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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. Elaine P. Parry

Administrator Acting 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’ 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.

Science-Based Prevention Programs and Principles, 2002

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."’

= 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, alcohol, and any illicit drug
is associated with adolescents’ reports of
having frequent sleep problems.”



Figure |1.Web of Influence

Teen School Substance Teenage Violent
Pregnancy |<>| Dropout |+~ Use < suicide |+ Crime

\ Individual

Risk and
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Factors

[
Society/ g Family <| Community** | = School Pu Peer
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.”

= 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 “harder” 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

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

prevention science by
identifying risk and
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.™

w 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 Iy 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 bigh 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."



» 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.

w  Comprebensive 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.

= 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," !4 176177178
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
rinking, graduated licensing, and/or zero
drinking, graduated | g, and/
tolerance policies 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 ~fprogram 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
behavior 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.
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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

Target Population Results
Program 213 Replications A::lttl:;:?tlm Location |  Domain Calt(:Mo Program Findings
Age | Ethnicity | Pre | Post P ad Activities
yr|yr [yr
Across 9-13& | Mixed NN 3+ | Replicated Urban | Individual i [Olter adults Decreased youth
Ages Parents 2 with Spanish- School mentor youth substance use,
Andrea I speaking and Peer [Petform suspensions, and
Taylor American community problem behavior;
Temple Indian service improved self-
University children [Ddvelop youth esteem, school
coping/life skills attendance, and
[Prdvide academic | knowledge of
support dangers of
[Prdvide parent substance use;
support 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
that it does not deliver the

Fidelity defines the extent

qualities sought by those who
adapted it for use in the field.
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,”
after which further modifi-
cation will compromise the
program integrity and effec-
tiveness.””" Clearly, the limits
of this zone need to be known

to which the delivery of

a prevention program
conforms to the curriculum,
protocol, or guidelines for
implementing that program.

Adaptation defines the
degree to which a program
undergoes change in its
implementation to fit needs
of a particular delivery
situation.

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
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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€ce€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
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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.

= 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 r

ogram components
design and delivery. Young prog p
men’s and young women’s

risk and protective influences lasting reductions in
differ, pointing to the need  substance abuse.

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 empbhasis,
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.

r—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.

r—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:

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

—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)

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

r—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)

r—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

= 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).

r—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.

r—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.

rExperientially 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.

r—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.

—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.

r—iTeachers, coaches, and other individuals
delivering program content receive ongoing
support and direction.

Science-Based Prevention Programs and Principles, 2002

r—ilnitial sessions focus on joining partici-
pants together, before introducing program
content.

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

—1The positive effects of relationship were
observed among participants in the Across
Ages program:

r—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:

—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.

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

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

r—iThe 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:

r—iThe 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.

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

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

rDidactic 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.

—Ongoing support is provided to facilitators
implementing program components to
ensure uniform delivery.

r—Program activities are structured to create
a sense of safety and continuity for partici-
pants.

r—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.

r—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.

—iOne-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.

r—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.

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

—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.

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

= Trainer attributes are critical to program

success.

—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.

r—ilraining 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
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[0 No Formal Educational
Requirements

0.4

B Bachelor's Degree in
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0.3

B Advanced Degree Required
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Parental Involvement —1The 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

—iClose to half (48 percent) of reviewed
programs incorporate a parenting

component. are organized according to major considerations
r—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‘hil_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-
tion’s desire to implement
these programs.

Technologies, provide
training and technical
assistance for disseminating
SAMHSA Model 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:

r—Inadequate funding for implementation

r—Lack of community and school buy-in and
readiness

—Staffing issues
r—Limited access to schools
r—iIraining and technical assistance issues

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

r—Difficulty involving parents in prevention
efforts

—Cultural issues

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

r—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:

—=Strong community coalitions
r—Community and school buy-in and support
rAppropriate staffing

r—Access to technical assistance and training
r—State mandates and funding

r—Prior experience

r—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

Programes. 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 .
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 [COMWer adults Decreased youth
Parents 2 with Spanish- School mentor youth substance use,
Andrea Taylor ! speaking and Peer [Pekform community  |suspensions, and
Temple University Native service problem behavior;
American [Dévelop youth improved self-
children coping/life skills esteem, school
[Prbvide academic attendance, and
support knowledge of
[Prbvide parent dangers of
support substance use;
improved
relationships with
adults; improved
attitudes about older
All Stars I1-15 Mixed I 3+ Materials in Urban Individual 2,0 [Dévelop positive Reduced drug use,
2 Spanish Suburban Family ) peer norms sexual activity, and
William Hansen I Rural School [Indrease bonding to  |reported violence;
Tanglewood Peer school increased bonding
Research [Prbvide parent with school and
support family.
Athletes Training 14-18 Mixed I 3+ No Urban Individual 22 [Prbvide 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 [Dévelop 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
yriyriyr
Border Binge <25 Mixed I 3+ N/A Urban Community [CEnhance alcohol Reduced number of
Drinking 2 Suburban law enforcement on | young Americans
Reduction I border returning to the
Program* M [Prbmote responsible |United States with
beverage service illegal BACs after
Robert Voas practices night of drinking in
James Baker [ChHeate binational Mexico; reduced
Pacific Institute youth service center | number of alcohol-
for Research and [Imblement 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 ° [Prbvide 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 [Rdstructure problems; improved
Jose Szapocznik American therapy family functioning.
University of families behaviors
Miami [Fatilitate healthy
family interactions
* & . .
@B 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 In