkins et al, 2004).  They are indicators for potential problem occurrence or vulnerability.  The more risk factors children experience, the more likely it is that they will experience substance use disorders and related problems in adolescence or young adulthood.

Slide 38:  Protective Factors

Protective factors on the other hand are not merely the absence of or opposite of risk factors, but the presence of positive influences that help protect a person from developing substance use problems (NIAAA, 1990).  They balance and buffer risk factors (Hawkins et al., 2004).
Slide 39: Resilience 
When all areas of a young person’s life support healthy development and promote resilience, young people are more likely to withstand the negative influences and risks to which they will inevitably be exposed. Garmezy has defined resilience (Hazelden, 1996) as an absence of deviant outcomes regardless of exposure to risk.  Wolin and Wolin (1995) define it as successful adaptation despite risk and adversity.  
Slide 40: Six Life Areas
Risk and protective factors can be grouped by life areas. In one very straightforward theoretical framework of substance use, six life domains—individual, peer, family, school, community, and society – are used.  It is important to note that these domains interact with the individual placed at the core of the model, and that all stimuli are processed, interpreted, and responded to based upon those characteristics that the individual brings the situation.
Knowledge about specific risk factors, as noted by Hawkins et al., 2004, is crucial in preventing substance use disorders and related problem behaviors.  Further, they indicate that although levels of risk may vary from one community and ethnic/cultural group to another, effects of risk factors are fairly consistent across races, cultures, and social classes.

The literature on protective factors and resilience is more diffuse than for risk factors, and there is less clarity about which factors are most important in the prevention of substance use disorders.  Nevertheless, a growing  sense exists that certain protective factors are critically important.  Following is an overview of types of risk and protective factors.

SLIDES 41 through 45 describe Individual/Personal Risk and Protective Factors 

Slide 41: Risk Factors
Individual/Personal. Many of the most important personal/individual risk factors can be categorized as unmodifiable.  These include genetic predispositions toward alcohol use (CSAP, 1993, p 8) and age and gender.  Over the years research on twins and adoptees has shown strong genetic influence especially in males whose fathers have alcohol use disorders. The earlier the age at onset of substance use, the greater the risk for later substance-related problems (Kandel, 1982; Grant and Dawson, 1998). More amenable to change are personal attitudes and predispositions related to drug use, especially an individual’s perception of risk (Brounstein et. al., 1989).  

Slide 42: Risk Factors (continued)
Individual/Personal. Other predispositions include increased levels of impulsivity, hostility, or disinhibition; increased alienation from the dominant values of society; and greater levels of rebelliousness (CSAP, 1993, p. 7). Prevention programs often aim at correcting or overcoming deficits in social skills.  Principal among these are early aggressive behavior (Hawkins et al., 1988) and alienation (CSAP, 1993, p. 9).    
Slide 43: Risk Factors (continued) 
Individual/Personal. Also closely linked with substance use and abuse among youth are related problem behaviors such as juvenile delinquency, violence, teen pregnancy, and dropping out of school (Hawkins et al., 1992).
Slide 44: Protective Factors
Individual/Personal. CSAP’s review of the individual domain (CSAP, 1993, p. 13) identifies three primary categories of protective factors:

· Positive temperament characteristics, which include social skills and social responsiveness, cooperativeness, emotional stability, positive sense of self, flexibility, problem-solving skills, and low levels of defensiveness.
· An emotionally supportive parental/family milieu, including parental attention to children’s interests, attachment to parents, orderly and structured parent-child relationships, and parent involvement in homework and school-related activities.
· Supportive societal institutions that reinforce the child’s coping efforts, elements of which include parental identification and satisfaction, commitment to school, regular involvement in church, and belief in society’s values.
Less easily definable, but perhaps just as important, is social competence, including having good communication skills, responsiveness, empathy, caring, a sense of humor, and an inclination toward prosocial behavior (Elias et al., 1997). Social competence also includes problem-solving skills, a strong sense of autonomy and independence, and a sense of purpose and of the future, e.g., goal-directness
Slide 45: Protective Factors (continued)
Individual/Personal. There are also genetic/biomedical factors. These can be described with the following example: 
· Genetically controlled variation of aldehyde hydrogenase (ALDH2), called ALDH2-2, in 10% of Asians creates intense reaction to alcohol.

· Lower alcoholism risk is also associated with genetically controlled variants of alcohol dehydrogenase (ADH2, ADH3) in Asians and several other ethnic groups.
SLIDES 46 through 48 describe Family Risk and Protective Factors 

Slide 46: Risk Factors
Family. From the prenatal stage through late childhood, the family--parents, caregivers or parent surrogates, siblings, and close relatives--is the main influence in the development of children and youth, and it is also the crucible in which problem behaviors are shaped.  Kumpfer (1993) has observed, for example, that remaining in an abusive or conflict-ridden family is far more detrimental to children than divorce.  Kumpfer also notes that, according to research, marital discord is a stronger predictor of delinquency than family structure (such as a single-parent family).  Other major family risk factors include:

· Economic deprivation;

· Reduced supervision;

· Formal controls and social supports;

· Living in impoverished neighborhoods characterized by high crime rates and alienation;

· Differential family acculturation; 
Slide 47: Risk Factors (continued)
Family.  Poor family management, discipline, and problem solving practices are also  important factors. (Kumpfer, 1993; Hawkins et al., 1992). Also important in predicting substance use among youth is parental use of alcohol and drugs and both parental permissiveness and positive attitudes toward alcohol and drugs (Hawkins et al., 1988).

Slide 48: Protective Factors 
Family. Perhaps the single most important family-related protective factor is positive bonding within the family setting.  As Warner (1990) observed, “despite the burden of parental psychopathology, family discord or chronic poverty, most children identified as resilient have had the opportunity to establish a close bond with at least one person who provided them with stable care and from whom they received adequate and appropriate attention during the first year of life” (quote in Bernard, 1991, p. 6).  Other key family protective factors include:

· High levels of warmth and absence of severe criticism (Rutter, 1979).

· A sense of basic trust (Erickson, 1950/1985).

· High parental expectations (Bernard, 1990).

· Clear rules and expectations for children, including children’s participation in family chores and responsibilities (Hawkins et al., 1992).

SLIDES 49 and 50 describe School Risk and Protective Factors 

Slide 49: Risk Factors 
School. One of the strongest predictors of substance use and related problem behavior is school failure (CSAP, 1993, p. 11; Hawkins et al., 1988).  Some school-related factors are believed to exacerbate preexisting problems and dispositions.  Principal among these are:

· Negative, disorderly, and unsafe school climate;

· Low teacher expectations of student achievement; and
· Lack of clear school policies regarding drug use.

(Hawkins et. al., 1992).

Slide 50: Protective Factors
School. Key protective factors within the school setting are similar to those for the family.  Principal among these are caring and support; high expectations; clear standards and rules for appropriate behavior; and youth participation, involvement, and responsibility in school tasks and decisions (Elias et al., 1997).

SLIDES 51 and 52 describe Peer Group Risk and Protective Factors 

Slide 51: Risk Factors
Peer Group. The negative influence of peers is well established as one of the most important factors in the onset of drug and alcohol use among youth through young adulthood (Swisher, 1992).  According to Swisher (1992) adolescents who are strongly peer-oriented hold “more negative views of themselves, see themselves as less dependable, more hostile, more likely to disobey adults, less interested in academics, less future-oriented, and have traditionally weak bonds with traditionally positive norms such as those espoused by the family, community , or religion.”  One or more of the preceding vulnerabilities to peer influence can lead to the surest predictor of substance use, involvement with peers who use alcohol and drugs and engage in other forms of problem behavior (Hawkins et al., 1988).

Slide 52: Protective Factors
Peer Group. One of the most important factors in young people’s ability to resist negative peer influences is involvement with positive peer group activities and norms (Swisher, 1992).  Also, helping young people resist negative peer influences through involvement in groups with social competencies such as decision-making skills, assertiveness, and interpersonal communication (Swisher, 1992).

SLIDES 53 through 55 describe Community Risk and Protective Factors 

Slide 53: Risk Factors 

Community.  In a review of research related to community risk factors for substance use disorders, Emshoff et al., (1992) identified seven that appear to have a direct influence:

· Community norms that promote or permit substance use.
· Poverty/lack of empowerment.
· Lack of community bonding and community disorganization.
· Cultural disenfranchisement—i.e., a perception among youth that the dominant/mainstream culture is not relevant to them; that they are discriminated against because of their culture, race, or ethnicity; or that little value is attached to their ethnicity and culture.

Slide 54: Risk Factors (continued)
Community. The balance of the seven identified community risk factors are:  
· Policies that encourage or fail to discourage substance use—tolerance of sales of tobacco and alcohol to minors.

· Pro-use messages in the general media.

· Pro-use messages specifically in advertising—e.g., youth-oriented cigarette advertising has been consistently linked with the onset of smoking.

Slide 55: Protective Factors 
Community.  Elements found in caring communities are similar to the protective factors within families and schools and include:  

· Caring and support—social networks and support systems that can promote and sustain social cohesion within the community (Battistich et al., 1996).

· High expectations—cultural norms that set high standards of behavior for young people, including clear norms regarding the use of alcohol and drugs, and that also value youth as community members.

· Opportunities for participation—ways for youth to function as active and contributing members of the community and participate in cooperative learning and shared decision making (Battistich et al., 1996).

SLIDES 56 and 57 describe Societal Risk and Protective Factors 

Slide 56: Risk Factors 
Societal.  Society-level risk factors relate to national economic and employment conditions, discrimination, and marginalization of groups which increases their risk for substance use and abuse.
Slide 57: Protective Factors
Societal. Societal-level characteristics or policies can also work to protect youth from initiating substance use.  Messages promoting substance use via the media may lose their impact if children are taught to become media literate or if these same media channels also carry counter-advertising messages describing the harmful effects of substance use (Lewit et al., 1981; Wallack and De Jong, 1995).  Additionally, decreasing substance accessibility can also protect youth.  This can be done through a variety of strategies such as increased prices through taxation, increased purchasing age with enforcement, and stricter driving laws.
Slide 58: Risk Factors for the Elderly
Substance use disorders occur across the lifespan.  While many of the risk and protective factors correlated with youthful substance use may effect adults, the literature is sparse in this area.  What is known is that alcohol and drug use decreases with age but older adults are particularly susceptible to adverse medical consequences when abuse does occur.  (Adams et al., 1996; Fingerhood, 2000).  Adults 65 years and older represent 12% of the population but consume 30% of all prescription medications and have a rate of over-the-counter drug uses that is seven times that of the general population (U.S. Department of Health and Human Services, 1998).  Twenty-five percent of community-dwelling older individuals use psycho-therapeutic drugs on a regular basis (Fingerhood, 2000).  Hence, there is increased risk of drug-drug interactions and toxic effects from polypharmacy.

Research studies typically identify two types of older alcoholics, those who have had alcoholism for many years and survive to age 60 or older (early-onset alcoholics) and those who become problem drinkers later in life (late-onset alcoholics) (Dupree, 1990; Fingerhood, 2000; Simoneau & Bergeron, 2000).  Late-onset alcoholics typically drink less, have fewer substance misuse problems and function better socially than early-onset alcoholics (Schonfeld & Dupree, 1990; Brennan & Moos, 1991; Leberto & Oslin, 1995).  Late-onset alcoholism is precipitated by one or more losses such as health status, friends, or spouse (Simoneau & Bergeron, 2000; Schonfeld & Dupree, 1990; Liberto & Oslin, 1995; Dufour & Fuller, 1995).    
Slide 59: Risk Factors for the Elderly (continued)
Other frequently cited antecedents to drinking for both groups include depression, loneliness, boredom, sadness, lack of social support and negative cognitive coping style (Schonfeld & Dupree, 1991; Fingerhood, 2000; Simoneau & Bergeron, 2000).  Active cognitive coping, high level of social support, and perception of control appear to buffer the risks or antecedents (Welte & Mirand, 1995; Simoneau & Bergeron, 2000).  According to Welte and Mirand (1995), there is a very strong relationship between current drinking and drinking later in life, pointing to the importance of prevention of alcoholism in young and middle aged adults.

Unfortunately substance use disorders among older adults often go unrecognized by family members and health professionals.  More attention is currently being paid to screening and assessment with this population but community-based prevention activities are few.  
Slide 60: Protective Factors for the Elderly
Key protective factors for the elderly include: 
· Positive coping responses to life changes

· Supportive family

· Supportive social networks

· Informed about potential drug interactions and biologic sensitivity to substances.

· (Welte & Mirand, 1995; Simoneau & Bergeron, 2000).

Slide 61: Role of Health Care Practitioner
     The role of health professional in incorporating prevention activities into practice can be:

· To identify individuals, especially children, who are carrying risk factors and to check their social support structure (e.g., family and school support).  If risks are identified, resources can be mobilized to address them.  Sometimes referrals need to be made to other resources such as specialized treatment for substance use disorders or to school counselors;

· To help build protective factors by giving healthy prevention messages or brief advice to patients of all ages;

· To set up clinic space to promote health and prevent substance use problems;

Slide 62: Role of Health Care Practitioner (continued)
In the community the health care professional can have a significant impact by:

· Participating in community and school activities directed at supporting families and individuals as a way to help build the social safety net;

· Utilizing home visits to find out more about patient risks and the encourage protective factors;

· Working with colleagues in professional organizations to promote or sponsor prevention health promotion activities in the community; and 

· Advocating with policy makers on all levels to change laws or public policy that prevent substance use problems (e.g. raising excise taxes, limiting the number of alcohol outlets).

Slide 63: Designing Effective Prevention Programs 
Three common elements underlie effective preventive interventions for all age and cultural groups.  Those elements include: 1) attention to promotion of protective factors and reduction of risk factors; 2) grounding in behavioral change theory; and 3) strategies that enhance client-provider interaction, quality of program implementation, and client participation in and exposure to programming (dose-response) (Dusenburg & Falco, 1995; Hansen, 1992; Pentz, 1998; Preventing Drug Use Among Children and Adolescents, 1997; Prevention Programs for Youth, 1998).  Knowledge of cultural factors are also critical to the design of preventive interventions.

Slide 64: Theories of Change

Theories of behavior change inform research and evaluation of prevention programs.  Social cognitive theory states that individuals learn behaviors through a process of modeling and reinforcement of behaviors observed in group settings (Bandura, 1986).  If those behaviors are deviant they may be perceived by adolescents as normative (Schinke & Cole, 1995).  According to problem based theory, substance use may be functional for the adolescent as deviant behavior may assist young people with weak attachments to pro social settings to achieve their goals (Jessor & Jessor, 1997).  This particular problem behavior is useful in aligning with peers, overcoming anxiety, relieving boredom, coping with stress and achieving pleasure (Hird et al., 1997).  Oetting and Beauvois (1986, 1987) observed that peer interactions greatly influence risk-taking behavior.  The resultant constructs, peer cluster theory, may be used in the context of interventions to reinforce positive behaviors (Schinke & Cole, 1995). The theory of ethnic identity posits that ethnic identity, rather than being a static construct, is an ongoing developmental process from naïveté  to mature appreciation of ones ethnic group.  According to this theory, full self-actualization implies successful completion of the stages (Phinney, 1989; Phinney, 1990; Phinney, 1992; Scheier et al., 1997; Ringwalt et al., 1999).  Exploration of this theory as it relates to prevention programs for minority youth is a relatively new area of investigation.  See Module III for a discussion of the transtheoretical model of change.  Designing programs based on sound theory permit the researcher to determine whether successful behavior change occurred according to the mechanisms of the theory or, if the program was ineffective, the mechanisms were not implemented correctly.  (Pentz, 1999; Petraitis et al., 1997).

Slide 65: Cultural Competence
Knowledge of cultural factors associated with substance use disorders, as well as other health problems, is critical to understanding comprehensive community-based substance abuse prevention (Poss, 1999).  There is a clear link between cultural competence and the success or failure of prevention interventions.  Wright and Watts (1985) note, for example, that preventing alcohol abuse among African American youth may start with some of the same elements as with other ethnic groups, but issues such as high unemployment levels, pose additional risks for this group.  On the other hand, understanding of the rich cultural history, with roots in Africa, is key to assisting African American youth to build the protective self-pride necessary to promote positive drinking behaviors.  Gerstein and Green (1993) note the serious paradox that African Americans are far less likely than non-Hispanic whites to use drugs, but those who do are far more likely to become dysfunctional.  Similarly Hispanic drug use prevalence is lower than for non-Hispanic whites overall, but Hispanics are over-represented in drug-treatment and criminal justice statistics.  According to Schinke et al., (2000), Native American youths use tobacco, alcohol and other drugs earlier, at higher rates and with more severe health, social and economic consequences than adolescents of other American ethnic-racial groups.  
The most successful prevention programs for these adolescents take into account the two cultures in which they live:  the Native American and the dominant non-Indian culture (Schinke et al., 2000).  The cultural competence model developed by Campinha-Bacote (1991) is useful in addressing cultural competence in preventive intervention.  The model is comprehensive, incorporating cultural awareness, cultural knowledge, cultural skills, and the cultural encounter or personal experience with the group.  There is now a growing body of literature to assist the clinician/researcher to assure that preventive intervention are culturally competent (Botvin et al., 1995; Braithwaite et al., 2000; Huff & Kline, 1999; McCubbin et al, 1995; Wilson et al., 1997; Kar, 1999Herd & Grube, 1996, Amaro, et al 2001; Harachi, et al, 2001, Nichter, 2003; Wallace & Muroff, 2002).  Refer to Module One for information on cultural competence.

Slide 66: General Prevention Strategies

General prevention strategies include: 

· Information dissemination 

· Development of life-coping skills

· Provision of alternatives

· Community development

· Advocacy for a healthy environment

· Problem identification

Slide 67: Elements of Effective Programs
Elements of effective substance abuse prevention programs are:
· Use of standardized training materials

· Use of social learning theory methods

· Attention to quality of implementation

· Use of periodic booster sessions

· Use of techniques to extend program beyond the setting (homework).  (Pentz, 1999).

Slide 68: Combined Strategies in Communities are Most Effective

Combined community strategies incude: 

· Curriculum in schools

· Parent involvement

· Support by community leaders and health professionals

· Enforcement of policies

· Use of media to reinforce message

Slide 69: Settings for Community-Based Strategies
Community-Based strategies are effective in the following settings:

· Schools

· Churches

· Community centers

· Youth organizations

· Family centers

· Senior Centers

Slide 70: Community-Based Participatory Approaches

The community should be involved in all aspects of preventive interventions: 1) to assure that the program is specifically tailored to the needs of the community; and 2) to increase the capacity of the community to deliver the interventions.  Participatory research methods offer a viable means to accomplish the goal of community involvement.  Approaches to participatory research include applications variously labeled as action research, participatory action research, community-based action research and advocacy research (North American Primary Care Research Group, 1998).
Slide 71: Community-Based Participatory Approaches (continued)

These applications provide a common framework which includes community participation, research, and action directed at resolving problems identified by community stakeholders (Cornwall & Jewkes, 1995; Israel et al, 1998; Rains & Ray, 1995).  Knowledge and societal change are literally created by interactions between the researcher and the stakeholders all of whom are defined as participants in the research.  These approaches are useful in community prevention activities

Slide 72: Evaluation Rationale
Comprehensive evaluation of community-based prevention programs is critical to advancing the science in this important field.  The evaluation plan should include both process and outcome components.  Process evaluation means documenting all aspects of implementation of the program.  Outcomes are benefits that program participants, families, and communities derive from the intervention.  Short-term benefits might be new knowledge, improved skills, and changed attitudes.  Longer-term outcomes might be changed client behaviors, reduced risks and enhanced protective factors.  An appropriate outcomes evaluation system can provide:

· A systematic way to monitor clients’ outcomes that result from intervention.

· Feedback that reflects the need to make adjustments.

· Evidence that the program works and is cost effective.

· Findings that contribute to the development of “best practices” in prevention efforts.

· A method to disseminate findings to others in the field.

· (Prevention Programs for Youth, 1998).

Slide 73: Evaluation
Components of evaluation are Process and short and long-term Outcomes. 
Process includes documenting all aspects of implementation of the program. Outcomes are divided into short and long-term benefits. Short–term benefits include new knowledge, improved skills and changed attitutdes. Long-term benefits may incorporate changed behaviors, rduced risks and aenhanced protective factors. 
Evaluation Tool






Slide 74: The Getting to Outcomes Framework
The Center for Substance Abuse Prevention (CSAP) has developed a comprehensive model that summarizes the activities involved in prevention research.   The framework includes steps to planning and evaluation as well as a logic mode (Getting to Outcomes, 2000).
Slide 75: Summary 
Community-based substance abuse prevention is a complex, multifaceted process, involving comprehensive definition of all influences on the target population and informed selection, implementation and evaluation of science-based interventions.  Health professionals should consider community-based prevention a component of their role to safeguard the well-being of clients, families, and the general population.

(The Risk and Resilience information in this handout have been adapted from: Substance Abuse and Mental Health Services Administration Center for Substance Abuse. Understanding Substance Abuse Prevention Toward the 21st Century: A Primer on Effective Programs.  A Monograph. Rockville, MD: U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration Center for Substance Abuse, May 1999, pp. 2-8).
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